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MILITARY COMMISSIONS TRIAL JUDICIARY
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UNITED STATES OF AMERICA
mme]) efense Motion
V. to Compel Appointment and Funding of

Defense Expert on an Expedited Basis
ABD AL HADI AL TRAQI
6 October 2017

1. =s=ssil'imeliness.

m===This Motion is timely filed pursuant to Military Commissions Trial Judiciary Rule of
Court 3.7.c.(1).
2. =E=Relief Sought.

semel\ [, Nashwan al-Tamir, by and through counsel, respectfully requests the
Commission order the Convening Authority to appoint and approve funding for James C. Cobey,
MD, MPH, FACS, to provide expert assistance in the field of orthopedic medicine and spinal
surgery. Dr. Cobey is necessary to allow the Defense to ascertain whether Mr. al-Tamir is
medically able to participate in his defense and is fit to stand trial. Dr. Cobey will assist the
Defense in fully understanding Mr. al-Tamir’s current medical condition, to include the course of
treatments administered during his time in United States custody. Furthermore Dr. Cobey will
assist counsel in understanding the standard of medical care required in treating debilitating back
pain caused by degenerative disc disease and spinal stenosis.

3. #=Overview.

mimmThe Commission should order the Convening Authority to appoint and fund Dr.

Cobey—
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his assistance is necessary to fully understand Mr. al-Tamir’s medical condition and treatment
history and ensure his physical competence to participate in his defense, including his fitness to
stand trial.

mimmm)\r, al-Tamir has the right under the Fifth and Sixth Amendments and Rule for
Military Commissions (“RMC”) 703(d) to the assistance of experts that will aid in preparation of
his defense.’ Expert assistance in the form of consultation regarding Mr. al-Tamir’s medical
condition and treatment history is necessary to prepare an adequate defense for Mr. al-Tamir,
specifically with regard to his ability to participate in his own defense and his fitness to stand
trial. Denial of this motion will violate Mr. al-Tamir’s rights guaranteed by the Fifth and Sixth
Amendments to the Constitution, the Military Commissions Act of 2009, international law, and
fundamental fairness.

4. #&=Burden of Proof.

=== A s the moving party, the Defense must demonstrate by a preponderance of the
evidence that the requested relief is warranted.’
5. =¥ acts.

a. mmmm T he facts set out in AE 098, AE 098B, AE 099, AE 099D, AE 099F and AE 099H
are incorporated herein.

b. ssmmm=Defense counsel submitted a memorandum to the Convening Authority on 1
September 2017 entitled “Emergency Request for Expert Assistance - Neurological Surgvary.”3

c. sdmmmAttachment B details the history of the United States' callous indifference toward

Mr. al-Tamir's chronic and deteriorating degenerative disc disease and associated

' A ke v Oklahoma, 470 U.S. 68 (1985).
> a=RMC 905(c)(2).
“ A ttachment B.
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symptomology. The Emergency Request for Expert Assistance outlines Mr. al-Tamir’s inability
to obtain appropriate medical care in the hands of Joint Task Force (“JTF”) Guantanamo and the
Government’s failure to provide Mr. al-Tamir or his Defense counsel with current medical
records.

d. mmmmOn 31 August 2017, Mr. al-Tamir informed counsel that his back pain was getting
worse; he was unable to control his bladder and the loss of sensation in his legs made it
impossible for him to stand or walk. After receiving this report, Defense counsel contacted
Physicians for Human Rights (“PHR”) to seek consultation.

e. wsm\ledical doctors affiliated with PHR determined that progressive back pain
coupled with bladder incontinence and loss of motor and sensory function in the legs, was
consistent with a serious neurological impairment.4 The doctors opined that Mr. al-Tamir’s
condition was dire, and required immediate emergency medical care.” On 1 September PHR’s
letter was sent to Guantanamo authorities to urge them to act quickly and consistent with the
required standard of medical care. Defense counsel did not receive a response from the JTF or
any other government representative.

f. #=-Because Mr. al-Tamir’s symptoms were consistent with a serious neurological
impairment, medical doctors from PHR and Defense counsel consulted with Dr. Cobey. Dr.
Cobey is an orthopedic spine surgeon who has 30 years of extensive experience performing
spinal surgeries.(’

¢. mimmDr. Cobey wrote a letter on 1 September in which he opined that Mr. al-Tamir’s

symptoms suggest compression of the spinal cord and/or spinal nerves requiring immediate

“wiim] ], at Enclosure B.

? i ]

© idmA ttachment C.
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diagnostic imaging and surgical intervention.

h. s=mA fter a review of a handful of Mr. al-Tamir’s medical records, Dr. Cobey wrote a
second opinion letter.® According to Dr. Cobey, the January 2017 CT scan of Mr. al-Tamir’s
spine readily identified a “severe neural encroachment” of his fac{:tjoints.9 Dr. Cobey reported
that Mr. al-Tamir’s symptoms were consistent with the review of available medical records. Dr.
Cobey opined that the compression of Mr. al-Tamir’s spinal cord and/or spinal nerves required
immediate diagnostic imaging and surgical intervention. " Additionally, according to Dr. Cobey
the treatment plan proposed by the Government was unacceptable and inconsistent with the
standard of care. '

i. ====0On 7 September 2017 Defense counsel learned—not from official government
channels but, from Carol Rosenberg, a reporter with the Miami Herald—that Mr. al-Tamir had
emergency back surgery. o According to Ms. Rosenberg’s article the Department of Defense
determined that Mr. al-Tamir's health had reached an unsafe status and therefore it authorized a
surgical team to be flown to Mr. al-Tamir at the same time Hurricane Irma was rushing towards
Guantanamo.

j. w=mA fter the surgery, the Government refused to provide information or updates to
Mr. al-Tamir’s medical status. Defense counsel learned from Mr. al-Tamir that an emergency

operation on his lower back was performed on 5 September 2017. Also, counsel learned that a

second surgery would most likely occur in the future, some weeks or months down the road.

?mttachment B at Enclosure A.
¥ A ttachment D.
9

B el ]
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The delay between the two surgeries was to allow Mr. al-Tamir time to recuperate after the first
surgery.

k. i the days following the 5 September 2017, surgery Mr. al-Tamir was in
excruciating pain and fundamentally immobilized. Mr. al-Tamir could not walk, without the
assistance of two people, and his left hand continued to lose sensation. Despite his condition,
Mr. al-Tamir _could not perform minimal
functions of daily living without medical assistance.

1. mmm{nbeknownst to Defense counsel, the Department of Defense made a decision to
fly a second surgical team and special equipment, such as a special hospital bed, back to
Guantanamo for another emergency surgery — this time on Mr. al-Tamir’s cervical spine.

m. =s=0On 14 September, the Legal Advisor to the Convening Authority notified the
Deputy Chief Counsel of the Military Commission Defense Organization that Mr. al-Tamir
would receive a second emergency surgery, this time on his cervical spine. The Legal Advisor
also stated that Mr. al-Tamir would not be permitted to meet with his counsel for four to six
weeks following the second operation. It

n. -Defense counsel have continually emailed JTF authorities requesting updates to
Mr. al-Tamir’s medical condition to include: the surgical procedures performed; the anticipated
outcome of the surgeries; a list of medications being taken by Mr. al-Tamir and all pertinent
medical records. "’

o. emmGovernment authorities did not disclose the nature of either the 5 September or 18

September surgeries or outcomes to Defense counsel until Friday, 22 September.

p. w==m=On 22 September 2017 Defense counsel received two documents (one undated

" walmSee AE 099D, Attachment B.
13 e ee Id., Attachment D.
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and the other dated 20 September 2017) each entitled “MEMORANDUM FOR THE RECORD”
signed by the JTF Commander. Real Admiral Edward Cashman. e

q. pererrhe undated MEMORANDUM FOR THE RECORD states there was a
“recent medical emergency” that led to the emergency L4-L.5/L5-S1 laminectomy on 5
September 2017.!7 This memorandum states the Mr. al-Tamir was recuperating and that no
other acute medical intervention was required. The memorandum also documents that Mr. al-
Tamir’s treatment was consistent with “accepted medical standards™ and that Mr. al-Tamir was
“recovering as expected.” The memorandum fails to provide any information about the need for
a second surgery or that Mr. al-Tamir’s legs and left arm remained weak and sensationless, that
he was immobile and that his health continued to decline.

r. mE——— e memorandum dated 20 September 2017 states that a cervical surgery
previously anticipated by medical doctors had been accelerated. On 18 September 2017 a C3-
4/C4-5/C5-6 anterior cervical discectomy and fusion was performed on Mr. al-Tamir. '®
According to the memorandum, Mr. al-Tamir’s surgery was “successful in decompressing his
cervical spine” and although Mr. al-Tamir developed a “known complication” of post-operative
C35 nerve palsy resulting in weakness in his left arm, he was recuperating in an inpatient acute
care unit and no acute medical intervention is required."’

s. #=5=0n 27 September, Defense learned from Mr. al-Tamir that on or about 23
September he underwent a third surgery. Despite repeated requests for information about
this surgery, Government officials refuse to provide any information about Mr. al-Tamir’s

third

lélleArtachments F and G.

V7 i A ttachment F.

5 el A ttachment G.

gy,
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surgery or current medical status.”’

t. mmmi[he Convening Authority denied counsel’s Emergency Request for Expert
Assistance on 18 September 2017.%

u. mmsmaimean(On 4 October 2017, Defense counsel received a third document entitled
“MEMORANDUM FOR THE RECORD” signed by the JTF Commander, Real Admiral Edward
Cashman, dated 3 October 2017, and documenting the third surgery performed on Mr. al-
Tamir.” The MEMORANDUM FOR THE RECORD documents that Mr. al-Tamir developed a
pulmonary embolism, which is a “known risk™ in the post-operative period. A decision was
made by medical experts within “Pulmonary/Critical Care, Neurosurgery, and Orthospine” to
start anti-coagulation because they “considered [the procedure] medically indicated despite that
risk.”* Mr. al-Tamir later developed a further complication; yet, despite that, *no acute medical
intervention [is] required at this time.”

6. #Eml.aw and Argument.

====As in military and civilian courts, experts must be provided to military commissions
defendants as a matter of due process and access to counsel.”* The Rules for Military
Commissions provide that “[t]he defense shall have reasonable opportunity to obtain witnesses
and other evidence as provided in these rules.”” This applies both to the merits as well as to
sentencing.zﬁ Explaining what constitutes a “reasonable opportunity to obtain witnesses and

other evidence,” the Military Commissions Act of 2009 states that “[t]he opportunity to obtain

WOt ttachment H.

21I(IU-)-Attachment 1.

1?-(-EJ-)-Atta;.:hment J.

1’-(-Uadd.

24'?!'}'336, e.g., Ake v. Oklahoma, 470 U.S. 68 (1985); McWilliam v. Dunn, 137 S.Ct. 1790, - U.S. --- (19 June
2017) United States v. Garries, 22 M.J. 288, 290 (C.M.A. 1986); United States v. Langston, 32 M.J. 894, 895
(C.M.A. 1991).

R MIC 703 (a).

LR MC 703(b).
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witnesses and evidence shall be comparable to the opportunity available to a criminal defendant

227

in a court of the United States under article III of the Constitution.

w==mArticle 111 jurisprudence employs a “reasonable attorney” test in assessing the
employment of expert consultants. The section of the United States Code governing indigent
defense services states:

ssimam(Counsel for a person who is financially unable to obtain investigative, expert,
or other services necessary for adequate representation may request them in an ex
parte application. Upon finding, after appropriate inquiry in an ex parte
proceeding, that the services are necessary and that the person is financially
unable to obtain them, the court . . . shall authorize counsel to obtain the

services. ™

Article III courts, including the D.C. Circuit, interpret the standard of authorization is met when
“the defense attorney makes a timely request in which a reasonable attorney would engage such
services for a client having the independent financial means to pay for them.”” The test places
great emphasis upon the representations of counsel and upon counsel’s educated judgment as to
how best to prepare for trial.™ The reasonable attorney test differs from the more formulaic test
utilized at courts-martial (the one employed by the Convening Authority in this and Mr. al-
Tamir’s other requests), in that an accused must demonstrate (1) that an expert would be of
assistance to the defense; and (2) that denial of expert assistance would result in a fundamentally
unfair trial.>’ Consequently, the appropriate standard for the employment of experts in military

e 3 he (13 b5 32
commissions cases is the “reasonable attorney” test.

2 | () U.S.C. § 949j; see also RMC 703(a), Discussion.

% et 11.S.C. 3006(e)(1).

- wmm [ nited States v. Anderson, 39 F.3d 331, 334 (D.C. Cir. 1994); see also Brinkley v. United States, 498 F.2d
505, 510 (8th Cir. 1974) (“the trial judge should tend to rely on the judgment of the defense attorney if the latter
‘makes a reasonable request in circumstances in which he would independently engage such services if his client
had the financial means to support his defenses.””). citing United States v. Theriault, 440 F.2d 713, 717 (5th Cir.
1971).

0 il Jnited States v. McVeigh, 954 F. Supp. 1441, 1445 (D. Colo. 1997).

3 mSee United States v. Freeman, 65 ML.J. 451, 458 (C.A.A.F. 2008). At courts-martial, to establish that an expert
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sdemm dditionally, the appointment of an expert consultant is protected by the attorney-
client and attorney work-product privilegcs.n The consultant is available to “advise the accused

and her counsel as to the strength of the government case and suggest questions to be asked of

. ; ; : 23
prosecution witnesses, evidence to be offered by the defense, and arguments to be made. 4

Designation as a person within the Defense privilege is important because:

w===The expert often will receive confidential communications from the accused
and her counsel; and he may have occasion to learn about the tactics the defense
plans to employ. If the expert consultant were free to disclose such information to
the prosecutor prior to trial, a defense counsel would be placed at a great
disadvantage. Indeed, he might hesitate to consult with the expert. The result
would be impairment of the accused's right to counsel, because her attorney
would be inhibited in the performance of her duties and unable fully to utilize the
assistance contemplated by Ake.?

Finally, the Supreme Court has emphasized that, to satisfy the Constitution, an appointed expert

must be “sufficiently available to the defense and independent from the prosecution to effectively

o - - - S 1336
‘assist in evaluation, preparation, and presentation of the defense.

A. wi'he Defense’s Request for the Appointment and Funding of Dr. Cobey as an
Independent Defense Expert Consultant Meets the Reasonable Attorney
Standard as Applied in Article ITT Courts.

smim]n making a competency determination, the Commission may not rely solely on the

Government’s unilateral assertions about Mr. al-Tamir’s physical competence, whether those

would be of assistance to the defense, the defense “must show: (1) why the expert assistance is needed; (2) what the
expert assistance would accomplish for the accused; and (3) why the defense counsel were unable to gather and
present the evidence that the expert assistance would be able to develop.” United States v. Breshnahan, 62 M.J. 137
(C.A.AF. 2005); see also Freeman, 65 M.J. at 458,
“wmmseo generally AE 086 Defense Motion To Require the Convening Authority to Accept Ex Parte Requests for
Expert Assistance and Other Resources at 7-9 (explaining the significance of Congress’s inclusion of the
“comparable to the opportunity available to a criminal defendant in a court of the United States under article III"”
standard in the MCA while omitting it from the UCMJ); AE 086B Defense Reply to Government Response to
Motion To Require the Convening Authority to Accept Ex Parte Requests for Expert Assistance and Other
Resources at 3-5 (same).

'('Ul)'Mllltdry Commission Rule of Evidence (MCRE) 502.

l(-U-)-Umred States v. Turner, 28 M.J. 487, 488-89 (C.M.A. 1989).

* wiminmTrner, 28 MLJ. at 489, citing Ake, 470 U.S. at 84-85.
* M Williams, 137 S.Ct. at 1793.
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assertions are made by Government counsel or Government medical personnel. Physical
competence to stand trial is a legal issue requiring findings of fact by the tribunal, not a medical
ﬁnding.g? As such, it requires an adversarial proceeding before the Commission can make a
finding. The Supreme Court has held that “[w]here the evidence raises a ‘bona fide doubt’ as to
a defendant’s competence to stand trial,” failure to hold an evidentiary hearing on the question

violates the defendant’s right to a fair trial.™® That right includes the accused’s “opportunity to

introduce expert testimony on the question of his [competence].”’

e this circumstance where Mr. al-Tamir has undergone multiple significant
and emergent surgeries that implicate the appropriateness of the medical care he has received
over the bulk of the time he has been held in United States custody, it is axiomatic that the
Defense must be afforded consultation with a Defense medical expert to provide even the most
minimal effective representation to Mr. al-Tamir. In fact, the Government itself is relying on
the experience of Government medical providers within the fields of Pulmonary/Critical Care,
Neurosurgery and Orthospine to update the Defense and inform the Commission. The JTF

Commander, via these Government medical provider opinions, makes statements indicating Mr.

¥ im0 e.g. United States v. Schaffer, 433 F.2d 928, 930 (5Th Cir. 1970) (“Competence to stand trial, however,
involves questions of fact, and findings in this regard by the District Judge are reversible on appeal if clearly
erroneous”).”’ See also e.g. United States v. Landsman, 366 F.Supp. 1027, 1027-28 (S.D.N.Y. 1973) (three court-
appointed doctors and three defendant-retained doctors submitted reports on defendant’s physical status; “Because
the conclusions set forth in these reports are in conflict, this Court ordered a competency hearing on both the issue of
physical and mental competency.”); United States v. Gigante, 987 F.Supp. 143 (E.D.N.Y. 1996) (evidentiary hearing
on physical and mental competence). Parallel military practice under Rule for Courts-Martial 909 similarly
recognizes that, even where a Rule 706 Board has made a finding of competence, ultimate responsibility for a
competency determination rests squarely with the military judge, who must hold an evidentiary hearing under Rule
909 where there is prima facie evidence that the accused is incompetent. “The military judge is ultimately
responsible for the determination of an accused's competence to stand trial. If an R.C.M. 706 board concludes that
an accused is incompetent to stand trial, the board's conclusion is not the end of the matter. The military judge must
conduct a hearing to determine the accused's competence. . ... If the board concludes the accused is competent, the
military judge likewise retains responsibility to determine the accused's competence.” United States v. Usry, 68
M.J. 501, 507 (U.S.C.G.C.C.A. 2009); see also United States v. Collins, 60 M.J. 261, 267 (C.A.A.F. 2004).
=P 1 v. Robinson, 383 U.S. 375. 385 (1966). Pate concerned mental competence; however, courts apply the
same requirement to physical competence. See e.g. Schaffer, 433 F.2d at 930 (physical competence; citing Pate).
PP ate. 383 U.S. at 385 n.7.
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LA kg L o 2240 = i
al-Tamir’s condition is “a recent medical emergency”™ which the Government “treated

EEES| . ol e O N .
and from which Mr. al-Tamir is “recovering as

consistent with accepted medical standards
expected . . . [and for which] No other acute medical intervention is required at this time.”** The
complications Mr. al-Tamir suffered are documented as “known complication[s]” or “a known
risk in the post-operative period” for which a decision was made by the Government’s medical
experts to start anti-cogulation despite the known risks.*

wismi he Commission cannot determine whether Mr. al-Tamir can participate in his own
defense or is otherwise fit to stand trial without findings of fact. These findings of fact will
necessarily include the opinions of the Government’s many medical professionals. Therefore,
the appointment and funding of Dr. Cobey will assist the Defense in presenting evidence this
Commission needs in an adversarial proceeding to effectively evaluate the care Mr. al-Tamir is
receiving and whether he is fit to participate in his own defense. To accept the Government’s
medical providers’ opinions and deny the Defense its expert will violate all notions of
fundamental fairness because, by denying the expert, this Commission runs the risk of
prosecuting Mr. al-Tamir when he is not fit to stand trial or capable of participating in his own
defense. And, in a criminal case, there is nothing more fundamentally unfair than prosecuting

someone who cannot defend himself or is otherwise physically unfit to stand trial.

B. s@E@i'he Convening Authority Misapplied the Law in Evaluating the Defense’s
Request.

s noted above and in AE 086 and AE 090,44 the correct standard for reviewin
g

requests for expert assistance in military commission cases is one comparable to Article III court

me‘J‘Attachment E.

*! ]

* ] ],

“-Id.; Attachment J.

“ mmmDefense Motion To Require the Convening Authority to Accept Ex Parte Requests for Expert Assistance and
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]:urac‘[ice.‘qS Therefore, the Convening Authority’s reliance on United States v. Gunkle® is
misplaced. Additionally, in concluding that the Defense did not show Dr. Cobey’s necessity, the
Convening Authority fails to recognize that the determination of Mr. al-Tamir’s fitness as it
relates to the further Commission’s proceedings is a legal determination subject to the
adversarial process as highlighted supra. Finally, the Convening Authority also fails to
recognize the Defense’s duty to challenge the adequacy of Mr. al-Tamir’s medical treatment
while in U.S. custody if raised by the evidence and the necessity of expert consultation to
properly evaluate the appropriateness of such a challenge.

===\ 0re importantly, even if the Commission applies the Gunkle standard, the
Convening Authority is still required to appoint and fund Dr. Cobey. Under Gunkle, to
demonstrate the necessity for expert assistance, an accused must show: (1) why the expert
assistance is needed; (2) what the expert assistance would accomplish for the accused; and (3)
why the defense counsel is unable to gather and present the evidence that the expert assistance
would be able to devclop.ﬂ In this case, Mr. al-Tamir has satisfied all three Gunkle prongs.

wmmmln answer to the first two Gunkle prongs, to effectively represent Mr. al-Tamir the
Defense is obligated to fully explore and evaluate the totality of medical circumstances that
resulted in Mr. al-Tamir undergoing three emergency surgeries in less than three weeks.
Additionally, the Defense must fully understand Mr. al-Tamir’s ongoing medical condition to
thoroughly evaluate his ability to participate in his own defense as well as his fitness to stand

trial. Dr. Cobey’s expert assistance is necessary for the Defense to effectively fulfill those

wEsm()ther Resources.
® mSee 18 U.S.C. 3006(e)(1); and see United States v. Anderson, 39 F.3d at 334.
0 a5 S M.J. 26 (C.A.A.F. 2001).

7 i . it 32.
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obligations just as the Government’s many medical professionals from the fields of
Pulmonary/Critical Care, Neurosurgery, and Orthospine are necessary for its position.

w0 address the final Gunkle prong, the Defense is unable to gather relevant evidence
on these issues and present it to the Commission without Dr. Cobey’s assistance. Dr. Cobey is
an orthopedic surgeon with extensive experience performing spine surgery for over 30 years. He
received his medical degree from the Johns Hopkins School of Medicine, and his master of
public health at the Johns Hopkins Bloomberg School of Public Health, focusing on international
health. Dr. Cobey served in the U.S. Army as chief of the Preventive Medicine Service at Fort
Lewis, Washington (1971 - 1973), attaining the rank of Major and receiving the Meritorious
Service Medal. He completed his orthopedic residency in 1976 at Yale University. Dr. Cobey
shared in the Nobel Peace Prize in 1997 for his role in the International Campaign to Ban Land
Mines and has extensive experience consulting on health issues with international refugee and
human rights agencies.48

“55-No member of the Defense is medically trained, much less an orthopedic surgeon

with over thirty years’ experience. No member of the Defense has the education, training, or
experience to evaluate Mr. al-Tamir’s medical treatment and current condition without
Dr. Cobey’s assistance. And no members of the Defense, absent Dr. Cobey’s assistance, has the
requisite skill to present argument to the Commission regarding the reliability of the information
the Government puts forth regarding Mr. al-Tamir’s medical condition. Therefore, even if the
Commission were to apply the inapposite Gunkle test, Dr. Cobey’s assistance would be

determined necessary.

B mAttachment C.
Filed with TJ f e s e e Appellate Exhibit 103 (al Hadi)
6 October 2017 Page 13 of 119

UNCLASSIFIED//FOR PUBLIC RELEASE



UNCLASSIFIED//FOR PUBLIC RELEASE
e  iamie e bbb

C. & Terms of Appointment

w===The Defense estimates Dr. Cobey will require a maximum of 30 hours to consult on
Mr. al-Tamir's case. The Defense requests that he be paid at the rate of $150/hour, a rate that is
very substantially below his normal professional fee. Pending approval, and to assist in the
Commission’s efficient processing of the case, he is working for the Defense on a pro bono

basis.

7. Conclusion.

==l 01 the foregoing reasons, the Defense requests an expedited order for the Convening
Authority to appoint and fund Dr. Cobey on the above terms.

8. #==Oral Argument.

msm=m];) the interest of expediting the decision, the Defense waives oral argument.

9. =\Witness and Evidence.

wmmed he Defense does not intend to present witness testimony or evidence not attached to
this Motion.
10. ===Conference with Opposing Counsel.

sl he Defense conferred with the Government. The Government stated that it, “objects
to the motion to compel appointment of a medical expert to assist the Defense in evaluating the
Accused's physical competency to participate in his defense.”
11. =] jst of Attachments.

A. ====Certificate of Service, dated 6 October 2017.

B. s#==Memorandum for the Convening Authority re: Emergency Request for Expert
Assistance — Neurological Surgery, dated 1 September 2017.

C. s urriculum vitae of Dr. James Cobey.

D. L etter from Dr. James Cobey, dated 5 September 2017.
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wmmm)\[iami Herald article, dated 7 September 2017.
weimemd | ndated Memorandum from Commander, JTF-GTMO.

simam\[e morandum from Commander, JTF-GTMO, dated 20 September 2017.

T o om m

====Fmails between Defense counsel and SOUTHCOM from 1 and 2 October 2017.

—

smmm\cmorandum from the Convening Authority denying Defense request for expert
consultant, dated 18 September 2017.

J. wimmm\femorandum from Commander, JTF-GTMO, dated 3 October 2017.

Respectfully Submitted,

st sl
BRENT RUSHFORTH JEFFREY A. FISCHER
Pro Bono Counsel CAPT, JAGC, USN

Detailed Defense Counsel

/sl /sl
AIMEE M. COOPER ADAM THURSCHWELL
CDR, JAGC, USN Assistant Defense Counsel

Detailed Defense Counsel

Filed with TJ e e e e Appellate Exh bit 103 (al Hadi)
6 October 2017 Page 15 of 119

UNCLASSIFIED//FOR PUBLIC RELEASE



UNCLASSIFIED//FOR PUBLIC RELEASE

R
Filed with TJ SO Appellate Exhibit 103 (al Hadi)
6 October 2017 Page 16 of 119

UNCLASSIFIED//FOR PUBLIC RELEASE



UNCLASSIFIED//FOR PUBLIC RELEASE
e L s ey s

() CERTIFICATE OF NOTICE

mimmm certify that on 6 October 2017, I filed AE 103 Defense Motion to Compel
Appointment and Funding of Defense Expert on an Expedited Basis and served a copy of the
same on Government counsel of record and the Convening Authority.

/1s/]

Jeffrey A. Fischer

CAPT. JAGC, USN
Detailed Defense Counsel
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DEPARTMENT OF DEFENSE

MILITARY COMMISSIONS DEFENSE ORGANIZATION
1620 DEFENSE PENTAGON
WASHINGTON, DC 20301-1620

1 September 2017
MEMORANDUM FOR THE CONVENING AUTHORITY
SUBJECT: Emergency Request for Expert Assistance — Neurological Surgery

Mr. Nashwan al-Tamir (ISN 10026), the Accused in the case of United States v. Abd Al
Hadi Al Iraqi., by and through counsel. respectfully requests the Convening Authority appoint and
fund James C. Cobey, MD, MPH, an expert consultant in the field of orthopedic surgery. to
ensure Mr. al-Tamir can participate in his defense and is physically fit to stand frial.

Overview

This is an emergency request. Mr. al-Tamir must prepare for scheduled 2-6 October 2017
pretrial hearings, but is experiencing debilitating back pain and other emergent symptoms that are
preventing him from focusing on his case or engaging in meaningful communication his defense
counsel. His defense counsel have been aware of Mr. al-Tamir’s chronic back ailment for some
time, as have the Prosecution and the Commission. Defense counsel have witnessed, however, a
steady deterioration in Mr. al-Tamir’s health over the past two months and now face what appears
to be a medical emergency. Yesterday, defense counsel consulted with several experts and
learned for the first time that Mr. al-Tamir’s symptomology requires immediate attention and that,
if he is not treated properly and immediately, he could suffer irreparable harm including paralysis.

Immediately before the August 2017 pretrial hearings, JTF-GTMO declared Mr. al-Tamir
medically unfit to attend attorney-client meetings. Although he was later cleared to meet with his
defense counsel, his pain has consistently prevented him from participating in his defense since
before the August hearings. Since the August hearings, the situation has become dire. Mr. al-
Tamir is losing sensation in his legs and is experiencing the loss of muscle control/motor skills.
He periodically loses control of his bladder.

The Defense has sought the preliminary opinion of Dr. Cobey, an orthopedic surgeon. In
Dr. Cobey’s opinion, this rapid decline in health and associated symptomology demands
immediate action. He has informed us:

These symptoms suggest compression of the spinal cord and/or spinal nerves and
require immediate diagnostic imaging and surgical intervention by an experienced
neurosurgeon or orthopedic surgeon. Based on these symptoms, there is an urgent
need for diagnostic testing and surgical intervention. While MRI is the preferred
imaging technique, a CAT scan can also be performed in conjunction with a
myelogram to ascertain the nature and extent of compression. High dose
corticosteroids should also be considered to reduce inflammation associated with
presumed spinal compression.
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SUBJECT: Emergency Request for Expert Assistance — Neurological Surgery

The current treatment plan as reported, consisting of an anesthesiologist visiting in
September and a neurosurgeon visiting in October, is unacceptable, inconsistent
with the standard of care, and likely to result in permanent neurologic damage. I
would not expect a simple epidural injection with steroids to have any real effect
on a compression problem.!

Dr. Cobey concludes, “T urge you in no uncertain terms to take immediate action to effectively
diagnose and treat the detainee’s medical emergency.”

Because Mr. al-Tamir is unable to participate in his defense and may be physically unfit to
stand trial, the Convening Authority must appoint and fund Dr. Cobey to consult with the
Defense. If the United States is unable fo render due medical care to Mr. al-Tamir in Guantanamo
Bay, the Convening Authority and JTF-GTMO should be prepared to transfer Mr. al-Tamir to a
location where he may receive the medical attention required for him to continue to participate in
his defense. Because time is of the essence, the Defense intends to file a motion for emergency
relief from the Commission at the earliest opportunity.

Case Posture

Mr. al-Tamir’s case is in the pretrial phase. During this phase and throughout the case.
M. al-Tamir has a right to participate in in the preparation of his defense. Issues currently
pending before the Commission include a variety of areas in which Mr. al-Tamir’s participation is
critical. Similarly, outside of court, Mr. al-Tamir must be well enough to participate in attorney-
client meetings. The Defense is in the early stages of conducting merits and mitigation
investigations. both of which require significant consultation between Mr. al-Tamir and members
of his defense team.

Pretrial hearings in the case are scheduled for 2-6 October 2017. Among other issues,
these hearings will focus on the remaining procedural steps required before a cross-examination
of Ahmed al-Darbi, a Prosecution witness who recently gave deposition testimony under direct-
examination. The prerequisites to the cross-examination, and the cross-examination itself, must
occur as soon as possible, as the Convening Authority has entered into a contract to release Mr.
al-Darbi from Guantanamo Bay in February 2018, at which point, according to the Prosecution,
Mr. al-Darbi will no longer be an available witness.

If the Convening Authority refuses to appoint and fund Dr. Cobey, Mr. al-Tamir will be
unable to assist Defense counsel in preparing for cross-examination of Mr. al-Darbi and is likely
to be medically unable to attend the cross-examination, resulting in a delay in the proceedings.
Such a delay could deny Mr. al-Tamir the ability to cross-examine Mr. al-Darbi altogether. Time
is of the essence.

! Enclosure A (Letter from Dr. James Cobey dated 1 September 2017).

11d.
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SUBJECT: Emergency Request for Expert Assistance — Neurological Surgery

Mr. al-Tamir’s Medical Status

As documented in his medical records, Mr. al-Tamir has sought treatment for chronic and
worsening back pain since 2006.> In 2007, Mr. al-Tamir presented low back pain and right side
sciatica, resulting in a diagnosis of degenerative disc disease between the L4 and L5 vertebrae.*
A computerized tomography scan (“CT scan”) confirmed the diagnosis.’

In 2008, Mr. al-Tamir was seen for recurring back pain that was, at that point. deemed
chronic. Doctors noted in medical records: “Detainee seemed unsteady while standing.”® By
June of 2008, Mr. al-Tamir’s back pain had increased to include pain that radiated down his left
thigh. 7 By August 2008, doctors noted: “Detainee expressed concern about current back pain and
length of time™ it has taken to resolve the issue.®

Mr. al-Tamir continued to seek treatment through 2008 and into 2009. In August 2009, he
reported flare-ups and pain that affected the left side of his body, to include pain radiating from
his back to his thighs. Medical providers performed various diagnostic tests but failed to cure the
ailment or the pain. X-rays and CT scans continued to show degenerative disc disease.’

In early 2010, a bulging mass was identified on the left side of Mr. al-Tamir’s spine. "
Doctors performed a biopsy on the soft tissue mass. Pathology reports were negative.!! The mass
remains today.

Throughout 2010, Mr. al-Tamir continued to be seen for chronic back pain. In June 2010,
he again reported pain that ran down left side of his leg.?> Throughout 2010. he received physical
therapy, traction table therapy. and regular treatments with a Transcutaneous Electrical Nerve
Stimulator unit.> These therapies and treatments were ineffective.

In September 2010, Mr. al-Tamir’s medical records reflect he was diagnosed with spinal
stenosis. Spinal stenosis is an abnormal narrowing of the spinal canal. The narrowing of the
spine causes a restriction to the spinal canal which, aside from pain, can result in neurological
deficits such numbness and loss of motor control.!* It was at this point, seven years ago. that a
doctor first proposed the possibility of surgery. ™

3 Enclosure D
4 Enclosure D
3 Enclosure D
§ Enclosure D
7 Enclosure D
8 Id.

9 Enclosure D
1% Bnelosure
1 Enclosure
2 Enclosure
13 Enclosure

14 http://mww mavoclinic.org/diseases-conditions/spinal-stenosis/home/ove-20320403.
5 Enclosre
3

Filed with TJ e Appellate Exhibit 103 (al Hadi)
6 October 2017 Page 21 of 119

UNCLASSIFIED//FOR PUBLIC RELEASE



UNCLASSIFIED//FOR PUBLIC RELEASE
UNCEASSIIED

SUBJECT: Emergency Request for Expert Assistance — Newrological Surgery

In November 2011, Mr. al-Tamir was again diagnosed with lumbar spine disc herniation
and spinal stenosis. During this timeframe, Mr. al-Tamir reported pain radiating to his right
buttock. 6

Throughout the remainder of 2011 and 2012, Mr. al-Tamir was seen for chronic low back
pain. In January 2012, Mr. al-Tamir again reported low back pain radiating to his left knee.!” In
September 2012, he again reported sharp pain radiating from his back toward his left knee. 8 At
this point doctors ordered further testing, but it is not clear from the medical records whether that
testing was performed.’®

Mr. al-Tamir’s back pain persisted and his health gradually declined throughout 2012. In
November 2012, he continued to report radiating pain from his low back down through his thighs.
but, for the first time, reported feeling “pins and needles sensations™ in his toes.”?°

Mr. al-Tamir continued to suffer from back pain between 2013 and 2017, but, despite
multiple requests for information and records, the Prosecution has failed to provide complete
medical discovery—a failure that has contributed to the Defense not understanding the severity of
Mr. al-Tamir’s situation until recently. Last week, on August 25, 2017, the Defense received a
smattering of random medical records from 2007, 2013, 2014, 2016 and 2017. To date, the
Prosecution has not produced a comprehensive set of Mr. al-Tamir’s medical records. The
Defense has not received any medical records from 2015, very few records from 2016, and one
CT scan exam result from January 2017 that was not produced until August 25, 2017.

A January 2017 lumbar CT scan (without contrast) of Mr. al-Tamir’s spine showed
anterior wedging of T12 and L1 and anterolosthesis on .4 and L5. which had increased since the
previous CT scan. Additionally, there were degenerative changes to L4-S1. It was at this time, a
decade into Mr. al-Tamir’s ordeal, that an MRI was first proposed.”!

Mr. al-Tamur’s declining health continued to degrade. In August 2017, he began to
experience an increase in the loss of sensation in both feet. The week of August 7, 2017, during
attorney-client meetings in preparation for the August pretrial hearings, Mr. al-Tamir began to
feel tingling throughout his body.. He began experiencing an increased loss of sensation in both
hands and both legs, as well as an increase in his muscle weakness. During this period, Mr. al-
Tamir described to his defense counsel that his feet felt heavy and weighed down. He also
described an increase in the level, sharpness, and frequency of his pain.

At an attorney-client meeting on August 9, 2017, defense counsel noticed Mr. al-Tamir
open and close his left hand repeatedly during the six-hour meeting. Mr. al-Tamir explained that
his hand was numb and he was opening and closing it in an attempt to force feeling back into it.
By that evening. Mr. al-Tamir’s legs had become so weak that he could not stand up straight or
walk.

16 Enclosure D
17 Enclosure D
18 Enclosure D
19 Enclosure D
2 Enclosure D
2 Enclosure D
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On August 10, 2017, a doctor examined Mr. al-Tamir at his detention location. The
doctor determined that Mr. al-Tamir’s deteriorating condition required transportation to the
hospital for additional tests. Some tests were conducted, but, apparently, a prescribed CT scan
could not be performed because the hospital staff failed to properly inject intravenous contrast
dye for the scan. Following this hospital visit, Mr. al-Tamir was declared medically unfit for
attorney-client meetings.

Although his condition did not improve, JTF-GTMO cleared Mr. al-Tamir to attend the
14-17 August prefrial hearings. Due to his constant discomfort and concern over bladder control.
he attended only one day of the session—a day his presence was required by the military judge.

‘When permitted, Mr. al-Tamir now uses a wheelchair when necessary to move within his
detention facility. On at least one occasion, he has been denied the use of a wheelchair without
explanation. He does not feel well enough to attend attorney-client meetings, which occur at
Echo II. a facility he must reach by car. Transportation to Echo II—or anywhere—is painful, and
the facility is not wheelchair accessible.

As of the date of this request, Mr. al-Tamir’s condition has not improved and his health
continues to decline daily. His condition has compromised his ability to participate in his own
defense. If his pain is not sufficiently relieved before the scheduled October pretrial hearings, the
Defense will file a motion to abate.

JTE-GTMO staff have indicated to Mr. al-Tamir that he will be offered two forms of
treatment in the coming months: on September 12, he will receive steroid injections into his back:;
and on October 2, a neurosurgeon will conduct an examination.

Expert Assistance is Necessary

Expert assistance is necessary because Mr. al-Tamir’s pain denies him from participating
m his defense, and JTF-GTMO has demonstrated itself incapable of treating Mr. al-Tamir’s
condition. Dr. Cobey must be appointed to consult with the Defense regarding why Mr. al-Tamir
is suffering his pain and other symptoms and whether a remedy exists that would permit him to
resume participation in his case.

No member of the Defense is qualified to assess Mr. al-Tamir’s medical condition. It goes
without saying that spinal problems require assessment and treatment by medical specialists. The
urgency of Mr. al-Tamir’s condition, however, was not apparent to defense counsel until a
consultation with independent experts. According to an independent assessment of Mr. al-
Tamir’s symptoms by Dr. Homer Vinters and Dr. Vince Iacopino of Physicians for Human
Rights, Mr. al-Tamir’s condition could result in permanent neurologic damage and/or paralysis if
not diagnosed and treated immediately.*

JTF-GTMO medical staff have failed to eliminate Mr. al-Tamir’s ailment or symptoms,
leaving him facing a trial in which he cannot participate. Whatever the reason for JTF-GTMO’s
failure, no member of the Defense can sufficiently comprehend Mr. al-Tamir’s medical status
and, if necessary, explain it to the Commission. Therefore, expert assistance is required.

2 Enclosure B (Letter from PHR dated 31 August 2017).
5
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Although not medical experts, in addition to consulting with Drs. Vinters and Tacopino,
defense counsel have conducted sufficient research to establish that JTF-GTMO’s past treatment
(conservative, non-surgical treatinent) and proposed course of action (a steroid injection later in
September, followed by a consultation with a neurosurgeon in October) have been and will be
insufficient, if not harmful.

A conservative treatment regimen including pain relievers. anti-inflammatories, steroid
injections, physical therapy. stretching exercises and decompression procedures are appropriate
initial responses to chronic back pain.> When patients fail to respond to conservative treatment
within six weeks of presenting symptoms, however, current medical literature supports surgical
intervention as an appropriate treatment option to relieve symptoms and restore function.?*

Moreover, patients who initially present with an acute episode of lumbar radiculopathy
can generally be managed by a primary care practitioner. However, once a patient exhibits
certain red flags, such as sensory or motor deficits, progressive neurologic deterioration or saddle
anesthesia with bowel and bladder incontinence, a patient must be referred to a spinal surgeon.
Patients with severe or progressive neurologic deficits require a referral for surgery.®

Sensory abnormalities in the genitals coupled with loss of bladder control and progressive
loss of sensation or motor function in the legs are ominous signs that warrant urgent evaluation
and treatment. Mr. al-Tamir has complained of sensory abnormalities in the genitals and loss of
bladder control.

Mr. al-Tamir has received years of conservative and ineffective treatments. In addition to
physical therapies, Mr. al-Tamir has been prescribed a multitude of medications. After ten years
and the myriad conservative treatments attempted, it is clear even to lay attorneys capable of
reading medical journals that conservative treatment options have been exhausted. During this
period, the Government has allowed Mr. al-Tamir’s condition to degenerate to the point where he
now has sensory abnormalities in the genitals coupled with loss of bladder control and
progressive loss of sensation and motor function in his legs.

Dr. Cobey has reviewed the above information and formed an initial assessment that (1)
Mr. al-Tamir cannot currently engage in the activities required to meaningfully participate in his
defense; (2) the standard of care requires an immediate MRI; (3) the delay to an examination by a
neurosurgeon is below the standard of care: and (4) the proposed steroid injection may be
contraindicated. Dr. Cobey requires more information and an opportunity to assess it before
forming a full medical opinion and advising the Defense regarding a proper course of treatment
and Mr. al-Tamir’s ability to participate in his defense and physical fitness to stand trial. 2

B Enclosure C.

M
B4
6 Enclosure A.
6
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Expert Qualifications, Contact Information and Rate

Dr. Cobey is an orthopedic surgeon with extensive experience performing spine surgery
for over 30 years. He received his medical degree from the Johns Hopkins School of Medicine,
and his master of public health at the Johns Hopkins Bloomberg School of Public Health,
focusing on international health. Dr. Cobey served in the U.S. Army as chief of the Preventive
Medicine Service at Fort Lewis, Washington (1971 - 1973). attaining the rank of Major and
receiving the Meritorious Service Medal. He completed his orthopedic residency in 1976 at Yale
University. Dr. Cobey shared in the Nobel Peace Prize in 1997 for his role in the International
Campaign to Ban Land Mines and has extensive experience consulting on health issues with
international refugee and human rights agencies.?’

Dr. Cobey’s contact information is:

James C. Cobey, MD, MPH, FACS

Johns Hopkins Bloomberg School of Public Health
4440 Garfield Street

‘Washington, DC 20007

cobey(@att.net

The Defense estimates Dr. Cobey will require a maximum of 30 hours to consult on Mr.
al-Tamir’s case. The Defense has not yet had the chance to discuss Dr. Cobey’s hourly rate with
him but, will supply that information at the earliest possible time. We anticipate that it will be
consistent with the hourly rates previously approved by the Convening Authority or military
commissions for expert medical consultation.

This request is not a request for expert testimony. If Dr. Comey is required to testify, Mr.
al-Tamir will submit an additional request.

Conclusion

Mr. al-Tamir has a constitutional right to participate in his defense. His current severe
back pain and other debilitating symptoms deny him the ability to do so. The Defense requires an
expert consultant to assess Mr. al-Tamir’s medical status, something the Defense is not capable
doing of without expert assistance.

Additionally, failure to provide Mr. al-Tamir adequate medical care is a violation of the
Eighth Amendment. The Government, as the detaining authority, is obliged to provide medical
care for those it detains.?® A detainee is completely dependent on detention facility medical
officials for any and all medical care.?® Denial of medical care that results in pain and suffering
that does not serve any penological purpose amounts to cruel and unusual punishment under the
Eighth Amendment.*°

¥ Because of the sudden emergency situation from which this request arises and the holiday weekend, we have not
yet been able to obtain a curriculum vitae for Dr. Cobey, but will supply one as soon as we receive it.
8 Sce Estelle v. Gamble, 429 U.S. 97, 103 (1976).
2
d
0 Gregg v. Georgia, 428 U.S. 153, 183 (1976).
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If any additional information is require is request, please contact the
undersigned at (703) 695-4882 or aimee.cooper

Respectfully submitted.

Aimee M. Cooper

CDR, JAGC, U S. Navy

Defense Counsel

Military Commissions Defense Organization

Enclosures:
A. Letter from James C. Cabey, MD, MPH, FACS, dated 1 September 2017.

B. Letter from Drs. Homer Venters and Vincent Iacopino, dated 31 August 2017.
C. Articles from Medical Journals and Medically sponsored websites

D.
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September 1, 2017

Defense Counsel:

I am an orthopedic surgeon with extensive experience performing spine surgery for over 30 years. I am
writing to express urgent medical concerns regarding your client, who has a history of back pain and leg
numbness and recently reported increasing lower extremity weakness and bladder incontinence.

These symptoms suggest compression of the spinal cord and/or spinal nerves and require immediate
diagnostic imaging and surgical intervention by an experienced neurosurgeon or orthopedic surgeon.
Based on these symptoms, there is an urgent need for diagnostic testing and surgical intervention. While
MRI is the preferred imaging technique, a CAT scan can also be performed in conjunction with a
myelogram to ascertain the nature and extent of compression. High dose corticosteroids should also be
considered to reduce inflammation associated with presumed spinal compression.

The current treatment plan as reported, consisting of an anesthesiologist visiting in September and a
neurosurgeon visiting in October, is unacceptable, inconsistent with the standard of care. and likely to
result in permanent neurologic damage. I would not expect a simple epidural injection with steroids to
have any real effect on a compression problem.

I urge you in no uncertain terms to take immediate action to effectively diagnose and treat the detainee’s
medical emergency.

Sincerely,

James C. Cobey, MD, MPH, FACS

Johns Hopkins Bloomberg School of Public Health
4440 Garfield Street

Washington, DC 20007
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Through eVidence, Physicians for

: » Human Rights
change is possible.
256 West 38th Street

9th Floor
New York, NY
10018

+1.646.564 3720
August 31, 2017 phr.org

To Whom It May Concern:

Physicians for Human Rights has learned from the Military Commissions Defense Organization that a
detainee at Guantanamo Bay Detention Center complains of progressive back pain, bladder incontinence,
and loss of motor and sensory function in his legs which has recently resulted in an inability to walk. The
following description was shared with us today:

He's had back problems for years, but it has gotten dramatically worse over the past few
months. He sometimes loses feeling in both of his legs; he has lost 90% of the feeling in left
leg; his motor control is deteriorating; and he periodically loses control of his bladder. Last
week, he was finally given a walker, but he is now unable to use it due to the loss of sensation
in his legs.

These symptoms, if aceurate, are consistent with serious neurologic impairment that may be permanent if
not diagnosed and treated promptly. Based on the reported symptoms, there is a possibility of cauda
equina syndrome, which could result in permanent neurologic damage and/or paralysis if not diagnosed
and treated immediately.

Cauda equina syndrome requires emergency diagnosis and MRI, and evaluation by a neurosurgeon for
therapeutic intervention, which typically consists of high-dose corticosteroids and surgery.

We urge the authorities to be in immediate contact with medical staff so they can act in a timely manner
consistent with the standard of care.

Sincerely,

Homer Venters, MD, MS
Director of Programs
Physicians for Human Rights

Vincent Iacopino, MD, PhD
Senior Medical Advisor
Physicians for Human Rights
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The NEW ENGLAND
' JOURNAL of MEDICINE

CLINICAL PRACTICE
Caren G Solomon, M.Dv, M.P.H., Editor

Herniated Lumbar Intervertebral Disk

Fichard & Deyo MDD M P H  and Soball 8 Mirza: M-D M F B
M OEg 4 Med 2016 37417631772 May 5 2016 DO 10 105E/NEMOD 1512858

Share!

Article
Gee Key Clinical Points

This Journal feature begins with a case vignette highlighting a comman clinical problem. Evidenca supperting variols strategies
is then presented, followed by a review of formal guidelings, when they exist. The article ends with the authors® clinical
recommendations.

A 41-year-old man reports the sudden onset of low back and left leg pain. The symptoms began while he was doing yard
work and pulling out large bushes. Since the onset of the pain 2 days ago, it has worsened, although he took a single
dose of ibuprofen when the pain began. The patient has no clinically significant medical history, and the physical
examination is normal other than severe pain in the left leg with a straight-leg-raising maneuver to 40 degrees. He says,
“I'm sure | slipped a disk,” and he requests magnetic resonance imaging (MRI) of the low back. What testing and
treatment would you recommend?

Low back pain and leg pain are common symptoms. Twa thirds of adults have back pain a1 some time in their lives, and
approximately 10% of adults repart back pain that has spread to below the knees within the previous 3 months. ' £ "Sciatica”
refers to pain in a sciatic-nerve distributian. but this tarm is sometimes used indiscriminately to describe back and leg pain
Lumbar "radiculopathy” more specifically refers to pain with possible motar and sensory disturbances in a nerve-roct distribution
After lumbar sienesis, spondylolisthesis, and frecture have been ruled out, approximately 85% of patienis with sciatca are found
to have a herniatad intervertabral disk »

Harniated Lurnbar Intervertebral Disk

Herniated lumbar disks are the leading cause of sciatica, but they also are detected on imaging (MRI or CT) in
asymplamstic parsans,

-

The ratural history of herniated lumbar disks 13 favorable One study showed that without surgery, pain decreases in
approximataly B7% of patients within 3 manths

MR or CT s indicated in patients with persisteni sciatica that lasts 4 to 6 weeks and in whom epidural glucocarticoid
injections or surgery are being considered.

']

Oral medications and supervised exercise provide slight relief of symatoms. Epidural glucocortcoid inje clions are an
eption Far patents with sevéra persistent seidtica, but they do not reduce rales of subsequen! surgery.

Patients with severe or progressive neurologic deficits require a referral for surgery  Elective surgery 1s an opton for
patiznts with congruent clinical and MR findings and 2 condition that dass nat improve within & weeks The major
benefit of surgery is relief of sciatica that ia faster than relief with conservative treatment, but resuits of early surgical
and prolonged conservative treatment tend to be sumilar at 1 year of follow-up. Patients and physicians should share in
decsion making

http:/fwww nejm.org/doi/full/10.1056/NEJMcp151 2658 Pview Type=Print&viewClass=Print ~ 8/28/2017
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Hemiatian. which refers to displacement of intervertebral disk matenal beyond the normal margins of the disk space, was initially
described as disk "ruplure " The disk material may include elements of the nucleus pulgosus, annulus fibrosus, or both.
Symptematic herniztion most often occurs in the posterclateral aspect of the disk, but midline herniations also occur, Disk-related
radiculopathy appears to be both a biochemical and mechanical process. Contact of the nucleus pulposus with a nerve roct
provokes the nflammation that may be necessary in order for mechanical ecompression to cause pain. ® Disk hermiation does not
necassarily cause pain; MRI commaonly shows hermiated disks in asymptomatic parsons, and the prevalence of hemialed gisks
increases with age ® Thus. symptoms may be misattributed ta incidental MRI findings.

Both genetic and environmantai factors may be imporant causes of disk hermiabon Epidemigiogic studies suggest that
sirenuous aclvities and cigarette smoking arz risk factors 7 Studies of familial aggregation and studies involving twins sugpest
that genatic feclots may confer a predispasition to disk degeneration and herniahon; these factors may be related to the structure
of coliagen and other disk elements #

The matural history of hemiated lumbar disks i1s generally favorable, but patients with this condition have a slower recovery than
those with nonspecdic back pain. In one study invalving patients with a hernialed disk and no indication for immediate surgery

&7% who received only oral anaigesics had decreased pain at 3 months ® Even in randomized trials that enrolled patients. with

persistent scialica, the condition of most patients who did not undergo surgery imaraved 7417

The condition of patients who have molar deficils corresponding to 2 single nerva root (suich as weakness on dorsifizxion of the
fool, or foot drop) associaled with herniated disks also improves over time. In one study, 81% of patients with initial paresis had
recoverad withoul surgery afer 1 year. ' Sensery deficits may be more persistent. the rate of recovery is 50% at 1 year MRI
shows shrinkege of most herniated disks over time, and up to 76% panizlly or compietely resolve by 1 year '? Howsver,
recurrencas of pain are commen, In one study involving a cohort of persons who presenled with sciatica 26% of those whose
scialica resoived had a recurience of symptoms within 1 year.'*

The differentizl diagnosis of scialica includes cenditions ather than herniated disks. These conditions include tumors, a vertebral
fracture, an epidural abscess, spondylolisthesis, umbar stenosis. a synovial cyst or cysts, and herpetic and diabebe
moneneuropalhies ? Clues te these conditions (¢.g.. a hislery of concer or trauma or the presence of faver) are usually apparent
from the hislory and physical examination. Back pain may precede sciatica, but the pain and paresthesia of sciatica often
became dominanl, and the pain typically radiates lo below the knee. Cfien there is no specific precipitaling event; a ‘nonsudden”
onsel is common.'9

Data obtained from the patient's clinical hisiory and physical examination are moderately accurate in esiablishing the diagnosis
(Tablz 1). 1517 The straight-leg-raising test for nerve-root compression is widely used, and it is typically

considerad to be posilive if sciatics is reproduced by elevaling the leg lo between 30 and 70 degrees * A TABLE1

postive ipsilateral siraight-leg-raising test (in wtich the leg with scialica is raised and pain is elicited on

the side of the raised leg} is sensilive but not spacific. In contrast, a positive crossed siraight-leg-raising

test (in which sciatica is reproduced by raising the cpposile leg) is specific bul not sensitive (Tsbla 1317

In two stiudies of surgery for sciatica. at least 95% of hermisted disks were at the Ld=L5 or 1L5-81 Eﬁéﬂ“‘:ﬁﬁﬂiﬁ?’ of
levels 101" Thus, neurologic examination can fecus o the LG and S1 nerve roots (Figure 1) '8 As&asgmant for
Diagness of Merve-

. : bkt $hi Root Compression
Rarely, a2 massive midline disk hermiaion may compress the cauda equina, this is known as the cauda optpbatth ot

equina syndrome. This compression typically causes unilateral or bilalera| saiatice, motor weaknass, and Disk, Accarding ta
urinary incontinence or retention Saddle anesthesia (loss of sensation in the area of the bultocks, m:: "'lm ar Sungical
posterior supsrior thighs. and penineum) is characteristic, and anal sphincler tone may be diminished 9 -

Piain radiography does not show hermiated disks, but it helps 1o rule out a tumor o fracture. infection and  FIGURE 1
spondylalisthesis Most guidalines recommend he use of plan radiograpny only In patients who have @

hagh risk of underlying systemic disease (e.g, a history of cancer) and patients who use injeclion drugs or

receive oral or parenteral glucacorticoids =7

Computed tomography (ST} or MRI can confirm a clinical diagnosis of a herniated disk. Early MRI &
indicated in patients with progressive or severe deficits (e g , multiple nerve roots) or clinical findings that
suiggest a2n underlying tumor of infection (e.q , findings that indicate injection-drug use of faver) .

Testing for
Otherwise, CTor MRI s necessary enly in a patient whose condibion has nol improved over 4 ta 8 weeks  Compromse of o
with conservative ireatment and who may be a candidale for epidural glucocoricod injections or surgery  Lumbar Nerve Raol
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Onimagling, chsk bulging is commen among asymplamatic persons (in approximately 50% of persons at 50 years cf age), as is
disk protrusion (in 36% of persons at 50 years of age).® Thus, there is a substantial risk of misleading MR findings, and an (I-
advised cascade of subsequent testing and infervention may result.4’ We therefore do not recommend the routine use of CT or
MRI.

CT and MRI terminology was inconsistent in the past, but a consensus now distinguishes among disk bulging, protusian
exirusion, and sequestration (Figure 2). The iatler ihree terms define a hemiated disk, whereas bulging

does not. 2 Extrusion and seguestralion are mest likely lo cause radicular sympicms. FIGURE 2
Electromyography s usually unnecessary. Howsver. it may be helpful in patients aith ambiguous

symploms or findings on examination and CT or MR

Cohor studies suggest that the condition of many patients with a hemiated lumbar gisk improves in 6

wesks, thus, conservalive (herapy is generally recommended for 6 weeks in the absence of 8 major

neurolegic deficit. In ane study, 36% of patients reported Improvement in thelr condition at 2 weeks, and OTRAAR
this percentage increased substantially with longer follow-up “* Furthermore, persistent pain after 6 Ter:'undogy S
weaks of consarvative therapy has been the eniry eriterion in most randomized trials of disk surgary 1911 Hermiated Disks

The favorable natural history of sciatica may explain why certain treatments that have not proved to be effective in clinical trials
have been peiceived as being effective. For example, randomized trials have not shown that recovery from sciatica’ ar back
pain®* is faste’ with bed rest than with watchful waiting. Similarly, a meta-analysis of 32 randomized trials (16 of whch were
judged to have a low nisk of bias) showed no significant benefit of lumbar tracticn over sham therapy with respect to pain relief,
impraved function, or reduced absenteeism from work #*

There is no evidence that conservative treatments change the natural histery of disk herniation, but some offer slight relief of
symptoms. Nonsteroidal antinflammatory drugs (NSAIDs) reduce back pain somewhat in the short term. but they have a less
clear benefit ir patients with sciatica.®® The few randomized trials of NSAIDs for sciatica are generally of low quality #% and trialz
tc assess the use of acetaminophen in patients wilh sciat ica are lacking.

Randomized trials show ne significant advantage of systemic glucocoicaid therapy over placeba with respect ta pain relief ar
recuced rates of subsequent surgical intervention, and they show litte. if any. advantage with respect to iImprovement in physical
function 728 Adverse effects, including insamna, nervousness. and increased appetite, are common, There is insufficient
evidence 1o judge the efficacy of antiepileptic drugs, antidepressants, or muscle relaxants n patients with sciatica <°

[Data from randomized tria’s to support the use of opioids in palients with sciatica are lacking 2° Systematic reviews suggast that
opioids have sight short-term benefits with respect ta reduced back pain,2* Convinging evidence of benefits of long-term use is
lacking, and thare is growing concern regarding serious long-term adverse effecis such as fractures and opioid overdose and
abuse 0 The use of opioids should be limited to patiants with severe pain and snould be time-limitad from the outset

The use of epidural glucocorticoid injections in patients with hemiated disks has increased rapidly in recent years, athough these
injections are used on an offdabel basis. A systematic review showed that patients with radiculopathy who received epidurat
glucacorticoid njections had slightly better pain relief {by 7.5 points on a 100-peint scale) and functional imgrovement at 2 weeks
than patiants who received placeta There were no signficant advanlages at later follow-up and no effect on long-term rates of
surgery " Procedural complications are rare, bul neuralogic evenls such as paraplegia have been reporled. and the Food and
Drrug Administiation recently required a warning on product labels for glucocorticeds Systemic side effects includirg cortisol
suppression®© and osleopenia,®’ may also oceur

In patients with acute disk hernpiations. avoidancs of prolonged nactivity in order (o pravent debilitation is important Mos! patients
can be encouraged 1o stand and walk The sbilily to sit comfortably 1s a sign of improvement in the patient’s condition and
suggests that more structured exercise can be underlaken. Evidence regarding the effects of physical therapy and exarcise is
limited A systemstic review of five randomized nals showed that patents who participated in supervised exercise had greater
short-lerm pain raliaf than patiens who raceived counteling alone  bul this reduction in pain was small and these palients did not
have a leng-term banefit with respect 1o reduces pain or disanility *

A randemizad 'rial of chiropractie manipulation for subacute or chronic ‘back-related leg pain” (without confirm ation of nerve-raet
campression an MRI) shawed that manipulation was more effective than home exercise with respect to pam relisf at 12 weeks

(by @ mean 1-point decrease on a pain-intensity scale on which scores ranged from 0 to 10, with higher scores indicaling greater
severily of pair) but not at 1 year 2% in addition. 2 randomized trisl Invelving patents who had acute scialica with MRI-confirmed
disk protrusion showed that at 6 months. significantly more patients who underwent chiropractic manipulation had an absence of
pain than did those who underwent sham manipJkation (56% vs 20%) 0 Neurologic complications in the lumbar spiie, including
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worsened disk herrialion or the cauda equina sy ndrome, have been reported anecdotally, but they appear ta be extremely
rare. 3537

Wide geographic variations in rales of spinal surgery have arcused concern about overuse of spinal surgery in some sreas 38
Unless pafients have major neurologic deficits, surgery Is generally appropriate only in those who have nerve-root compression
that is confirned on CT or MRI, a corresponding scialica syndrome, and no response to 6 weeks of conservative therapy. The
major benefit of surgery is that relief of sciatica is faster than relief with consaervative therapy. but. on average, there is a smaller
advantage of surgery with respecl to the magnitude of relief of back pain.'? " Nerth American Spina Society guidelines note fhat,
on average, patients wilh signs of psychological distrass such as somatization or depression have waorse surgical culcomes than
those who do not have these signs, and patients with a positive straight-lzg-raisirg test have better surgical outcomes than thosa
with negative resuits on this test *°

Several randomized lrials have compared surgery with conservalive treaiment for harniated lumbar disks These trals included
patients with minor neurclegic deficits but not major or progressive deficils (for whom delaying surgery is lll-advised) All the trials
involved the use of open diskectomy or microdiskectomy. Conservalive care was nol standardized, but it included at least the use
of pain medication and physical therapy. None of the trals were blinded (i.e., none required sham surgery) 50 blas owing to
patient expeciations was possible, Cach tral had substantial crossover betwsen the conservalive gruup and the surgical growp.
this may have “diluted” a benefit of surgery

These frials have consistently shown faster relief of pan with surgery than with conservalive treatmenl. However, most 12 114041
although not 311,47 tnals showed no significant ztivantage of surgery over conservative treatment with respect to relef of scistica
st 1104 years of follow-up. For example, in one thal, 18 tre median lime to resofution of symptoms was 4 weeks with early
surgery and 12 weeks with prolonged consarvative therapy; at 1 year, 5% of patients in 2ach group had not recovered '0 In
patients assigned to conservative treatment who later crossed over to the surgical group, the results of surgery were similar fo
those in patients who underwent earlier surgery. this suggests the absence of a therapeutic window for surgery thal closed
quickly, '® Recovery from mild motor deficits ocetrred in most patients with or without surgery 1972

Given these results, either surgery or conservative treabnent may be a reasonabile option, depending on the patient's
praferances far immediate pain relief, how averse the patient 18 1o surgical nsks, and other consideratione. Thue, ehared decision
making invalving bath patients and physicians is valugble; meaningful involvement requires thal patients be well informed about
these options and their associated benefits and risks. In one randomized trial, patents with 2 hernialed disk who saw a computer-
based decision aid were less lkely to choose surgery than those who received conventional written materials. Despite between-
group differences with respect to rates of surgery, there were no significant differences in oulcomes at 1 year of follow-up *°

Several diskedlomy techniquas are available (Figure 3). WWith the emergence of microdiskeciomy (see the

wideo) and minimally invasive techniques. there has been & striking shift from inpatient to ambulatery FIGURE 3
surgery, Palients may return to work quickly even after they have undergone cpen diskeciomy. In a case oy "!‘\' -
series inveolving patients who had no restrictions an activity after surgery, one third returned to work within \ ,f
1 week, and 97% returned to work by B weeks The interval betwesn surgery and return bo full duty was o

longer in patients with physically strenuous cccupations 44

Procedural complications of lumbar diskectomy are less common than procedural complications of other

types of spine surgary. A registry sludy indicated that an estimatad 0 6 deaths per 1000 procedures had ;m'éqm;:;; =
accurred at 80 days after the procedure.*® New or worsening neurolagic deficits eceur in 1 1o 3% of \
patients, dired nerve-root injury occurs in 1 to 2%, and wound complications (e g infection. dehiscence, and seroma) secur in 1
to 2%.*® Incidzntal durolomy. which occurs in aoproximately 3% of patients, is associated with increases in the duration of
surgery. blood loss during surgery. and Ihe length of impatient stay *” as well as patential lang-term effects such as headache Al
hssues at the surgical site heal with seme scaming, which conltracis and binds nerves to surmound ing structures Nomally nerve
rools glide a few millimeters in the neurcforarnen with each walking step. Stretch of fethered nerves may be one scurce of
chronic postsurgical pan

Repeal operatons, for a vanety of reascns, occur in appraxmately 8% of patients after 1 year and in approximately 13% of
patients afler 4 years®®, rales vary substantially according lo the suigecn. Even after adjustment for patiant demographic factars
and coexisting conditions, rates of reoperation & 4 years in one state varied from 10% to 19%: this suggests vananiity in patient
selection, qualty of care, and surgical skill.*®

Data from epidermiologic studies and biomechanical models suggest that lifestyle modifications such as smoking cessation,
weight loss, and regular exercise may prevent sciatica or halp 1o reduce its recurrence. However, we are unaware cf relevant
randomized trials. There 1 insufficient evidence to make a recommendation regarding acupuncture for sciatica.
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Aninflammatory component to lumbar radiculopathy has been recognized and anticytokine therapy has been proposad. Limited
clinical-trial dzia have been inconsistent, and this approach remains expermental 4

A guideling from the Amarican College of Physizians recommends the use of CT or MRI in patients withoul severe neurclogic
deficits only if they are candidates for surgery or epidural glucoee nicoid injections after a 1-menth tnal of conservative therapy 2®
An American Pain Society guideline recommends epidural glucocorticoid injectans as an oplion for patients wilh persistent
radiculopathy due to a herniated disk, with sharzd de cision making and considerstion of the inconsistent evidence, moderale
shori-term benefits, and lack of long-term benefits assodiated with this treatment. It similarly recommends shared decision
making regarcing surgery.*® The recommendatons in this raview are generally concordant with the guidelines of the Americzn
Cellege of Physicians, the American Pain Socely, and the North American Spine Society 9

The patient described in the vignette presents with back and leg pain and a positive straight-leg-raising test that suggesis a
hemiated disk. Patients should be reassured regarding the favorable prognosis of herniated disks with sciatica. Cliricians should
avoid the use of frightening terms such as “ruptured disk” (which implies severe tissue damage) in favor of terms such as
"protruded” disk.

Consarvative therapy for 6 weeks, often including NS AIDs and exercise-based physical therapy, is appropnate lor mos{ palients
in the absencs cof severe neurologic deficits, and we would recommend this apprcach for the patient described. The us= of CT or
MR should be discouraged unless the symptoms do not decrease over 4 1o & weeks and the patient is considered 1o be a
cardidate for spidural glucocoricoid injections or surgery. at which paint MRI wolld be the bast t=st for dizgnestic confirmation
and surgical panning. Epidural glucocorticoid inections may offer temparary relie’ in patients with the most severe pain.

In patients with pain that persists beyond 6 weeka and symptoms, findings on examination, and MRI resulls (hat are congruent,
surgery is an option. Patiants and physicians should be engaged in shared decision making régarding surgery, with atiention to
potential risks and benefils, Patients sheuld be informed that relief of leg pain will probably be faster with surgery than with
conservalive therapy. thal laler surgery remains an option if they continue to receie conservative care, and that by 1 year,
outcomes of early surgery generally do not diffe’ from those of prolonged conservative therapy.
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Chronic Low Back Pain: Evaluation and Management

ALLEN R LAST, MD, MPH, and KAREN HULBERT, MD, Racine Family Megicine Residency Program, Medical College of Wisconsin, Racine, Wisconsin
Am Farr Physician, 2008 Jun 18:T2(12) 10€7-1074,

* A mare recent articie on this Lopic 1S available g femm salp om0 2081 SpT0E ner

= Patiant ink : See related handout on coping with chronic low Back pain inng swes siks sl G000 15 9106751 Fami, wiithen by the authars of this aricle

Chronic low back painis a common problem In primary care. A history and physical axamination should place patients into one of several categones: (1)
nonspecific low back pain; (2) back pain iated with radiculopathy or spinal is; (3) back ain referred from a nonspinal source; or (4) back pain

ted with anoth ific spinal cause. For patients who have back pain iated with ¥, spinzl is, or another specific spinal
cause, magnetic resonance imaging or puted graphy may establish the di; i€ and guide managemsnt. Besause avi afim; d et
is lacking, lumbar spinz radiography should be delayed for al least one to two ths in wAth ific pain. Acetaminophen and nonsteroidal
anti-inflammatory drugs are firstline madications for chronic low back pain, Tramadol, opicids, and other adjunctive medications may benofit some patients
who do not respoend Lo nenstereldal anti-inflammatony drugs. Acupuncturs, exarcise therapy, multidisciplinary rehabilitation programs, maseage, behavior
therapy, and spinal manipulation ane alfective in certain clinical situations, Patients with radicular symploms may benefit from epidural stercid injections, but
studles have produced mixed results. Most patients with chron ic low back paln will not benefit from surgery, A surgical evaluation may be d for
salect pationts with functional disabilities or refractory pain despite multiple nonsurgical ireatments.

Most primary care physicians can expect o see al le=st ona pafiel wih low back pain par wesk Acute epliodes of back pain are usually sefimtec Patients with
parsistant or fnctuating pan that laats isager thar three monthe are delinied ac havng chronic low baock pain. Matients with chranic low Cack pasn me e kely o see -
family physician {65.0 percent) for thew pain compama with P (559 physical therapiats (50,5 percent), and chiropracions (40.7 percent) ' The

economic impact of chroic low back pain stems from profonged bes of function, resulting in lass of werk peaductivity, treatmet costs, and dsability payments. Estimates
of these costs range from $12.2 to $80.8 billion snnugliy.’

Wllew/Print Table
SORT: KEY RECOMMENDATIONS FOR PRACTICE
CLINICAL RE COMMENDATION AT RET ES
Acktamunognen and NSAIDs sre S7stine MedCA0NS for FEIING CTSIIC BW DICK DIIN & 718
a":?:?r :nr:ﬂ:m =pne radiography, shoulid be deayed at least 006 1o Iwo noNIfS N patents with nonspesHs low Back pen withou! rsd G ]
Evalugtion of payshosonalprobiiams and “yellow fiags” ane Lseful ir seniffing patesncs wils chreni; low ack pan Ko Nave @ REAr Bgress & 8.9
Treaiment optians,
Benafoa
Armlgescs face minopen vamac [Liam) A 21597
MNSAITS A Zraar
Acpanciurs A 2 7204
Mulbdiseip rary rensblbon £ 2728
Libwly b b sl ied
Hevoal medcatees (deals Som wivie wilow bark, toccal Sy ena) B 2
Troyeic antdeprassants ] 239
Exsrcse therapy ] 22526
| Honaviar Lherapy 8 H
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Evaluation

The intie! evaluation, nduding o histary end physcal examination, of patients with chronic low back pain should atlempt to place patents into one of the fallowing
categon=s: (1) non-spachic low back pain (2) back pain assocated with radiculopathy o spinal st Ig, (3} back pain referred from a nonsg ingl SoLIGE; of 44) back pain
associated with another specific spinal calise? (Table 1°) For pajients who have back pain asseclsted with radical . spinal or ancther specitic spinal
cause, magnsi ging [MRI) or computad tomograghy (CT) may establish the diagnosis and guide management.

WiewPrint Table
Table 1

Difterential Diagnosis of Chronic Low Back Pain

pecific of idopatiic (70 p

Lumbar spraen of strsin

Mecnanical (27 percent)

D=generalve (OCEESEE O JIEkE and facots

Hermiated disk

DOstesoaroiic fractura®

Spingl stenoss

Traumats raciure’

Lewgenstal d sasse
Sovere Lokt
Fevere sam0N s
Transdonal vorebras

Sponiylass

Interns| dek dEPLen O Heco genio pen

Presurmed inalability

Referred pain (2 percent)

ADTC arButEm

Deseasas of 178 PEwC Qs
Prosiaiis
Erdonmm (o
Cnrorsc polin inflammatory diseass

Gasliomiesting dsaase

The medical history should about osteop ,oxtecarthibs, and cancer, and a review of any prior imaging siudies Faviow of 5ysiems should focus
on unexplained favers weight (oss, ma ming stiffness. gynecologic symploms, and unnary and gastreintestimal problems
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Tha physical examinabon shauls ineluds the straight leg rass and a b d I ination. A posilive siraight leg raise test (pain with the leg fully

mmnmmamm.luhnIwb-twcnSoarn'mdwmu}mmmmnmmwﬂmmwmmﬂmmmmmqmm*ﬁ@ betier 2t nuling
out disk hemaion il negative) and contralaersl pain being more spadific (1.9., better 21 ruiing in hemiation | poamve) 4 Testing deep tendon refexes strength. and
sensalon can help denify which nenve reols are nvolves.

Labs Y t. ncluding erythiue ple sed 1 1ate, pénte blood count, and C-reactive pretein level, should be consioered whern red f ags indicating the
possibiiity of @ serious urdarying condition are p (Table 2°5) Urinalysis may te useiu| when urinary tract infections are suspected, and akaling phosphatase and
calcium lavels can help dendfy conditions, auch as Paget disease of bone, hal affect bone metabolisem, however, inese Lests are not neaded n all patkents with chromic
|ew bagk pain.
WigwiPrint Table
Table 2
Red Flags Indicating Serious Causes of Chronic Low Back Pain and Evaluation Strategios
DIAGNDSIS OF CONCERN EVALUATION STRATEGY
FINDING
CAUDA EQUINE CHC/ESRICRP PLAIN
SYNDROME PRCICIURR - AR TN | reer raviograpny M
A olcler inen 50 years X X L = 1 2
Faver chils recent winary racl of skin = 1 1 1
nfeciion perelralog wownd nesr spne
Bigrificant wmuma A 1 2
Unrmienting rignl pam or pain = resi X = L 1 2
Progresstive molor ar sensory asheil x ¥ 1E
Swdgle anpathesa, oiaersl sEatca ar leg A 13
weaknass, dificulty unaing, facal
Inconknence
Ui uplained weghi loss x 4 i 2
Heyery of cancer or strong ik picion for cuent x 1 2
Cancar
Hislory of ostacpornse £ 1 2
ImMunEEpEessian " s ' 2
Crvonc o6 stomid use: ¥ ® | 1 2
ntraerous diug usa 5 = 1 1 2
Futmance atuse x ® \ 1 ]
Famhuie 8 impeove after sis woesks of " x T 1 (e
cansanalive Weragy LMNECERRATY
NTE Herdt inga incheate Fhe possibidy of & saraus indedyng condiion
1= praf-rne evaiiahon in most sluatons. £ = foow-up evamatan CAC = compleis biood coun. CRP = C-rsdcive protan. E = omengan evalusthon reques. ESR » enfnocye
secenialon fale MR! = Pagaaiic IESCOance wmagng
e Froyiate-s pecifc aligen fosivy may De FOhaled i @90 1 & N CATRT T SU SN0
Acdaggted o Kntace 5 Evalyabon an (realman: of SCue ow Sack car & Fam Prysaan 2007 TSE) 1184 afh sddbona informagon Fom efereriis §

Imaging has limited utiity beeause most paliznts with chranic law back pan have nonsgacdic findings on imaging studies T and asymptomatc pavents often Rave
abnormat findings ® Inteel imaging with MR |, wiich (s the prefesred study or CT j& only recommended for patients with red flags for serious of rapidly progressive disease
{Table ?E"1 or radicular symptoms that do not sponianecu sly resolve afler s weeks Because evidence of mproved outcomas i lacking, Imaging, such as lumbar spine
rachography, should be delayed at least one o two manths in patients wilh nonepeciiz pain without red Hags 187 setous disease 8

Paychosocial ssues play an important role in guading the treatment of patients Wih chionic low tack cain Une study found that patents Wik chion i ome hark pam who
have & reduced sanse of le control, d'sturbed mead, negstive semmy nigh snxiety ‘evels, and mental health dsorders, and urhu engage in calastophizing lend 1o
ok respond well 10 such as steroid ny E-yenow Nags” are p!_whmr sk fackrs for long-term dusanny (Tabiwe 3™ '] Evaluaton of
peycnosocal proplams and “yaldaw flags” are useful in dentityng rak with a poar

View/Frint Table
Table 3
Psychosocial “Yellow Flags" Predicting Long-Term Disability in Patients with Chronic Low Back Pain
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Management

GENERAL PRINCIPLES

The: goals of trealing ehfonic law back pain often change over time, shitting from the initial intent to cure to improving pain and functien. Patients often have unrealistc
oxpetiations of complete pain relief and il return to their previous level of activity. Thare is oftan a large gap between a patient's desired amount of sain reduction and
the mnimum perceniage of improvement (hat would make 2 freamant w athwhils 2 Documenting goals and expectations and misiting tham on follow-up visits may be
helpfd

Patients snouid receive fermation about effective sel-care oplions and shoald be advised {o remain actve (because musces 1hat 4o not move can oventuslly beeome
hypersensitive to pain). ¥ Assessing the responae fo therapy should focus on improvements in pain, mood, and functicn

Tragtmant should hagin with ] el doees of ¢ idul @rti-inflamm atone douge (NSAI Do) and oectaminephen, folehwed By aduncse medica tons
Nonghammaceingic therssies are effective i certain clinical situations and can be added to the treatment program at any lime. For those with severe ‘unclicnal

disa bifiies, radicular syrmploms, or refreciory pain, referal for epidural sieroid injection or surgical eveluation may be te (Figuve 19)
ViewPrint Figuare
Treatment of Chronic Low Back Pain
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Troatmont mlganihm for patients with chmnic low back casn

Adapied with pemwssion bom Chou B, Oaswem A, Scow ¥ gt &l , for the Cimcar Efcacy A o
Back Pain Gudefines Panel. Diagrosis and (realment of fow Dack psan’ 3 jou! ckaiedl prachee guideine from the Amencan Cul'oge of Physcisns and the 4 meican Pam Soowely foubisnad
Comschon dppears i Arn Intem Med 2008, 148(3) 247-248) Ann irtemMea 2007 147/7 452
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PHARMACOLOGIC TREATMENT OFTIONS

Acetaminophen s firsi-lire therapy because of its high safety profie. NSAIDs prowvide simiar

but hiave sign ificant g

slinal and adverse

eflects 7 ¥ Thare are seversl ciazses of NSAIDS, and T one class fails, medeations from oiner o ssses can be Wed before abandoning tham alicgether ( Taale 4
Tramadol (Ultram|, opioids, and ether adunctive medicatians may benefit some patients who do not respond 1o NSAIDs

daily

http://www.aafp.org/afp/2009/0615/p1067 .hunl
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View/Print Table
Table 4
Classes of Nonsteroidal Anti-inflammatory Drugs for Chronic Low Back Pain
cLASS GENERIC (BRAND) STANDARD DOSAGE P oy CSAGEWME  apppoawate MoNTHLY COST
Sakyle acos Asprn L5 0 G50 mg eviry four Mo 4000 3310 3ibmg axee
THMureal (D0lod) 50 g twe bmes daily 1.500 STT {meneric) Wil 373 (urane)
Salsalale 1504 mg fwa Limes dady J.000 527 1o 240
N msgoesam bisaey late 1 510 mig o times daily 3,000 24400 554
Acenc sos Drlotanas polasswm (Catafam] g treen bimas daly 200 514010 §17 3 (garens) and 5327 Ibiara)
[ooranas soaum Goaysd S3 mg twd OF Bibs imes dady 00 $85 io $08 {gonanic) and $192 (tiaed) for
releate (Volaren) S0 Mg two Wmas iy
Etpaoiac 230 19 400 mg two or three Bmes 1200 ET7 0 550 oy 200 Mg two 1mes caly
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cLass GENERIC (BRAND) ETANDARD DOSAGE PER DY) AP MONTHLY COST
Indesnathacn | Indogin| 2510 50 mg treee timss daly 00 45 10 530 (gers e} amd §5U (Brand) far
25mg dosa
Indometacn, G<ondad reisase 25 10 50 rmg one of two Bmes R $62 (guneric) an 184 [rand) tor 25 Mg
{Incdtocn B5) o=y once caly
Sulmaac {Oirerl) 2E80 mg two fimes daily 400 473 k0 580 (gareric) and 558 (Drand)
Tolmatin 200 10 800 Mg hree smes daly 1,500 67 far Z00-mg cose
s ST Meloxican [Maic) 7.5% 15 mg once caly 15 £95 1o 5108 igenaric) ang 5117 (o)
for 7 5-mg doss
Pironcear (Feldmms) 20 mj orce aally =0 575 10 5104 igonenc and $133 (Crand)
Propioric aci s Ibuprofers 900 my four tmes iy or 803 2400 $30 10 535 (en@nc) and 548 for 600-mg
1y e timess daity ]
maicproien S0 100 Mg Irves Smas caily 300 $B0 o §20:48 for S0.mQ G0
Nacworsn (e oRyn) 250 to 500 mg wo tmes dasy 1500 $42 o 572 (gensnic) ana 470 (brand) for
=Ty dose

Trarmadol is an analgesic that has wesk opiold and serctenin-noregingphrng reuptaka inhibitar (SNHI) aetivity. Studiss demonstrate short-tarm improve ments n pain and
tunction, bui long-term dita sre [acking.'* ' Because of its opioic actvity, ramade! generally should nol be used in patienis ing from lic agdicton, Aoverse
effects include drowsiness, constipaton, and nauses.

All muscle relaxants provide similar shordam mprovements in pain and funclion, bul there s no evdence to suppont wrhnmmmmmm pan
Seadation = & 2oMmen Bdverse effect, and chronic us=of t fiazepines and carisop (Sorma) cames the risk of dependency. |

A 2008 Cochrane review 'E found that sums herbal medications spoear efective in shortterm randomized triais. but lack lang-tarm ssfety asta Hatagophytum
procumbens (devi's claw) In a dosage of 50 mg daily, Salix alba (wnita willow bark. 8 source of salicylic acid) in a dosage of 240 rmg daily, and Capscum frufescens
(cawenne) plastsr appled togically every day apoear (o be better hon placebo at reducing ehronie low hask pain Limited siodiss have shown that devil's clas and white
willow bark appear to be as effective as NSAIDs "

Short-acting (immedate-release) and long-acting (sustained-relezss) opioid analgesics are somelimes used for chronic [ow back pain. There have bean fow high-guality
nals 1o assess the efleciveness and poteatal nsks of ihese medeations m chranic iow back pain, ™

Taking opicids can lead ‘o the development of inderance, hyperalpesia (enhanced pain response 1o noxious stimull), and allody pam to i
mrnlli z"‘ﬂu: combination of tolerance and hyperalgesia can decrease opoid !Mw neu over Im'llt Orm nf the challenges of treafing chronic low hr.k pain is

g among Lol opicid hy and disoasa pr . ing pain despie increas ing opiid reaiment, pain
hat becames mone diffuse and b d the distributian of the pr pain, and an app :hunqa in pain trreshcld ar tokerabitity 27 10 this situsdan, the dosage af
opieids should be decressed, or patients should be off the r ion altogs

Selectve saratanin reuptake inhibitors. SNRIs, and antepiepbc medications have rol been shown o help catents with chronic low bask paln. Treyex anlidepressants.
nowever. provide 30me tenefit and can be a Useful addiion fo analgesic therapy 27 Gabapenin | Neurontin) may provide shont-term relief in patients with radiculooathy ¥
NONPHARMACOLOGIC TREATMENT OPTIONS

Patients y e ronphar Areatment options, with or wilheut consulling a physisian Fory-five percen) of palients with low back pain see a chiropsactor,
24 percent use massage 7 percent gel acupunciure, and 7 percent try meditabon 2

Acugunciure Qiovides sNor-temm reliet of chronic low back pan. improves functioning and works as an adjuncl to olher therapeutc 0puons. It has no: been snown (o be
more effective han oher reatments =2 Ffty-onz 1o 64 pereant of patients are willing 1o try acupundtuie f reco d by thew oh

Exertize therapy, focusing on strengthenng and stablzing the co'e muscle groups of the abdomen and back, 3ppasrs 10 produce small smprovements (n gain and
functioning m patents wilh chrome low back pain However, few studies {19, S of 1he 43 $ludies included 0 a Cotchrane review) have been able 1o cemonsirate
clinically impartant and statis lically sigrificant diff 1 and control groups. 24

Behavier thevapy is us eflective as exertise thorapy for short-term relie! of chronic fow back pain Consisten: evidence suppons cognitive behavior therapy and

prog ressive el axation for snort-temm imp . technigues have produced mixed resulis Camiiming benaver trerapy with ciher maacalibizs
does not fave an adoitve effect

Woftidise pingry rehabiitetion progiams that inciude a physcan add atleast one addfional interve 3 . social or ewate subyacive dsabling,

reduce pain. relurn persons to work five weeks earlier. and sfter returing 1o work, raduce the amount of sick Bme in tme firs! year oy seven days Benelits persist for up lo
nx

five years

Acupunchure massage @ nd pressore pont massage are mildly halprul for redusing chromic low back pain, and the banefits last for up to one ye ar Massage appears 1o ba
most effactive when combined with exercise, stretching, and education *

Spinal manipulaton provides modest shon- and long-term rebef of back pain improves psychologecal well-beng, and increases tuncionng *~© Tha binefts dervad are
not dzperdznt on the ype of Iraining of Ihe masipulator hecause csteopathic and chi ic ou appear 1o be similar”!
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One tha rapeutically drestad shyls of yoga (Viniyoga) may provids some relmf of chionic back pain. Six weeks of yoga o use and prowded mare pan

reliet than exercse and seff-care. Other forms of yoga have mixed results in small studies, and at this ime there is not snough evidence fo recommend e 32

Back schools, low-level laser theragy, lumbar supports, 3Py, Shon wave y. Fracion, transs 15 slecincal nenve stimulaton, @nd ulvasound nave
jve o ConfliEling evidence of effact 035

EFIDURAL STERCID INJECTIONS

Epmdural sterond inj may help pati with radicutar sympioms. Studies have I‘u.md conficling results, but the trend is toward a small improvement for up 1o three
months afer injaction * There is no evidence ta suppart the use of epid ural steroid | ions in pati without symp 3 and ions are less effective i
patiants wih severs spinal stenosis and th ose with slencotic lesions encompassing mnw thar three lurmbar levels *3%
SURGERY
Most patients with back pain will not benefit from surgery. Hawaver, f abnormal it with the distribution of pain are [dentified, swgery can be
L in who have axp significant functional disabilties and in thoss with unremilling pain, especs iy pain Tzstng longer than 12 months despite
muttiple noneurgical restmants. Gonﬂ aneencs suppots the ute of spinal fusion for breating back pain caused by infections, orog ® defomnity, or

ility with apong Epvnd jon, nerve rool decompresson, and spinal fusion have been oxtensvaly & for tre ir of deg b

disardors of the spine. mastly with sher-te rm outzemes, yielding tonflicting resulls and questonable paten) benefit * pisk arthroplasty (repiacing the ongnal
interrvertedral disk with an arfificial one) appers to be as effective as lumbar fusion for short-tlerm relief of chranic low back pain. but thare is na evidence of leng-ferm
relisf, and concerns exsst regarding the llity of the artificial disks. discal electrothermal therapy is a techrigue that applies heat to & damaged disk through &
cathebsr, causing eallagen cortraction for struciual suppon and shiating nearoy pain-sensing nerves for pain reduction i has been shown (o prowvide pnod esi pain reliel,
but litte functional imarovement *

REFERRAL

Reterral o a pein management specalist B appropnate for patiente who conbinue 1o experence severe funclons! impairmant ar UNremiting pan. arwhen patents of
phy feed that progy has st wwadtsmdq;mnﬂ In the absence of evidence fo define the Indicat/ons and timing of referral, 8 deasion to refer shauld
bewftbﬂ\edscrmm of the physician and pllhnl.
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MAYO FHegussl an Appointiment
CLINIC Search Mayo Clinic Find & Dszler
MENL Find a Job
W Grve Mow
Liogg w3 bo Patient Account

Engiish

Fatient Care & Health Information  Diseases & Conditions
Renuest an

Spi n a[ StenOSiS Appointment

Jverview  Symptoms & causes Diagnosis & treatment Self-management More atrout
Overview
By Mayo Clinic Slaff Frint S omen!

Spinal stenosis is a narrowing of the spaces

within your spine, which can put pressure on @_ Ei‘ I

the nerves that travel through the spine. =

e

Spinal stenosis occurs most often in the A
lower back and the neck,

-

Spinal stenosis
Some people with spinal stenosis may not

have symptoms QOthers may experience i,
pain, tingling, numbness and muscle | e e
weakness. Symptoms can worsen aver time. D | . |

Spinal stenasis is most commonly caused by i
wear-and-tear changes in the spine related to

osteoarthritis. In severe cases of spinal Multilevel spinal
stenosis, doctors may recommend surgeryto  Stenosis

create additional space for the spinal cord or

nerves.

Types of spinal stenosis
The types of spinal stenosis are classified according to where an the

spine the condition oceurs. It's possible to have mare than one type.
The two main types of spinal stenosis are:
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» Cervical stenosis. In this condition, the narrowing occurs in the
part of the spine in your neck.

= Lumbar stenosis. In this condition, the narrowing occurs in the
part of the spine in your lower back. Ii's the most common form of
spinal stenosis.

Spinal stenosis care at Mayo Clinic

Reqguest an Appointment at Mayo Clinic

Symptoms & causes

References Share on:  Facabook Twitter Prant  Aug. 04, 2017
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Pseudoclaudication; Is it related to claudication?
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y The Last Die! You'll Evar Need
Overview

4 Simple Steps to a Joy-Filled Lite
Symptoms & causes Pain Management Strategizs fram Maye
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Diagnosis & treatment
Protect and Presenve Your Vision
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Diagnosis
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MAYO Requast an Appainfimant
CLINIC Search Mayo Clinic Find a Dector
MENL Find a Jah
@ Give Now
Log in to Patizrt Account

English

Patient Care & Health Information  Diseases & Conditions
Request an

Spinal stenosis Repoinmes

dverview Symptoms & causes Diagnosis & treatment Self-management More about
Treatment
By Mayo Clinic Staff Print

Iayo Chinie does nol eriorse companies
produnts Aovertising reveinue supipers ou
for-profit nussion

Advenrtising & Sponsorship
Policy | Opponunities | Ad Cheices
Mayo Clinic Store

Check out these besi-seiers and specs
or baoks and newsietters fram Mayo Cl

The Last Diet You'll Ever Need

4 Simple Steps 1o a Joy-Filled Lite

Pain Management Strategies from Mayc

Spinal stenosis surgery Stop Osteoparasis in ite Tracks

Protect and Preserve Yaur Vision
Treatment for spinal stenosis depends on the location of the stenosis
and the severity of your signs and symptoms.

Talk to your doclor about the treatment that's best for your situation. If
your symptoms are mild or you aren't experiencing any, your doctor may
monitor your condition with regular follow-up appointments. He or she
may offer some self-care tips that you can do at home. If these don't
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help, he or she may recommend medications or physical therapy.

Surgery may be an option if other treatments haven't helped. R

Manage Type 2 Diabe¢

Leam How a Better Dist Can Help Yol
2 Diabetes Management

Medications

Your doctar may prescribe:
type2d:iabetes-treaiment-info.cor

= Pain relievers. Pain medications such as ibuprofen (Advil, Motrin
IB, others), naproxen (Aleve, others) and acetaminophen (Tylenol,
others) may be used temporarily to ease the discomfort of spinal
stenosis. They are typically recommended for a short time only, as
there's little evidence of benefit from long-term use.

Antidepressants. Nightly doses of tricyclic antidepressants, such
as amitriptyline, can help ease chronic pain.

* Anti-seizure drugs. Some anti-seizure drugs, such as gabapeniin
(Neurontinj and pregabalin (Lyrica), are used to reduce pain
caused by damaged nerves.

Opioids. Crugs that contain codeine-related drugs such as
oxycodone (Oxycontin, Roxicodone) and hydrocodene (Norco,
Vicodin) may be useful for short-term pain relief. Oploids may also
be considered cautiously for long-term treatment. Bul they carry
the risk of serious side effects, including becoming habit forming.

Physical therapy

It's common for people who have spinal stenosis to become less active,
in an effort fo reduce pain. But that can lead to muscle weakness, which
can result in more pain. A physical therapist can teach you exercises
that may help:

* Build up your strength and endurance

« Maintain the flexibility and stability of your spine

« Improve your balance

Steroid injections

Your nerve roots may become irritated and swollen al the spolts where
they are being pinched. While injecting a steroid medication
(corticosteroid) into the space around impingement won't fix the
stenosis, it can help reduce the inflammation and relieve some of the
pain.

Diagnosis & treatment

Request an
appoiniment

Diagnosis
Treatment

The Mayc Clinic experie
& patient stories

Departments & specialti
Expertise & rankings
Locations, travel & lodg
Research

Costs & insurance

Preparing for your
appointment
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Steroid injections don't work for everyone. And repeated steroid
injections can weaken nearby bones and conneclive tissue, so you can
only get these injections a few times a year.

Decompression procedure

With this procedure, needle-like instruments are used to remove a
portion of a thickened ligament in the back of the spinal column to
Increase spinal canal space and remove narve root impingament, Only
patients with lumbar spinal stenosis and a thickened ligament are
eligible for this type of decompression.

The procedure is called percutaneous image-guided lumbar
decompression (PILD). It has also been czlled minimally invasive
lumbar decompression (MILD), but to avoid confusion with minimally
invasive surgical procedures, doctors have adopted the term PILD.

Because PILD is performed without general anesthesia, it may be an
option for some people with high surgical rsks from other medical
problems,

Surgery

Surgery may be considered if other
treatments haven't helped or if you're
disabled by your symptoms. The goals of
surgery include relieving the pressure on your
spinal cord or nerve roots by creating mare
space within the spinal canal. Surgery to
decompress the area of slenosis is the most
definitive way to try to resolve symptoms of
spinal stenosis.

Research shows that spine surgeries resull in

fewer complications when done by highly = '?’"_
experienced surgeons. Don't hesitate to ask ii_,
about your surgeon'’s expernience with spinal S . 5
stenosis surgery. If you have any doubts, get ke )

a second opinian. %\ e
o 5, S s NS

Examples of surgical procedures to treat
spinal stenesis include: Cervical laminectomy
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» Laminectomy. This procedure removes
the back part (lamina) of the affected
vertebra. A laminectomy is sometimes
called decompression surgery because
it eases the pressure on the nerves by
creating more space around them.

In some cases, that vertebra may need
to be linked to adjoining vertebrae with
metal hardware and a bone graft (spinal
fusion) to maintain the spine's strength.

Laminotomy. This procedure removes
only a porton of the lamina, typically
carving a hole just big enough 1o relieve
the pressure in a particular spot.

Laminoplasty. This procedure is
performed only on the vertebrae in the
neck (cervical spine). It opens up the
space within the spinal canal by crealing
a hinge on the lamina. Metal hardware
bridges the gap in the opened section of
the spine.

Paged of 7

Laminoplasty

Minimally invasive surgery. This aporoach to surgery removes

bone or [amina in a way thal reduces the damage to nearby
healthy tissue. This resulis in less need to do fusions

While fusions are a useful way to siahilize the spine and reduce
pain, by avoiding them you can reduce potential risks, such as
post-surgical pain and Intlammation and disease in nearby sections
of the spine. In addition to reducing the need for spinal fusion, a
minimally invasive approach to surgery has been shown to resultin

a shorier recovery time

In most cases, these space-creating operalions help reduce spinal
stenosis symptoms. But some people’'s symptoms stay the same or get
worse after surgery. Other surgical risks include infection, a tear in the
membrane that covers the spinal cord, a blood clot in a leg vein and

neurological deterioration.

Potential future treatments
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Clinical trials are underway to test the use of stem cells to treat
degenerative spinal disease, an approach sometimes called
regenerative medicine. Genomic medicine trials are also being done,
which could result in new gene therapies for spinal stenosis.

Alternative medicine
Integrative medicine and alternative therapies may be used with
copventional treatments to help you cope with spinal stenosis pain.

Examples include:

« Massage therapy
= Chiropractic treatment

« Acupuncture

Talk with your doctor if you're interested in these treatment options.

Request an Appointment at Mayo Clinic

The Mayo Clinic

Diagnosis experience & patient
stories
References Share on: Facebook Twvilter Print Aug. 04, 2017
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