CASE STUDY

A 79-year-old
woman with
chronic low
back pain

CHRIS HAYES FFPMANZCA, MMed

A whole person approach to the management of

an elderly woman with chronic low back pain is
discussed. This approach includes weaning of opioid
medication, active self-management and appropriate
support.

Case scenario

A 79-year-old widow, who lives independently, has chronic low back pain and lumbar
spinal canal stenosis documented on magnetic resonance imaging. She has been reviewed
by an orthopaedic surgeon and neurosurgeon. She presents to you, her GP, today reporting
constant, diffuse, aching pain in the low back, which is exacerbated by prolonged standing
and walking. On examination she walks slowly with poor balance. She is slow on
sit-to-stand testing. There is no evidence of neurological deficit in her legs.

The patient is unwilling to undergo an operation. She has well-controlled hypertension
and is taking a combined ACE inhibitor and a diuretic preparation. Currently the back
pain is treated with 16 mg hydromorphone controlled release once daily and occasional
paracetamol. However, her daughter, a pathologist, is concerned that her mother is taking
an opioid and even more concerned that her mother is becoming forgetful. Could the
drug be contributing? The patient has been taking hydromorphone at this dose for over
eight months, after trialing a variety of other analgesics, including oxycodone, which had
given her unpleasant side effects. On two occasions she has tried to wean off the hydro-
morphone but the ensuing back pain severely limited her independence.

She still does volunteer work reading to local schoolchildren and her eldest son, who
recently separated from his wife, has come to live with her.

Should this patient continue taking the opioid or are there better alternatives that
could provide analgesia?
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Nervous system sensitisation is the
predominant contributor to many
chronic pain states.

Significant benefit from pharma-
cological therapy is unlikely in this
case of an elderly woman with
chronic low back pain, or in any
other case of chronic pain.

A whole person management
approach incorporating gradual
medication weaning and support to
develop active self-management
strategies is recommended for this
case.

Social connection, psychological
strategies, physical activity and
nutrition are core components of
the self-management approach.
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CASE STUDY CONTINUED

Commentary

Diagnostic formulation

This woman’s pain is not consistent with the
diagnosis of lumbar spinal canal stenosis,
which typically produces neuropathic leg
pain associated with sensory changes
(numbness and paraesthesias) and weakness
exacerbated by walking or hyperextension
of the lumbar spine. Urinary and/or faecal
incontinence can also be part of the picture
(cauda equina syndrome).

The clinical presentation in this patient
does not correlate with the findings on imag-
ing, as often occurs in cases of low back pain.!
The structural abnormality is essentially a
‘red herring’. Many elderly people with sim-
ilar changes on imaging do not have pain.

It is likely that her pain relates more to
nervous system sensitisation than structural
change. That being said, it is possible that
there may be a structural contribution, for
example, from degenerative facet (zygapo-
physeal) joints, but any ascending sensory
(nociceptive) neural impulses from these
joints are not ‘pain’ until they are interpreted
as such by the brain.

Nervous system sensitisation is the
predominant contributor to many chronic
pain states*and is often associated with soci-
ological,* nutritional>® and psychological
stressors,”® and physical inactivity.>!° The
limited history provided lacks important
information about this patient’s life timeline.
A key question to ask her is ‘What else was
happening around the time the pain began?’
One possibility is that the son’s marital
breakup and move into his mother’s home
may have been a source of stress. Another
possibility relates to the death of her
husband. The emotional impact of such
situations can play a role in nervous system
sensitisation and the onset or exacerbation
of pain.

The patient has been on the current dose
of hydromorphone for eight months. The
daily oral morphine equivalent dose is 80 mg
(using a conversion factor of five). Current
evidence suggests that this is unlikely to
be helping at this point and, furthermore,
there is substantial risk of harm." Possible
harms include opioid-induced bowel dys-
function, sedation, clouded cognition,

hypopituitarism, worsening sleep apnoea,
driving impairment, opioid-induced hyper-
algesia, opioid dependency/addiction, val-
idation of illness role and distraction from
active self-management strategies. In this
case, it is likely that the opioid is contribut-
ing to her forgetfulness. The two previous
opioid weaning attempts are noted. If wean-
ing occurs too quickly then opioid with-
drawal (at times subclinical) can exacerbate
pain."” In addition, if the patient is fearful
of dose reduction then this in itself can also
contribute to worsening pain. Other poten-
tial lifestyle contributors to her pain include
low physical activity, lack of strength and
poor diet.”?

The diagnostic formulation seeks to iden-
tify the often multiple contributors to
chronic pain. In addressing any or all of
these factors, the aim is to reduce nervous
system sensitisation and with it pain
intensity.

Treatment recommendations

A whole person chronic pain management

approach is recommended for this patient

and involves:*

* active self-management strategies (to
retrain the brain and reduce pain)

 weaning of pain medications (which
generally become ineffective over time)

* appropriate support.

Any variation from such a plan can be
discussed with a pain medicine or other
relevant specialist. However, from the infor-
mation provided the standard approach is
appropriate in this case.

Surgery

Indications for lumbar spinal surgery include
spinal instability and radicular leg pain in
carefully selected patients. This patient does
not have these indications and her ‘unwill-
ingness’ to undergo surgery is thus supported
by the evidence base.

Medication

Evidence shows that significant benefit
from pharmacological therapy in this case
of chroniclow back pain is unlikely, as is the
case for chronic pain in general.'>"* Further-
more, the risk of harm is comparatively high.
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However, if this patient were to develop an
acute pain problem or enter a palliative
phase, the use of pharmacotherapy is sup-
ported by evidence." Entry to a palliative
phase is not precisely defined in the elderly.
However, the therapeutic focus moves from
functional improvement to reduction in
distress.

NSAIDs are unlikely to produce ongoing
analgesic benefit in this patient. There is also
a significant risk of drug interactions.
NSAIDs attenuate the antihypertensive
effect of ACE inhibitors. In addition, the
‘triple whammy’ combination of an NSAID,
an ACE inhibitor and a diuretic increases
the risk of acute renal failure, especially in
the elderly.

Paracetamol hasless toxicity than pharma-
cological alternatives other than in overdose
or in people with hepatic impairment. How-
ever, there is a lack of evidence supporting
its long-term efficacy.

There is no evidence to support the use
of antineuropathic agents, including anti-
depressants and gabapentinoids, in this case.
In the pharmacological treatment of con-
firmed neuropathic pain, which this patient
does not have, the numbers needed to treat
for 50% pain reduction over the short term
are only in the range of 4 to 10.”* In this case,
in which nervous system sensitisation rather
than damage is the predominant mecha-
nism, the likelihood of benefit is even less.
The risk of adverse effects from these drugs
in an older population is high.

There is no evidence to suggest that opi-
oids are any more effective in older people
with chronic pain than in younger cohorts.
On the other hand, the risk of falls and cog-
nitive impairment is greater. A detailed
history of the two previous weaning attempts
is essential. The guiding principle for a third
attempt is that it needs to occur more slowly
than previously and with appropriate patient
and family education and support. An exam-
ple of weaning would be to reduce in
monthly steps to hydromorphone controlled
release 12 mg daily, 8 mg daily, 4 mg daily,
4 mg on alternate days and then cessation.
This four-month wean approach provides
an opportunity to develop active self-
management strategies.
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Online resources for patients
with pain

Hunter Integrated Pain Service
www.hnehealth.nsw.gov.au/pain

NSW Pain Management Network
www.aci.health.nsw.gov.au/chronic-pain

YouTube ‘Understanding pain: what to do
about in less than 5 minutes’
www.youtube.com/watch?v=
4b80oB757DHKc (developed by John Hunter
Hospital, Newcastle NSW, in collaboration
with Hunter Medicare Local)

Active self-management

Although biomedical intervention can be
considered a component part of the whole
person approach, the main focus is on active
self-management. Evidence suggests that
an active approach can be used to wind
down a sensitised nervous system over time
to reduce pain. Social connection, psycho-
logical strategies, physical activity and nutri-
tion are core components of the overall
approach. Given this patient’s literacy and
social functioning, she is likely to be moti-
vated and able to engage in self-management
ifappropriately directed. Her GP has a key
role in monitoring her progress with
self-management.

The aspect of social connection needs to
be explored. Changes in this area, for exam-
ple, in her relationship with her son, have
the potential to reduce stress, nervous system
sensitisation and pain.

Psychological factors have been men-
tioned in the diagnostic formulation.
Depending on the situation and patient pref-
erence, the patient could trial mindfulness'®
or work on awareness of the link between
times of emotional stress and onset of pain."”
She could access support online (see Box) or
see a community psychologist.

Physical inactivity may be contributory
to her array of health problems. A planned
program to improve physical activity, perhaps
guided by a hands-off physiotherapist or
exercise physiologist, may help. Age-adjusted
high-intensity aerobic exercise has been
shown to reduce pain and stress levels."*

The patient’s nutritional status needs care-
ful assessment. A poorly balanced diet can
contribute to neural sensitisation. Making
improvements in this area has the potential
to reduce pain over the longer term.”

Summary

Pharmacotherapy is not recommended in
this case. A whole person approach to man-
agement is recommended, incorporating
gradual medication weaning and support
to develop active self-management strate-
gies. This approach has the greatest likeli-
hood of reducing pain and improving
quality of life in this patient. However, the
balance of therapy can be redirected if a
new acute pain problem develops or if she
enters a palliative phase. If either of these
scenarios occur, the use of medication can
have a greater role. PMT
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