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Welcome Message 

Dear Colleagues, 

It is a great pleasure and honour for us to welcome you all to the 2nd 
Interventional Pain Istanbul, Pain Symposium and Cadaver Workshop 
endorsed by World Institute of Pain, Turkish Society of Algology organized by 
WIP Turkish Registered Section in Istanbul, Turkey to be held between 25-26 
October 2019.   

The main purpose of World Institute of Pain is to educate and train personnel 
of member Pain Management Centers by including local hands-on training, 
international seminars, and exchange of clinicians all over the world.   

The symposium will include all important topics related with chronic pain 
including pharmacological treatment. The cadaver workshop and simulation 
will include the interventional procedures which will be limited to a certain 
number of colleagues. Our main goal is to present the scopes of pain 
medicine, algology both on interventional and non interventional level.   

The scientific program committee established on a multidisciplinary 
multinational level, formed of well known colleagues who gave their whole 
lifes to the Pain Medicine will give you the real taste of pain medicine, 
Algology.   

This year the FIPP-CIPS examination organized by the Board of Examination of 
WIP will also be held in İstanbul on the 27th of October 2019. 

We welcome you in Interventional Pain Istanbul.   

On behalf of the Organizing Commitee   

Serdar Erdine, MD, FIPP   Giustino Varrassi, MD, FIPP 
Chair of WIP Registered Turkish Section  WIP President  
2nd Interventional Pain Symposium and  
Hands on Cadaver Workshop 

 



 
3 

About WIP 

Mission Statement 

WIP’s mission is to bring together the most recognized experts in the field of 
pain medicine throughout the world for the advancement and standardization 
of interventional pain practice and the achievement of improved standards of 
care for pain patients. 

WIP fulfills its mission through sponsorship and endorsement of educational 
and training programs for pain physicians. These programs are aimed at 
facilitating the development of practice guidelines and standards of examining 
and assessing competency in physicians who specialize in interventional pain 
practice. 
 
The World Institute of Pain was founded in 1993 as a worldwide organization 
that aims to promote the best practice of pain medicine for the 21st century. 
The majority of acute, chronic, and cancer patients are inadequately 
represented in the world. The population of chronic pain and cancer pain 
patients is expected to double by the year 2030, and the older population is 
expected to live longer. Specialized and focused care of pain patients is 
essential if adequate and continued care is to provide comfort and functional 
improvement in their daily living. Pain medicine specialists can provide this 
care. 
 
Through educational initiatives, including WIP World Congresses, regional 
symposia, and practical workshops on interventional pain practice, WIP helps 
promote consensus building among experts on the effectiveness of existing 
techniques and avenues for advancement of therapeutic performances. 

Goals 

To educate and train personnel of member pain centers by including local 
hands-on training, international seminars, and exchange of clinicians. Update 
pain centers with state-of-the-art pain information, including a newsletter, 
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scientific seminars, interlined telecommunications, and publication of a journal 
and books. 

Develop common protocols for efficacy and outcome studies. 

Communicate administrative and patient-related matters on a regular basis by 
way of newsletter, telephone hook-up, world directory of pain centers by 
region, and video conferencing (including patient consultation). 

Categorize and credential pain centers by mail correspondence, local 
information, and the industry’s medical representatives. 

Develop examination process for pain centers in testing trainees, and provide 
know-how in the examination process. 

Encourage interested industries to provide information on pain medicine in 
each region of the world; to bring together local pain physicians and industry 
for education in new technology and training; and to formulate a fellowship-
training program. 
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About WIP Registered Turkish Section  
(Affiliated to WIP) 

World Institute of Pain has 30 Sections from all over the world. The World 
Institute of Pain® (WIP) in 2007 established an international framework of WIP 
Sections that encourages the promotion and development of WIP’s 
membership network, WIP-endorsed activities, and liaisons with individuals or 
groups with similar interests in fields related to best practice of pain 
management, pursuant to Bylaws Article 6, Paragraph A. Sections). Through 
these international Sections and other international networks of pain 
medicine physicians, WIP can more fully realize and enhance the exchange of 
scientific and clinical management practices in a manner that encourages 
international goodwill, as well as social and cultural impact. WIP encourages 
the establishment of regional Sections when such Sections would promote 
the objectives of WIP. 

Pursuant to Bylaws Article 6. Paragraph B. Affiliates, WIP recognizes the value 
of formal liaison with other scientific and professional organizations whose 
purposes are consistent with the mission and aims of WIP. 

Effective 8 May 2018, WIP recognizes the Affiliates: 

1. Legally-registered Sections of WIP. (Example: WIP Turkish Section) 
2. Organized in compliance with local government regulations, with approval 

by WIP. (Required letter from WIP President, Apostille certifying the 
Bylaws of WIP.) 

3. Agrees to total transparency with regard to corporate documents, 
financial disclosures, and compliance with the mission and aims of WIP. 

On January 14, 2017, the Executive Board of the World Institute of Pain® (WIP) 
agreed to support requests by official Sections of WIP to register their 
Sections in their countries when doing so would better empower FIPP® 
(Fellow of Interventional Pain Practice®). Members of WIP to organize 
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educational activities in accordance with the non-profit mission and aims of 
WIP. 

On the 26th of June 2018 WIP Affiliated Registered Section of Turkey has been 
approved by the Ministery of Interior of Turkey. The process was not an easy 
one however worth to give a struggle inorder to have a better way of 
organizing WIP activities, promote FIPP not only within the country but also in 
a broader region, joining together our colleagues from the Middle East, 
Meditterenean, Middle Asia and Caucasus. 
 
In order to reach that goal, WIP Turkish Section is  organizing scientific 
symposiums, cadaver workshop and simulation workshops,  establish a 
webportal to educate and train the future generation 
www.wippainturkish.org, in coordination with the official website of the 
World Institute of Pain; www.wip.agoria.co.uk/ 
 
This is a new and exciting step in the history of World Institute of Pain to 
register their Sections in their countries when doing so would better empower 
FIPP® (Fellow of Interventional Pain Practice®) Members of WIP to organize 
educational activities in accordance with the non-profit mission and aims of 
WIP. 
 
Between 19-20 October 2018 WIP Turkish Registered Section has organized 
the First Interventional Pain Istanbul Symposium and Cadaver Workshop in 
CASE laboratories of Acıbadem University with 45 participants from 15 
countries with great success. 
 
 

 

 

http://www.wippainturkish.org/
http://www.wip.agoria.co.uk/
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On the 19th of October 2018 the General assembly of the WIP Turkish 
Registered Section was held and the following officers has been elected; 

• Serdar Erdine; MD, FIPP, Chair 

• İbrahim Aşık, MD, FIPP, Co Chair 

• Can Eyigör; MD, FIPP, Secretary 

• E. Alp Yentür, MD, FIPP, Treasurer 

• Mert Akbaş; MD, FIPP, Liason to WIP 
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Board and Organizers 
 
World Institute of Pain, Executive Board 

• Giustino Varrassi, MD, PhD, FIPP, Italy, President 
 

• Peter S. Staats, MD, MBA, FIPP, USA, President-Elect 
 

• Miles R. Day, MD, DABA-PM, DABIPP, FIPP, USA, Honorary Secretary 
 

• Dominic Hegarty, BSc, BMedSc, MSc (Pain Management), PhD, 
FCARSCI, FFPMCAI, FIPP, Ireland, Honorary Treasurer 
 

• Kris C.P. Vissers, MD, PhD, FIPP, Netherlands, Chair, Board of 
Examination 
 

• Mert Akbas, MD, FIPP, Turkey, Chair, Board of Sections 
 

• Richard L. Rauck, MD, FIPP, USA, Chair, Advisory Board 
 

• Serdar Erdine, MD, FIPP, Turkey, WIP Founder and Past President 
 

• Gabor B. Racz, MD, DABIPP, FIPP, USA, WIP Founder and Past 
President 
 

• Ricardo Ruiz-Lopez, MD, FIPP, Spain, WIP Founder and Past President 
 

• E.A. (Bert) Joosten, PhD, The Netherlands, Editor-in-Chief, PAIN 
Practice 

• Milan P. Stojanovic, MD, FIPP, USA, Chair, Education Committee (non-
voting) 
 

 



 
9 

Organizing Committee 

WIP Registered Turkish Section (Affiliated to World Institute of Pain) 

• Serdar Erdine, MD, FIPP, Chair 
• İbrahim Aşık, MD, FIPP, Co-Chair 
• Mert Akbaş, MD, FIPP 
• E. Alp Yentür, MD, FIPP 
• Can Eyigör, MD, FIPP 

Scientific Committee 

• Serdar Erdine, MD, FIPP, Turkey 
• Giustino Varrassi, MD, PhD, FIPP, Italy 
• Peter Staats, MD, MBA, FIPP, USA 
• Gabor B. Racz, M.D. Ch.B. DABPM, FIPP, USA 
• Ricardo Ruiz Lopez, MD, FIPP, Spain, 
• Kris Vissers, MD, Phd, FIPP, The Netherlands 
• Athina Vadalouca, MD, PhD, FIPP, Greece 
• Olav Rohov, MD, FIPP, The Netherlands 
• Jan van Zundert, MD, PhD, FIPP, Belgium 
• Arun Bashkar, MD, FIPP, United Kingdom 
• Pasquale di Negri, MD, FIPP, Italy 
• Fabrizio Mitchelli, MD, FIPP, Italy 
• Ovidiu Palea, MD, FIPP, Romania 
• Meltem Uyar, MD, FIPP, Turkey 
• E. Alp Yentür, MD, FIPP, Turkey 
• Aksel Siva, MD, Turkey 
• Uğur Uygunoğlu, MD, Turkey 
• Ersin Tan, MD, Turkey 
• Ayşen Akıncı, MD, Turkey 
• Ayşen Yücel, MD, FIPP, Turkey 
• İbrahim Yegül, MD, FIPP, Turkey 
• Mert Akbaş, MD, FIPP, Turkey 
• İbrahim Aşık, MD, FIPP, Turkey 
• Altan Şahin, MD, FIPP, Turkey 
• Mustafa Kurcaloğlu, MD, FIPP, Turkey 
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• Can Eyigör, MD, FIPP, Turkey 
• Sacit Güleç, MD, Turkey 
• Ender Sir, MD, FIPP, Turkey 
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General Information 

Symposium Date and Site 
25-26 October, 2019 - Acibadem University – CASE (Center of Advanced 
Simulation and Education) 
Address: Kerem Aydınlar Kampüsü, Kayışdağı Caddesi, No:32, 34752, Atasehir / 
ISTANBUL 
https://case.acibadem.edu.tr/  

Hands on Workshop Date and Site 
25-26 October, 2019 - Acibadem University – CASE (Center of Advanced 
Simulation and Education) 

Bus Transfer 
Daily bus transfers are provided within the venues (Mariott Asia Hotel – 
Acibadem University – CASE (Center of Advanced Simulation and Education) 

Technical Information for Speakers 
The organizers kindly ask you to bring your presentations with you on a USB 
memory stick. Your presentations must be uploaded to the computers in the 
meeting room with the help of assisting technicians responsible for the 
dedicated room. The presentation uploading deadline is the last coffee break 
prior to your scheduled presentation.  

Program Changes 
The organizer can not assume liability for any changes in the scientific 
program. Organizers will do their best to keep the participants up to date and 
possible changes in the program will be immediately communicated. 

Internet Access 
Free of charge Wi-Fi service is available at the venue. 

Commercial Exhibition 
The exhibition will be opened from Friday, 25 October until Saturday, 26 
October at Acibadem University CASE foyer. Delegates will have opportunity 
to meet representatives of companies at their stands to discuss new 
developments and receive up-to-date product information. 

https://case.acibadem.edu.tr/
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General Information 

Registration and Information Desk opening hours 

• Friday, 25 October : 07:15 – 18:00 
• Saturday, 26 October : 07:30 – 19:00  

Transfer to Venue 
During the symposium, there will be shuttle service between Marriot Hotel 
Asia - Acibadem University. 
 
25 October 2019, Friday  
From Hotel to Venue: 07:00 am 
From Venue to Hotel: 18:00 pm and 19:10pm 
 
26 October 2019, Saturday  
From Hotel to Venue: 07:00 am 
From Venue to Hotel: 18:00 and 19:10pm 

27 October 2019, Sunday- FIPP-CIPS Examination 

From Hotel to Venue: 07:00 am 
From Venue to Hotel: 18:00 

Social Program 

Welcome Reception 

Date: Friday, 25 October 2019 
Time: 20:30 – 22:30 
Venue: Mariott Asia Hotel 

All symposium and cadaver 
workshop participants are 
cordially invited to attend the 
Interventional Pain Istanbul Symposium Welcome Reception. 
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Useful Information 

Climate 
Temperatures drop significantly, and rainfall averages increase. While it's still 
generally relatively warm and pleasant in Istanbul, it is much colder and wetter 
than the summer months and no longer beach weather. The average 
temperature in Istanbul in October is 16C, with highs of just 19CO. 

Insurance 
The registration fees do not include provision for the insurance of participants 
against personal accidents, illness, cancellation, theft, property loss or 
damage. Participants are advised to take adequate personal travel insurance. 

Currency 
The Lira (TRY), the official national currency, is convertible. The echange rates 
applied in Istanbul banks, official exchange offices and hotels may vary. All the 
major credit cards are accepted in Turkey. 

Credit Card 
In general, VISA/MasterCard and American Express credit cards are accepted 
in most restaurants, cafes, shops and petrol stations. 

Stores and Shopping 
The opening hours of Istanbul stores are generally 09:00 – 19:00. The 
shopping centers are open from 10:  00 – 22:00. 

Electricity 
In Turkey the power sockets are of type F. The standard voltage is 220 V and 
the standard frequency is 50 Hz. 

Tipping 
Service charges are not added to all accounts by hotels and restaurans. You 
may tip taxi drivers, hotel porters and restaurant waitstaff (up to about %10 of 
the bill) if you wish to acknowledge exceptional service.  

Emergency Details 
Ambulance: 112  
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Police: 155  
Coast Guard: 158  
Fire Department: 110  

Lost and Found 
Any found item may be turned into the registration desk. Enquiries about lost 
items can be directed to the Registration Desk also. 

Mobile Phones 
Please respect the speakers and presenters by ensuring that your mobile 
phone is switched off during the scientific sessions. 
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Detailed Program - Symposium: 25 October , Friday, 2019 

 

8:00 – 8:30 Opening Ceremony 

  

08:30 – 10:20 

Moderators: G. Varrassi, S. Erdine 
G. Varrassi: President of WIP 
S. Erdine; Chair of WIP Registered Turkish Section 
İ. Aşık: Co-Chair of WIP Registered Turkish Section 

8:30 – 8:50 Goals of WIP and FIPP exam 
G. Varrassi 

8:50 – 9:10 
Flouroscopic Radiology for Interventions and Radiation 
Safety 
E. A. Yentür 

9:10 – 9:30 Ultrasound in Interventional Pain Management 
F. Micheli 

9:40 – 10:00 
Epidural Neuroplasty, Indications and Technique after 
Half a Century 
G. Racz 

10:00 – 10:20 Progress in Regenerative Procedures for Chronic Pain 
R. Ruiz Lopez 

10:20 – 10:50 Coffee Break 
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10:50 – 12:30 

  

Recent developments in radiofrequency and 
neuromodulation therapies 

Moderators: İ. Aşık, K. Vissers 

10:50 – 11:10 
Evolution of Radiofrequency, from Conventional to 
pRF 
O. Rohof 

11:10 – 11:30 
Recent Advances in Interventional Treatment of Facial 
Pain 
S. Erdine 

11:30 – 11:50 Evidence Neuromodulation Overview; Old and New 
P. Staats 

11:50 – 12:10 Subcutaneous Stimulation (Peripheric Field) 
M. Akbaş 

12:10 – 12:30 Drugs and Pumps for Intrathecal Drug Delivery 
A. Vadalouca 

12:30 – 13:30 Lunch 
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Afternoon Session: Cadaver Workshop (for only participants who registered 

this particular Workshop) 

For the symposium participants; Afternoon Sessions will be as follow; 

13:30 – 15:30 

Head and facial pain 

Moderators: E. Tan, G.K. Talu 

13:30 – 13:50 The Patient, Flow from Diagnosis to Treatment 
U. Uygunoğlu 

13:50 – 14:10 Primary Headaches 
L. Inan 

14:10 – 14:30 Cranial Neuralgias 
E. Tan 

14:30 – 14:50 Cervicogenic Headache: Diagnosis and Treatment 
C. Eyigor 

14:50 – 15:10 
Fibromyalgia and Fibrofog 

A. Akıncı 
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15:10 – 15:40 Coffee break 

15:40 – 17:20 
Cancer Pain and Palliative Care 
 
Moderators: A. Vadalouca, I. Yegul 

15:40 – 16:00 Neurosurgical Approaches to Intractable Cancer Pain 
A. Savaş 

16:00 – 16:20 Palliative Care 
M. Uyar 

16:20 – 16:40 
Cancer Pain Management: Reducing Pain and Suffering 
through Combined Approach Therapy 
K. Vissers 

16:40 – 17:00 Neurolytic Blocks in Cancer Pain 
İ. Yegül 

17:00 – 17:20 The Role of Opioids in Cancer Pain 
G. Varrassi 
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Symposium: 26 October, Saturday, 2019 

8:00 – 10:00 
Interventional techniques for spinal pain I 
 
Moderators: M. Uyar, C. Eyigör 

08:00 – 08:20 
Cervical Spinal Interventions (Interlaminar, 
Transforaminal Injections, Medial Branch Block) 
M. Uyar 

8:20 – 8:40 
Sympathetic Nervous System: Interventional 
Treatments (Stellate, Thoracic Symphathetic, Lumbar 
Symphathetic Ganglions) 
S. Güleç 

8:40 – 9:00 
Lumbar and Sacral Spinal Interventions 
(Transforaminal Injection, Medial Branch Block, DRG) 
O. Rohov 

9:00 – 9:20 Interventional Techniques for Cancer Pain 
A. Bashkar 

9:20 – 9:40 
Intradiscal Decompression Techniques for LBP and 
Radiculopathy 
İ. Aşık 

9:40 – 10:00 Epiduroscopy 
A. Şahin 

10:00 – 10:30 Coffee Break 
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10:30 – 13:30 

Miscellaneous interventional procedures for chronic 
pain management 

Moderators: R. Ruiz Lopez, M. Akbaş 

10:30 – 10:50 
Interventional Pain in Cancer Patients, Vertebro Kypho 
Rf Versus Cryo 
O. Palea 

10:50 – 11:10 
Techniques and Therapies for Chronic Pain Originating 
in Major Joints; Shoulder, Hip and Knee 
S.Kutlay 

11:10 – 11:30 Sacroiliac Joint Pain, Diagnosis and Treatment 
P. De Negri 

11:30 – 11:50 Percutaneous Interventions on Spinal Nerve Root, 
O. Palea 

11:50 – 12:10 Complications of Interventional Pain Procedures 
S. Erdine 

12:10 – 13:30 Lunch 
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Afternoon Session: Cadaver Workshop (for only participants who registered 

this particular Workshop) 

For the symposium participants; Afternoon Sessions will be as follow; 

  

13:30 – 15:10 

Interventional techniques for spinal pain II 

Moderators: G Varrassi, A. Yücel 

13:30 – 13:50 Sedation for pain procedures 
P. Kırdemir 

13:50 – 14:10 
Placebo effect in interventions, social benefit of 
interventions 
A. Bashkar 

14:10 – 14:30 Cervical pain and radiculopathy 
A.R. Rahimi 

14:30 – 14:50 Thoracic pain, diagnosis and treatment 
Pasquale de Negri 

14.50 – 15:10 Pelvic Pain, Diagnosis and treatment 
A. Yücel 
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15:10 – 15:40 Coffee Break  

15:40 – 17:40 

Management of Axial pain and FBSS 

Moderators: S. Güleç, G. Dağıstan 

15:40 – 16:00 
Role of injections in spinal stenosis, A surgeon’s 
perspective 
A. Alanay 

16:00 – 16:20 
Individualized spinal sagittal plane and shape and 
alignment and its role as a back-pain generator 
Ç. Yılgör 

16:20 – 16:40 Failed back surgery syndrome; Treatment options 
E. A. Yentür 

16:40 – 17:00 Safety and efficiancy of percutaneous neurolysis 
L. Gerdesmeyer 

17:00 – 17:20 Future of Pain Medicine-Algology 
S. Erdine 

17:20 – 17:40 Closing session 
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Detailed Program   
Hands on Cadaver Workshop: 25 October, Friday, 2019 

 

Hour Table 1 Table 2 Table 3 Table 4 Table 5 Table 6 

  

Trigeminal 
ganglion 

 
Sphenopalatin 

ganglion 
 

R. Ruiz Lopez 
S. Erdine 

Splanchnic 
nerve 

 
Thoracic 

facet 
 

A. Bashkar 
M. Akbaş 

Cervical 
facet 
joint-

medial 
branch 

RF 
 

Stellate 
ganglion 

 
O. 

Rohov 
S. Güleç 

Ultrasound 
Procedures 

 
Cervical 

medial branch 
block 

 
Caudal 

epidural 
injection 

 
Peripheral 

Nerves: 
Suprascapular 

nerve 
 

Lateral 
femoral 

cutaneous 
nerve 

 
F. Mitchelli  

E Sir 

Hypogastric 
plexus/impar 

ggl 
 

P. Negri 
A.R. Rahimi 

Thoracic 
SCS 

 
P Staats 

İ. Aşık 

13:30-14:15 A B C D E F 

14:25-15:10 B C D E F A 

15:20-16:05 C D E F A B 

16:15-17:00 D E F A B C 

17:10-17:55 E F A B C D 

18:05-18.55 F A B C D E 
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Hands on Cadaver Workshop: 26 October, Saturday, 2019 

Hour Table 1 Table 2 Table 3 Table 4 Table 5 Table 6 

  

Lumbar 
facet joint-

medial 
branch RF 

 
Lumbar 

translaminal 
 

O. Palea 
M. 

Kurçaloğlu 

Ultrasound 
Procedures 

Joints 
Glenohumeral 

joint 
Tibiotalar 

joint 
Soft Tissue 

 
Priformis 

Trochanteric 
bursa 

 
Christ 

Declerck 
E. Sir 

Sacral 
nerve root 

 
Sacroilac 

Joint 
procedures 

 
K. Visserss 
G. Dağıstan 

Lumbar 
sympathetic 

 
LumbAr 

intradiscal 
 

C. Eyigör 
A. 

Moayednia 

Cervical 
interlaminar 

 
T2-T3 

sympathetic 
  

İ. Yegül 
G. Dağıstan 

Caudal 
neuroplasty 

 
Epiduroscopy 

 
G. Racz 
A. Şahin 

13:30-
14:15 A B C D E F 

14:25-
15:10 B C D E F A 

15:20-
16:05 C D E F A B 

16:15-
17:00 D E F A B C 

17:10-
17:55 E F A B C D 

18:05-
18.55 F A B C D E 
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Syllabus 

Serdar Erdine, MD, FIPP 

Biographical Sketch  

Education 
1965-1972, High School: Kadıköy Maarif College 
(Education all in english) 
 
1972-1978 - Graduated from Cerrahpasa Medical Faculty of 

Istanbul University in 1978 

1978-1982 Residency: Completed residency Department of Anesthesiology and 
Reanimation of Medical Faculty of Istanbul, Istanbul University in 1982 
 
1986: Associate Professor in Anesthesiology 
 
1991: Professor of Anesthesiology 
 
1990-2011 Professor and Founder and Chairman of Department of 
Algology(Pain Medicine) 
 
2012: Specialist in Algology (Pain Medicine) 
 
2000 Chair of Istanbul Pain Center,since 2000 

Activities - Membership 

- Founder and President of Turkish Society of Algology 1993-2015 

- Founder and Former President of Turkish Society of Regional Anesthesia 
1993- 1995,1998-2003 

- Former Turkish Representative in European Society of Regional Anesthesia 
1993- 2001 
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- Former Member of the executive Board of Neuromodulation Society 1995-
2000 

- Treasurer of EFIC/European Federation of IASP Chapters,- 1996-1999, 

- Honorary Secretary of EFIC, 1999-2002, 

- President Elect of EFIC, 2002-2005, 

- President of EFIC, 2005-2008 

-Past President of EFIC, 2008-2011 

- Founding member of World Institute of Pain-WIP, 1994 

- General Secretary of WIP, 1994-1999, 

- Vice President of WIP, 1999-2002, 

- President Elect of WIP, 2005-2008, 
 
- President of WIP, 2008-2011 

- Chair of Board of Examination – WIP, 2005-2008 

- CEO of the World Institute of Pain Foundation 2009-2014 

- Member of the World Health Organization Advisory Expert Panel on Drug 

Dependence. 2007-2011, 2011-2014, 2014-2016 

- Current Member of the Executive Board of World Institute of Pain 

- Member of the Procacci Pain Foundation in Italy 

- Trustee of Nopain Foundation in Malta 

Journals 

- Editor of Turkish Journal of Pain-cited in index medicus 1988-2012 
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Awards 

1. Awarded as the Young leader in medicine/Turkish Jaysees, 1991 for being the 

pioneer for Pain Medicine in Turkey. 

2. Chyristal Seagulf award by the Highschool he graduated given to 
outstanding students 

3. Life Time Achievement Award,2012, Medical Chamber of Istanbul, for 

establishing Pain Medicine in Turkey. 

4. Center of Excellence in Pain Practice Award for Comprehensive 

Multidisciplanary Pain Practice by World Institute of Pain in 2013 

5. Honorary Member of European Pain Federation 

6. Trail Brazzers award by World Insitute of Pain 2017 

Invited Speaker on National and International Level 

- Invited speaker in 170 lectures on international level 

- Invited speaker in 200 lectures on national level 

Books 

- Author of 25 books in Turkish 

- Editor-co editor of 8 books in English 

1.Management of Pain A World Perspective I 
Volume 1,2 
P.Raj, S. Erdine, D. Niv, S. Raja 
Proceedings of the 6th International Congress, Pain Clinic, Atlanta 15-20 April 
1994 
Copyright 1995. 
Monduzzi Press Italy 
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2. Management of Pain A World Perspective II 

Volume 1,2 
S. Erdine, P. Raj, D. Niv 
Proceedings of the 7th International Pain Congress Istanbul, 1996 
Monduzzi Press 1997 Italy 

3. Management of Pain A World Perspective III 

J. De Vera,W.Parris, S.Erdine 
Proceedings of the 8th International Pain Congress Teneriffe, Spain,1998 
Monduzzi Press 

4. Textbook of Regional Anesthesia 

P.P.Raj,/ co /editor, S.Erdine 
2001,Blackwell Sciences, New York 

5. Radiological Imaging for Interventional Pain Techniques 

P. Raj, L. Lou, S. Erdine, P. Staats, 
Churchill Livingstone, 2002 

6.Radiographic Imaging for Regional Anesthesia and Pain Management 

PP Raj, L. Lou, S. Erdine, PS Staats, SD Waldman 
Churchill Livingstone, 2003 

7.Interventional Pain Management: Image Guided Procedures 

Prithvi Raj, Leland Lou, Serdar Erdine, Peter Staats, Steven Waldman, Gabor 
Racz, Michael Hammer, David Niv, James Heavner 
Saunders Elsevier, 2008. 

8. Pain Relieving Procedures, Step by Step Illustrated Guide, Serdar Erdine, 
Prithvi Raj, Wiley Blackwell, 2012 

-Author of 200 articles in international or national level mainly on 
interventional pain management. 
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Congresses he organized 

- Organizer of 15 National Congresses on Pain Medicine in Turkey 

- Organizer of World Congress of World Society of Pain Clinicians, Istanbul, 
1996 

- Organizer of the Annual Congress of European Society of Regional 
Anesthesia, Istanbul, 1999 

- Organizer of 3rd World Congress of World Institute of Pain, Istanbul, 2001 

- Organizer of the Pain in Europe V, triennial Congress of European Pain 
Federation, Istanbul, 2006 

Lecture 
Recent Advances in Interventional Treatment of Facial Pain 

Percutaneous transovale approach to the Gasserian Ganglion using absolute 
alcohol was first defined by Hartel in 1912. In the evolution of the treatment, 
radiofrequency lesioning for this ganglion was described by Sweet in 1965, 
retrogasserian glycerol injection by Hakanson in 1981, and percutaneous 
baloon compression by Mullan and Lichtor in 1978 and published in 1983. 

PATIENT SELECTION 

Besides idiopathic trigeminal neuralgia, secondary neuralgic pain due to facial 
pain resulting from terminal cancer or multiple sclerosis may also be treated 
with these approaches. 

Percutaneous procedures are thought to be well-suited for elderly patients or 
those with multiple medical comorbidities for whom MVD would present a 
greater risk, or younger patients who wish to minimize their risk of 
postoperative facial numbness. 

However, age alone is not an absolute contraindication for craniotomy, 
because MVD has been shown to be well tolerated in patients older than 75 
years. (1) 
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There are three percutaneous techniques for the treatment of trigeminal 
neuralgia 

a. Radiofrequency thermocoagulation of the branches of the trigeminal nerve 
b. Retrogasserian glycerol injection 
c. Baloon compression 

a. Radiofrequency thermocoagulation of the branches of the trigeminal nerve 

Radiofrequency thermocoagulation is the thermal ablation of one or more 
branches of the trigeminal nerve.  

Anesthesia dolorosa, keratitis, occulomotor and abduccens palsy, minor 
masticatory weakness may be observed.  

b. Retrogasserian Glycerol injection 

Retrogasserian glycerol injection is delivering 0.1-0.5 ml of glycerol to the 
trigeminal cistern. 

Paresthesia, dysesthesia, anestesia dolorosa, corneal hypesthesia or 
anesthesia, diminished corneal reflex, keratitis, masticatory weakness may be 
observed. 

c. Percutaneous Baloon Compression; 

Percutaneous baloon compression is introducing a 4 G fogarty catheter 
through a 14 G needle, passing the foramen ovale and inflating the baloon of 
the fogarthy catheter for 1-6 minutes. Significant masseter weakness 
hypesthesia, dysesthesia, anestesia dolorosa, balloon failure, heamatoma on 
the cheek, may be observed.  

There are advantages and disadvantages of every technique.  

Among these techniques radiofreqency lesioning has still the highest rate of 
initial pain relief although facial numbness may be annoying for the patient. 
Lesioning of the first branch is not always easy. The method can be repeated  
in case of recurrence. 
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RFT is not appropriate for patients who cannot tolerate an awake procedure 
or who are unable to cooperate with localization. 

RFT can be used for more precise lesion creation than GR and PBC. Because of 
the supposed fiber-selective nature of PBC, many advocate the use of PBC for 
isolated first-division pain 

Retrogasserian glycerol injection is also an effective method but the inital pain 
relief and duration of pain relief is less than radiofrequency lesioning.It may 
easily be applied when radiofrequency facilities are absent.Partial sensorial 
loss may also develope with this technique. Fibrosis may develope at the 
entrance of foramen ovale enhancing further injections. 

Percutaneous ballon compression causes mild sensory loss in the majority of 
cases. However, it is not possible to restrict comperssion to a single division. It 
is not as frequently used as other techniques. 

There is a greater risk of the trigeminal depressor response and hypotension 
and bradycardia seen with PBC, making it less appropriate for some patients 
with cardiovascular disease. (2) 

Comparative Treatment Efficacy 

No randomized, controlled study comparing the 3 percutaneous therapies has 
been performed to date, and the few studies that do exist comparing 
outcomes across modalities are most often single institution and 
retrospective. (3,4) 

In a review of 28 studies of surgical treatments for TN, PBC had the highest 
rates of durable RFT was associated with high rates of pain recurrence and 
complications, and GR was associated with relatively lower rates of initial pain 
relief and shorter pain-free intervals. (5) 

Their results also conflict with those of Lopez and colleagues. 

In a 2011 Cochrane Systematic Review of surgical interventions, the authors 
concluded that the quality of evidence that existed for each treatment 
modality was too low to provide any meaningful comparisons. Randomized, 
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prospective trials are needed to evaluate percutaneous rhizotomy, MVD, and 
SRS. (6) 

In recent years there are some advances for the treatment of trigeminal 
neuralgia; 

• Imaging techniques 
• Technical approach 
• Pulsed RF 
• Botulinum Toxin 
• Neuromodulation 
• New drugs 
• Cost 

Imaging techniques; 

Imaging techniques now available are; Fluoroscopy, CT guidance, Virtual 
reality imaging, and Electromagnetic navigation system. All have some 
advantages disadavantages like excessive radiation, cost. 

Technical approach 

There are several new technical approaches such as reaching to foramen 
rotundum under CT for the second branch of the trigeminal nerve. 

Pulsed RF 

There are several discussions using the Pulsed RF for the treatment of 
trigeminal neuralgia. We have published a double blind randomized study 
comparing pulsed RF with Conventional RF and concluded that pulsed RF is 
not suitable for the treatment of trigeminal neuralgia. (9). Studies are ongoing 
comparing both techniques. 

Botulinum Toxin 

Recently botulinum toxin has been used for the treatment of trigeminal 
neuralgia. The reviews show that due to the very short pain relief, for the time 
being it may not be advised by EBM principles. (10)  
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Neuromodulation 

Techniques of neuromodation are not very much appropriate because of the 
dimensions of the devices used, however it may have a future when devices 
working with improved technologies are used. 

New drugs: 

Recently new local analgesics are tested with a very short duration of pain 
relief. (11) 

Conclusion 

All these techniques are less morbid and more cost effective than open 
surgical techniques. However, each technique must be applied in precise 
indications, in well equipped centers with experienced hands. 

Percutaneous rhizotomy, in all its forms, offers pain relief for TN that is 
immediate with varying durability and a generally favorable side effect profile. 

However, treatment selection remains an inexact science in the absence of 
high quality outcomes data. In addition to incorporating these technical 
advances, future studies must overcome the patient heterogeneity, 
procedural variation, and nonstandard outcomes that limit interpretation of 
the existing literature. (8) 
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Lecture 
Complications of Interventional Pain Procedures 

Increasing number of physicians carrying out interventional pain procedures. 
There is an exponential increase in the use of injections and other 
interventions to treat pain thus complications is a major problem. 

Interventional pain procedures are minimally invasive and maximally 
dangerous. A serious complication is devastating for the patient, and 
devastating for the physician and are often avoidable. 

A wise interventionalist is prepared for problems, anticipates problems and 
reacts appropriately to an emergency and does not turn an emergency into a 
disaster. 

In order how to avoid complications you have to learn anatomy and safe 
intervention techniques, understand correct X-ray interpretation, practice 
within your abilities. 
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You have to get the best training you can, a good patient selection is 
necessary, and you have to remember, each procedure may carry its own 
possible complications, so try to avoid them happening. 

There may be side effects due to the drugs used during the interventional 
procedure and procedure related complications. Special areas of concern are 
Injecting anywhere above the shoulders, occipital region, stellate block, 
cervical transforaminal epidural and thoraco-lumbar transforaminal epidural 
regions. You have to monitor the patient more closely in certain cases. 

Time course of untoward events: Acute e.g. pneumothorax, cord infarction, 
Sub-acute e.g. nerve damage, discitis Chronic e.g. arachnoiditis 

In order to prevent complications, you have to know and understand the 
anatomy. You have to know where your needle tip is and feel the tissues if it is 
on the bone, within the ligament or inside the potential place. You need 
fluoroscopy image at leas it 2 views. In case of anydoubt stop the procedure, 
inject contrast material again and check again in two views. 

Unwanted procedure events are allergic reactions, medication side effects, 
pneumothorax, infection, bleeding, nerve damage, spinal cord injury, brain or 
brainstem injury and death. 

As a conclusion interventional procedures are minimally invasive maximally 
dangerous. 

Most of the complications can be prevented. Worst complications arise in the 
most experienced hands. None of the procedures should be underestimated. 
Education and training is crucial. 

Lecture 
Future of Pain Medicine 

Today’s medicine is increasingly based on the biomedical system. Biomedicine 
is a failed promise of the late Industrial Age. It does not work well for most 
chronic diseases, especially pain. The schism between those providers who 
function with a biomedical model and those who utilize a biopsychosocial 
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model has impaired the development of pain management. The biomedical 
system uses the interventional pain procedures in its own way harming the 
patient. (1) 

On the other hand, the biopsychosocial system accepts the patient as a human 
being, as a chronic pain patient having a chronic pain disease in its own right. 

Over the past several decades, some of the changes have been positive, 
whereas others have been deleterious.  An interventionalist perceives a 
multidisciplinary or comprehensive program as one with interventional 
techniques as the primary modality and physical and psychological 
applications as secondary components. 

In contrast, a psychiatrist, rehabilitation specialist, or surgeon practicing 
interventional pain management may put emphasis on psychology/psychiatry, 
physical therapy/functional rehabilitation or surgical techniques, with 
multidisciplinary management provided by secondary application of other 
modalities, such as interventional techniques in this case. 

There are large gaps and controversies in the literature describing the 
procedures for pain management. The literature is limited. There is lack of 
double-blind studies, and there are problems with randomization. The 
diagnosis is not homogeneous. There are difficulties in arranging the 
appropriate comparison groups. There are problems with standardized 
assessment of treatment outcomes, and agreement on the definition of a 
successful treatment response. The variability in assessed outcomes, 
particularly how and when pain intensity or disability is measured, is especially 
problematic since it precludes combining data across studies with different 
methods in a meaningful way. 

Clinical trials are challenging. Recruiting well-defined patient samples 
appropriate for and willing to undergo investigation of an interventional pain 
procedure is especially difficult. The placebo response, which is substantial in 
pain trials in general, may be even larger in response to sham surgery and 
sham interventions. (2)  
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To test and validate a single intervention requires enormous funding. For 
example, a double-blind, placebo-controlled trial of radiofrequency neurotomy 
for neck pain cost some $500,000. The costs of a placebo-controlled trial of 
intradiscal electrothermal therapy were estimated at over $1,000,000. 
Producing a single study of each would result in an estimated conservative 
cost of $19.5 million. Reproducing these studies could result in a potential total 
cost of $58.5 million. (3)  

Meanwhile, in an effort to reign in increasing costs, third-party payers are 
implementing “evidence based medicine” (EBM) standards. Conversely, when 
randomized controlled trials are lacking, their absence is becoming accepted 
as proof of ineffectiveness of a procedure, and reimbursement is being 
denied. As a result, a conflict has developed. Practitioners unfortunately are 
faced with patients today whose treatment cannot be ignored while waiting 
for someone to generate the evidence. (4) 

Conducting well designed observational studies may help to proceed with 
these interventions as they provide prima facia evidence of efficacy. 

The other side of the coin is that Invasive procedures are nearly completely 
rejected by some authorities like NICE (National Institute for Health and 
Clinical Excellence) in UK. It was mentioned in the report published in 2009 in 
section related with invasive procedures; 

1.6.1 Consider offering a course of acupuncture needling comprising up to a 
maximum of 10 sessions over a period of up to 12 weeks. 

1.6.2 Do not offer injections of therapeutic substances into the back for non-
specific low back pain.” (5 ) 

If such academic nihilism continues, soon there will be not even one single 
interventional procedure left for the treatment of chronic pain. 

Industry relationships with physicians, insurers, and lawmakers have affected 
pain management profoundly, influencing policy and insurance coverage, and 
increasing the use of medical devices and instrumentation. Advertising pain 
treatments has changed the expectations of patients and decreased emphasis 
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on the patient role in pain management. Insurance reimbursement patterns 
have decreased the availability of multidisciplinary pain treatment and 
increased the economic attractiveness of invasive procedures. Competition 
among pain medicine practitioners has often resulted in a stress on new 
technologies and high-paying procedures, with a reduction in less profitable 
treatment options. (6) 

Conflicts of interest can create self-serving biases that are unconscious and 
unintentional, and that do influence patient care. The growing demand for 
therapeutic and diagnostic injections has generated the “injectionists”. (7) 

Another important issue is the misuse and abuse of interventional pain 
management. Interventional techniques increased significantly in Medicare 
beneficiaries from 1997 to 2006: 197% increase in IPM service. Exponential 
increase in facet joint and sacroiliac joint injections.” (8) (Fig 1) 

Lumbosacral injections increased dramatically in Medicare population from 
1994-2001. Less than ½ performed for sciatica or radiculopathy. Professional 
fees increased from $24 million to $175 million. Costs per injection doubled 
from $115 to $227. Non-anesthesiologists (especially radiologists) increased 
their percentage of procedures. (2) 

Widespread use of inadequately tested or unnecessary pain management 
diagnostic and treatment techniques, decreased use of some treatments with 
well documented effectiveness, and lack of adequate pain education are 
major concerns. 

The future of interventional pain management depends on proper 
understanding of the practice of interventional pain management, the 
appropriate use of interventional techniques, the research aimed at 
elucidating the pathophysiologic basis of pain, the studies validating evidence-
based approaches for interventional pain management, and the good faith 
effort to eliminate fraud and abuse with contained and appropriate utilization. 

Clinicians may often be applying an acute care model to a chronic condition. 
There are no “magic bullets” for chronic back pain, and expecting a cure from 
a drug, injection, or operation is generally wishful thinking. Instead of 
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measuring only technical success (solid bony fusion or properly placed 
injection), research should clarify a treatment’s safety and its effects on pain, 
function, and return to work. 

The practice of pain medicine, involving those with chronic pain of cancer and 
non-cancer origin, more closely resembles that of our surgical colleagues. The 
practice resembles surgical-based practices because it is based on office 
evaluation and procedure-based treatment. 

It is a new discipline, a subspecialty and even specialty in the future which 
required a through training. (9) 

Pain management is an art. It is a science and it is a business. The business of 
pain management influences patients’ attitudes toward pain, their 
expectation for pain relief and cure, and their choices of treatments. 

The place of the interventional pain medicine in an optimistic way is, to be a 
part of a multimodal approach. It can palliate natural course of disease, can 
facilitate rehabilitation for chronic pain and sustain a better balance between 
benefit and risks especially in comparison with surgical techniques. 

Interventional pain management should adopt a biopsychosocial perspective 
on pain and operate within a framework of multidisciplinary pain rehabilitation 
to improve its effectiveness. Interventional pain management is progressing 
despite diversity. Interventional pain management must provide a leading role 
in the human society, which is afflicted by chronic persistent pain. 
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This lecture will try to make clear the origins of the liberal opioid prescribing 
policies in many of the countries around the world. Then, it will summarize the 
opioid crisis in the USA and other countries; it will establish the connections 
between escalating utilization and morbidity and mortality caused by opioids; 
it will display public health data regarding efficacy of opioid therapy. Lastly it 
will suggest potential solutions to the existing situation. 

Till the 1990s, the clinicians were mostly influenced by stereotypes like: pain 
build character, pain is part of the human experience, pain is subjective and 
questionable, opioids are only for cancer terminal patients, analgesics are all 
addictive. The objectives of pain medicine were limited to pain of cancer 
origin, and partially to pain in postoperative patients. The interest to also care 
for chronic pain of non-cancer origin was extremely limited. 

After the 1990s the pathophysiology and the pharmacology have shown that 
everyone may have pain, and not only the adults that may communicate it to 
the doctors; it has been clear that pain has no purpose, and suffering should 
be avoided at all costs; it has been accepted that opioids are suitable for all 
pain patients, and when used wisely are not addictive. These results have been 
obtained thanks to epidemiologic studies all over the world, thanks to 
awareness campaign, and many other initiatives based on scientific results. 
The number of publications focusing on the importance to treat pain more 
appropriately has been enormous, in the last 2 decades. 

 

At the beginning of this century, the prescription of opioids has become more 
liberal, at least in most of the countries with an advanced health care system. 
To this, many factors have contributed: strong awareness campaign, cultural 
factors, marketing, and “conflict of interests”. The American Pain Society has 
represented one of the main drivers of the changes. The organization of the 
health care system has been crucial. This has rapidly brought to very worrying 
data, till the point that USA, representing 4,6% of the world population was 
consuming 80% of the opioids prescribed around the world. In 2010, the 
prescription of analgesics in USA were enough to medicate every single 
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American adult around-the-clock for a month. The process has been possible 
thank to a strong marketing campaign, with many conflicts of interests. 

Meanwhile, many data were supporting the idea that such aggressive 
pharmacological approach to pain patients did not give any improvement to 
the general health of population. Even if between 1999 and 2013 the 
consumption of opioids had quadrupled in USA, there were no data on a 
significant reduction of suffering people, or improvement in disability metrics 
among opioid users. On the contrary, in the same 5 years there was a 
documented increase in the all-age mortality of middle-aged, reverting 
decades of progress in life expectancy. The Lancet report (2018) on the use of 
opioids around the world has shown that Australia Canada and USA consume 
respectively 18, 30, and 31 times more than the presumed necessary quantity 
of opioids. 

Chronic pain cannot be treated only using analgesics, and especially opioids. It 
is a complex phenomenon and needs much more attention that what the 
health care system is providing at the moment. Any effort should be made to 
educate HCPs, patients, and the public; find new management options, 
improving it; pay more attention to the ethical aspects. The European 
Community has enormously increased the funding for research on pain. The 
deeper knowledge of pain pathophysiology is generating new therapeutic 
potentialities, especially for chronic neuropathic pain. A better research has 
increased the potentialities to have a safer use of opioids and other analgesics. 
The scientific literature is presenting new guidelines and position papers on 
how to manage better the chronic pain patients, and how to avoid a 
thoughtles use of the analgesics. All the pain physicians should be better 
aware of the new possibilities, if they want to be of real support to their 
patients, and not to harm them.  
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Lecture 
Flouroscopic Radiology for Interventions and Radiation Safety  

Fundamentals of on radiation physics 

An atom has an equal number of positively charged protons, and negatively 
charged electrons orbiting the nucleus. While the x-ray is passing through the 
matter, it displaces the electron from its orbit. So the displaced electron and 
the remnant atom is called an “ion pair”. This situation is called “ionization”. 
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Radiation and ionizing radiation 

“Radiation” is the process by which energy is emitted as “electromagnetic 
waves”.  It is classified as “ionizing” or “non-ionizing” radiation. “Ionizing 
radiation” has enough energy to cause an ion pair.  X-ray is an “EM radiation”, 
and at the same time an “ionizing radiation”. 

The effect of ionizing radiation  

Deterministic effects; a minimum threshold dose must be reached for the 
effect to occur. High dose risks are; hair loss, skin damage, cataracts 

Stochastic effects; the effect may occur following any amount of exposure. 
Risks are; cancer and genetic damage.  

There are “three types of x-ray”  

Primary x-rays, scattered x-rays and remnant x-rays.  

The primary source of ionizing radiation exposure for the medical stuff comes 
from scatter radiation that is reflected by the patient. The radiation exposure 
of the physician is dependent on “imaging geometry”. If the image intensifier 
is over the patient, the scattered radiation will be towards the floor. The 
exposure increases if the x-ray tube is above the patient.  

Radiation Protection Fundamentals  

Radiation protection principles of time, distance, and shielding must be 
considered to decrease the exposed dose. Radiation dose is directly related to 
exposure time. Distance effect; radiation intensity decreases as the “inverse 
square” of the distance from the radiation source.  

Barriers; lead aprons, thyroid collars, glasses. Lead apron can “minimize” the 
radiation to be exposed, but never completely prevents.  

Also, use the “least” amount of magnification. A larger image means more 
radiation. 

Summary 
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Safe use of radiography demands; 
Understanding of radiation physics, 
Proper positioning of patient in x-ray beam, 
Maintenance of image intensifier close as possible to patient, 
Proper use of shielding, 
Using of the inverse square law, the least magnification, less irradiation time. 

Lecture 
Failed Back Surgery Syndrome; Treatment Options 

Failed back surgery syndrome (FBSS) is a persistent low back pain, with or 
without sciatica following one or more spine surgeries. 

Causes of pain complaint may be inflammation, mechanical problems or 
neuropathic, such as trauma, infection, adjacent segment disease, 
arachnoiditis, inadequate decompression, muscle spasm, instability, 
discogenic or facet pain, epidural fibrosis, recurrent or new herniated disc, 
stenosis, nerve root injury etc. 

When the pharmacologic treatment options (paracetamol, NSAID’s, tramadol, 
muscle relaxants, gabapentin, pregabalin, antidepressants and opioids) are 
insufficient for pain relief, interventional pain management techniques can be 
the choice.  

Treatment algorithms are designed to address either axial or radicular pain. 

Facet interventions; Zygapophysial joint injection, medial branch block, and 
radiofrequency neurotomy are used for axial back pain.  

Epidural steroid injection (ESI); It is considered effective for epidural fibrosis, 
disk disruption, and spinal stenosis attributed to FBSS. Transforaminal 
approaches are claimed more effective than interlaminar approaches because 
steroid is delivered to anterior epidural space where the problem is located.  

SI joint injections; Vertebral fusion increases angular motion and stress across 
the SI joint which triggers pain. SI joint injections with local anesthetic and 
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steroid can be therapeutic but the duration of efficacy has been shorter than 
radiofrequency lesioning. 

Epiduroscopy, is a percutaneous endoscopic investigation of the epidural 
space. It is used mainly as a therapeutic tool to visualize epidural adhesions 
and administering drugs, releasing inflammation, washing the epidural space, 
and mechanically releasing the scars displayed. 

Percutaneous Epidural neuroplasty; is a technique where a specialized needle 
is inserted caudally, allowing a Racz catheter to be threaded into the epidural 
space. The catheter is advanced to the area of fibrosis and injectate is then 
delivered focally to lyse adhesions. 

Spinal cord stimulation (SCS); is an effective treatment modality at refractory 
FBSS. This technique consists of electrodes inserted into the posterior epidural 
space to stimulate the spinal dorsal column.  

When these invasive techniques failed, pain control can be considered with 
implantable pain pumps.  Intrathecal delivery systems have been found 
effective in FBSS analgesia. 
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Main tasks and responsibility: DIRECTOR OF ANESTHESIA AND PAIN UNIT 

Date: FROM MAY 2000 TO NOVEMBER 2009 
Employer: ISAL Rimini 
Main tasks and responsibility: TEACHER OF PAIN COURSES 
 
Date: FROM 2002 TO 2010 
Name of employer: UNIVERSITY OF PARMA, FACULTY OF MEDICINE , 
NURSING COURSE 
Main tasks and responsibility: PAIN THERAPY AND PALLIATIVE CARE 
TEACHER 
 
Date: FROM SEPTEMBER 2003 TO JUNE 2011 
Employer: AUSL OF PIACENZA 
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Field: NATIONAL HEALTH SYSTEM 
Main tasks and responsibility:  
DIRECTOR OF DEPARTIMENTAL UNIT OF PAIN THERAPY AND PALLIATIVE 
CARE 

Scientific direction, analgesic and surgical activity, coordination of medical and 
nursing staff, budget management of the department, consultancy activities 
at external structures by name and AUSL account of Piacenza. Medical 
representative for palliative care ASL of Piacenza, medical management 
hospice of Borgonovo. Referent for the ASL of Piacenza in regional working 
groups of pain therapy and palliative care. 

FROM JUNE 2011 - PRESENT 

DIRECTOR OF UOC OF PAIN THERAPY with the same duties except palliative 
care 

FROM JUNE 2013 - PRESENT 

Member of the board of ultrasound society in pain therapy SONOPAIN 

FROM SEPTEMBER 2014 - PRESENT 

Teacher at Master of pain therapy Università Sapienza-Roma 

Lecture 
Ultrasound in Interventional Pain Management 

The use of ultrasounds in medicine has shown a great expansion in recent 
decades, combined with its technological evolution. Since 1990, the American 
Medical Association declared that ultrasounds will be the new stethoscope of 
the next century and so, starting from an exclusive diagnostic use, new fields 
of application have been explored. 

In the same period, pain medicine has experienced a similar development and 
new technologies and procedures have been applied. The marriage between 
the two took place just before and in the early part of the 2000s, when the 
sole use of ultrasounds for diagnostic purposes were associated with the 
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positioning of needles with ultrasound guidance or assistance in order to 
achieve higher precision to reach the target point of therapy. In recent years, 
many studies have shown that ultrasounds are an effective and safe tool 
whose reliability is absolutely comparable to x-ray and doesn’t  cause 
exposure  to the risk of ionizing radiation for patients and medical staff when 
performing pain therapy procedures. 

Nowadays, ultrasound scanners are widespread among the various pain 
therapy centers, widely used in diagnostic and therapeutic procedures, and 
their use is now considered mandatory in many of these interventional 
procedures. Particular mention must be given to the recently developed use 
of ultrasound in the study of the peripheral nervous system and the treatment 
of its pathologies, such as nervous entrapment or injury. 

This use of ultrasound must obviously be associated with a specific training 
course and the careful study of the anatomy and ultrasound-anatomy, that 
appears in a very different way from the classic RX images. 

The future technological development will obviously offer new possibilities 
and strategies, with high-performance machines that allow a better quality of 
patient care 
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Gabor B. Racz, M.D. Ch.B. DABPM, FIPP 
Biographical Sketch 

Grover Murray Professor and TTUHSC Endowed 
Chair 
Professor and Chairman Emeritus Department of 
Anesthesiology 
Past President of Texas Pain Society 

Founder and Past President of World Institute of Pain 

Dr. Racz graduated The University of Liverpool Medical School, completed his 
residency at SUNY Upstate Medical Center and served at SUNY from 1966-1977 
when he moved to Texas Tech University Health Sciences Center where he 
served until 2016 as co-director of Pain Services at Grace Medical Center in 
Lubbock, Texas. Dr. Racz is a founder and past president of World Institute of 
Pain and Texas Pain Society. He is the first Grover E. Murry Professor named 
after the first President of the Texas Tech University School of Medicine. 

He was director of the TTUHSC Pain Symposium since its inception 33 years 
ago and is also Director of the annual Budapest Conference since it began 23 
years ago. He was the first President of the Texas Pain Society. 

Dr. Racz board certified with the American Board of Anesthesiology, the 
American Board of Anesthesiology subspecialty in Pain Medicine, and holds 
the certificates of Diplomat with the American College of Pain Medicine, 
Fellow of Interventional Pain Practice awarded by the World Institute of Pain 
and the Diplomat American Board of Interventional Pain Practice (DABIPP) 
certification awarded by ASIPP and WIP. He is an advocate for high standards 
of certification and training among pain physicians and works toward the 
advancement of those goals. He has received numerous recognitions and 
awards from organizations around the world including Distinguished 
Professor Award for Lifetime Achievement from Texas Tech University Health 
Sciences Center, the Lifetime Achievement Award(s) from American Society of 
Interventional Pain Physicians, ASIPP keynote speaker lecture series named 
for Raj/Racz, and the MORICCA AWARD, the highest award presented by the 
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Italian Pain Society. He educated over 1,000 Pain Physician visitors during 
tenure at Texas Tech. 

He has published over 200 book chapters and journal articles and three books 
describing his techniques in spinal cord and peripheral nerve stimulation, 
neurolysis, radiofrequency thermocoagulation and other interventional 
procedures. Today, Dr. Racz continues to practice in Dallas, Texas, hosts Racz 
Labs Interventional workshops, and travels around the world presenting 
lectures and workshops. 

Lecture 
Epidural Neuroplasty, Indications and Technique after Half a Century 

What is new? 

• In a previous publication, a comparison of 5% and 10% hypertonic saline 
found that 10% had the longer lasting effect.  

• The 10% was also reported to be more painful.  

• Prior to this retrospective study, virtual pain-free hypertonic saline 
injection techniques were reproducible in a number of clinical centers.  

Arising Problems: 

• In rare instances, patients following a 30 minute waiting period and a 
slow infusion of 10% NaCl needed extended observation (prior to full 
independent ambulation) 

• Some patients have had their knees buckle and experienced falling to 
the knees. 

• While there have been no reports of complications, problems could be 
avoided by an extended 3-4 hour observation period.  
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Solutions: 

• We are waiting confirmation from multiple studies to reduce the pain 
to virtually zero and to prevent weakness prior to the hypertonic 
saline injection.  

• In the present day, the injection sequence has changed. 

Reduce local anesthetic concentration from .25% to .125% Bupivacaine. (0.2% 
Ropivacaine to 0.1% Vopivicaine) 

After contrast, use 10mL hyaluronidase from the lumbar sacral and 10mL of 
.125% Bupivacaine (inhibits neutrophil infiltration) 

Evaluate for motor block after 20 minutes to rule out subdural dissection or 
injection.  

If no motor block, INJECT 1.5mL OF 1% LIDOCAINE, WAIT 2-3 MINUTES AND 
INJECT MIXTURE OF 10% NaCl AND .6% LIDOCAINE IN THE SAME SYRINGE. 

• How to get 10% Hypertonic and .6% Lidocaine mixture 

Use 4mL of 23.4% NaCl and 6mL of 1% Lidocaine.(corrosive is used for varicose 
veins) 

Flush the catheter at the end with a small volume of saline 

• Hyaluronidase reduces neutrophil infiltration which is the 1st step in 
the inflammatory process, reducing swelling and flair up pain. 

• All of the major studies have included hyaluronidase among their 
evidence.   
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Ricardo Ruiz-Lopez, MD, FIPP 
Biographical Sketch 

President, Founder and CEO of CLINICA 
VERTEBRA, Barcelona Spine & Pain Surgery 
Center, (1987) Barcelona, Spain 
 
Executive Member of the Board of Directors of 

HOSPITAL DELFOS, (since 1997) Barcelona, Spain 
 
Founder (1993) and President (2011-2013) of the WORLD INSTITUTE OF PAIN, 
USA. 

He is both a neurosurgeon and pain specialist, very well known. His personal 
expertise is on radiofrequency lesioning, an innovator on this field as well as 
regenerative treatment in chronic pain syndromes. 

Lecture 
Progress in Regenerative Procedures for Chronic Pain 

Despite the extensive use of PRP for more than 3 decades in dentistry, 
orthopedics, neurosurgery, ophtalmology, maxillofacial surgery and cosmetic 
surgery.   

1. There have not been enough prospective, randomized, double 
blinded, controlled studies documenting the positive effect of PRP growth 
factors on tissue healing 

2. There is no standard protocole for PRP dosage 

PRP is defined as a sample of plasma with a platelet concentration 3 to 5 times 
greater than the physiologic platelet concentration found in whole blood of 
healthy. 

Platelets contain >1100 Substances: Proteins, Enzymes, Enzyme-inhibitors, 
Growth-factors, immune-system messengers and other bio-active compounds.  



 
55 

These substances play a role in Tissue reparation and wound healing (1) 

Bioactive molecules and growth factors that stimulate the tissue healing 
process are found in the alpha granules of circulating platelets (2) 

If future clinical studies could demonstrate that autologous PRP therapy is 
effective at decreasing or eliminating neuropathic pain,  

Then this could pave the way for PRP therapy as a superior treatment 
approach for neuropathic pain when compared with other treatments and 
drugs currently available 

Regardless the limited clinical-based evidence, PRP injections have been 
applied clinically to initiate healing and decrease pain associated with 
epicondylitis, osteoarthritis, rotator cufftears and ligament, tendón injuries 
and chronic tendinopathy (3) 

Further research and clinical trials are also needed to study the undesirable 
effects induced by PRP, to determine optimal dosing of growth factors in PRP 
for tissue healing, and to determine posible interactions between these 
growth factors 

(1) Leslie, M. Beyond clotting: The power of platelets. Science 2011; 328: 562-4 

(2) Blair P, Flaumenhaft R. Platelet ∂-granules: basic biology and clinical 
correlates. Blood Rev, 2009; 23: 177-89. 

(3) De Vos RJ, Weir A, Van Schie HT, et al. Platelet-rich plasma injection for 
chronic Achiles tendinopathy: a randomized control trial JAMA 2010; 303: 144-9 

 

 

 

 

 



 
56 

Olav Rohof, MD, FIPP 

Biographical Sketch  
Founder Pain Clinic Oss St.Anna Hospital 
1981-1989, full time Pain 1989. 

• (co) Founder Pain Clinic Germany Köln 
Rodenkirchen 1989-2009 

• (co) Founder Pain Clinics Zofingen and 
Zürich Switzerland 2000-2007 

• Thesis: Long term follow up of RF lesion ganglion Gasseri in Trigeminal 
neuralgia patients: University Bonn , Germany 2002 

• New Techniques 

- PRF suprascapular block and other peripheral nerves Pain Practice 
2002 Vol 2 nr 3 

- (P)RF treatment of Degenerative Disc Disease Pain Practice 2012 

- Sacral PRF application technique for FM, PHN, central sensitization 

 Anesthesia and Pain Med 2014 

• Tutor at the foundation Pain Clinic CWZ hospital Nijmegen, the 
Netherlands 2007-2010 

•  1989- 2015: Pain Clinic Orbis Medical Center Sittard Geleen, The 
Netherlands 

•  2015-2016: consultant, doing substitutions Zeist Utrecht Amsterdam 
Terneuzen 

• 2016- now: DC Klinieken Pain, Almere The Netherlands 

• >2.500 interventions/year, totally >70.000 
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Special Interests: 

RF and PRF application in chronic pain, facial pain (trigeminal neuralgia, cluster 
headache), spinal pain (disc, Failed back surgery syndrome, spinal stenosis), 
CRPS, joint pain, headache, post herpetic neuralgia, central sensitization, 
application of sacral PRF and PRF epidurally.  

Lecture 
Evolution of Radiofrequency, from Conventional to pRF 

Continuous Ablative RadioFrequency (CRF) has since 1976 been used in the 
treatment of pain, since 1998 the non ablative PulsedRF is being used all over 
the world for still many more indications and there are many publications on: 
DRG procedure, intradiscal, intra-sacral, transcutaneous, intra-articular, 
systemic, trigger points, peripheral nerves, tendinitis, chronic pain models, 
CRP levels. 

On instigation of its inventor Menno Sluijter the initial parameters of PRF f2 
and 20ms pulsewidth (duty cycle 40) however have changed in 2009 to f5 and 
5 ms (duty cycle 25) to STP Sluijter Teixeira Poisson in 2015, an irregular burst 
type PRF with duty cycle 15. If PRF STP is applied with a maximum of 45V the 
temperature will always stay under 40 oC. 

Temperature is not important and is only a side effect of PRF, the strength of 
the Electric field in V/m is causing its main effect. Very low PRF fields of 
200V/m have been shown to provoke TNF alfa expression in monocytes thus 
inducing stimulation of the immune system.  

PRF DRG application in a neuropathic pain model in rats showed attenuation 
of hypersensivity and microglial activation in ipsilateral dorsal horn (1).  

PRF DRG application in a lumbar disc herniation rat model also showed a 
significant increase in paw withdrawal threshold and decreased OX-42positive 
microglia and pERK expression in ipsilateral dorsal horn (2). 

 



 
58 

Recently in a rat model having induced a muscular injury which was treated 
with PRF, prof. Luis Brasil (Nottwil 2018) was able to prove PRF works also on 
the oxidative stress (OS) of the cell. OS is a special form of stress, it involves 
overproduction of free radicals.  

Free radicals normally have an important function as messenger in eukaryotic 
cells, often in a subtle interaction with Ca++ ions. Free Radical overproduction 
however can be very destructive. Their behavior is not following normal 
biochemistry but is dictated by submolecular biology, it occurs in microsecs  
and has no memory, they react with any also normal molecule and cause a 
chain reaction. 

The hypothesis of the working mechanisms of PRF has now been focused on 
cell biology, oxidative stress and sterile inflammatory diseases. This form of 
PRF is therefore by Menno Sluijter and Teixeira called “RedoxPRF”, and they 
apply this now only as Transcutaneous noninvasive PRF. In short time a new 
generator with 4 times more power to apply RedoxPRF will be available. 

2. Pulsed Radiofrequency Application Reduced Mechanical Hypersensitivity 
and Microglial Expression in Neuropathic Pain Model 
https://doi.org/10.1111/j.1526-4637.2012.01453.x  

Hea-Woon Park MD, PhD  

Sang-Ho Ahn MD, PhD  

Jo-Young Son MS  

  

 

 

https://doi.org/10.1111/j.1526-4637.2012.01453.x
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorStored=Park%2C+Hea-Woon
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorStored=Ahn%2C+Sang-Ho
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorStored=Son%2C+Jo-Young
https://onlinelibrary.wiley.com/doi/abs/10.1111/j.1526-4637.2012.01453.x
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Lecture 
Lumbar and Sacral Spinal Interventions (Transforaminal Injection, 
Medial Branch Block, DRG) 

Since 2009 we are treating patients with central sensitization (CS) with 
application of PRF in the sacral canal entered at the sacral hiatus under X 
fluoroscopic control. 

The diagnosis of CS can be made on clinical parameters: pain hypersensitivity 
(esp. dynamic tactile allodynia), secondary punctate or pressure hyperalgesia, 
aftersensations and enhanced temporal summation; and be confirmed with 
fMRI and QST. A more pragmatic approach by the author (OR) has led to the 
finding on physical examination of tenderness on most spinous processes, as 
being a hypothetical sign of CS and thereby forming the indication for a sacral 
PRF treatment. Caudal epidural injections with local anesthetics with or 
without corticosteroids have frequently been used to treat lumboradicular 
pain with often a remarkably long result (1). A caudal PRF probably could 
therefore be a special spot for PRF application.  

In the first published article we described the technique and result of 3 
postherpetic neuralgia patients (2). The hypothesis on the 
workingmechanism(s) will be discussed and the indication and results of the 
first 103 cases be presented (5). We also presented a poster presentation of a 
pilot study on 20 Fibromyalgia patients treated with sacral PRF (4). Visitors to 
our pain clinic from Latvia treated a refractory back pain patient in their clinic 
accordingly and published a poster (6). Kallenbach et al. presented the results 
of seven cases (Nottwil 2015) 

Cho HK et al. showed changes in neuroglial activity in multiple spinal segments 
after caudal (sacral) epidural pulsed RF in a rat model of lumbar disc herniation 
(3).  

In a prospective study (7) Dong Gyo Lee et al. described a >50% improvement 
in 10 of 20 cases of CIAP (chronic idiopathic axonal polyneuropathy) treated 
with caudal PRF with 6 months follow up. 
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1.Parr AT, Manchikanti L et al: Caudal epidural injections in the management of chronic low 
back pain; a systemic review of the literature. Pain Physician, 2012; 15:E159-198  

2.Rohof OJ. Caudal epidural of pulsed radiofrequency in post herpetic neuralgia (PHN); report 
of three cases. Anesth Pain Med 2014; 4:e16369.  

3.Cho HK, Kang JH, Kim S-Y, Choi M-J, Hwang SJ, Cho YW, Ahn SH. Changes in neuroglial activity 
in multiple spinal segments after caudal epidural pulsed radio frequency in a rat model of 
lumbar disc herniation. Pain Physician 2016;19:E1197-1209.  

4.Rohof Olav, Peek Dirk: Sacral PRF as treatment for chronic fibromyalgia; Pilot study on 20 
cases. Poster WIP World congress on pain New York 2016 

5. Rohof O: Application of Pulsed radiofrequency in the sacral canal for hypersensivity pain. A 
pilot study on 103 cases 12 months follow up. Poster WIP World congress New York 2016 

6. Cernavska I.1, Miscuks A.2, Golubovska I.1, Briuks K.3, Zvirgzdina D.4 Refractory back pain 
treated by caudal epidural pulsed radiofrequency. Case report 1Hospital of Traumatology and 
Orthopaedics, Dept of Anaesthesiology & Intensive Care, Riga, Latvia, 2University of Latvia, 
Faculty of Medicine, Riga, Latvia, 3Hospital of Traumatology and Orthopaedics, Dept of 
Vertebral Surgery, Riga, Latvia, 4Riga Stradins University, Student, Riga, Latvia. 

 7.T Dong Gyu Lee, MD and Min Cheol Chang, MD : The Effect of Caudal Epidural Pulsed 
Radiofrequency Stimulation in Patients with Refractory Chronic Idiopathic Axonal 
Polyneuropathy. Pain Physician 2018; 21:E57-E62 • ISSN 2150-1149  
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Peter Staats, MD, MBA, FIPP 

Biographical Sketch 

Dr. Staats was the founder of the division of 
Pain Medicine in the Department of 
Anesthesiology and Critical Care Medicine at 
Johns Hopkins University, where he was the 

division chief and director for over a decade. In this capacity he was youngest 
major division chief in the history of Johns Hopkins Hospital and was the first 
anesthesiologist to obtain surgical at any academic university in the US. In 
2003 he became a founding partner in Premier Pain Centers in New Jersey 
which merged with National Spine and Pain Centers (NSPC), the largest pain 
practice in the United States where he is currently the chief medical officer. He 
serves on the United States Health and Human Services Pain task force 
subcommittee whose mandate is to define appropriate treatment societies for 
pain in America. 

He is boarded by the American Society of Anesthesiology, the American Board 
of Interventional Pain Physicians (ABIPP) and the World Institute of Pain (FIPP. 
He has edited or co- authored 11 textbooks on pain medicine and written 
approximately four hundred articles, book chapters and abstracts on 
neuromodulation and the diagnosis and management of complex pain 
problems. His publications have appeared in prominent journals including 
JAMA, Lancet, Anesthesiology, Pain Medicine and others. He has chaired 
hundreds of meetings devoted to pain and neuromodulation around the 
world. 

He is the Past President of (ASIPP), The American Society of Interventional 
Pain Physicians, the North American Neuromodulation Society (NANS), the 
southern pain society the New Jersey Society of interventional pain physicians 
(NJSIPP), and was the first chair of the American Society of Anesthesia’s 
committee on Interventional pain. He is currently chairman of the Board of 
Examination World Institute of Pain (WIP) and is on the Executive Board of the 
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WIP. He is also the recipient of the President’s Distinguished Service Award 
and the Excellence in Pain Management Award from the Southern Pain 
Society, as well as the Physician of the Year Award from both the West Virginia 
Society of Interventional Pain and the New York and New Jersey Societies of 
Interventional Pain. He has received distinguished service awards from AAPM, 
ASIPP, NANS and NJSIPP, and the Raj award for excellence (2017) and the 
lifetime achievement award (2018) from the American Society of 
Interventional Pain Physicians and the (2018) lifetime achievement award from 
the West Virginia society of Interventional Pain Physicians WVSIPP and the 
lifetime achievement award (2018) from the NY and NJ Societies of 
interventional pain for contributions to the field of pain and neuromodulation 
and the lifetime achievement award from the North American 
Neuromodulation Society ( NANS ) 2019. 

Lecture 
Evidence for Neuromodulation:  Old and New 

Neuromodulation is the physiological process by which a given neuron uses 
one or more chemicals to regulate diverse populations of neurons. In addition, 
neuromodulation is now being used to modulate a broader inflammatory 
pathway which is opening new treatment paradigms for the pain and 
neuromodulation specialist. Modern day neuromodulation really began in the 
late 1960s, largely based on the Gate control theory. Early stimulation was 
based on the belief that if we stimulate large fibers (touch fibers), one could 
close “a gate” on small fibers or pain fibers and turn off the pain. Thus, 
paresthesia was felt to be required that to control pain. It was presumed that 
if one could not stimulate the area of pain with a buzzing sensation, pain 
control could not be achieved. For the past thirty to forty years much of the 
research in the field of neuromodulation accepted, as self-evident the validity 
of this concept However, new advances are challenging this basic concept, 
suggesting that paresthesia coverage is not necessary for pain control, and 
the mechanisms of relief may different than previously presumed. We are thus 
in the midst of a paradigm shift, of how we believe spinal cord stimulation 
controls pain. Thus, the foundation and rationale for placement of electric 
field location and strength is being challenged.    
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Novel frequencies to optimize pain control both with and without paresthesia 
mapping have received significant attention as of late.   One such frequency is 
Burst frequency stimulation. Burst frequency stimulation paresthesia 
independent. Burst stimulation has some additional advantages over 
traditional tonic stimulation. Conceptually, burst frequency stimulation is 
intended to copy nature’s endogenous electric code which fires in bursts of 
electrical activity. It is thought that this pattern may stimulate the medial 
(affective) pathways in the spinal cord as well as stimulating the lateral or 
discriminative pathways. The SUNBURST trial recently demonstrated 
superiority over tonic stimulation  

 High frequency (HF10) stimulation utilizes a frequency of ten thousand hertz 
at subthreshold, also in a paresthesia-free manner. The anatomic landmarks 
vary minimally, and the device is implanted based on anatomic landmarks, not 
paresthesia. This makes device implantation quicker, and more efficient.  
Moreover, as paresthesia mapping is not required, the procedure can be done 
with minimal patient input. A recent clinical trial demonstrated superiority 
over traditional tonic stimulation.   

Our understanding of chronic pain has pointed to the DRG as a possible 
“source” of chronic neuropathic pain. DRG stimulation is now widely used and 
has demonstrated superiority in lower extremity disorders such as complex 
regional pain syndrome. Abdominal wall nerve injuries have also been 
demonstrated to have superior results over traditional stimulation.   

Traditional, Burst, High Density and High Frequency stimulation all involve a 
unidirectional application of energy without direct feedback. Closed loop 
stimulation stands to be the latest advance in spinal cord stimulation. This 
approach involves actively measuring electrical activity in the spinal cord and 
increasing and decreasing output based on what the cord is seeing. Early data 
has demonstrated superior results and may provide an insight into the patient 
failures with spinal cord stimulation and present a method to may minimize 
patient failures.    

Peripheral Nerve Stimulation 
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Peripheral nerve stimulation has made recent advances. Newer technologies 
have made peripheral neural stimulation much more viable.  Use of ultrasound 
and miniaturization of electrodes have made this approach more viable. 
Recent studies have demonstrated prolonged relief following short term 
stimulation. Pain relief for up to a year has been noted with a single month of 
stimulation. This challenge our basic understanding of how neuromodulation 
functions. 

Bioelectric Medicine 

Vagus nerve stimulation is one of the most promising new directions in the 
field of neuromodulation. Broad anti-inflammatory effects of vagal nerve 
stimulation, mediated in the spleen and elsewhere, is leading to new 
treatments from a variety of disorders from epilepsy and headaches, to 
rheumatoid arthritis and Sjogren’s disease. Noninvasive neuromodulation 
techniques move neuromodulation from a last resort therapy, to one that can 
be used early in the treatment continuum.   
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Mert Akbaş, MD, FIPP 

Biographical Sketch  

Mert AKBAS is an associative professor of 
Anesthesiologist and Pain management 
physician at Akdeniz University, School of 
Medicine in Turkey. He joined the Akdeniz 

University faculty in 1993. He is the 
associate professor and clinical instructor at division of Algology. He earned 
his medical degree at Akdeniz University, School of Medicine in 1999. He 
completed his anesthesia residency in Akdeniz University, Antalya, and started 
his pain management fellowship program first as an observer doctor at Texas 
Tech University Health Sciences Center in Pain Management Clinic, 
Lubbock/TX-USA and later on as an clinical doctor in Istanbul University Faculty 
of Medicine, Division of Algology, Istanbul/TURKEY between the years 2004 
and 2006. He is Algology Board certified and pain specialist in Turkey is since 
2007, and FIPP since 2006. His areas of clinical interest are neuromodulation 
and decompressive neuroplasty. Dr. Akbas is the current chair of WIP Turkish 
Section and a member of WIP, INS and Turkish Society of Algology as well as 
the Liason for WIP in the recently established Turkish Affiliated Section of 
World Institute of Pain organizing this meeting. 

Lecture 
Subcutaneous Stimulation (Peripheric Field) 

The management of chronic persistent low back pain is one of the most 
difficult challenges for the pain physician. In failed back surgery syndrome 
(FBSS) patients, obtaining an adequate and persistent stimulation in the low 
back is difficult with the use of percutaneous epidural leads. Spinal cord 
stimulation (SCS) in combination with peripheral subcutaneous field 
stimulation (PSFS) is increasingly becoming the preferred method for the 
treatment of FBSS patients with both leg and significant back pain. 

Definitions: 
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• PNS (Peripheral Nerve Stimulation) electric stimulation performed on the 

peripheral nerve system and applied to a specific nerve. 

• PSFS (Peripheral Subcutaneous Field Stimulation) electric stimulation 
performed on the peripheral nerve system, not on a specific nerve but on a 
group of nerve endings in a localized area. 

Conclusions PSFS + SCS 

• Subcutaneous stimulation can be a complementary treatment to SCS where 
the back pain cannot be adequately treated with SCS alone. 

• It has been noted that higher voltage is necessary which reduces the battery 
life. 

• No serious complications. 

• Although a promising technique more RCT’s are required. 
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Athina Vadalouca, MD, PhD, FIPP 

Biographical Sketch  

• Director of Pain and Palliative Care Center of 
Athens Medical Center 
• Associate Professor of Anaesthesia, Pain 
Relief & Palliative Care 
• University of Athens ,GREECE 

• President of The Hellenic Society of Pain Management and Palliative Care 
• Honorary Secretary of WIP 
• Member of ExB of WIP 
• President of EuLAP 
• ESRA Past President 

President of Organizing and Scientific Committee of 9 International & 
European Congresses and of 7 National Congresses in the field of Regional 
Anesthesia, Pain Management and Palliative Care 

Invited Speaker (more than 105) European and World Congresses on Regional 
Anaesthesia and Pain Management Chair or Co-Chair person of Round Tables 
in European and International Congresses Author or Co-author of over 150 free 
papers and posters in Congress Proceedings and publications in international 
journals 

Lecture 
Drugs and Pumps for Intrathecal Drug Delivery 

Intrathecal drug delivery system (IDDS) is a targeted therapy system for 
treating pain and muscle spasm. IDDS is recommended for the treatment of 
chronic nonmalignant pain which does not respond to optimal medical 
management, for intractable cancer pain and for spasticity Patients with 
cancer pain receiving orally opioids and adjuvant drugs may experience 
adequate pain control in 80%-90% of cases. In the rest 10-20% of the cases some 
form of invasive therapies will be needed.  
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Implantable pumps is an effective treatment in order to control stable pain. 
However, the appropriate alleviation of breakthrough pain remains 
challenging. A possible solution is the use of patient controlled analgesia 
(PCA). The main indications, pre-implantation trials , the licensing of drugs for 
intrathecal use and the adverse effects and benefits of this therapy will be 
discussed. The brief review of pain medication delivery, definitely showing 
that the method is helpful in chronic pain. Interest in targeted delivery of 
chemical agents has grown in part because intrathecal drug delivery requires 
perhaps just 1% of an oral dose, and is not prone to painkiller diversion or 
misuse, based on the available evidence, morphine and ziconotide are 
recommended as firstline IT monotherapy for cancer-related and non-cancer-
related pain 

The trialing for IT drug delivery systems remains an area of continued 
controversy Considering the use of invasive devices we must fully aware of all 
the potential complications of the procedure, the device and the drugs used. 
The advantages of IDDS are: a) long term of analgesia b) decrease in opioid 
consumption and c) decrease in adverse events 

References 
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As a conclusion we can say that the IDDS   have significantly enhanced our 
ability to relief suffering. 
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Lecture 
The Patient, Flow from Diagnosis to Treatment 

On the WHO’s ranking of causes of disability, headache disorders are listed 
among the 10 most disabling conditions for the two genders, and into the five 
most disabling for women. But despite being the most common neurological 
symptom, the diagnosis and treatment approach for headache disorders are 
not globally established, and their burden of disease are underestimated. 

The International Headache Society (IHS) classifies headaches into two main 
groups  

1. Primary 2. Secondary. When the headache occurs as a result of underlying 
medical conditions such as a tumor, infection, cerebrovascular disease, 
glaucoma, acute sinusitis, it is called as ‘Secondary Headache’, and if there is 
no any underlying cause, it is classified as ‘Primary Headache’. Primary 
headaches account for approximately 90% of headaches and are divided into 4 
groups: 

1. Migraine 

2. Tension type headache (TTH) 

3. Trigeminal autonomic cephalalgias (TAC) 

4. Other primary headache disorders 

Many guidelines have been published regarding the diagnosis and treatment 
of headache, particularly for the migraine. However, as there is no existing 
laboratory test differentiating the headache types, the diagnosis of headache 
type can only be made with detailed clinical history. Only in some rare types of 
headache types, such as indomethacin responsive paroxysmal hemicrania and 
hemicrania continua, and recovery from cluster headache by oxygen therapy 
during the attack may support the diagnosis in addition to clinical information. 

Clinical history in headache starts by questioning the temporal change of pain. 
If the patient describes that the characteristics of the preexisting headache 
changed over a short period, the patient should be evaluated for the 
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secondary headache types with further investigations including MRI and 
lumbar puncture. When considering that primary headaches are lifelong 
diseases, keeping a headache diary containing the frequency, severity, 
duration of headache and medications used in headache is very important for 
the follow-up and choose the proper treatment in the future. The 
accompanying symptoms such as nausea-vomiting, photo-phonophobia, 
autonomic features, and triggering factors should be also questioned to make 
a differentiation among primary headache types.  

Clinical clues in primary headache include recurrent episodes, absence of inter-
episode symptoms, and normal physical and neurological examinations. In 
addition to the detailed neurological examination, systemic arterial pressure 
and ophthalmologic evaluation should be performed in every patient 
presenting with headache.  

The priority for the clinician in the patient presenting with headache is to 
determine whether the headache is primary or secondary. In order to 
differentiate primary and secondary headache, various red flags are 
summarized in the below. 

a) Severe headache peaking within minutes 
b) Headache starting before at age 5 or after at age 50 
c) Changing in the pattern of pain 
d) New headache in the setting of HIV risk factors, cancer, or                   
immunocompromised status 
e) Trauma or injury to the head and/or neck 
f) Headache triggered by Valsalva maneuver 
g) Headache during pregnancy or postpartum period 
h) Fever 
i) Seizure 
j) Focal neurological findings, papilledema 
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Lecture 
Primary Headaches 

Migraine, tension -type headache, cluster headache and other trigemino-
autonomic headaches and other primary headaches unassociated with 
structural lesion are topic of this presentations. 

Migraine is a common primary headache. It can be classified mainly as 
migraine with aura and without aura. Tension type headache can be classified 
as episodic and chronic. Cluster headache can also be classified as episodic and 
chronic cluster headache.  

Primary headaches are diagnosed commonly by anamnesis. Physical 
examinations rarely give diagnostic clues such as redness of eyes, minimal 
ptosis in cluster headaches and tenderness of neck musles in tension type 
headaches.  

History taking is ımportant. Duration, localization, characteristics of headache, 
aggravating and decreasing factors and accompaniying findings wiil be useful 
in differantial diagnosis. Migraine usually lasts 4-72 hours, tension-type 
headache 30 minutes- 7 days and cluster headache 15-180 minutes. Migraine is 
commonly unilateral headache. Tension type headache is usually bilateral and 
cluster headache is commonly strictly unilateral fronto-orbital headache. 
Pulsating characteristics is described by migraine patients and dull headache 
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described by tension –type headache patients. Cluster headache patients 
describe excruciating pain. Routine pyhsical activity may aggravate migraine 
headache. Resting in dark and silent room may decrease migraine severity. 
Rednees of eye, rhinore, agitation mild ptosis may accompany cluster 
headache. 

Trigeminocervical complex may have a pivotal role in pathopysiology as 
treatments targeted to that complex may be useful. 

Treatments include acute and prophylacting treatments.  Prophylactic 
treatment is indicated when migraine headache frequency is more than 4-5 
days/ a mount. Chronic tension-type headache needs prophylactic treatments. 
In cluster headache, prophylactic treatment may be divided as short term 
propylaxis and long term prophylaxis.  

Interventional procedures may be used in aborting primary headaches and in 
prophylaxis. 
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Lecture 
Cranial Neuralgias 

The most frequently encountered primary neuralgias are trigeminal neuralgia, 
occipital neuralgia and rarely, glossopharyngeal neuralgia. Nervus intermedius 
neuralgia is even more rare. Trigeminal neuralgia is a facial-pain syndrome of 
unknown cause that develops in middle to late life. In many instances, 
microvascular compression of the nerve is believed to cause the disorder. Pain 
is confined mainly to the area supplied by the second and third divisions of the 
trigeminal nerve.  
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Patients with glossopharyngeal neuralgia, an uncommon pain syndrome, 
present with either a paroxysmal pain that is identical in quality to that of 
trigeminal neuralgia, or a continuous burning or aching discomfort. The pain is 
localized to the oropharynx, the tonsillar pillars, the base of the tongue, or the 
auditory meatus. The trigger areas are usually around the tonsillar pillars, so 
that symptoms are initiated by swallowing or by talking. 

Occipital neuralgia is a neuralgia that is often overdiagnosed when patients 
with migraine have posterior pain and tenderness over the greater occipital 
notch or where the greater occipital nerve exits. In occipital neuralgia of pain 
occur, variously described as brief or sharp or stabbing, and either unilateral or 
bilateral.  

The nervus intermedius is a sensory branch of the facial nerve. It serves 
sensation around the ear, including the external auditory meatus and the skin 
behind the ear, as well as over the mastoid. Nervus intermedius neuralgia can 
present as either a set of briefs, severe, stabbing, shooting, piercing, or sharp 
pains, or pains of longer duration, from 2 seconds to minutes in length. 

The drug treatment of all kinds of neuralgias   generally relies on antiepileptic 
drugs, antidepressants, and baclofen. Surgical and invasive treatments include 
ablation, gamma knife treatment, and microvascular decompression. 
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Lecture 
Cervicogenic Headache: Diagnosis and Treatment 

Cervicogenic headache (CEH) is mainly characterized by unilateral headache 
symptoms which arise from the neck. The pain usually begins in the neck and 
radiates outward to the fronto-temporal and possibly to the supra-orbital 
area. The prevalence of cervicogenic headache has been reported between 
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2.5% and 13.8%. 
CEH is a clinically defined headache syndrome arising from cervical nociceptive 

structures (facet joints, disci intervertebrales, muscles and ligaments) that can 
be innervated by the segmental nerves from C1–C3 are possible sources for 
CEH. Cervical facet dysfunction is probably the most important clinical source. 
The headache is usually nagging and nonpulsating in character. The 
mechanism underlying the pain involves convergence between cervical and 
trigeminal afferents in the trigeminocervical nucleus. In this nucleus, 
nociceptive afferents from the C1, C2, and C3 spinal nerves converge into 
second-order neurons that also receive afferents from adjacent cervical nerves 
and from the first division of the trigeminal nerve (V1), via the trigeminal nerve 
spinal tract.  

Although there have been many treatments suggested for cervicogenic 
headache, few have been tested and even fewer have been proven successful. 
Among the determinants of effectiveness are whether the headache was 
diagnosed clinically or whether a cervical source was proven. Differential 
diagnoses which should be noted including migraine without aura, tension 
headache, cluster headache, hemicrania continua, chronic paroxysmal 
hemicrania (CPH). Positive response to a diagnostic/prognostic block with a 
local anesthetic confirms the diagnosis of CEH.   

Generally, a conservative treatment should be the first option before 
interventional treatment is started.  Interventional pain management 
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procedures can be therapeutic or diagnostic. There are several different 
anesthetic blockades or neurolysis, including as follows: GON/LON block and 
RFT, TON block and RFT, C2 DRG block and Pulse RFT, cervical facet joint 
diagnostic block and RFT, Epidural steroid injections (ESI) and 
neuromodulation. There are risks associated with these interventional 
procedures including as follows: infection, radiation exposure, side effects of 
corticosteroids, and structural damage from the spinal needle placement. 
Some of these risks of injury is minimized by use of fluoroscopy guidance. 
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Lecture 
Fibromyalgia and Fibrofog 
 
Fibromyalgia (FM) is a chronic pain syndrome characterized by widespread 
musculoskeletal pain accompanied by a heterogeneous series of other 
symptoms such as non-restorative sleep, fatigue, anxiety, depression, 
headache and altered cognitive and emotional processing. The prevalence of 
FM is found around 2-5% depending on the criteria used. The etiopathogenesis 
is controversial; yet latest data supports altered neuromodulation and central 
sensitization.  

Patients with FM usually describe loss of memory, attention, and 
concentration which is called as “fibrofog”. It is described as having a cloud in 
the mind that causes forgetfulness; mental overload; and difficulty in thinking, 
processing information or keeping up conversations. Almost half of the 
patients with FM describe symptoms of fibrofog. The perceived cognitive 
impairment in FM patients does not appear to be a consequence of pain but 
rather to be a part of a cluster of symptoms related to fatigue and mood 
disorders. The complexity of FM cognitive dysfunction requires a treatment 
addressed to neurobiological, psychological and behavioral factors. The 
treatments aimed at reducing physical and affective symptoms could also lead 
to improvements in the subjective cognitive perception. 

Since “fibrofog” has a substantial negative effect on quality of life in FM, 
routine screening may be warranted in addition to assessment of the 
traditional fibromyalgia symptoms. 
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Lecture 
Neurosurgical Approaches to Intractable Cancer Pain 

Cancer pain remains a significant problem in this century despite profound 
medical, technologic, and pharmacologic advances. There is a large population 
of patients who may be good candidates for this inexpensive, noninvasive, 
and highly effective 

procedure. Worldwide, 6 million people die annually as a result of 
malignancies. In the terminal stage of malignancy, 60% to 90% of patients 
experience intractable pain and approximatelly 20% of these patients remain 
untreated despite modern technology.  

Neurosurgical procedures are very effective ways for the treatment of 
intractable pain due to malignancy. In this presentation, mainly, four group of 
procedures will be presented: 

1- Percutaneous cordotomy for treatment of somatic cancer pain. 
2- Percutaneous trigeminal tractotomy-nucleotomy for the treatment of 

intractable craniofacial pain due to malignancy. 
3- Spinal DREZ operation for neuropathic pain due to malignancy. 
4- Bilateral stereotactic radiofrequency cingulotomy for intractable 

cancer pain 

Cordotomy may help these patients in their terminal stage. The indications for 
CT-guided TR-NC in intractable pain in the craniofacial region are almost the 
same as for the nucleus caudalis DREZ operation, but the effectiveness of the 
procedure is remarkably high and the complication rate is extremely low. The 
spinal cord is an ideal target for percutaneous stereotactic pain procedures. 

The most important advantage of CT guidance is that it allows visualization of 
the active electrode location in the spinal cord. Additionally, the tip of the 
active electrode may be redirected if needed during the procedure, based on 
the dynamic images. Under CT guidance, displacement and rotation of the 
spinal cord are visualized and 
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the surgical strategy of the procedure can be correctly reoriented. These 
advantages are the result of contemporary advances in image-guided 
stereotactic surgery. These are effective and relatively inexpensive operations. 
Patients are not dependent on physicians or devices; consequently, they may 
return to their active lives after complete pain control is achieved. 

Management of certain craniofacial pain conditions, such as anesthesia 
dolorosa, atypical facial pain, pain caused by craniofacial malignancies, 
intractable trigeminal neuralgia, geniculate neuralgia, glossopharyngeal 
neuralgia, and postherpetic neuralgia, presents a great challenge to 
physicians. CT-guided percutaneous TR-NC is an important image-guided 
percutaneous destructive procedure on the spinal cord for the treatment of 
such conditions. 

Stereotactic anterior cingulotomy has been used in the treatment of patients 
suffering from refractory oncological pain due to its effects on pain 
perception. Cingulotomy is safe and effective in alleviating refractory 
oncological pain. 

In conclusion, neurosurgical pain procedures should be used efficiently by 
neurosurgeons in the treatment of intractable cancer pain pain.  
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Lecture 
Palliative Care 

Palliative care is specialized medical care for people living with a serious 
illness. This type of care is focused on providing relief from the symptoms and 
stress of the illness. The goal is to improve quality of life for both the patient 
and the family. 

Palliative care is provided by a specially trained team of doctors, nurses and 
other specialists who work together with a patient’s other doctors to provide 
an extra layer of support. Palliative care is based on the needs of the patient, 
not on the patient’s prognosis. This care is appropriate at any age and at any 
stage in a serious illness. 

Palliative care teams specialize in treating people suffering from the 
symptoms and stress of serious illnesses such as cancer, congestive heart 
failure (CHF), chronic obstructive pulmonary disease (COPD), kidney disease, 
Alzheimer’s, Parkinson’s, Amyotrophic Lateral Sclerosis (ALS) and many more. 
This type of care treats pain, depression, shortness of breath, fatigue, 
constipation, nausea, loss of appetite, difficulty sleeping, anxiety and any 
other symptoms that may be causing distress. 

The team will help you gain the strength to carry on with daily life. In short, 
palliative care will help improve your quality of life. 

The goal of palliative care is to improve quality of life. Palliative care specialists 
treat people living with many disease types and chronic illnesses. These 
include cancer, cardiac disease such as congestive heart failure (CHF), chronic 
obstructive pulmonary disease (COPD), kidney failure, Alzheimer’s, 
Parkinson’s, Amyotrophic Lateral Sclerosis (ALS) and many more. 

Palliative care focuses on the symptoms and stress of the disease and the 
treatment. It treats a wide range of issues that can include pain, depression, 
anxiety, fatigue, shortness of breath, constipation, nausea, loss of appetite 
and difficulty sleeping. 
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Palliative care teams improve your quality of life. They do this by helping you 
tolerate medical treatments, helping you match your goals to your treatment 
choices, supporting your family caregivers and more. 

Palliative care is an interdisciplinary medical specialty that focuses on 
preventing and relieving suffering and on supporting the best possible quality 
of life QOLfor patients who are facing a serious and or life threatening illness¨ 
and their families 

Palliative care aims to relieve suffering in all stages of disease and does not 
have to be limited to end of life care. Palliative care may be provided along 
with curative or life prolonging treatments  

In keeping with the family oriented approach palliative care also extends to 
the family’s bereavement period. 

In addition to symptom management, other objectives of comprehensive 
palliative support include establishing goals of care that are in keeping with 
the patient’s values and preferences consistent and sustained communication 
between the patient and all those involved in his her care psychosocial 
¨spiritual¨ and practical support both to patients and their family caregivers 
and coordination across sites of care. 

Frequently encountered symptoms in patients with an advanced serious and 
or life threatening illness include pain dyspnea fatigue dry mouth, dysphagia 
and aspiration loss of appetite- and weight, nausea and vomiting, 
constipation, edema, depression anxiety demoralization an delirium. In 
palliative care populations symptom, etiology is commonly multifactorial. As 
an example, among patients with advanced cancer symptoms may result from 
the disease from treatment for the disease or from other concurrent 
unrelated conditions 

Patient descriptions and symptom ratings are the primary data for overall 
assessment. The use of different dimensions severity¨frequency¨ distress, 
interference may help when patients and families get stuck on trying to 
describe the impact of a symptom. 
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Once a symptom is identified timely reevaluation is necessary to determine 
whether it has improved after a specific therapeutic intervention. 

Clinician¨caregiver¨and patient assessments of symptoms may differ clinicians 
tend to rate the severity of symptoms lower than patients 

The patient’s assessment of symptom relief is important and may differ from 
that of the health pofessional 

Performance status is a key indicator of prognosis in individuals with advanced 
terminal disease and is associated with symptom severity For patients with 
advanced ¨serious¨ life threatening diseases such as those referred to 
palliative care programs¨the presence or absence of certain symptoms¨ 
particularly dyspnea¨ may help physicians provide a more refined estimate of 
patient survival. 

New investigations on palliative care patients who†may be quite ill particularly 
if they are at the end of life should not be pursued unless the result is 
expected to change management of a symptom complex. 

Estimates suggest that worldwide 19 million people need palliative care, 66% 
of whom have non-cancer conditions. Current trends suggest that older 
people with progressive long-term conditions will be increasingly prevalent 
amongst those in need of palliative care.These patients may have needs 
different from those of younger patients with malignancy who are those more 
typically seen by specialist palliative care services. Whilst there has been a shift 
to offering palliative care to other single non-cancer diseases, this does not 
routinely extend to those with multimorbidity, typically those dying in old age. 
Worldwide, multi-morbidity is increasing dramatically which requires a new 
and different clinical and service response. Due to the interplay of multimorbid 
long-term conditions and frailty, older people have very different patterns of 
illness. Their periods of illness are often protracted, with episodic crisis events, 
any one of which may be the terminal event. Older people with advanced 
illness have preferences for care which are strongly influenced by family and 
care context, and will likely require different configurations of palliative care 
services. The World Health Organization calls for a strengthening of palliative 
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care as a component of care across long-term conditions and older age 
groups.  

Another big concern is that general practitioners and family physicians have 
opiophobia and do not know appropriate algorithms for pain management 
and the use of morphine and how to manage its side effects   

Hospice care focuses on a person’s last six months of life of less. When 
curative treatment is no longer an option, hospice professionals work to make 
the patient’s life as comfortable as possible. This means that hospice care 
includes palliative care, because the goal is to make the patient as comfortable 
as possible for the time that’s left. 
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Lecture 
Cervical Spinal Interventions (Interlaminar, Transforaminal 
Injections, Medial Branch Block) 

The most commonly performed spinal injections include cervical epidurals, 
facet joint injections. If we feel you may benefit from an injection, we pinpoint 
the most appropriate location based on your history and exam. When spinal 
injections are being performed, x-ray guidance (i.e. fluoroscopy) is used to 
ensure that the proper tissue (nerve root, nerve branch, joint, etc.) is being 
targeted and that the injection is performed safely. This is done to avoid injury 
or injection into adjacent nerves, blood vessels, and the spinal cord. When 
spinal injections are being performed, x-ray guidance (i.e. fluoroscopy) is used 
to ensure that the proper tissue (nerve root, nerve branch, joint, etc.) is being 
targeted and that the injection is performed safely. This is done to avoid injury 
or injection into adjacent nerves, blood vessels, and the spinal cord. Epidural 
injections are typically used to treat pain emanating from an inflamed nerve 
root. Symptoms usually include shooting, burning, electric-like pain in the 
affected extremity sometimes associated with numbness, tingling and 
weakness along the course of the inflamed nerve root. The inflamed nerve 
root can be caused from multiple sources. 

Cervical epidural injections can be performed from several different 
approaches. These include a interlaminar, or transforaminal approach. The 
approach your provider chooses is based on each individual patient’s clinical 
presentation, the personal preference and experience of the provider 
performing the injection, the desired outcome, and most importantly, the risks 
versus benefits of performing one type of epidural over another. Clinically, the 
purpose of all epidural injections is to place a mixture of steroid and local 
anesthetic at the source of the problem to decrease inflammation causing 
pain, and to promote healing and clinical improvement. 

There are two posterior facet joints at each vertebral level. They are synovial 
joints, similar to other joints in the human body and experience constant, 
repetitive motion. They can become worn or torn and can result in pain. If 
facet joints are suspected as a potential source of pain, an injection into the 
joint is commonly used to confirm the diagnosis and relieve pain. If joints are 
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confirmed as a significant source of pain but benefits only last temporarily, 
longer term relief may come from a procedure called Radiofrequency 
Ablation. 
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Biographical Sketch  
 
K. Vissers is anesthesiologist, professor in Pain and 
Palliative Medicine and chairman of the Radboud 
Expertise Center of Pain and Palliative Medicine of the 
Radboud University Nijmegen Medical Centre in the 
Netherlands. He is also scientific chairman of the 

Department of Anesthesiology, Pain and Palliative Medicine of this University. 

He obtained his graduation in Medical Sciences at the University of Antwerp 
(Belgium) and his graduation as an Anesthesiologist at the University of 
Antwerp and the Catholic University of Leuven (Belgium). He specialized in 
pain management in Leuven (B) and Nijmegen (NL), with Prof. Dr. H. 
Adriaensen, Prof. Dr. H. van Aken, Prof. Dr. L. Booij and Prof. Dr. B. Crul. As of 
1995 he was staff member of the University affiliated Hospital EastLimburg, 
Genk, Belgium where he founded the Multidisciplinary Pain Center. He was 
visiting consultant for the palliative care unit and hospital team. He was 
responsible consultant for the home care organization in Palliative Care 
“Pallium”. 

He obtained the degree of doctor in the medical sciences Ph.D. in 2004 at 
Radboud University Nijmegen Medical Center, The Netherlands. He graduated 
as Fellow in Interventional Pain Practice in 2004. 

Since 2005, he is Professor in Pain and Palliative Medicine. He is ex officio 
board member of the Benelux Chapter of the World Institute of Pain and the 
first chairman of the Dutch Society of Multidisciplinary Palliative Care 
Professionals , chapter of the European Association of Palliative Care (EAPC) 
and board member of the Dutch Pain Society, chapter of the IASP. 

He is Past president of the World Institute of Pain. 

His main research interests are (1) translational approach and research on 
neuropathic pain, (2) practical and ethical application of palliative sedation, (3) 



 
92 

proactive care and identification of patients in a palliative trajectory, (4) 
quality indicators of the organization and practice of pain and palliative 
medicine, (5) e-health and telemedicine in transmural care programs (6) 
decision making in palliative care and end-of-life and (7) the description of 
competences and performances for the education and training in pain and 
palliative medicine. 

He succeeded in getting external funding resources for major research 
projects in pain and palliative care (Europall, 7th framework, ZonMw, NWO, 
KWF). 

He is author of more than 160 publications in international peer reviewed 
journals and contributed to more than 20 textbooks. He contributes to local 
and national education with regular articles in Belgian and Dutch journals for 
physicians and for the lay public. He is frequently asked as speaker during 
national and international congresses and teaching courses. He is promotor of 
26 PhD students in his topics of interest. He organized 7 international 
congresses and workshops. He was member of several scientific committees 
of congresses.  

Lecture 
Cancer Pain Management: Reducing Pain and Suffering through 
Combined Approach Therapy 

Pain is the most frequently reported symptom in patients with cancer. Pain is 
present at all stages of the disease and increases towards the end of life. 
Appropriate pain management can only be achieved when the quality of life 
and the specific pain characteristics are extensively documented and followed 
as a guide for treatment adaptations on a daily basis.  

Pain is a multidimensional experience including biopsychosocial and spiritual 
dimensions all influencing the total pain concept in cancer patients. 
Nowadays, the treatment of pain in cancer patients is still challenging and is 
strongly influenced by the different new oncological cancer modalities such as 
dendritic cell therapy and immunotherapy. Pain specialists should be aware of 
possible interactions between commonly used analgesics to treat pain and 
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oncological treatments. Knowledge about the cytochroom P450 and opioid 
metabolisms is imperative to avoid serious adverse events in opioid dosing 
and switching. The WHO pain ladder has the merit of having drawn the 
attention to a stepwise treatment schedule for cancer pain. However, newer 
treatment modalities do not have a clear position in this ladder, questioning its 
use for the future. The newer developments clearly indicate a place for the 
adjuvant – anti neuropathic drugs and minimal invasive interventional 
procedures for pain. The need for a multidimensional, multidisciplinary 
management of the different aspects of pain including physical, emotional and 
social factors, is now accepted. The interventional pain management 
techniques offer an important possibility to reduce pain while reducing the 
need for pain medication and its side effects in patients with complex diseases 
and difficult to treat pain. On top the use of strong opioids is also more and 
more questioned in long-term survivors of cancer. Hence, the use of those 
interventional techniques should be considered earlier in the treatment plan 
of patients with cancer. During the lecture, evidence and the different clinical 
practice recommendations for optimal cancer pain treatment will be 
reviewed.   
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İbrahim Yegul, MD, FIPP 

Biographical Sketch  

Education and work experience 

1965 - 1972: Ege University Medical Faculty (EUMF), 
Izmir, Turkey 
22/08/1972 - 25/12/1975: EUMF Department of 

Anesthesiology (Resident) 

26/12/1975 - 16/09/1982: EUMF Department of Anesthesiology (Fellow) 
17/09/1982 - 19/04/1983: EUMF Department of Anesthesiology (Assistant 
Professor) 
20/04/1983 - 04/09/1988: EUMF Department of Anesthesiology (Associate 
Professor) 
05/09/1988 : EUMF Department of Anesthesiology (Professor) 
02/10/1991 - 13/02/2014: Director of the Division of Algology (Pain Clinic) 
26/09/1994 - 26/09/2000: Director of the Department of Anesthesiology 
19 - 20/09/2002 : Fellow of the Interventional Pain Practice (FIPP) certificate. 
2007: Turkish Society of Algology -Pain-, Board Certificate 
2011: Diploma for specialization in Algology (Pain Management). Approved by 
Turkish Ministry of Health 
1997 - 1999: President of RAD (Turkish Society of Regional Anesthesiology) 
2004 - 2010: ESRA (European Society of Regional Anesthesia) Board member 
2005 - 2008: President of IASP (International Association for the Study of Pain) 
Turkish Chapter 
2010 - 2012: TARD (Turkish Society of Anesthesiology and Reanimation) Board 
Member 
2007 - 2015: Turkish Society of Algology - Pain - Board Certificate Committee 
Member 
13/02/2014: Retired doctor 
24/04/2014 – now : Working at Kent Alsancak Medical Center as a pain 
specialist doctor. 
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Membership of Associations before retirement: 

IASP (International Association for the Study of Pain) 
APS (American Pain Society) 
WIP (World Institute of Pain) 
INS (International Neuromodulation Society) 
ESRA (European Society of Regional Anesthesia) 
Turkish Society of Anesthesiology and Reanimation (TARD) 
Turkish Society of Algology -PainTurkish Society of Regional Anesthesiology 
(RAD) 

Lecture 
Neurolytic Blocks in Cancer Pain 
Neurolytic blocks can be a useful tool for the pain clinician to treat intractable 
cancer pain. Its indications have greatly diminished due to the fear of the 
complications. If they are performed under radiologic guidance the 
complications may be less. 
 
Stellate ganglion block 
Neurolytic stellate ganglion block can be useful in relieving pain due to the 
pancoast tumor. 

Splanchnic Nerve Block 
Indication for this block is malign abdominal pain syndromes. In the prone 
position, the T12 vertebral body is identified. The needle is advanced anteriorly 
in the lateral aspect of the T11 vertebral body and the final position is 
confirmed with lateral view. 8 ml of absolute alcohol or 6% phenol are injected.  

Celiac Ganglion block 
Pain originating from visceral structures including pancreas, liver, gallbladder, 
stomach and the transverse colon can be alleviated by this block. The needles 
are initially oriented 450 toward the midline to ensure contact with the L1 
vertebral body. After bony contact is made, the needles are withdrawn and 
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redirected 60 degrees from the midline to walk off the lateral surface of the L1 
vertebral body. 50% alcohol 25 ml is injected on each side. 

Hypogastric plexus block 
Indications of this block are gynecological disorders and neoplasms of the 
pelvic viscera. The needles are placed bilaterally at the anterior junction of L5-
S1. 6% phenol is injected on each side up to 10 ml for neurolysis. 

Ganglion of impar block 
Pain in the perineal area associated with malignancies of the pelvis may be 
effectively treated with the ganglion impar block. The technique can be 
performed directly through the sacrococcygeal ligament. 8 ml 10% phenol is 
injected for neurolysis.  

Neurolytic blocks should only be done by experienced, skilled clinicians who 
trained in these practices. They are useful in pain management when choosing 
the right technique and proper patient selection. 
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Sacit Gulec, MD 

Biographical Sketch  
Sacit Güleç is a professor of Anesthesiology and pain 
management physician at Medical School of Eskişehir 
Osmangazi University in Eskişehir, Turkey. He 
graduated from Ankara University, Medical School in 
1986. He completed his anesthesia residency in 
Medical school of Anadolu Üniversity. He has been in 

Istanbul University Faculty of Medicine, Division of Algology, Istanbul/TURKEY 
(1994) and Texas Tech University Health Sciences Center in Pain Management 
Clinic, Lubbock/TX-USA (1999) as an observer physician for his pain 
management fellowships. 

He is Algology Board certified since 2007 and also pain specialist since 2011. 

He was the director of Eskişehir Osmangazi Üniversity Algology Department 
between 1994- 2017. 
He is the past president of Turkish Society of Regional Anesthesia 
His areas of clinical interests are neuromodulation and low back pain. 
Dr Gulec is the member of Turkish society of Anesthesiology and Reanimation, 
Turkish Society of Algology, Turkish Society of Regional Anesthesia and 
European Society of Regional Anesthesia.  

Lecture 
Sympathetic Nervous System: Interventional Treatments (Stellate, 
Thoracic Symphathetic, Lumbar Symphathetic Ganglions) 

Sympathetic blocks are used to relieve patients who suffer from various 
painful conditions such as complex regional pain syndrome, vicceral pain, 
neuropathic pain, cancer pain or ischemic pain. Sympathetic ganglion 
interventions involve local anesthetic injections, neurolytic agent injection or 
radiofrequency ablation procedures.  
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Most used sympathetic blocks are stellate ganglion block, thorasic and lumbar 
sympathetic block.  

Stellat ganglion block (SGB): 

Stellate ganglion formed by the fusion of inferior cervical ganglion with the 
first thoracic sympathetic ganglion. SGB indications vary from CRPS types 1 
and 2, postherpetic neuralgia, intractable angına to PTSD, hyperhidrosis, 
arrhythmias, and hot flushes. 

Technique: Blind technique is not recommend. Because the final position of 
the needle and the spread of the local anesthetic agent are unpredictable. 
Visualation techniques such as US or flouroscopy are mandatory for safety. 
Seizures because of İntravascular injection, subarachnoid injection and other 
nerve blocks such as brachial plexus are complications of local anesthetic 
injection.  

Thoracic sympathetic ganglion block (TSGB): 

CRPS I, CRPS II, arterial occlusthoions leading to ischemia, drug-resistant 
Raynaud’s disease, Buerger’s disease, and frost injuries of the upper 
extremities are some of indications for TSGB. TSGB procedure is performed 
under flouroscopic control because of pneumothorax and somatic nerve 
damage risks. Complications of TSGB are pneumothorax and spinal injection. 
Neurolithic blocks can lead somatic nerve damages. 

Lumbar sympathetic ganglion block (LSGB): 

LSGB indications are CRPS types 1 and 2, herpes zoster, amputation stump 
pain, and inoperable peripheral vascular vasospastic diseases of the lower limb 
and other painful conditions associated with sympathetic dysfunctions. 

The lumbar sympathetic ganglia are located anterolateral to the lumbar 
vertebral bodies. They are commonly blocked at the lumbar vertebral levels of 
L2–L4 usually with fluoroscopic guidance. LSGB is relatively safe intervention. 
Damage to the lumbar nerve roots and their branches and the neuraxis are 
rare complicatins of neurolithic LSGB. 
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Biographical Sketch  

Dr İbrahim Aşık, MD, FIPP is a clinical professor in Pain 
Medicine and head of the Department of Algology, in 
Medical Faculty of Ankara University, Turkey. 

After graduating medical school, he started the 
Anesthesiology residency in  1991 at University of Ankara, 

Faculty of Medicine, Anesthesiology and Pain Department Ankara, Turkey. 

After residency, he studied in Multidisciplinary Pain Center İn Ann Arbor at 
University of Michigan and he partipicitated in experimental studies about 
spinal pain in Wayne State University, Bioengineering Center, Detroit, in 1999.  

He is  board certified and pain specialist in Turkey since 2011, and Fellow of 
Interventional Pain Practice (FIPP) since 2007. His areas of clinical interest are 
interventional treatments of neck and low back pain and neuromodulation in 
failed back and neck patients. Dr. Aşık is the current co-chair of WIP Turkish  
Registered Section.  
 
He is the author of more than 100 publications in peer reviewed journals and in 
editorial board of several journals. He organized 5 national symposiums and 
two international workshops.  

Scientific Memberships: 

WIP Turkish Section, Vice President, Founder Member 
Turkish Pain Society, Member 
World Institute of Pain, Member 
International Neuromodulation Society Turkish Chapter, Founder Member 
Turkish Neuromodulation Society, Member 
Detailed CV can be found www.interventionalpainistanbul.org  

 

http://www.interventionalpainistanbul.org/
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Lecture 
Intradiscal Decompression Techniques for LBP and Radiculopathy 

Lumbar radiculopathy due to herniated nucleus pulposus (HNP) is associated 
with severe morbidity and pain. A lumbar HNP compresses the nerve roots 
and mechanical and inflammatory mechanisms cause pain. The outcome after 
a microdiscectomy is worse in patients with small hernias than in those with 
sequestrated hernias, and this has led to a rise in the popularity of minimally 
invasive procedures for the treatment of herniated discs. Recently, with the 
increasing knowledge of spinal anatomy and the evidence that conventional 
procedures have not always been useful, there has been a tendency to carry 
out minimally invasive procedures for the treatment of disc herniation (4), 
which can be advantageous in terms of early recovery, early return to daily 
life, short operational times, relatively fewer surgical traumas, and less pain.  

Percutaneous disc decompression (PDD) methods are based on the principle 
that the removal of small amounts of discoid tissue will result in significant 
pain relief by reducing intradiscal pressure, as pressure on the nerve will be 
decreased and radicular findings will be reduced. There is also evidence that 
PDD can lead to a reduction in patients’ disability and increased safety.  

Possible complications are thermal injuries, root injury, discitis, endplate 
damage, dural injury, meningitis, infection, increase in pain, and muscle spasm. 
All patients are given antibiotics for 7 days for prophylaxis of infection. So as 
to minimize direct nerve root irritation or damage during the procedure, 
patients are kept awake and conscious, being in communication with the 
surgeon. Dural ruptures may sometimes occur and the treatment is hydration, 
rest, and medication. An epidural blood patch should be planned for patients 
with remaining complaints of dural rupture.  

Since 1998, intradiscal electrothermocoagulation (IDET) procedure has been 
performed and the reported incidence of complications is low. The American 
Society of Interventional Pain Physicians concluded in their 2007 evidence-
based practice guidelines in the management of CLBP that the evidence for 
IDET was moderate for short-term and long-term pain relief. In addition, the 
North American Spine Society suggests that for less disabled patients with 
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annular tears or protrusions <3 mm–4 mm and relatively well-preserved disc 
heights, IDET would seem to be a reasonable primary option treatment. 

In contrast to IDET, there is far less literature on radiofrequency ablation (RFA) 
and intradiscal biacuplasty (IDB) procedures. There are little data on the 
effectiveness of RFA and IDB, and the evidence is limited for both procedures 
regarding whether they are effective in relieving discogenic chronic LBP. 
Further high-quality surveys are needed to assess the effectiveness of RFA and 
IDB and to provide efficient evidence for their use in the management of 
chronic LBP. 

According to the results of many studies, nucleoplasty is regarded as a 
potentially effective treatment approach in patients with LBP and 
radiculopathy. Increased success rates have been reported and average pain 
reduction is significant, while the procedure is safe and well tolerated from 
the patients.  

We retrospectively analyzed 73 patients who underwent RFTC nucleoplasty or 
targeted disc decompression (TDD) and found that there was a significant 
reduction in VAS and FRI scores at all the measurement time points. Our 
results indicate that minimally invasive procedures, such as nucleoplasty and 
TDD, are effective and safe methods that can be used in hernia nucleus 
pulposus as an alternative to surgery. TDD resulted in lower pain scores. These 
procedures can yield a more rapid and long-term functional recovery, decrease 
analgesic requirements, and increase quality of life. 

Focal ablation of herniated discs using a navigable disc decompression device 
(l-disq) is worth considering for relieving pain related to lumbar HNP. 
However, the development of more advanced technologies and methods for 
safety and efficiency is necessary. 

Disc-FX (percutaneous discectomy and intradiscal RF ablation-coagulation) 
may be helpful in selected patients with symptomatic degenerative disc 
disease or herniated nuclues pulposus providing favorable outcomes lasting 
up to 2 years or more. The results were more favorable in patients with easier 
access to disc space.  
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A single low dose of TNF alpha-blocker etanercept does not seem to be an 
effective treatment for chronic radicular or discogenic low back pain. 
However, no serious side effects were observed. 

Patients treated with autologous cultured mesenchimal stem cells (MSCs) for 
lower back pain with radicular symptoms in the setting of degenerative disc 
disease (DDD) reported minor adverse events and significant improvements in 
pain, function, and overall subjective improvement through 6 years of follow-
up. Small molecule therapy, especially in combination with cell implantation, 
holds promise for the treatment of degenerative disc diseases.  

In conclusion, patients with low back pain and radiculupathy, non-responsive 
to conventional therapy may be considered for mechanical disc 
decompression in the chronic pain treatment algorhtym. The evidence for 
various modes of percutaneous disc decompression is limited to fair for 
nucleoplasty and targeted disc decompression, and limited for APLD, 
percutaneous lumbar disc decompression, and decompressor. APLD and 
percutaneous lumbar disc decompression, Disc-FX, and nucleoplasty are 
recommended in selected cases.  

Based on the current evidence synthesis, the evidence for IDET and 
biaculoplasty is fair and limited for discTRODE in the treatment of DDD. IDET 
and biaculoplasty may be performed in a selected group of patients with 
discogenic pain non-responsive to conservative modalities including epidural 
injections.  

Intradiscal TNF alpha-blocker etanercept or other disease modifying 
antirheumatic drugs seems to be non promising in degenerative disc disease 
for now, however patients treated with autologous cultured MSCs for lower 
back pain with radicular symptoms in the setting of DDD holds promise for the 
treatment of degenerative disc diseases.  
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• Turkish Medical Association, Ankara Branch 
• Turkish Society of Anesthesiology and Reanimation 
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• Turkish Society of Regional Anesthesia 
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• Turkish Society of Palliative Care 
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• European Society of Anaesthesiology 
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• European Society of Regional Anaesthesia 

Lecture 
Epiduroscopy 

Epiduroscopy is a minimal invasive procedure mainly used for the visualisation 
of the spinal epidural space with an endoscope. Additionally, interventions 
such as mechanical, chemical or laser removal or lysis of epidural adhesions, 
laser disc decompression or application of steroids to inflamed tissues can be 
performed. It allows visualization of normal anatomical structures, like the 
dura, blood vessels, connective tissue, nerves and fatty tissue, and 
pathological structures, adhesions adhesions, inflammation, fibrosis, disc 
herniation and stenotic changes.  

The patient selection is very important to achieve favorable results in 
Epiduroscopy. The main indications are: 

• Postlaminectomy syndrome and postoperative epidural adhesions 
• Lumbar disc herniation (central or paracentral) 
• Postoperative epidural adhesions 
• Lumbar spinal stenosis 
• Lumbar pain with radiculopathy 
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The contraindications are: 

• Bleeding tendency (coagulopathy, use of anticoagulants or 
antiaggregants) 
• Systemic and local infection 
• Large sequestered or extruded disc herniation 
• Lumbar disc herniation with severe neurological symptoms (cauda 
equina syndrome or progressing neurological deficits) 
• Congenital anomalies 
• Increased intracranial pressure 
• Pregnancy 
• Patient’s refusal 

Equipment: 

• Sterilization material 
• Epiduroscopic catheter (double lumen) 
• Digital endo-camera system 
• Ho-YAG laser device 
• C-arm fluoroscopy 
• Local anesthetics and needles 

The procedure: 

The patient is positioned prone on the operating table. Initially the patient is 
deeply sedated while inserting the introducer and the catheter.  After 
antibiotic prophylaxis and appropriate sterile preparation of the field, local 
anesthesia is administered through the sacral hiatus under fluoroscopic 
guidance with a 22G spinal needle. After waiting few minutes to to the local 
anesthetic to take effect, the introducer is placed. The introducer should not 
be advanced further than the dural sac that is preoperatively checked in the 
MRI. The epiduroscope is inserted through the introducer and under the 
lateral fluoroscopic view, the tip is advanced to the ventral epidural space 
where the pathological scar tissue, the nerve roots that are involved or the 
herniated disc is more likely present, rather than the posterior epidural space. 
An epidurogram is performed to visualize the filling defects by the scar tissue 
or the herniated disc. Saline is used as washing fluid to have a better 
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visualization. First the adhesions are opened mechanically. If not possible the 
patient must be in a lighter level of sedation and the Holmium laser is 
prepared. In order not to damage the nerves the laser is applied in low energy 
and the patient is asked if he feels a radicular pain. If not, the procedure is 
continued with laser adhesiolysis. For the disc decompression the same 
procedure is followed then the laser probe is inserted into the disc. The 
shrinkage of the disc is directly seen, the dark epidural space and the disc’s 
compression release on the nerve root is clearly visualized. The procedure 
should be stopped if the patient feels head or neck pain or the volume of 
saline exceeds 200 ml.  

Postoperative care: 

The patient can be discharged after a few hours of rest in the recovery area. A 
few days of bed rest at home is required with NSAIDs. If the disc is 
decompressed with laser, the patient should wear a steel baleen corset for 1 
month. The physical therapy should begin after 1 month. 

Complications: 

The complications are rare. Accidental dural injury or epidural bleeding are the 
most common. Cauda equina syndrome, nerve injury and infection are very 
rare complications.  
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Ovidiu Palea, MD, FIPP 

Biographical Sketch  

Experiences 
May 2011- present: 
Occupation or position held: Owner, ICU Physician 
and Pain Management 
Name and address of employer: Centrul de 

Diagnostic si Tratament Provita, Bucharest, Romania 
 
16th August 2012- to date: 
Occupation or position held: Owner, ICU Physician and Pain Management 
Name and address of employer: Medical City Blue 
 
1st June 2007 - 12th May 2011: 
Occupation or position held: General manager/Founder 
Name and address of employer: Phoenix Diagnosis Clinic 

27th April 2007- to date: 
Occupation or position held: Administrator 
Name and address of employer: Dynamic Medical Solutions SRL 

1st May 2008 – 31st December 2009: 
Occupation or position held: AIC Specialist Doctor 
Name and address of employer: Fundeni Clinical Institute 

1st October 2005 – 30th September 2007: 
Occupation or position held: AIC Specialist Doctor 
Name and address of employer: Washington Hospital Center 
 
1st March 2004 – 30th September 2005: 
Occupation or position held: Medical doctor 
Name and address of employer: Greater Southeast Community Hospital 
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1st August 1995 – 31st December 1997: 
Occupation or position held: Family doctor 
Name and address of employer: Moreni Town Hospital 

Detailed CV can be found www.interventionalpainistanbul.org  

Lecture 
Percutaneous Interventions on Spinal Nerve Root 

Percutaneous spine interventions are diverse and by far not equal! Evidence is 
strongly building up regarding similar or better outcome to microdiscectomy 
and risk of complications less! 

As practitioners with different back ground are stepping into this new era of 
spine management, with the wright training soon we will see a decrease of 
the classic spine operations - from simple microdiscectomy to more important 
several level fusions. 

It is important for our Pain Community to understand the correct indications, 
and even more important the correct technique.  

Percutaneous spine endoscopy is just a term that hides behind it totally 
different technical approaches. 

The outcomes are highly dependent on correct diagnosis, wright tool, and of 
course experience. 

The goal of todays lecture is to understand the exact implications of the 
technique you choose, its limitations and challenges.  

Lecture 
Interventional pain in cancer patients, vertebro kypho rf versus cryo 

Fear of cancer is mainly because pain is the dominant symptom which scares 
patients more than end of life! 

http://www.interventionalpainistanbul.org/
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Side effects of medications and lack of response is what dominates a high 
proportion of the patients with advance diseases, and surgical intervention 
come with high complications and difficult recoveries.  

Interventional pain management is making huge progress as a strong 
alternative for this difficult pathology with very little alternatives. 

Soon to be a standard of practice, ablation of nerve endings, the tumor itself, 
stabilizing fractures, all contribute to recovery of quality of life, which brings 
back for the patient its dignity and motivation for fighting the disease further! 
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Sehim Kutlay, MD 

Biographical Sketch  

Prof. Dr. Şehim Kutlay, is Professor of Physical Medicine 
and Rehabilitation and Head of Department of Physical 
Medicine and Rehabilitation, Faculty of Medicine, Ankara 
University, Ankara, Turkey. 

I held a residency in PMR (1989-1994) at Ankara University. 
I have been working in the Neurological Rehabilitation Unit of our Department 
as a senior consultant clinician and lecturer since it was established in 1997. 

My main interest and research areas are neurological rehabilitation (adult and 
child), outcome measurement and spasticity management, botulinum toxin 
injection, musculoskeletal problems and pain management. I have been 
working on outcome measurement in the field of rheumatology and 
rehabilitation since 1997. My colleagues and I started to work on the 
adaptation and validation of various scales into Turkish in 1998. Our validation 
studies included both conventional and modern psychometric methods 
including Rasch analysis. 

Then, in the last 5 years I have been working on the computer adaptive testing 
to assess functioning in the field of musculoskeletal and neurological 
rehabilitation. We are the leading research group in this field in Turkey. I have 
authored numerous scientific articles and book chapters. 

I am a member of International Society of PMR and World Federation for 
Neurorehabilitation and other medical national organizations. 

Lecture 
Techniques and Therapies for Chronic Pain Originating in Major 
Joints; Shoulder, Hip and Knee 

Chronic joint pain is the most common joint disease and is one of the leading 
causes of disability for middle aged and older people in the world and a major 
clinical problem. Both inflamatory and degenerative diseases of joints are 
major causes of chronic pain. Pain that seems to be coming from joints can 
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sometimes be coming from structures outside the joints, such as ligaments, 
tendons, or muscles.  The underlying etiology of chronic joint pain is 
multifactorial and it is confirmed the role of multiple psychosocial factors, 
such as anxiety, distress and environment, as contributing to the chronic joint 
pain experience. Both peripheral and central processes are involved in 
creating the chronic joint pain experience. It is important to recognize that 
joint pain is very complex, with multiple types of pain as well as multiple 
etiologies that may require different treatment strategies for complete pain 
management.  

A number of approaches are available to help manage chronic joint pain, 
including various drug therapies (ranging from paracetamol to NSAID, opioids, 
antidepressants, gabapentin and pregabalin), physical therapy and exercise, 
lifestyle changes and activity modifications.  

Intraarticular and tendon and bursa injections often are used in the 
management of chronic joint pain. These therapies include corticosteroid 
injections, hyaluronic acid injections, hypertonic dextrose prolotherapy, 
platelet-rich plasma injections, mesenchymal stem cell injections, Botulinum 
toxin-A injection, etc. Local anesthetics also have become common additions 
to intra-articular injections. Physicians should understand the disease 
pathophysiology and evidence supporting available injections when 
determining appropriate therapy. Percutaneous pulsed radiofrequency or 
conventional radiofrequency of the articular branches of the joints can be 
considered for pain control in patients who fail to respond to conservative 
treatment and cannot be used because of the side effects of conventional 
drugs or if surgery is not appropriate. Using imaging guidance for diagnostic 
and therapeutic joint injections is imperative to reduce the risk of damaging 
joint structures as well as achieving the best clinical effect from the 
medication reaching the intended target.  Finally, the goal of nonoperative 
treatment modalities is to minimize pain and restore function and improve 
quality of life in a noninvasive manner.  
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Pasquale De Negri, MD, FIPP  
Biographical Sketch  

Registrations 

- UK: GMC n.° 7409280 (Fully Registered Medical 
pratictioner with Specialist Registration) since 
20/06/2013 (Last appraisal : June 2018, Last 

revalidation: June 2018 ) 

- ITALY : Ordine dei Medici – Chirurghi della Provincia di Caserta since 
29/12/1981 n.° 2686 

- GUERNSEY, ALDERNEY, HERM and JETHOU, CHANNEL ISLANDS :Medical 
Pratictioner since 03/09/2014 n.° 2014/44 

Education and Qualifications 

1971-1975 High School “Classic Liceum” Istituto “Pietro Giannone”, Caserta, 
Italy; Graduation with honour 

• 1975 - 1981 Medical Studies; Medical School at at University of Napoli, Napoli 
Italy Degree: Medicine Doctor passed with distinction (110/110 cum laude) 

• 1981 - 1984 Specialist Exam in Anaesthesia and Intensive Care passed with 
distinction- Medical School at University of Napoli, Napoli Italy. Gives the right 
to work as an independent specialist in Anaesthesia and Intensive care 
Medicine 

• Internship in Anesthesiology and Intensive care, “Cardarelli” Hospital, 
Naples, Italy (October 1981 – March 1983 ) 

• 1984 - 1987 Specialist Exam in Underwater and Hyperbaric Medicine- Medical 
School at University “D’Annunzio”, Chieti, Italy 

• 1988 - 1992 Specialist Exam in Pediatrics - Medical School at University of 
Genoa, Italy  
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•2009 - Fellowship in Interventional Pain Practice – World Institute of Pain; 
New York, USA 

• European Paediatric Life Support, January 2014 

• 2017 - European Diploma of Pain Medicine – European Society Regional 
Anaesthesia, Lugano, CH 

Detailed CV can be found www.interventionalpainistanbul.org  

Lecture 
Sacroiliac Joint Pain, Diagnosis and Treatment 
Among all types of chronic pain, back pain has often been suggested to be the 
most frequent type of pain experienced; in Europe, population-based surveys 
have shown that chronic pain essentially reflected back and low back pain 
(24% and 18%, respectively). Up to 85% of all people have low back pain (LBP) at 
some point of life, representing the 2° pathology in comparison to common 
cold in office visits. There are 15 million office visits annually (US) with an 
annual direct and indirect costs have reached $ 86 billion (US). A general 
population survey conducted in 15 European countries and Israel estimated 
the incidence of low back Pain at 15%. SacroIliac joint dysfunction has been 
“rediscovered”; its evaluation is not usually part of LBP work – up. Many 
times, symptoms are often misdiagnosed or not evaluated; physicians are not 
trained to look for it. Proper diagnosis is important as pain can mimic 
discogenic or radicular low back pain potentially leading to misdiagnosis and 
lumbar surgery. Common causes of pain related to sacroiliac joint dysfunction 
are related to degenerative disease, history of trauma, pregnancy/childbirth, 
lumbar surgery, disruption due to injury, traumatic event or repetitive trauma 
or to sacroileitis. Pain related to sacroiliac joint can be represented by low 
back pain, buttock pain, thigh pain, sciatic-like symptoms or difficulty in sitting 
in one place for too long due to pain. Essential diagnostic criteria are pain in SI 
joint area, positive provocative tests or relief of patient’s pain by intraarticular 
injection. Adequate treatment will include pharmacological approach, 
manipulation, physical therapy, pelvic belt, steroids injections, radiofrequency 
ablation or miniinvasive joint fixation. 

http://www.interventionalpainistanbul.org/
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Lecture 
Thoracic pain, diagnosis and treatment 

Symptoms related to thoracic pain are relatively rare, being observed in 5% of 
the patients referring to a Pain Clinic. Patients reporting thoracic pain should 
always be carefully examined because important underlying pathologies could 
represent the cause of the symptoms. Angina pectoris, herpes zoster 
infection, thoracic disc herniations, lung or pleural tumors could be 
responsible for thoracic pain of unknown origin. Chronic post surgical thoracic 
pain is quite common. Referred pain from internal organs can be caused by 
pulmonary embolisms, esophageal carcinoma, achalasia, or pancreatic 
diseases. 

The diagnosis of thoracic pain is difficult and often “spine related”. Pain can 
be nocipetive originating from the nerve endings of the periosteum, nervi 
intercostales, ligaments, intervertebral discs, and facet-joints or neurophatic 
frequently appearing after surgical procedures involving thorax. 

An accurate history should be made asking patient about pain’s localization, 
trying to underline a potential cause (i.e. surgery, trauma, etc), evaluating the 
eventual relation to deep breathing or coughing or to position. Physical 
examination of thorax should be conducted, with inspection and palpation of 
vertebrae and paravertebral region; hyper/hypoalgesia, allodynia, etc should 
be investigated in case of eventual neuropathic pain. Patients should undergo 
imaging evaluation and eventual diagnostic nerve block. 

Treatment will include pharmacological approach, physical therapy, selective 
nerve block, radiofrequency treatment and eventual vertebral augmentation 
procedures. 
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Pakize Kırdemir, MD, FIPP 

Biographical Sketch  
Prof.Dr. Pakize Kırdemir MD, FIPP. Graduated from 
Istanbul University Cerrahpasa Medical School in 1985. 
In 1995 Kırdemir completed her residency in 
Anesthesiology at Ankara University. Her interests 
remain in pain management. She trained in Chronic 
Pain Medicine at MD Anderson Cancer Center for 

Cancer Pain and at Hermann Hospital for Chronic Pain Management at 
University of Texas, USA. She has certification as FIPP since 2006. She is 
currently head of the Anesthesiology and the Pain Clinic of Suleyman Demirel 
University, Isparta.  

Lecture 
Sedation for pain procedures 

Many patients sufferring from acute or chronic pain undergo wide range of 
inventional pain procedures –from epidural steroid injections to implantation 
of spinal cord stimulators. During the procedures patients need sedation for 
pain and anxiety. The choise of sedation depends on patient, position, 
procedure and the location where the procedures are applied. Besides pain 
many patients have various medical problems. All the patients need an 
appropriate preoperative assessment such as airway, adverse reaction, 
medication, cardiopulmoner functions, mental status and the expectation of 
the patient. Any patient undergoing sedation requires continous monitoring 
of oxygen saturation, blood pressure, electrokardiography and respiratory 
rate during the procedures. Level of the sedation is very important. Some 
needs deep sedation and the others - cervical block near the spinal cord – not 
to over sedated. 
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Arun Bashkar, MD, FIPP 

Biographical Sketch  
Consultant in Pain Medicine, Anaesthesia and Intensive 
Care 

Dr Arun Bhaskar graduated from the medical school of the 
prestigious University of Kerala, India and subsequently 
completed his specialist training at the Northwest 

Deanery, UK, in 2006. He started his consultant career at the world-renowned 
cancer hospital, The Christie in Manchester. 

In addition to Royal College Fellowships in Anaesthesia, Pain Medicine and 
Intensive care, Dr Bhaskar also has a Fellowship in Interventional Pain Practice. 
Dr Bhaskar has special interests in complex pain, including cancer pain, 
neuropathic pain, visceral & pelvic pain, pain interventional procedures and 
neuromodulation. He has also a specific interest in opioid management in 
complicated cancer pain, as well as opioid dependence and its management in 
the pain patient population. Dr Bhaskar has been involved with several clinical 
trials in cancer pain, and neuropathic pain in cancer including chemotherapy-
induced neuropathy. He has been involved in developing novel techniques for 
interventional treatment of pain including intractable cancer pain. Dr Bhaskar 
is on the faculty of many courses, including the European Pain School and is an 
examiner for the European Diploma in Pain Medicine and also the FIPP 
examination for the World Institute of Pain. He writes a regular column in the 
European Pain News and serves as section editor for the Journal of 
Observational Pain Medicine. He regularly publishes in peerreviewed journals 
and has been member of several guidelines’ development groups for pain 
management. Dr Bhaskar is now based in the south of England and his NHS 
commitment is at the Pain Management Centre, Charing Cross Hospital, 
Imperial College Healthcare NHS Trust, London. 

Dr Bhaskar is the President-elect of the British Pain Society and has served two 
terms as an elected member of the Council of the British Pain Society. He was 
also the Executive Liaison for Interventional SIG, Neuropathic pain SIG and 
Cancer Pain Committee of the British Pain Society, and currently chairs the 
Communications Committee. He is also the Hon. Secretary of the 
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Neuromodulation Society of UK and Ireland. Dr Bhaskar is also the present 
Chairman of the UK Section, World Institute of Pain. Dr Bhaskar advises NICE 
on interventional procedures, cancer pain and was a co-opted member of the 
GDG for Care of the Dying. Dr Bhaskar has been a contributing author towards 
the British Pain Society’s ‘Cancer Pain Management’ document in 2010 and is 
currently the Co-chair of the Committee for the Cancer Pain Management 
Guidelines; he is also the Co-chair of the Neuromodulation Guidelines 
Committee. He also represents as Councillor for the UK at the European Pain 
Federation and is a member of the European Pain Federation Task Force on 
Cancer Pain Management which has recently brought out guidance on 
provision for cancer pain services across Europe. Dr Bhaskar was the Co-chair 
for the OPEN Consensus group for Opioid Analgesic Dependency and the 
recommendations from specialists from Pain Medicine and Addiction 
Specialists have been accepted for publication in Journal of Addiction 
Medicine. Dr Bhaskar is part of an international collaboration group looking 
into the technique and efficacy of interventions for spinal pain and is also 
involved in another global initiative on reducing contrast toxicity during 
interventional procedures. Dr Bhaskar is also the immediate past-Chair of the 
Northwest Pain Clinicians, UK, and was a member of the steering group of the 
Northern England Pain Society. Dr Bhaskar was also part of the scientific 
committee for European Pain Federation, EFIC 2017 and was also the Co-chair 
of the International Meeting of the Spinal Interventional Society, London 2018.  

Lecture 
Interventional Techniques for Cancer Pain  

The interest in developing interventional techniques to alleviate intractable 
pain in patients with cancer led to the formation of the Intractable Pain 
Society and subsequently went on to understand the importance of managing 
pain as a chronic illness.  The formation of palliative care as a distinct specialty 
did move towards the medical model of care and this was facilitated by 
increasing use of high dose of opioids to alleviate pain and other distressing 
symptoms in patients with cancer and led to a decrease in the development of 
interventional practice in managing oncological pain. Many cancer patients 
suffer from pain due to the disease or its treatment and those receiving 
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palliative treatment for advanced disease suffer the most from poorly 
controlled pain.  Pain interventional procedures is classed as the “fourth” step 
in the WHO analgesic ladder, which promotes the use of oral opioids; this can 
be justified to a certain extent as it can help vast majority of patients.  
However, at least 10% of patients do suffer from pain despite these measures 
and a larger proportion of patients do suffer from undesirable side-effects of 
opioids and adjunct analgesics that seriously impact on their quality of life.  
Appropriate interventions including nerve blocks and central neuraxial 
blockade as well as more specialised treatment options such as neurolytic 
blocks, intrathecal drug delivery systems, neuromodulation and percutaneous 
cordotomy could be uses in an appropriate and timely manner to the benefit 
of these patients.  It should be part of good practice and service provision that 
cancer patients should be assessed and referred in a timely manner to for 
specialist pain management rather than using these interventions as a last 
resort when it is often too late to deliver the quality of care that is expected 
from both patients, carers and clinicians. 

Lecture 
Placebo Effects and Social Benefits of Interventions 

There has been an increasing interest in the placebo effect of medications and 
recent evidence point towards positive benefits in conditions including 
depression, irritable bowel syndrome, menopause, sleep disorders and pain.  
Combining active medications with placebo has shown to reduce harm in 
conditions like MS, asthma and chronic pain.  Interventions including 
arthroscopy, arthroplasty and coronary artery stenting have been questioned 
about their therapeutic efficacy and the role of placebo effect in some cases.   
Interventions for pain management in the hands of a trained pain physician 
carries very little risk and it needs to be put into perspective the long-term use 
of medications including opioids and gabapentinoids in the management of 
chronic non-cancer pain.  Recent awareness of the deleterious effect of 
opioids showed not only harm to the individual, but also to the family and 
wider society.  Diversion of these drugs affect vulnerable people and could 
lead on to increases in violent crimes and depravity.  Interventions are usually 
used in conjunction with a multidisciplinary biopsychosocial model of care and 
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this facilitates functional restoration and rehabilitation.  It is very difficult to 
conduct good quality randomised double-blinded studies on pain 
interventions due to the varied profile of the patients and often sham-
procedures show therapeutic value that undermines established treatments.  
Following interventional treatments, patients often use this “window of 
analgesia” to press forward and this is reflected on findings that reveal only 
short-term analgesic effect, but on longer term follow up acknowledge that 
there could be improved quality of life.  This is also noted by clinicians in 
individual patients from their practice and hence the need of looking more 
closely at personalised medicine i.e. patient choice with best available 
evidence and supporting what works for the patient, whether it is deemed a 
placebo or not. 
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Alireza Rahimi, FIPP 

Biographical Sketch  

Fellowship of Pain Practice (FIPP) 
Physical Medicine & Rehabilitation (PM&R) 
Specialist 
Medical Educationist (MSc) 
Department of Physical Medicine & 

Rehabilitation,Tabriz Valiasr International Hospital, Tabriz, Iran 

EDUCATION 

• Pain Fellowship. in Pain Clinic of Department of Anesthesiology, Akdeniz 
University of Medical science, Antalya. Turkey, 2015- 2017 

• Board Certification. Physical Medicine & Rehabilitation (PM&R) Specialist, 
Isfahan, Iran, 2012 

• Physical Medicine & Rehabilitation Specialist (PM&R) in Isfahan University of 
Medical Sciences (UIMS), Isfahan, Iran, 2012 

• Medical education master degree (MSc) in Iran University of Medical 
Sciences (IUMS),Tehran,Iran ,2006 

• Medical Doctor in Tabriz University of Medical Sciences (TUMS), Tabriz, Iran, 
2003 

• High School in Exceptional Talent Students School (Shahid Madani High 
School), Tabriz, Iran, 1996 

WORKSHOP 

• The Radio Frequency Course 

Tabriz International Hospital, Tabriz, Iran, 2015 

• The Ozone Therapy Course 

Tabriz International Hospital, Tabriz, Iran, 2015 
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• The Spinal Cord Stimulation Course 

Tabriz International Hospital, Tabriz, Iran, 2015 

• The Epiduroscopy Course 

Tabriz international Hospital, Tabriz, Iran, 2015 

• The Neuomodulation Course 

Akdeniz University, Antalya, Turkey, 2017 

• The Spinal cord stimulation workshop 

Akdeniz University, Antalya, Turkey, 2016 

• The Sacral nerve stimulation Workshop 

Akdeniz University, Antalya, Turkey, 2016 

• The Epiduroscopy Course 

Akdeniz University, Antalya, Turkey, 2017 

• Epidural Lysis workshop 

Liden university, Netherland,2016 

• Fellow of Interventional Pain Practice 

Budapest, Hungary, August 2017 
 
ASSOCIATIONS 

• World Institude of Pain (WIP) 

• International society of Physical & Rehabilitation Medicine, 

• European society of Physical & Rehabilitation Medicine, 

• Iranian society of Physical & Rehabilitation Medicine 
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Lecture 
Cervical pain and radiculopathy 

Cervical radicular pain is pain perceived in the upper limb, shooting or electric 
in quality, caused by irritation and or injury of a cervical spinal nerve. Cervical 
radicular pain must be distinguished from cervical radiculopathy which 
includes neurologic signs such as sensory or motor changes. Classical 
neurologic examination includes testing sensation, strength, and tendon 
reflexes. Specific clinical tests have been described for the diagnosis of 
cervical radicular pain, including the neck compression test (Spurling test), the 
shoulder abduction test, and the axial manual traction test. 

 Medical imaging is mainly used to exclude primary pathologies, the so - called 
“red flags” (e.g., tumor, infection, and fractures). MRI is currently regarded as 
the most suitable medical imaging technique for patients with cervical 
radicular pain. Electrophysiologic tests are also useful. 

Diagnostics elective nerve root blocks are applied to determine the probable 
pain generating nerve root level. 

In treatment options there are conservative management; interventional 
management techniqus & surgery options. 

In Interventional management we do epidural corticosteroid administration 
which can be done in two methods: Iterlaminar (2B+) & Transforaminal (2B-). 

Also there is pulsed   radiofrequency treatment which is done in dorsal root 
ganglion (2B+).  

Spinal cord stimulation can be considered in clinical practice for chronic 
cervical radicular pain in well-selected patients when other types of treatment 
have failed (0). 
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Ayşen Yücel, MD, FIPP 

Biographical Sketch  

Professor Ayşen Yücel has been a pain specialist for 
almost 30 years. She completed her Medical education 
at Ankara University Medical School. After finished her 
residency in Anesthesiology at Istanbul University, 
Istanbul Medical School, she worked at Algology 

Department of Istanbul Medical School between 1990 and 2004. She has been 
working at Anadolu Medical Center since 2004. After working as a Medical 
Director for three years, she has been working as a pain specialist since 2007. 

She finished a Ph.D. program in experimental neuropathic pain in Aalborg 
University, Denmark in 2004, She is a fellow of Interventional Pain Practice 
since 2003. 

She has several national and international publications, books and book 
chapters. 

Her main interests are; Cancer pain and palliative care, neuropathic pain, spinal 
pain, and invasive pain treatment modalities. She treats many different 
chronic pain patients such as; headache, back pain, neck pain, joint pain, 
visceral pain, neuropathic pain, and cancer pain. She practices several 
interventional methods in the treatment of pain, such as; Acupuncture/Trigger 
point injections, Epidural /Transforaminal Steroid Injections, Facet joint/nerve 
blocks, Peripheral joint blocks, Peripheral nerve blocks, Radiofrequency 
thermocoagulation procedures, Neurolytic blocks, Spinal Drug Delivery 
systems, and Spinal Cord Stimulation. 

Lecture 
Pelvic Pain, Diagnosis and Treatment 

Episodic or continuous pain in the lower abdomen and pelvic region and 
lasting for at least 6 months is described as pelvic pain. It has more common in 
women in the reproductive age group. 
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Chronic pelvic pain (CPP) can occur for many different reasons such as 
gynecological, urogenital, GI system and psychological. Pelvic pain may also be 
seen due to muscular pathologies and nerve sensitization. Usually, more than 
one component is seen in many patients. However, for some patients the 
underlying cause will never be identified and this can be challenging for the 
physicians and the patients. CPP represents a significant socioeconomic 
problem and have an impact on Quality of life. It is often associated with 
negative cognitive, behavioral, sexual and emotional consequences. In some 
cases, CPP associated with systemic symptoms such as Chronic Fatigue 
Syndrome or Fibromyalgia. 

Pain evaluation is the key point of the patient's history. Clinical examination, 
pain intensity and characteristics, and patient psychological evaluation are 
crucial components of the diagnosis.            

Medical management plays an important role in CPP patients. NSAIDs, opioids, 
muscle relaxants, antidepressants and anticonvulsants have all been used for 
the management of pain. Laparoscopy, lysis of adhesions and exploratory 
laparotomy are the most common surgical procedures.  Interventional 
techniques; such as; local anesthetic and steroid injections, neurolytic nerve 
blocks, neuromodulation including spinal cord stimulation and radio frequency 
thermocoagulation has been used for the treatment of CPP. Complementary 
techniques including biofeedback, acupuncture, yoga and massage, are used 
as part of a multimodal treatment approach.  

A multi-disciplinary approach should be used for both assessment and 
management of pelvic pain in order to obtain the best results for any 
individual patient.  
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Ahmet Alanay, MD 

Biographical Sketch  
Dr. Ahmet Alanay is an internationally recognized 
surgeon, advancing the spinal care specialty and 
contributing to surgeons’ training around the world. He 
is a recipient of numerous national and international 
awards, and is a pioneer of many state-of-the-art 
techniques and new approaches in spinal surgery—

especially spinal deformities in Turkey. These include the: 

• Vertebroplasty technique for vertebral fractures 
• Neuromonitorization technique for scoliosis surgeries 
• Magnetically controlled growing rods for early onset scoliosis 
• Anterior thoracoscopic tethering technique for scoliosis treatment 

Dr. Alanay serves as a board member and chair of the education council of the 
U.S.-based Scoliosis Research Society, the world’s most prestigious spinal 
society. He also is a founding member of the European Spinal Study Group 
(ESSG) and is a member of other study groups. 

Pediatric and adult spinal disorders is Dr. Alanay’s subspecialty.  

Education 

Dr. Alanay graduated from Ankara University Medical Faculty and completed 
his residency in 1996 at the Hacettepe University Medical Faculty Department 
of Orthopedics and Traumatology, and subsequently received his Orthopedics 
and Traumatology specialist degree. He completed a fellowship on spine 
surgery between 1998-1999 at the University of Kansas Medical Center. Dr. 
Alanay received his associate professor degree in 2002 and professor degree 
in 2007 from the Hacettepe University Medical Faculty. 

Faculty and Clinical Positions 

In 2012, Dr. Alanay began working at Acibadem Health Group and established 
the Comprehensive Spine Center at the Acibadem Maslak Hospital. 
Additionally, he is an instructor of orthopedics and traumatology at the 
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Acibadem University School of Medicine, and still continues his research in this 
field. From 2009-2012, Dr. Alanay worked at the Istanbul Bilim University 
School of Medicine and in the Spine Center of Florence Nightingale Hospital 
from 2009-2012. Prior to that, Dr. Alanay was an assistant professor at the 
Hacettepe University Medical Faculty and a visiting faculty member from 2005-
2006 at the University of California at Los Angeles (UCLA). 

Lecture 
Role of injections in spinal stenosis, a surgeon’s perspective 

Lumbar spinal stenosis is associated with substantial functional limitations and 
disability. It accounts for the fastest growth in the number of lumbar fusion 
surgeries. These surgical procedures lead to significant cost, risk, 
complications, and readmission. On the other hand, strong evidence is lacking 
for the effectiveness of nonsurgical interventions. Concern about the rising 
rates of spine surgery and opioid use in older adults necessitates new 
evidence about safe and effective nonsurgical and non-opioid treatment 
options for spinal stenosis. 

The North American Spine Society has published a clinical guideline for the 
treatment of spinal stenosis. This guideline concluded that there was 
insufficient evidence to make a recommendation for or against the use of 
nonsurgical treatments, including pharmacologic treatments, physical 
therapy, exercise, and spinal manipulation. The only 2 interventions 
recommended as evidence based and effective were epidural steroid injection 
and surgical decompression. Yet, this recommendation was contradicted by 
recent reviews, which concluded that the evidence for the effectiveness of 
epidural injections is of low quality. 

This controverted results points towards the importance of personalized 
decision-making and precision medicine. Recently, the concept of using angles 
as relative angular values for every individual's specific pelvic incidence 
formed the basis of personalized sagittal plane analysis. As such, the deviation 
from ideal alignment, and the amount of compensation can be calculated. As 
the amount of deviation from the ideal exceeds tolerable limits, an imbalance 
between biological and mechanical factors affecting the healing process 
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occurs. Surgical restoration of this ideal may necessitate aggressive surgical 
interventions, while lack of restoration has been shown to be associated with 
major mechanical complications and re-intervention. 

The personalized sagittal shape and alignment at initial visit may guide 
deciding between injections, decompression only and decompression and 
fusion; helping mitigate the risk. Another important aspect is that spine 
surgery is now available to older patients with more comorbidities through 
improved anesthesia and surgical technique. This requires pre-operative 
optimization of modifiable risk factors. In this respect, injections can be used 
as time-buying strategies for personalized patient care. Similarly, in elderly and 
fragile patients, who needs aggressive surgery, spinal injections with medical 
treatment can be an alternative palliative therapy.  
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Caglar Yilgor, MD 

Biographical Sketch  

Assistant Professor at Acibadem University School of 
Medicine. He is partnering with Prof. Alanay in the 
Comprehensive Spine Center at Acibadem Maslak 
Hospital. They perform pediatric and adult spinal and 
neurosurgical surgeries together. 

Lecture 
Individualized spinal sagittal plane and shape and alignment and its 
role as a back-pain generator 

Spine is the weight-bearing skeleton of the body. While the spine is ideally 
straight in the frontal plane; it has various physiological curvatures in the 
sagittal plane such as cervical and lumbar lordosis, and thoracic and sacral 
kyphosis. Magnitude and distribution of these curvatures differ from one 
person to another. In order to have a good posture, to avoid spinal diseases, 
preservation of the “normal” limits of these sagittal curvatures plays a 
fundamental role.  

Biomechanically, the load distribution on the spine depends more on its shape 
and curvature in the sagittal plane than in the coronal plane. It has further 
been shown that health-related quality-of-life measures in the patient-
reported outcomes depend more on the sagittal plane alignment. 
Nevertheless, “normal” and “pathologic” sagittal spinal alignment and shape 
remain poorly defined. What further complicates the sagittal plane analysis is 
the presence of compensation. Compensation, by definition, is a process in 
which the change in a given direction is counteracted by another conscious or 
unconscious change. In the setting of aging and degeneration, as a response 
to positive sagittal malalignment, the human body progressivity recruits 
compensatory mechanisms in the spine and/or non-spinal segments in an 
effort to maintain the gravity line and a horizontal gaze.  

The conclusion of numerous investigations, which have sought to identify 
ideal spinal curvatures and alignment, is that these curvature metrics must be 
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viewed in light of each other. As pelvic incidence is the only constant 
parameter, all other parameters were proposed to be evaluated in relation to 
pelvic incidence. The global alignment and proportion (GAP) score denotes 
“normal” and “pathologic” standing sagittal alignment and shape as a single 
score for every magnitude of pelvic incidence in a personalized manner. This 
individualized analysis defines the amount of compensation for each spinal 
segment. As the amount of deviation from the ideal exceeds tolerable limits, 
an imbalance between biological and mechanical factors affecting the healing 
process arises.  

GAP analysis clearly distinguishes whether the identified presence and extent 
of deviations from ideal are resulted from diseases, pathology and deformity 
or from compensation, thus, allows personalized and more accurate decision-
making. This distinction is important, as compensatory mechanisms require 
active muscle contraction by the subject. Thus, earlier recruitment and 
prolonged used of compensatory muscles act as a pain generator. The 
interpretation of individualized spinal sagittal plane and shape and alignment, 
in this regard, helps distinguish between organic back pain and compensation 
related back fatigue, which results in functional back pain.  
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Ludger Gerdesmeyer, MD, PhD, FIPP 

Biographical Sketch  

1991 – 1992 Fellow Orthopedic Surgery and 
Traumatology Lubinus Klinik Kiel 

Clinical focussed on: Sportstraumatology, Joint 
Arthroscopy, Joint Reconstruction 

1993 – 1994 Fellow general Surgery Burg a. F. 

Clinical focussed on: Joint Reconstruction, Traumatology 
Has established a new Sportstrauma Dept 

1994 - 1997 Consultant at the medical University of Lübeck / Germany 

Clinical focussed on: Joint Reconstruction, 
Has introduced advanced Joint Arthroscopy with Shoulder and Knee 
reconstructions, Joint stabilization techniques, Joint Replacement, Children 
Orthopaedic surgery, Tumor surgery, Interventional Pain therapy 

1997 - 2006 Seninor Consultant and Vice Chairman and associated Professor at 
the Technical University Munich Dept. Orthopedic surgery and 
Sportstraumatology 

Clinical focussed on: Joint Reconstruction, Advanced Joint Arthroscopy, 
Advanced Joint preserving Surgery, Joint Replacement Hip/Knee/Shoulder, 
Children Orthopaedic surgery, tumor surgery, Interventional Pain therapy, 
Spine Surgery, Sportstraumatology  

since 2006 Chairman MARE Clinic Dept. Joint Replacement & Spine surgery 

Clinical focussed on: Joint Reconstruction, Advanced Joint preserving Surgery, 
Joint Replacement Hip/Knee/Shoulder, Children Orthopaedic surgery, 
Interventional Pain therapy, Tumor surgery, Spine Surgery, 
Sportstraumatology 
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since 2006 Senior Consultant and associated Professor at the Technical 
University, Munich Dept. Orthopedic surgery and Sportstraumatology 

Clinical focussed on: Joint Reconstruction, Minimal Invasive Surgery, 
Advanced Joint Arthroscopy, Advanced Joint preserving Surgery, Advanced 
Spine surgery, Joint Replacement Hip/Knee/Shoulder, Children Orthopaedic 
surgery, Interventional Pain therapy, Tumor surgery, Sportstraumatology 

since 2010 Chairman and associated Professor at the medical University of Kiel 

Clinical focussed on: Joint Reconstruction, Minimal Invasive Surgery, 
Advanced Joint Arthroscopy, Advanced Joint preserving Surgery, Advanced 
Spine surgery, Interventional Pain therapy, Joint Replacement, 
Hip/Knee/Shoulder, Children Orthopaedic surgery, Tumor surgery, 
Sportstraumatology 

Lecture 
Safety and efficiancy of percutaneous neurolysis 
 
The technique for lysis of epidural adhesions to treat lumbosacral radicular 
and/or low back pain was described more than 30 years ago. Today it´s used 
worldwide in interventional pain practice, it is minimally invasive and is 
relatively easy to perform following specific interventional pain training 
courses. The fundamental premises on which the technique is based are that 
adhesions are present in the epidural cavity of patients with low back pain 
and/or radiating pain,  

The adhesions prevent epidural injected medication from reaching intended 
targets, 

and contribute to the pathogenesis of pain by immobilizing nerve roots.  

Pain relief can be obtained by removing barriers that prevent drugs from 
reaching the target site and prevent the free movement of nerve roots. The 
technique described by Gabor Racz is performing an epidurogram to identify 
filling defects indicative of epidural scarring, followed by advancing a catheter 
into the scar, injecting hyaluronidase to facilitate adhesiolysis and normal 
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saline to hydrostatically separate adhesions and injecting anti-inflammatory 
and analgesic drugs and hypertonic saline to treat pain, inflammation and 
edema.  

Since the technique was introduced, it has been modified in various ways, but 
the basic approach has remained unchanged. 

Many studies have been done to evaluate the safety and efficacy of the 
procedure. The studies, as well as extensive clinical experience, attest to the 
efficacy as well as the safety of using epidural neurolysis to treat radicular and 
low back pain. After long period of missing evidence we performed a 
randomized placebo controlled trial and the efficacy was proven in 2013: 

Percutaneous Epidural Lysis of Adhesions in Chronic Lumbar Radicular Pain: A 
Randomized, Double-Blind, Placebo-Controlled Trial  

Ludger Gerdesmeyer, MD, PhD, Stefan Wagenpfeil, PhD, Christof Birkenmaier, 
MD, Andreas Veihelmann, MD, PhD, Matthias Hauschild, MD, Klaus Wagner, 
MD, PhD, Munjed Al Muderis, MD, Hans Gollwitzer, MD, PhD, Peter Diehl, MD, 
PhD, and Andreas Toepfer, MD 

Pain Physician 2013;16;185-196 

 

After the Lysis procedure can be a standard in evidence based medicine in 
treatment of adhesions, new questions appeared asking for safety long time 
outcome.  

This talk will show the outcome of this RCT, the recent evidence and will give 
an overview of the available long time outcome studies which support the 
findings of the RCT with regards to efficiency and safety. 
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Sponsors and Exhibitors 
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Boston Scientific Tıp Gereçleri Ltd. Sti. 

Adress: Küçük Çamlıca Mah. Oymak Çıkmazı Sk.No:1 , 34662, Üsküdar, Istanbul 
Telephone: +90 216 544 47 00 
E-mail : Sumeyye.Hulur@bsci.com  
Web : https://www.bostonscientific.com 
Contact Person : Sumeyye Hulur 
Company Profile: Boston Scientific is a global international company and 40th 
years after establishing.  Boston Scientific Neuromodulation products in pain 
area Spinal Cord Stimulators with personalizing pain therapy & RF Generators 
with technology leading in ablation. 

Medtronic 

Adress: Medtronic Medikal Teknoloji Ti. Ltd. Şti.  
Saray mah.  Esnaf Cad. Akkom Ofis Park Laodik Plaza B Blok No:2/8 |  34768 
|  Umraniye |  Istanbul   
Telephone: 02166361000 
Mobile : 05304012551 
E-mail : egemen.kocabalkan@medtronic.com 
Web : medtronic.com.tr  
Contact Person : Egemen Kocabalkan 
Company Profile: As a global leader in medical technology, services and 
solutions, Medtronic improves the lives and health of millions of people each 
year. We use our deep clinical, therapeutic, and economic expertise to address 
the complex challenges faced by healthcare systems today. Let’s take 
healthcare Further, Together. Learn more at Medtronic.com 

Abbott Medikal 

Adress: İçerenköy Mah. Umut Sokak AND Binası No 10-12 Ataşehir  
Telephone: 0216 655 30 00    
E-mail: yasemin.mokukcu@abbott.com  
Web: https://www.abbott.com/ 
Contact Person : Yasemin Mokukcu  
Company Profile: Abbott is a global healthcare leader that helps people live 
more fully at all stages of life. Our portfolio of life-changing technologies spans 

mailto:Sumeyye.Hulur@bsci.com
https://www.bostonscientific.com/
mailto:egemen.kocabalkan@medtronic.com
http://www.medtronic.com.tr/
https://www.abbott.com/
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the spectrum of healthcare, with leading businesses and products in 
diagnostics, medical devices, nutritionals and branded generic medicines. Our 
103,000 colleagues serve people in more than 160 countries. 
 
Catak Medikal 

In order to share our experiences and knowledge which we were gained 
through long ages, we established our company in Ankara in 2006. Our 
company in the direction of its objectives, has been and will continue to be a 
value that makes a difference in medical sector. Our goal is to be customer 
oriented and with improved customer relations based on scientific basis before 
and after sales, bring our patients, healthcare personnel and hospitals together 
at the right point with our products and experience in our portfolio. In respect 
to our activities, our company has reached to the final stage of production and 
has received quality certificates of products. We aim to contribute to both of 
our country and our sector with producing our new brand very soon.  

Inomed 

Adress : inomed, Im Hasgruen 29, 79312 Emmendingen, Germany 
Telephone: +49 7641 9414 10   
E-mail: info@inomed.com  
Web: www.inomed.com 
Contact Person : Mr. Srinath Berthold  
Company Profile:  
Welcome to inomed – A world-class medical device company 

Biomedical technology – developed and manufactured in Germany: inomed is 
the first choice for medical specialists worldwide. 

 Inomed, working with leading clinical innovation leaders around the world, 
delivers high-quality reliable products for routine clinical use.  Our approach to 
clinical product design delivers an easy to use product that enables the 
clinician to deliver effective patient diagnostics, monitoring (IONM) and 
treatment. We do this within safe technical parameters, minimising risk to the 
patient. Patient safety and successful outcomes are our priority. inomed 
develops and manufactures state-of-the-art products and treatments in the 
fields of intraoperative neuromonitoring (IONM), functional neurosurgery, 
pain therapy and neurological diagnostics. inomed has been developing 
medical technology products for more than 25 years. Our team of clinicians, 
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technologists and product specialists bring together the very best clinical 
development and validation techniques to medical device technology we 
deliver to customers. 

Faraday Medikal 

Adres: Anadolu Cd. No:40/808 Tepekule İş ve Kongre Merkezi Bayraklı,İZMİR 
Telefon : 232 4414585  
E-mail: iletisim@faradaymedikal.com  
Web sayfası: www.faradaymedikal.com 
Yetkili kişi: Aykut Yavuz 
 
Our company has established since 2000 and we are currently importing and 
selling anesthesia and algology related products. 

Pi Ortopedi Tıbbi Urunler Ltd. 

Pi Ortopedi Tıbbi Urunler Ltd. is focused on marketing, contract manufacturing 
and consultancy in heathcare business located in Izmir, Turkey. Pi started and 
continue in main business lines Orthopedics, Neurosurgery, Interventional 
Spine, Pain Management, Regenerative Medicine and General Surgery.  We 
successfully provide a number of hi-tech products and services of the brands RF 
Lesion  electrodes and canullars, percutaneous intradiscal plasma , epiduralysis 
catheters, CD blunt transforaminal needles, SVF/ADSC stemcell, PRP, HA, 
Vertebroplasty and IONM. 

Pi team have medical and technical backround to provide best service and 
solution. 
 

GE  

Türkiye’de GE Sağlık 

GE, 1948’ten beri, Türkiye’deki varlığını sürdürerek birçok sağlık kuruluşuyla 
geçmişe dayanan güçlü iş birlikleri kurmuştur. GE Healthcare hasta bakımında 
yeni bir dönemi şekillendiren dönüşümcü tıbbi teknolojiler ve hizmetler sunar. 

Tıbbi görüntüleme ve bilgi teknolojileri, tıbbi tanı, hasta izleme sistemleri, ilaç 
keşfi, biyofarmasötik üretim teknolojileri, performans geliştirme ve 
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performans çözümleri hizmetlerindeki geniş uzmanlığımız dünya genelinde 
daha çok kişiye daha düşük maliyetle daha iyi bakım sağlamaları için 
müşterilerimize yardımcı olmaktadır. Bunlara ek olarak, sağlık hizmeti 
liderleriyle iş birliği yaparak sürdürülebilir sağlık sistemlerine geçişi başarılı bir 
şekilde uygulamak amacıyla küresel politika değişikliklerinin gerçekleşmesi için 
çalışmaktayız. 

Geleceğe yönelik "healthymagination" vizyonumuzla, dünya genelinde sürekli 
olarak maliyetleri azaltmaya, erişimi artırmaya ve kaliteyi geliştirmeye odaklı 
yenilikler yapma yolculuğumuza tüm dünyayı davet ediyoruz. 

Genel merkezi İngiltere'de bulunan GE Healthcare, bir General Electric 
Company (NYSE: GE) birimidir. GE Healthcare çalışanları, dünya çapında 
100'den fazla ülkede sağlık profesyonellerine ve onların hastalarına hizmet 
vermek için bağlılıkla çalışmaktadır. 
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