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* Significant variability in injectate composition is well-documented among pain * Overall reproducibility rose from 64% to 96% after the iterative process
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standardization. werves - * e : + * Initial descriptions frequently lacked sufficient detail, but the iterative data collection

: process successfully improved reproducibility.
METHODS moacc s P B R * Low consistency over time may be a positive indicator of ongoing learning and
. . . . . . . . . Thoracic ESI - D ® : o [ ] o ada ptatlo n ) . . . .
* Setting: Academic interventional pain fellowship program within a tertiary cancer cervical £51-JJNNETOIN 80% $ * Consensus was often greatest where risks are highest or guidelines are the
center 0% 20% 40% 60% 80% 100%  oensrer . S S strongest (e.g., cervical ESIs).
Providers (%) ¢ @ ¢
¢ 10 |nterventi0na| Pain AttendinQS, 6 Pain Fe"OWS Bl Particulate (triamcinolane) [ Non-particulate (dexamethasone) | | | . . | . | .
. . . . . . Total volume (mL)

e Baseline injectate preferences (V0) and current clinical practices (VF) were collected CONCLUSIONS
YI? an t.'terlatlv.e C|a"fzjcat|0" process from all attending physicians for 23 Figure 3: Proportion of providers utilizing particulate (triameinolons) versus Figure 4: Distribution of total injectate volumes selected by providers * Although complete standardization of injectate formulations was not achieved,
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* Reproducibility, interprovider variability, and intraprovider consistency over time (UIFIZEL): (EcElh Clal Epesiis G ot reproducible protocols.

were assessed, and clinical practices were analyzed. * For academic pain programs, reproducible protocol documentation, rather than

uniformity, offers a more attainable approach for improving fellow education and
procedural preparation while preserving physician autonomy.

Table 3. Reproducibility and Consistency Over Time

REPRODUCIBILITY CONSISTENCY
Table 1. Definitions of Stua\' Terms Procedure category Baseline (V0) Final (VF) VO » VF Over time
Table 2. Procedure Categories

Te"n Cﬁm Category N Procedures Included A" procedures 23 6308 +30.9 96 00 +5.8 -. +32.2 70.5 +28.3
Consistency Provider’s historical (V0) practice is consistent with current (VF) practice %\thur:fxial epidural steroid 5  Cervical, thoracic, transforaminal lumbar, interlaminar lumbar, and caudal ESI BY PROCEDURE CATEGORY R E F E R E N C E S
based on: injections (EST)*
» » N i l 5 + + -. +26‘0 + . . . . . . . . ] . g . . .
1. Current practice uses the same medications as historical practice (V0). Musculoskeletal injections 7 Shoulder, intra-articular hip, knee, and sacroiliac joint injections; greater straxia H0H 29 16,0 =0t 1. Blankstein M, Lentine B, Nelms NJ. Common practices in intra-articular corticosteroid injection for the treatment of knee osteoarthritis: a survey of the American association of
2. Current practice uses the same medication amounts and concentrations as trochanteric bursa injection; suprascapular nerve block; trigger point . _ hip and knee surgeons membership. The Journal of Arthroplasty. 2021;36(3):845-850. doi:10.1016/j.arth.2020.09.022
historical practice (V0). injections Pty hedraxial ESlst 3 GEs 100 — 52.5 S 2. Vydra D, McCormick Z, Clements N, Nagpal A, Julia J, Cushman D. Current trends in steroid dose choice and frequency of administration of epidural steroid injections: a
survey study. PM&R. 2020;12(1):49-54. doi:10.1002/pmrj.12192
» o _ . . ‘ _ . Deep blocks 6 Non-spinal and non-musculoskeletal injections requiring advanced imaging Musculoskeletal injections /; 76.9 2410 100.0 - 0.0 =@ +23.1 82055 3. Benzon HT, Doshi TL, Maus T, et al. Multisociety multispecialty consensus recommendations on corticosteroid injections for facet joint and sacroiliac joint pain. Reg Anesth
Reproducibility .PIO\’ld'EfS current practice contains sufficient detail for consistent preparation, guidance: splanchnic plexus, superior hypogastric plexus, and ganglion impar Pain Med. Published online January 22, 2026:rapm-2025-107347. doi:10.1136/rapm-2025-107347
including: neurolysis; lumbar sympathetic block; stellate ganglion block; intercostal 4. Sayed D, Grider J, Strand N, et al. The american society of pain and neuroscience (Aspn) evidence-based clinical guideline of interventional treatments for low back pain. JPR.
1. All required medications to perform the injection. nerve block Deep blocks 6 65.8 +285 100.0 0.0 m—@ +34.2 T4.7 +2538 2022;15:3729-3832. doi:10._2147/JPR.S386879 | o | -y f . o | | | | |
2. All medication vol and concentrations, where applicable. Medial branch and © Corvial thorcic. and lumbar medialbranch blocke:lumbar medial branch it branch blocke & Facet . g;)irr\]e& eSdP,2%2?)?22{6,0)\:422?227A6 i:-?l(-) (13$g§ﬁ2:l::_pz)ga1cgiﬁ% 1g;:lc:;elmes on interventions for lumbar facet joint pain from a multispecialty, international working group. Reg Anesth
: 2 f : : . . . o e . . . . C . . . 5 @ +48.0 - ’ . . . .
3. Medication amounts by level and/or side, where applicable. intra-articular facet injections radiofrequency ablation; lumbar intra-articular facet injection injections 38.0 +333 86.0 +26.7 66.0 372 6. Benzon HT, Elmofty D, Shankar H, et al. Use of corticosteroids for adult chronic pain interventions: sympathetic and peripheral nerve blocks, trigger point injections - guidelines

. _ _ _ _ _ _ from the american society of regional anesthesia and pain medicine, the american academy of pain medicine, the american society of interventional pain physicians, and the
< : _ *The four primary neuraxial procedures were cervical, thoracic, lumbar interlaminar, and transforaminal ESIs. ) ) : . ) ) ) gt = A . . . . . . . . . . .
*Consistency assessed using VFinal practice for il providers Values are mean + SD (%). V0, baseline formulation; VF, final formulation; A pp, absolute change in percentage points; ESI, epidural steroid injection. @ VO @ VF (0-100% scale) international pain and spine intervention society. Reg Anesth Pain Med. Published online July 16, 2024:rapm-2024-105593. do0i:10.1136/rapm-2024-105593

t Cervical, thoracic, interlaminar lumbar, and transforaminal lumbar ESls; a subset of the neuraxial category.
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