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Dear Sir/Madam, 
 
 I want to welcome you to our office. By way of introduction, outlined here for you is my brief educational 
background, special interests and a preface to some special procedures. Please take a moment to read it; I hope it 
may be beneficial to you or someone you know. 
 
 I am a Board Certified Plastic Surgeon with additional training and expertise in Peripheral Nerve Surgery. I 
received my medical degree in 1991 from University of Zagreb School of Medicine (Croatia, Europe), and a 
Ph.D. degree in 1995 in neurosciences. Upon completing post-graduate training in Plastic Surgery at Georgetown 
University Hospital in 2002, I entered a one-year peripheral nerve surgery fellowship at the Institute for 
Peripheral Nerve Surgery. I then joined the full time faculty practice at Georgetown University Hospital 
Department of Plastic Surgery in August 2003, where I stayed until April 2014, as the Professor of Plastic 
Surgery and Neurosurgery, and a Founder/Director of Peripheral Nerve Surgery Institute. As of May 1, 2014, I 
established my current practice: Plastic Surgery, Nerve & Headache Institute in McLean, VA. 
 
 My background allows me to customize each patient's treatment plan and thus optimize functional outcome 
and/or aesthetic result. Armed with a 5-year basic science research experience, I continue to be very involved with 
research, as the extensive list of scientific publications and presentations confirm, thus staying on the cutting edge 
of new advances in medical and surgical treatment for my patients. At least several times each year I attend plastic 
surgery national and international meetings, teaching about my expertise, but also enriching my own knowledge 
with new advances in medicine. I am a member of several major plastic surgery societies and have been featured 
in number of media reports. Media interviews were never paid; all were a result of media interest in advances and 
original contributions I made in the field of plastic surgery & nerve surgery. All of the above confirm that the 
quality and safety of the patient’s care is the central principle of my practice. For more detailed information on 
scientific and academic accomplishments, please refer to my resume (CV), available on my website. 
 
This practice profile provides highlights and summarizes the most common conditions I treat. If you have other 
plastic surgery cosmetic or reconstructive concerns, those sections are available via my home page for review.  
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Highlights of Dr. Ducic’s Leadership, Academic,  
Scientific and Clinical Contributions: 

 
- Leadership: 

 
o President of the American Society for Peripheral Nerve (2011/2012) 

 
o Founder & Director, Peripheral Nerve Surgery Institute 

 
 

- Academic / Research: 
 

o Clinical Professor of Surgery (present) 
Professor of Plastic Surgery & Neurosurgery 

 
o Peripheral Nerve Surgery Fellow, dedicated additional one year of subspecialized 

training to peripheral nerve surgery and nerve problems alone 
 

o Plastic Surgery Student Clerkship Director 
 

o PhD in Neurosciences 
 

o Published about 90 original peer-reviewed scientific studies 
 

o Gave over 110 invited talks, including national and international 
 

o Authored 15 book chapters 
 

o Thought over 25 instructional courses 
 

o Presented over 85 scientific papers, including national and international meetings 
 
 

- Clinical / Scientific 
 

o  Made significant scientific contributions and original innovations for the treatment of: 
 

! Post-Concussion Headaches (Washington Post, November 3, 2013 front page article) 
for the first time clinically showing how nerve injuries and not concussion itself are 
responsible for chronic headaches in patients following sports or whiplash injuries 
 

! Post-Operative Headaches for patients who had previous craniotomy for acoustic 
neuroma or other reasons who continued with occipital neuralgia and headaches, 
proving that their headaches are not “normal” to follow previous surgery 

 
! Post-Traumatic Headaches via innovative treatment solution in fronto-temporal area 

 
! Chronic Headaches, Migraines, Occipital or Fronto-Temporal Neuralgia persistent 

despite medical care, defining the type and the role of surgical treatment, when other 
treatments failed, and in comparison with other treatments  
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! Chronic Post-Operative Breast Pain following breast reconstruction for breast 
cancer, defining nerve danger zones and establishing treatment protocols 

 
! Shingles-related chronic pain, established surgical treatment for selected patients 

 
! Chronic Trunk, Groin and Extremity pain following various surgeries 

 
! Nerve Injuries – refined treatment algorithm using newest technologies 

• Popularized the role of the nerve connector for nerve reconstruction, 
optimizing microsurgical nerve repair 

 
! Established Minimally Invasive Peripheral Nerve Surgery techniques, via very small 

incisions for number of nerve surgeries, aimed to optimize patient outcomes 
 

! Established classification of peripheral nerve surgery complications, serving as a 
benchmark to others 

 
! First to describe the nerve innervating medial epicondyle responsible for medial 

elbow pain 
 

! First to raise awareness concerning lack of cost-effectiveness for routine neuroma 
pathology evaluation 

 
! Established the treatment algorithm and surgical approach for patients with 

amputation stump pain and phantom limb pain, helping many amputees 
 

! Established criteria when not to operate on patients with diabetic neuropathy, 
addressing patients safety by minimizing complications and improving outcomes 

 
! Established the type and the treatment solutions for certain nerve related 

complications with aesthetic surgery procedures 
 

- Media: 
o Featured in number of national TV & newspapers reports, including international reports 
 

- Worldwide Patient Demographics: 
 

o Considering aforementioned, it is not surprising that patients from all over United States and 
different parts of the World came to seek Dr. Ducic’s surgical expertise for their challenging 
nerve related problems, resistant to other medical treatments, including patients from: 

 

o United States 
! every one of the 50 states in United States, including Alaska, Hawaii & Puerto Rico 

o Canada 
o Brazil 
o Sweden 
o United Kingdom 
o Croatia 
o Slovenia 
o Nederland 
o Cyprus 
o Australia 
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Dr. Ducic’s practice interests related to Peripheral Nerve Surgery 
 

" 1)  Chronic Headache, Migraine or Neuralgia (Occipital, Frontal or Temporal) 
! These are patients who have Chronic Headache/Migraine/Neuralgia present 

despite optimal medical care provided by medical headache specialist. Their 
symptoms can be present in the front, at the side or in the back of the head, or 
their combination. Many patients have these problems every day, significantly 
affecting quality of their life. They usually have seen number of specialists and 
most of tests did not identify the cause of their chronic headache, migraines or 
neuralgia. I have effective and simple way to detect what nerves are involved in 
generating their pain, and then can surgically address those nerves, aiming at 
reducing or eliminating chronic headache. Patients treated include:  

• Chronic Headaches and Chronic Migraine  
• Post-Traumatic Headaches (Sports related Post-Concussions injuries, 

MVA related Whiplash injuries, and other head hits/falls trauma injuries)  
• Chronic Post-Operative Headaches (following acoustic neuroma surgery)  
• Occipital Neuralgia, Fronto-Temporal Neuralgia & Post-herpetic neuralgia 

 

" 2a)  Upper Extremity Peripheral Neuropathies 
! These are patients who present with numbness in fingers or hand, or with muscle 

weakness due to compression of the nerves. There are several anatomical sites 
along upper extremity where nerves can become compressed, thereby giving 
patients functional hand problems (numbness or weakness). Diabetic patients often 
have these symptoms.  
Some of the examples include: 

! Carpal (Median n), Cubital (Ulnar n), Radial (RSN, PIN) Tunnel 
! Thoracic Outlet Syndrome / Brachial Plexopathy (no first rib removal required!) 
! Axillary & Suprascapular Nerve Neuropathy 

 

" 2b)  Lower Extremity Peripheral Neuropathies 
! Similar to patients with upper extremity problems, patients with lower extremity 

nerve compressions can present with top or bottom of the foot numbness, pain and 
or burning sensation. Again, diabetic patients often have these symptoms despite 
appropriate medical care offered to them. There are several anatomical sites along 
lower extremity where nerves can be compressed, including: 

! Meralgia Paresthetica (anterolateral thigh numbness or burning or pain 
! Peroneal nerve neuropathy that can also give foot drop (weakness in lifting of the 

foot up), as well as numbness over the top of the foot 
! Tarsal Tunnel (Tibial nerve neuropathy) is responsible for pain, burning and or 

numbness over the bottom of the foot 
 

"  2c)  Diabetic Peripheral Neuropathy  
! Diabetic patients can have numbness, pain or burning sensation in upper or lower 

extremities not only due to diabetes effect on the nerve itself, but also due to 
compressed nerves within tight tunnels. If symptoms continue along (distal to) 
known compression nerve sites despite optimal medical care, nerve surgery if 
applied early can help prevent permanent nerve damage (permanent numbness). 



 5 

3)  Chronic Pain Following any Surgery or Trauma  
! Patients with chronic pain after some other surgery or trauma. Their symptoms 

can present shortly after surgery and continue as a chronic pain, or their 
symptoms can start several months later. The most common cause is due to nerve 
damage either by direct nerve injury with previous surgery, or as a result of a 
nerve being caught in the scar tissue as healing process takes place. These patients 
are often left to be treated by pain medications, although drugs do not take care of 
the cause of the problem, rather symptoms only. As patient becomes tolerant and 
dependent on pain medications, help by drugs becomes less and less effective, 
leaving these patients in chronic pain. This is where peripheral nerve surgery has 
important role to address the damaged nerve, and thus take care of patient’s pain 
permanently. Some of the examples include: 

 
! Groin pain after hernia repair surgery or c-section/hysterectomy 
! Knee pain following knee replacement or arthroscopy 
! Breast pain after breast reconstruction or other breast surgery 
! Upper or lower extremity pain following orthopedic procedures 
! Amputation Stump Pain (patients who had amputation, then after everything is 

healed continue with pain at the end of the amputation stump, or with phantom 
pain. This prevents them from using prosthesis again, thus negatively affecting 
quality of their life 

! Tongue or lip numbness, burning or pain following dental or oral procedures 
! Complex regional pain syndromes (CRPS / RSD) 
! Any other part of the body with chronic pain following surgery 

 
 

4)  Post-Herpetic Neuralgia 
! Post-herpetic neuralgia (Shingles) related chronic pain and burning 

 
 

5)  Peripheral Nerve Tumors 
! These tumors arise from the nerve itself, most commonly from their sheet 

(schwannoma), and less frequently from fibrous tissue within the nerve (fibroma). 
Depending on the type of the tumor, although these are mostly benign tumors, 
surgical treatment may vary. Patients usually have slow growing mass along the 
path of the nerve that can be accompanied with various degrees of pain, numbness 
or sometimes muscle weakness. Since simple ultrasound or MRI can nicely 
demonstrate tumor, biopsy prior to surgery is not recommended since normal 
nerve fibers can be damaged 

 
 

6)  Acute Nerve Injury Following Any Surgery, Trauma or Anesthesia Procedures 
! These patients can have numbness, pain or muscle weakness immediately 

following or soon after the surgery or trauma. If not addressed in a timely manner, 
their condition can result in permanent loss of nerve function 

! Nerve reconstruction options applied to restore nerve function can help prevent 
permanent nerve damage (loss of function) or pain 

! Examples can range from simple knife finger cuts to nerve cuts with major 
surgeries or traumas  
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Addit ional  Important Information Related to  Nerve Surgery:  
 
 
 

Many patients have chronic neuropathy or pain that is resistant to numerous treatment regimens and travel 
across the country for relief. I am focused on treating the anatomic and pathophysiologic cause of symptomatic 
neuropathy rather than focusing on the treatment of symptoms itself. When teaching, I often try to pass this kind 
of thinking onto students and residents because one first needs to understand the cause of the problem prior to 
applying different treatment options; otherwise treatment failure is a likely outcome. It is amazing to see how 
often this is overlooked. In order to meet this goal, I have been working to design a number of treatment 
algorithms specific to the type of nerve damage or pain source. Therefore, many patients come here for the 
clinical skills and surgical expertise in peripheral nerve surgery we offer. Beside a national recognition for this 
work, it is my special privilege to fulfill the trust of my patients with most innovative, safe and appropriate 
surgical treatments. 
 
 

Diagnostic Work-up: Aside from general medical evaluation and lab work usually ordered for any 
patient presenting with peripheral neuropathy, some radiological and most electrophysiological studies can point 
to the possible cause of the malfunctioning peripheral nerve, but mostly are not specific for a certain nerve 
problem. Often these tests can be normal or “indeterminate” despite the clear presence of pain, paresthesias, or 
muscle weakness. For that reason, diagnostic studies are ordered judiciously, while clinical judgment based on 
patient’s presentation, complaints, and targeted physical exam are among the most important factors in making 
the diagnosis and planning peripheral nerve surgical treatment. Certainly, the importance of understanding 
anatomical variations of nerves possibly involved in traumatic or surgical field can greatly help establish the 
proper diagnosis and thus facilitate right treatment. Occasionally, in selected cases, diagnostic work-up is 
supplemented by nerve blocks (injection of numbing medication temporarily blocking nerve function) to further 
define the nerve involved in generating pain. The role of the ultrasound and neuro-MRI is still evolving, as 
technology advances those modalities will certainly play higher role then today in assisting us establishing nerve’s 
functional status. 
 
 

Peripheral Neuropathy:  Patients experiencing any combination of numbness, burning sensation, pain 
or muscle weakness (along anatomical distribution of peripheral nerves with known upper or lower extremity 
compression sites) have peripheral neuropathy. A primary care physician or a specialist should order work-up that 
would help determine its cause and exclude other non-peripheral nerve related conditions. Patients with previous 
brain or spine surgery are poor candidates for peripheral nerve surgery.  
 
 

In addition to surgery or trauma, other common reasons for neuropathy are diabetes, hypothyroidism, certain 
autoimmune conditions, vitamin deficiencies, and certain drugs (chemotherapy, lipid lowering medications and 
some anti-viral drugs). It is very important that treatment for these conditions is undertaken, as your doctor 
prescribed it. I find that the patients who, despite optimal medical treatment for their condition are continuing to 
experience the above mentioned signs/symptoms of symptomatic peripheral neuropathy are considered 
appropriate surgical candidates. Upon referral, I would determine if any additional work-up is needed and would 
verify if, when and what type of the intervention is required. Most common examples are: 
 
 

- Carpal tunnel (numbness/paresthesia - first three fingers of the hand - median nerve compression @ wrist) 
 

- Cubital tunnel (numbness/paresthesia - 4th & 5th fingers or hand weakness - ulnar nerve compression @ elbow) 
 

- Radial tunnel (forearm pain with weakness in hand dorsiflexion or finger extension - radial nerve compression) 
 

- Wartenberg’s disease (numbness/paresthesia – dorsum of hand/fingers - radial sensory nerve compression) 
 

- Meralgia paresthetica (numbness, pain or burning sensation along the antero-lateral thigh, due to  
  compression of lateral femoral cutaneous nerve @ anterior superior iliac spine and inguinal ligament) 
 

- Peroneal nerve compression (top of the foot neuropathy or foot drop, with or without knee trauma/surgery) 
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- Tarsal tunnel (bottom of the foot numbness/burning/pins/needles due to tibial & inner ankle nerve compressions) 
 

- Thoracic outlet syndrome (compression of brachial plexus affecting arm circulation upon arm elevation or 
  causing numbness, pain or paresthesias of upper extremity/hand due to cervical rib or stretched plexus nerves. I 
  apply the supraclavicular technique via small access incision/scar, enabling me to preserve the first rib, thereby 
  significantly diminishing surgical risks and improving the speed of patient’s recovery. 
 

It is very important that the nerve surgery treatment, if and when indicated, is done in a timely manner, as 
prolonged ‘observation’ by those treating patient before nerve consultation can lead to irreversible nerve damage.  
After this occurs, surgery might not be helpful. Therefore, the patient and their initial provider conducting the 
treatment need to weigh very carefully for how long they will consider observation period to last before referring 
patient to me for peripheral nerve surgery.  This is particularly important if the neuropathy related functional 
deficit (like loss of motor function or sensation) followed immediately after surgery, in what case early surgical 
intervention is the best hope for reversal of the condition, while “Let’s wait for the nerve to regenerate” approach 
might be detrimental for the final outcome. 
 

Another, unfortunately common misconception is related to the care of diabetic patients. It is known that 
diabetes increases several folds incidence of aforementioned listed peripheral neuropathies. Patients complaining 
of numbness or burning or pain in hands or feet report often to be told by their medical providers: “It’s your 
diabetic neuropathy, so not much can be done beside glucose control and some pain medications”, making 
patients prone to get depended on pain medications. In addition, some patients report being told: “Surgery often 
fails to reverse neuropathy and can be associated with complications, thus further steering patients from 
considerations for surgery. Unfortunately, when asked, patients say no explanation is given by their medical 
providers under what circumstances some surgical failures or complications occur, rather these opinions are told 
anecdotally. As discussed in study I reported, failures and complications following surgery may occur if criteria 
for patient selection, timing or the type of surgery were not properly followed. Thus, it is important not to 
generalize opinions or to treat patients anecdotally, rather one should use current knowledge for what and when 
needs to be applied in patient’s care.  
 

At the same time, a precious window for surgical intervention in early phases after neuropathy onset might be 
missed as that is the time when symptomatic neuropathy due to compression of nerves along known anatomical 
compression points (like carpal, cubital, tarsal tunel, etc) can prevent further deterioration of involved nerve. 
Therefore, it would be best if patients with early neuropathy, after their medical treatment is optimized, when 
complaining of hand/feet numbness, pins/needles, burning or pain are referred to me for evaluation to determine if 
superimposed nerve compression is present, as that may help prevent more permanent nerve damage. Further, it 
should be acknowledged that diabetic neuropathy is not reversed with any surgery at present time, rather 
superimposed anatomical compression neuropathy in diabetic patients may be reversed, a concept way too often 
misunderstood. Diabetes and identified anatomical peripheral compression neuropathy in such cases may 
separately coexist, but when combined, as double-crush phenomena, they further negatively affect involved nerve. 
Thus, it is very important not to overlook the superimposed compression peripheral neuropathy at anatomically 
known peripheral nerve compression sites, assigning “all symptoms” to one variable only (diabetes), as that will 
for sure misdirect required treatment away from surgery, resulting in further nerve damage. Once the numbness or 
muscle weakness/atrophy is allowed to go on for long time, surgical intervention, with time becomes less 
effective, or rather ineffective, therefore, again, timing of referral of primary care physician and ‘observation’ 
period need to be carefully weighted by patient’s medical providers and the patient.  
 

In average, it takes about one hour or less to perform the surgery where nerves are decompressed (neurolysed) 
within a compressive anatomic compartment. Most, if not all of these treatments are done on an outpatient basis.  
It is worth mentioning that I designed Minimally Invasive Peripheral Nerve Surgery approach to peripheral nerve 
decompressions in both upper and lower extremities, and have reported it for the first time in the literature in 
several studies I published on this topic. Thus, patients will be getting minimal incisions for a given surgical 
exposure, optimizing their functional recovery and aesthetic outcome.  Recovery varies but it usually takes about 
two-three weeks. 
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Chronic Pain Following Any Surgery or Trauma Related to Nerve Injuries:    Any trauma 
or surgery can result in acute or ultimately chronic nerve injury or pain (pain persistent beyond normal recovery 
time for a given surgery). Treatment approach differs depending on which of the two types of the patient you are. 
Patients with an Acute Nerve Injury noted right after surgery or trauma (loss of sensation and/or muscle 
function), in order to optimize the outcome, should be referred to me soon following the event. I could then advise 
the patient about proper treatment, its timing and options. Science had proven that the distal nerve deterioration, 
including its target sites starts at the time of nerve injury, therefore, nerve repair should occur as close as possible 
to the onset of injury aiming to restore lost function.  Delaying referral of patients and thus their peripheral nerve 
surgery treatment may have significantly negative effect on their outcome, even if delayed reconstruction of the 
nerve is applied. Recently, I have established and reported new reconstructive treatment approach for nerve 
injuries, utilizing the most effective methods while preserving the most of patient’s own tissues, further 
optimizing patient’s outcome.     Patients with Chronic Pain are somewhat more common. Their presentation 
include pain/paresthesia that: a) persisted way beyond expected recovery period following a surgery or trauma, or 
b) had started number of months after the trauma/surgery. They would benefit from peripheral nerve surgery 
evaluation somewhere between three to six months following the event/surgery. If despite conservative care, pain 
medications and/or physical therapy (when applied), chronic pain/numbness/paresthesia/muscle weaknesses still 
persist, indications for treatment with peripheral nerve surgery are established. It is important that patient’s 
complaints of chronic pain (for example, patient following knee replacement, groin hernia repair, foot surgery, or 
hysterectomy, etc) are acknowledged by those who initially/originally treated the patient. Surgeon might not 
necessarily do anything wrong to the patient as he/she just did what they are supposed to do for a given procedure, 
but patient who developed chronic pain persisting beyond 3 month requires evaluation by peripheral nerve 
surgeon to define is adjacent nerves have been responsible for patients pain. It is my belief and teaching that the 
focus on the CAUSE of pain rather than symptomatic narcotic treatment is the only promising approach for 
successful outcome. Delayed referrals, especially excessively prolonged ‘observations’ supplemented by pain 
drugs may have significantly negative effect on patient outcomes, including professional, social and personal 
aspects of patient’s quality of life. Some of the examples for chronic pain treatment sites include: 
 

- surgical treatment of groin/testicular/vulvar pain after hernia repair or gynecologic/obstetric surgery 
- antero-lateral thigh pain/burning/numbness (meralgia paresthetica) following hip or groin surgery 
- amputation stump pain (upper or lower extremity amputee stump pain, phantom pain) 
- knee pain following knee surgery (after knee scope or total knee replacement, etc) 
- foot, leg or upper extremity chronic pain following various surgical treatments, trauma or burns 
- trunk or breast pain following various reconstructive breast, thoracic or cosmetic procedures 
- chronic headache / migraine / occipital neuralgia following various previous surgical treatments or trauma  
- tongue or lip numbness, burning or pain following dental or oral procedures 
- extremity complex regional pain syndrome (CRPS/RSD) 
 

The treatment for any of the above conditions would include excision of damaged nerve (neuroma) and 
implantation of proximal stump of nerve to muscle (to prevent neuroma recurrence).  Some patients, when might 
require reconstruction of that nerve with nerve graft or conduit. Similar reconstruction might be needed following 
excision of a Peripheral Nerve Tumor.  Depending on the type of the tumor, reconstruction might be limited to a 
portion (facsicle) of the nerve rather than the entire nerve diameter.  Once reconstructed, the nerve under optimal 
circumstances recovers approximately 0.5 to 1 mm/day, so response to surgery might be a delayed functional 
recovery.  

 

Post-Herpetic Neuralgia:  Patients, who in the recent or remote past had Shingles related Post-herpetic 
neuralgia pain in the distribution of the identified specific skin dermatome, are appropriate candidates for 
evaluation for surgical treatment after the acute phase settled, usually about 2-3 months after its initial onset. I 
successfully applied my peripheral nerve surgery expertise in the care of these patients, as is recently reported for 
the first time. Patients should not settle with the current opinion that pain medication is the only treatment option.  
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Chronic Headaches, Migraine, Occipital Neuralgia, Fronto-Temporal Neuralgia, Chronic 
Post-Operative Headache, & Post-Traumatic and Post-Concussion Headaches:  I actively 
treat patients with chronic headaches of many kind, related to any of the aforementioned conditions, with 
outpatient surgical procedures that can help many sufferers from frontal, temporal or occipital neuralgia related 
chronic migraine/headaches. With some exceptions, many of these patients who have suffered from long lasting 
and disabling headaches have experienced complete cure following surgery, while some have had partial but 
significant relief. Some are unfortunately found not to be optimal surgical candidates. It is important to 
understand that there are patients with a true migraine, patients with a true neuralgia related headache and those 
with overlapping symptoms of both. Therefore, it is also important that these patients, prior to being seen by me, 
have had a proper diagnosis/work-up, and are involved in an appropriate medical treatment by a neurologist or 
similar specialist experienced in headache treatment. This will ensure that other possible reasons for headaches 
are excluded and that a patient has also had nerve blocks or alternatively Botox to confirm the involvement of 
occipital (greater>lesser) nerves or supraorbital/trochlear and/or zygomatico-temporal nerves as generators for 
occipital or fronto-temporal neuralgia related chronic headaches/migraines, respectively. Patients who continue 
with headaches/migraines despite optimal medical care provided by an experienced center/provider, and who have 
tenderness over the involved nerves with positive effect (even for few days) of nerve blocks or Botox are 
therefore optimal candidates for evaluation for surgical treatment. These patients include:  

 
- Chronic Headaches & Chronic Migraine 

 
- Post-Traumatic Headaches following: 

! MVA - Whiplash injuries 
! Sports related and Post-Concussions injuries 
! Any other direct head (hits/falls) trauma injuries 

 
- Chronic Post-Operative Headaches following: 

! Acoustic neuroma surgery 
! Any other head & neck surgery 

 
- Occipital Neuralgia,  Fronto-Temporal Neuralgia  &  Post-Herpetic Neuralgia 

 
It is important to recognize common misconceptions and problems related to the treatment of Chronic Headache, 
Migraine, and Neuralgia patients. Many are treated by number of different medication, where one ineffective 
medication is replaced with another. The end result is that patients are continuing to suffer despite “best 
appropriate medical care”. As a result, over time, patients get depression; develop difficulties keeping their 
marriages or job, many report to be inappropriately labeled by their providers as “drug seeking, difficult, non-
compliant, etc”. In response, as patient-doctor relationship fades, patients go from doctor to doctor, with 
treatments repeating themselves in one form of the other, only further aggravating patient’s quality of life. I wish 
those providing medical treatment to these patients would interrupt this ‘treatment’ pattern, since patients I 
evaluated reported it as rather detrimental to their quality of life. Thus, it could be suggested, that once the: 
 
- initial evaluation and workup is complete by medical provider (usually neurologist or anesthesia pain provider), 
- chronic headache, migraine, neuralgia, or post-traumatic/operative headache diagnosis considered,  
- medical regimen initiated by a headache specialized medical provider 
- response to prescribed medical treatment defined by the patient as non effective (or if drugs are poorly tolerated) 
  even after switching medical regimens, then the treating neurologist or anesthesia pain specialist should define if 
- peripheral nerves at the frontal, temporal and/or occipital sides of the head are involved in the pathogenesis of  
  patient’s condition? Tenderness over these specific nerves and temporary response to nerve block, alternatively  
  Botox (either one when used should be applied anatomically correctly by an experienced provider!!!) would 
  sufficiently suggest it, warranting referral to me, a peripheral nerve surgeon experienced treating these patients.  
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Unfortunately, instead of interdisciplinary treatment approach to these patients, some medical providers treating 
these conditions might steer patients away from evaluation for peripheral nerve surgery, only prolonging patients 
suffering. These are some observations I made while treating over thousand of these patients, with countless 
‘stories’ of patient’s sufferings, mistreatments and misunderstandings. Based on number of evidence-based data 
published out there in the past 15 years, it is undisputable that nerve surgery has an important role in the treatment 
of patients with Chronic Headaches, Migraine, and Neuralgias, otherwise not helped by medical treatments. I am 
trying to educate and raise this awareness in those who medically treat these patients, so they could supplement 
their current algorithms and believes with newer surgical treatments discussed here. In addition, by educating and 
providing published scientific evidence available to patients, they may help someone else, as the patient’s word 
might have better and further reach than mine alone.  
 

 
I hope you find the information provided here educational. Certainly not all sections outlined here might 

be applicable to you but hopefully you may find an answer to some of your questions, or those of a friend or 
family member. For more detailed information on clinical activities and specific procedures, including other 
plastic surgery procedures I do, please refer to the section listings via home page of this website. In addition, 
if any further information can be provided to you, please feel free to contact us or make an appointment to 
discuss it.  We are always more than happy to try to help you. 

 
Sincerely, 

 
 

Ivica Ducic, MD, PhD 
 

           Clinical Professor of Surgery 
      The George Washington University 
 Plastic Surgery, Nerve & Headache Institute 

     Past-President, American Society for Peripheral Nerve 


