CASE REPORT OF PATIENT WITH MULTIPLE CMECD™ INJECTIONS

CITED IN PHENOXYBENZAMINE SAFETY ABSTRACT

SAFETY OF PHENOXYBENZAMINE CHEMODENERVATION WITH

REPEATED INJECTIONS

INTRODUCTION: Chemodenervation with botulinum toxin A is known to cause weakness and atrophy with repeated injections. Alternative medications with a similar duration of action without this side effect would clearly be preferable. Phenoxybenzamine has been shown to be a chemodenervation agent useful in the treatment of chronic muscle spasm. The issue of its safety with repeated use has not been reported. Several hundred patients have been treated without evidence of weakness or atrophy when 1 or 2 injections were delivered to a given muscular region. However, no reports of the outcome of multiple injections

have been published.

OBJECTIVE: To document the outcome regarding weakness and atrophy of a single known case of multiple injections to establish parameters of safety for this medication.

METHODS: A single patient following a two-level lumbar laminectomy developed severe post-laminectomy syndrome. An MRI at 3 months following surgery was interpreted as worse than pre-surgery. Needle EMG-guided chemodenervation was performed at approximately 2-week intervals with a total of greater than 10 injections for post-laminectomy syndrome to resolve.

RESULTS: A final MRI at 7 months post-surgery showed resolution of neural impingement and resolution of radiculopathy symptoms. No evidence of weakness of atrophy was observed on musculoskeletal physical examination.

SUMMARY/CONCLUSION: Initial results of multiple injections with phenoxybenzamine during needle EMG-guided chemodenervation suggest it may be safely used for repeated interventions. The known mechanism of action indicates this drug should not be toxic to muscle or nerve. Further investigation is

needed to determine if the specific dose utilized played a significant role in this outcome.
INITIAL MRI EXAM DATE: 05/04/2016

Exam Requested: MRI Lumbar Spine Without Contrast

Exam Request By: RAFFEL, GARY, DO

MRI OF THE LUMBAR SPINE WITHOUT CONTRAST:

CLINICAL INDICATION: Low back pain. L3-L4 radiculopathy on the left.

TECHNIQUE: Sagittal and axial TI- and T2-weighted images.

FINDINGS: The alignment is normal. The vertebral bodies and the conus are unremarkable.

T12-L1, L1-L2: Normal disc and spinal canal.

L3-L4: Severe disc degeneration with Modic type I endplate edema.

Moderate left-sided inferiorly extruded fragment compressing the left L3 nerve root in the lateral recess.

L3-L4: Moderate loss of disc height without disc herniation or spinal stenosis. Moderate bilateral foraminal stenosis.

L4-L5: Normal disc and spinal canal. Moderate facet degeneration.

L5-S1: Severe loss of disc height and Modic Type II endplate changes. No disc herniation or stenosis.

IMPRESSION:

LEFT-SIDED MODERATE EXTRUDED DISC HERNIATION AT THE L2-L3 LEVEL COMPRESSING THE LEFT L3 ROOT IN THE LATERAL RECESS CORRELATING WITH THE PATIENT'S NEUROLOGICAL SYMPTOMS. ADDITIONAL DEGENERATIVE CHANGES AS DESCRIBED ABOVE.

Thank you for the opportunity to participate in the care of this patient.

Dictated by: MARK, ALEXANDER MD

POST LAMINECTOMY MRI EXAM DATE:

10/31/2016

HISTORY:

Prescription: Back pain with radiculopathy. Post laminectomy syndrome.

Patient/technologist notes: As above. Status post lumbar spine surgery July 2016.

MRI LUMBAR SPINE WITHOUT CONTRAST: MRI of the lumbar spine was done in the sagittal plane uitilizing TI, T2 and STIR pulse sequences: Axial scans angled through

the interspaces were done from L1-L2 to L5-S1, with axial T2 stack through these levels

as well. Comparison is made with preoperative MRI of 7/15/2016.

Coronal localizer does suggest mild dextroscoliosis. The lumbar vertebral bodies are of

normal height. There are edematous marrow endplate changes at L2-L3 consistent with

degeneration, similar to the prior study, as well as fatty changes at L5-S1 and to a lesser

extent L3-L4. Marrow signal is otherwise unremarkable. There is disc desiccation at all

levels.

At L1-L2, there is diminished interspace height, with annular bulge and anterior spurring.

There is about 2 mm of retrolisthesis here, with no canal or foraminal stenosis. The

appearance is without change.

At L2-L3, there is marked loss of interspace height, with edematous marrow endplate

changes as noted, with preservation of the cortical endplates and no evidence of abnormal

signal within the disc space to suggest discitis. There is about 4 m of retrolisthesis here,

with diffuse annular bulge and endplate spur, with mild indentation of the thecal sac.

There has been interval laminectomy. There is no canal stenosis. Annular bulge and spur do contribute to severe left foraminal impingement, which is progressive from the earlier study.

At L3-L4, there is moderate to marked loss of interspace height, with annular bulge and

endplate spur. There has been interval laminectomy here. There is a well marginated fluid

signal collection within the postsurgical site measuring about 3.7 x 1.3 x 1.0 cm. There is

no canal stenosis. Annular bulge and spur do contribute to narrowing of the foramina

bilaterally, more so on the left. The degree of foraminal narrowing appears stable.

At L4-L5, there is relative preservation of interspace height, with mild posterior disc

bulge, without herniation. There is mild flattening of the ventral thecal sac, and bilateral

facet arthritis is seen. There is also a mild degree of narrowing of the foramina bilaterally

without impingement. The appearance of this interspace is without significant change.

At L5-S1, there is moderate to marked loss of interspace height, with annular bulge and

endplate spur There is also bilateral facet arthritis. There is no disc herniation or canal

stenosis. Annular bulge and spur do contribute to narrowing of the foramina bilaterally.

The appearance of this interspace is without significant change.

The conus terminates at LI. There is bilateral paraspinal muscle edema at the level of the surgical site and inferiorly, presumably postoperative in nature.

IMPRESSION:

1. MILD DEXTROSCOLIOSIS.

2. DEGENERATIVE DISC DISEASE WITH SLIGHT RETROLISTHESIS L1-L2 IS

UNCHANGED.

3. ADVANCED DEGENERATIVE DISC DISEASE L2-L3, WITH INTERVAL LAMINECTOMY. STABLE: RETROLISTHESIS. ANNULAR BULGE AND ENDPLATE SPUR CONTRIBUTE TO SEVERE LEFT FORAMINAL  IMPINGEMENT, WHICH IS PROGRESSIVE.

4. ADVANCED DEGENERATIVE DISC DISEASE L3-L4, WITH INTERVAL

LAMINECTOMY AND POSTOPERATIVE FLUID COLLECTION. LEFT GREATER

THAN RIGHT FORAMINAL NARROWING APPEARS STABLE.

5. POSTERIOR DISC BULGE L4-L5 WITH BILATERAL FORAMINAL

NARROWING. THE APPEARANCE IS UNCHANGED.

6. ADVANCED DEGENERATIVE DISC DISEASE WITH FACET ARTHRITIS L5-

S1, WITH BILATERAL FORAMINAL NARROWING, UNCHANGED.

Thank you for the opportunity to participate in the care of this patient.

Dictated by: SCOLA, ANTHONY MD

Signed By: SCOLA, ANTHONY, MD 11/01/2016 2:39 PM

MRI 8 MONTHS POST LAMINECTOMY

Date of Exam: 02-27-2017

EXAM: MRI LUMBAR SPINE WITHOUT CONTRAST

HISTORY: Low back pain. Multiple previous spinal injections.

TECHNIQUE: Sagittal and axial T1- and T2-weighted images.

Sagittal STIR images. COMPARISON: 10/31/2016,

FINDINGS: The study demonstrates again mild retrolisthesis of L2 over L3, and moderate scoliosis convex to the right centered at the L2-L3 level.

T12-L1, L1-L2: Normal disc and spinal canal.

L2-L3: Status post laminectomy with good decompression of the spinal canal. True resolution of the previous posterior epidural hygroma.

L3-L4: Status post laminectomy with good decompression of the spinal canal.

L4-L5: Minimal disc bulge without disc herniation or stenosis, unchanged since the previous study. Moderate facet hypertrophy.

L5-S1: Severe loss of disc height with Modic type II endplate changes.

The alignment is otherwise normal. The vertebral bodies and the conus are unremarkable,

IMPRESSION:

Multilevel disc degeneration without disc herniation or spinal stenosis. Status post L3-L4 and L2-L3 laminectomy with good decompression of the spinal canal. Modic type I endplate edema at the L2-L3 level not significantly changed since the previous study.

Thank you for the opportunity to participate in the care of this patient.

Dictated by: MARK, ALEXANDER MD

Commentary on MRI and Clinical Findings
MRI three months after laminectomy was notable for continued compression of the left L3 nerve root. Symptoms of left leg sciatica returned to the presurgical level. Edema of the bilateral paraspinal muscles at the level of surgery and below was noted. While edema is not the hallmark of muscles in chronic spasm, clinical evaluation regarding muscle tenderness on compression and muscle firmness were consistent with chronic muscle spasm. Surgical evaluation at three months post surgery was that the vertebrae must have “slipped” and that fusion would be necessary. Shortly after the 3 month post surgery MRI and surgical evaluation, injection with the CMECD procedure was undertaken. Symptomatic results were marked but the duration of relief was limited to a few weeks at a time. The presence of muscle edema was suggestive that the muscles had not completed healing from being cut during the laminectomy procedure and were continuing to heal. Phenoxybenzamine forms a covalent bond onto the muscle acetlycholine receptors which normally has a duration of action of 2- 3 months while the muscle forms new receptors. However, it was postulated that in healing muscle there were new receptors being formed on a regular basis. This would then be consistent with the limited time frame of phenoxybenzamine action. 

By eight months after surgery, a routine of injections had led to a sustained level of clinical improvement. At a time with maximal improvement, a repeat MRI was performed which then showed resolution of the nerve compression. Further injections were however needed as the effect of phenyoxybenzamine gradually lengthened but intermittent injections were still required for symptomatic relief at one year post surgery. The role of paraspinal muscle spasm in regard to disc protrusion and vertebral alignment has not been fully explored. However, the above findings are consistent with other reports that treatment of paraspinal chronic muscle spasm can lead to relief of disc protrusion and normalization of vertebral alignment.

Prior to laminectomy on this patient, the CMECD procedure was performed with injection of the left para-spinal muscles at the L3-L4 level. SEA was found and eliminated at that site. Significant although partial relief of symptoms was achieved. The initial MRI was on 5/4/16 and a repeat MRI after the injection on 7/15/16 noted “The previously noted inferiorly extruded disc fragment has significantly decreased in size…” This finding is consistent with the proposition that para-spinal muscles in a state of chronic contraction are at least partially responsible for disc protrusion. Given the relative safety of such injections, compared to epidural injections, such a treatment may represent an appropriate initial intervention for suspected or demonstrated disc protrusions.

