Appendix 33 — Patient scenario - Chronic pain consultation

Opioid Patient Scenario: Chronic Pain

Louise s a 4B-year-old female with a long history of back pain that startedin her 205, Itwas
intially intermitient but progressively became persistent, She describes persistent low back
pain with acufe flarewps that can make her bed bound, Flareups come on every 3 weeks ar so
and can last for 3-4 days. Some radiation of pan intc her thighs, but this does nof extend below
the knee. Mo bladder or bowed dysfunction. She can perform activities of daily living, but her
function is poor. She needs a walking stick to mobilise. She used fo work as a cleaner but
stopped working 10 years ago. She s cumrently on Zomerph 40 mg BD and Cromorph 5-10 mg
W pr; which she takes about 3-4 times per day. Despite this, her pain is not controfied, and she is

becoming increasingly restricted at home. The pain & affecting her mood, and she was started
on Fluoxatine for depression, without much effect, She has had MRI scans in the past that have
shown degenerative changes at multiple |evels, and disc bulges but no nerve roat compression
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The next section describes some of the key messages that you necd to dseliver in
the first consultation and is an example of one possible way that the consultation
could proceed

Click on the steps above to read about each




Are there any red flags for serlous pathelogy? ls this pain a safe pain? Is the patient safe to move? What does the
patient think the pain is due to? Are they worrled about what it means? What are their specific concerns?

Muost patients with musculoskeletal pain such as chronic low back pain do not have any ongoing sinister pathology,
However, patients often worry that their pain means there Is something dangerous geing onand that the more
they move, the more harm they are causing. This is a viclous cycle which leads: to disabillty.

We know that mest chronic musculosketetal pain, such as lower back pain, is not due to a dangerous pathology. [t
i& comman for investigations such as MR scans to show disc degeneration and bulging. Often cliniclans and
patlents attribute their pain to these changes, but the evidence shows that there is often little correlation between
Imaging and pain. Even If there are changes such as spinal stenosis causing neurcgenlc pain, movernent is still
recommended.

The patient has made false assumptions about
her condition which have been reinforced by
negative and incorrect messages by clinicians,

This means that she is less fikely to be active,

Being less active fits in with her understanding
that the pain means harm. It is impartant to

address these concerns,

Patients are often not believed by
family and clinicians as they often loak
fine externally and are able ta do more
Communicate that the MBI scan changes are a normal finding, but use | o0 good days. It is essentlal to
non-threatening terminology, such as ‘age related changes’ Instead of | atknowledge this and reassure the
wear and tear or arthritls, Avold the term degeneration and discuss the | patient that you do not think they are
benefit of movement. Targeted reassurance to individuals concerns making it up. Pain is what the patient

about activity or the condition of thelr spine will be the most effective, | experiences, regardiess of what
investigations show.
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Maving may not take the pain away but will help patients to do more despite pain. If patients don't move, their
musches will weaken, and joints will stiffen up and they will end up doing less and less. They will also lose
confidence with movement and inactivity can lead to low mood. Any activity, whether it is housework or exercise
has to be paced, which means doing little and often rather than pushing themselves when they feel good, and then
paying for it with more pain afterwards. Over time, doing small amounts consistently should lead to an owerall

increase in activity, Patients should be advised that when they first start increasing activity, they may notice
stiffness and pain, but by gradually increasing their activities, muscles will start to get more flexible, and they will
ultimately be able to do more,
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We know opiold medicines do not wark very wall Tar chronic paln. They may provide initial reliel but this impact
fades as patlents develop tolerance Lo the medication. Thece medications alse have side effects that can cause

harm over time, Patients should essentlally use aplolds as a tool to help them do more despite the sngoing pain.
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A reduction in opieid medicines is the best way to address tolerance and improve efficacy. There is little paint in
just saying we need to reduce oplelds as they are bad for you, or they are addictive. Humans are poor at

appreciating risks that they cannot see. It is iImportant to convey how the reduction might Improve pain relief

Patients should be advised that pain medication is essentially a tool to help them do more despite angoing pain.
See step 6 for additional pain management advice,

There Is no absolute rule for
opliold reduction. You could
tackle the long-acting
medication first or the
immediate release, As long as
the trajectory is downwards,
any approach is appropriate,
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Where investigations have shown that there is no dangerous cause of chronic pain, patients should be encouraged
to move, as aver time this can increase function and reduce pain, There are options to refer to physiotherapy and

social prescribers,

Patients often think that the purpose of
phivsiotherapy is to get rid of the pain, This is
probably true for acute pain but not for
chronic. The purpose is to keep patients
moving despite their pain, Physiotherapy
does not primarily affect the pain intensity,
although some patients might gain retief from
reduced muscle spasm.

Direct patients to additional resourses and websites on chronic pain, so that they get a desper understanding of
chronic pain physiology and can develop their pain self-management skills. Based on individual needs, this may
include stress management and relaxation skills, strategies to improve mood, better sleep hygiene and advice

around staying in or returning to work.

Patients might want to laok for another quick
fix, a medicine to help them sleep perhaps.
This is an opportunity to speak about their
role in pain management and direct them to
self-management respurces,
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When patients have considerable difficulty In reducing thelr opields or when paln Iz having a significant impact an
both pain and moad, it s possible that a pain service can be of assistance. For chronic pain such as this, medicines
do not always help, and Interventional procedures help In very specific condltlons. & pain service that has an MOT
(including pain specialist physiotherapy/occupational therapy/nursing/ psychology] and a Pain Management
Programme could help with managing the impact of pain on mood and function.

Patients often think that the pain service will
approve repeat opioid prescriptions or have
something else that might cure their pain. It

is important to manage patient expectations.

Thits dociament has besa developed by Salfard Paan Centre and Manchester Pain Callabaratie with suppart fram Health Innevation Manchester
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