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Osteoporotic fractures are

becoming increasingly common

as our population ages. The

National Osteoporosis Society

estimates there are about 120,000

vertebral compression fractures

(VCF's) each year, a figure set to

rise by 25% in the next 8-10

years.

Most commonly involving the

thoracic and lumbar spine, these

fractures will lead to persisting

pain in approximately 40% of

patients. Each VCF in an

osteoporotic patient leads to an

increased risk of future fractures

rising from five times more

common with one vertebral

compression fracture to about 25

times more common when three

or more fractures are present.

These sequential fractures form

significant kyphotic deformities

(Dowager's hump) which are a

cosmetic problem and also can

lead to problems such as

r e s p i r a t o r y  compromise,

swallowing difficulties and

problems with lying flat and

sleeping.

While many fractures will heal

spontaneously in 4-6 weeks with

simple analgesia and activity

restr ic t ion,  a  significant

proportion will not and these can

be a cause of great pain and

immobility. Traditionally the only

surgical option was a complex

open operation on the lumbar

spine, which was a significant

risk to these frail patients. Luckily

there are newer minimally

invasive options now available

which stiffen the vertebra by

filling them with cement.

Balloon kyphoplasty involves

passing two small balloons from

the back of the patient into their

collapsed vertebral body while

using x-ray guidance to ensure

New Treatment for Vertebral Compression Fractures  by Mr Richard Harker

their safe passage. Once the

balloons are there they can be

slowly inflated and hydraulic

pressure working via the balloon

will restore height to the crushed

v e r t e b r a .  O n c e  suitable

restoration of height has been

achieved the balloons are deflated

and withdrawn. The cavity

produced is then carefully filled

with bone cement which ten

minutes later had hardened and

reinforced the vertebra.

Patients experience a dramatic

immediate improvement in their

symptoms and as the procedure

only involves two tiny stab

wounds in the back at each level,

they are able to be discharged

within 24 hours and quickly

return to all their normal

activities.

So, which patients are suitable for

balloon kyphoplasty? NICE

guidelines (available on request)

have been issued which

recommend an initial period of

conservative management. Most

patients will improve within five

weeks of analgesia and activity

restriction but those that are bed-

bound for more than five days

with severe pain or patients with

radiological evidence of fracture

progression are suitable for early

intervention.

Balloon kyphoplasty is also

useful in the management of

vertebral fractures in patients with

myeloma or metastases and there

is some evidence that they can be

used in the management of

certain patients with traumatic

fractures.
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1. Vertebral
compression fracture

2. Insertion of balloon
into fractured

vertebral body

3. Inflation of the

balloon to create a
cavity and reduce
fracture. Afterwards,

balloons are
removed.

4. Filling of cavity with
bone cement to fix
fracture.
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 Advances in Spinal Surgery by Mr Andrew Quaile

Lumbar spinal surgery is used to

treat three main conditions, leg

pain, back pain or deformity.

Clearly it can be used to treat a

combination of these. It is nearly

always considered as the last

option behind the physical

t h e r a p i e s ,  physiotherapy,

osteopathy and chiropractic.

Non-operative pain control of

injection techniques such as

caudal epidurals and facet joint

injections give a ‘window of

opportunity’ to allow further

physical therapy are considered

next. The time when surgery is

considered before these therapies

is when there is a serious

pathology such as tumour or

infection or when there is serious

concern about nerve function

such as in cauda equina

syndrome.

Leg pain surgery is largely

concerned wi th  removing

anything that is irritating a nerve.

T h e s e  o p e r a t i o n s  are

discectomies or decompressions

and are non controversial and

traditional. Operations for back

pain are newer and are often

combined with a discectomy or

decompres s ion .  Deformity

surgery is more extensive and

not discussed here. There is

increasing interest in keyhole or

percutaneous techniques for

nerve pain. These have to be

matched against the more

traditional to see if they are

worthwhile. Their most obvious

advantage is the faster recovery

and reduced collateral damage.

Currently they are not quite as

successful as a micro or mini

discectomy in reducing sciatica.

The traditional operation for

back pain is a fusion. This is still

the case for painful deformities

such as Spondylolisthesis. The

fusion, which is achieved with

bone graft, is stabilised by rods

and screws made of titanium.

These have the role of a

scaffold to hold things together

whilst the fusion takes and

removes the need for an

external brace. This scaffold

can be enhanced by the use of

cages made of plastic which are

inserted into the disc space to

be fused. These are hollow and

also contain bone graft to allow

a fusion. The cages are capable

of taking the load through the

disc space therefore removing

pain caused by compressing the

discs. The downside of a fusion

is potential increased stiffness

in the spine and possible

increased pressure on the level

above. This can lead to the

failure of the disc above the

fusion.

To get away from a fusion,

especially in a young person

without deformity, devices

have been made which act as

shock absorbers to load share

and reduce the strain on a

painful disc or joint without

removing it. Modern examples

of these are the Dynesis system

and the Wallis ligament. They

differ in their design and means

of attachment. They both allow

a nerve decompression to be

carried out as well. The surgery

to insert these devices is similar

to that of a fusion for which

m o r e  m i n i m a l  access

techniques  h a v e  been

developed. That is to say for all

types of spinal surgery the

muscle dissection has been

reduced to be as small as

possible to allow a faster

recovery and to promote better

long term function of the back.

These devices can also be used

to protect a worn disc above a

fusion to reduce the tendency to

long-term wear  a s  a

consequence of the increased

stiffness of a fusion.

In patients with stenosis, a

narrowing of the nerve canal,

the old approach was a

laminectomy to remove the

roof of bone off the spinal

canal. More modern devices

such as the X-Stop or Flexis

a l l o w  a n  i n d i r e c t

decompression of the nerves by

pushing apart the laminae. This

distraction of the bony elements

creates more room for the

nerves. The advantage is these

avoid bone removal and any

likelihood of nerve damage as

no surgery is done close to the

nerves in the spinal canal.

The final advance is the ability

to fuse the lowest disc via a

small incision at the coccyx.

The disc is removed, fused and

held via a bolt inserted via a

tube inserted under x-ray

control. The advantage is a

much shorter hospitalisation

time, reduced collateral damage

and quicker recovery. It should

be noted that this technique is

still a fusion and should be

accompanied by some form of

screw technique to support it

from behind.

Mr Andrew Quaile
MBBS [LOND] MRCS LRCP

[ENG] FRCS [GLAS]

Consultant Spinal Surgeon

Clinical interests include:

All aspects of non-operative

treatments of spinal disorders

with a particular interest in

minimally invasive

techniques.

Or for more information or

to make an appointment:

Tel: 01256 377653

www.spine-works.com

Basing Road
Old Basing
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The Hampshire Clinic in

Basingstoke, Hampshire is part of

BMI Healthcare, Britain's leading

provider  of  independent

healthcare with nearly sixty

hospitals nationwide performing

more complex surgery than any

other private healthcare provider

in the country. Our commitment

is to quality and value, providing

facilities for advanced surgical

procedures together with friendly,

professional care.

The Hampshire Clinic has 61

bedrooms all with the comfort of

en-suite facilities, satellite TV

and telephone. The hospital has

four operating theatres and a

critical care unit. In addition to

the inpatient facilities, there is a

comprehens ive  outpa t ien t

department including x-ray,

heal th screening and a

physiotherapy and hydrotherapy

complex.
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Chronic Pain – Diagnosis and Treatment by Dr Dominic Aldington and Dr Chris Seifert

“Chronic pain is common but it

isn't sexy. People, who through

no fault of their own, have their

lives demolished by pain deserve

our help.” These words come

from the beginning of an article

by Professor Henry McQuay in a

recent edition of the British

Medical Journal and serve to

remind us of the significance of

chronic pains.

A chronic pain is defined as a

pain that exists for three months

or more. About 20% of the

population of the UK will have

chronic pain at one time or

another. The most common form

of chronic pain is probably low

back pain, followed by neck

pains. However there are a large

number of other types of chronic

pain.

 

Unlike the normal ‘acute’ pain

that we all know, chronic pains

are almost completely different.

Often their cause can only be

guessed at and often there is little

to show (a notable exception

occurs with phantom limb pain

after an amputation). The

knowledge that they will be

present day after day, rather than

a typical pain that should lessen

with time, can place a huge

burden on not only the sufferer,

but also on family and friends.

 

It is also recognised that an

individual’s ability to work can

be significantly affected. The

longer a person is off work the

more unlikely it is that they will

ever return to work.

In his article Professor McQuay

went on to say: “Most chronic

pain is managed with drugs in

primary care. Obstinate pains,

pains which resist drug control at

acceptable levels of side-effects,

may need other treatment options,

from injections through to a

m u l t i d i s c i p l i n a r y  pain

management programme. The

necessary skill mix includes

skilled nursing, psychology, drug

expertise, injection options and

physiotherapy”.

We believe that an early, robust

and in tegra ted  multimodal

approach to chronic pain treatment

is vital if we are to try to minimise

the devastating effects pain can

have on an individual and their

family.

 

We have both specialised in the

field of Pain Medicine and are

Foundation Fellows of the Faculty

of Pain Medicine of the Royal

College of Anaesthetists. We are

able to provide rapid access and

where possible a  diagnosis.

Further investigations such as

scans may be necessary and these

can be arranged and their findings

explained.

We can then offer a broad

spectrum of treatment options,

starting with an explanation for

the pain. We can provide

reassurance and advice on simple

lifestyle changes and are able to

discuss medication options,

explaining the risks, benefits and

interactions of each class of

medicine that is available.

Aspects of  the  emotional

component of a pain can be

highlighted, leading to referral for

psychological support if required.

The importance of physical

therapies will be discussed and

appropriate onward referrals can

be made.

Finally, we are able to perform a

number of targeted injections.

These have the aim of both

confirming a diagnosis and also

of providing a period of less pain

that allows improved physical

therapy and of course respite

from a miserable condition.

Dr Dominic Aldington
BSc (Hons) MBBS FRCA, FFPMRCA

Consultant in Pain Management

and Anaesthesia

Clinical interests include:

Low back pain, neck, scar and

neuropathic pain. Chronic pain of

any type.

Dr Chris Seifert
FRCA, FFPMRCA

Consultant in Pain Management

and Anaesthesia

Clinical interests include:
Chronic pain and cancer pain.

To make an appointment with

Dr Aldington or Dr Seifert:

Tel:  01256 377741

Or for more information go to:

www.thepainteam.com
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There is considerable empirical
support from randomised
control trials for the efficacy of
ps y c h o l o g i c a l  therapies,
s p e c i f i c a l l y  Cognitive
Behavioural Therapy (CBT), in
reducing pain and disability,
restoring everyday function and
improving mood. Psychological
interventions, either alone or as
part of a multidisciplinary
approach, are found to be
superior to standard treatments
in all pain-related outcomes
(Kerns et al., 2003).

P s y c h o l o g i c a l  treatment
encompasses safe and effective
methods that can treat chronic
pain by reducing high levels of
physiological s t ress and
psychological distress that
often aggravate pain.

The primary goal is to enable

The Role of the Clinical Psychologist in Pain Management
by Dr Clare Coakes and Dr Carolyn Harmer

the individual to regain a sense
of control in managing his/her
pain and to improve his/her
ability to cope effectively.
Psychological input is tailored
to the individual, but typical
aspects of assessment and
intervention include:

• What the individual, and
their family members,
think, feel and do about
pain.

• Ways to cope effectively
with pain, for example:
d ist ract ion;  relaxation
t r a i n i n g ;  cognitive
restructuring (developing
more adaptive and helpful
ways of viewing pain).

• How to manage daily
activities, using time-based
pacing in order to become
more active without over-

doing it.

Reducing the impact of pain on
everyday life, such as
depression; anxiety; frustration
and anger; sleep disturbance,
which intensify the pain
experience further.
When to Refer :

• When pain is impacting on
activities of value, such as
work and personal
relationships.

• When there are high levels
of distress such as
depression, anger and
frustration. A routine
s c r e e n i n g  measure
standardised on individuals
with persistent pain can help
identify this (e.g. Hospital
Anxiety &  Depression
Scale, HADS).

• When there are anxiety, or
trauma related problems.

Dr Clare Coakes
BSc (Hons), D. Clin. Psychol.
Chartered Clinical Psychologist

Clinical interests include:
Low back pain, neck, scar and
neuropathic pain. Chronic pain
of any type.

Dr Carolyn Harmer
BSc (Hons), Psych D in Clinical
Psychology
Chartered Clinical and Health
Psychologist

To make an appointment with
Dr Coakes or Dr Harmer:

Tel:   07903 170602

Physiotherapy and Chronic Pain
Persistent chronic pain is a widespread problem, which cannot always be resolved by available medical and
physical treatments.  Traditional forms of physiotherapy treatment involving manual therapy and electrotherapy,
which may be helpful in dealing with acute pain or injury, are often unsuccessful in the management of the chronic
pain patient.

Programmes have been developed that involve a multidisciplinary team approach of which the physiotherapist is a
core member.  These programmes combine modern concepts for chronic pain management and use a cognitive
behavioural therapy approach.

The physiotherapist is responsible for the education and exercise aspects of the programme, as well as reinforcing positive coping strategies,
reducing emotional distress and unhelpful beliefs associated with chronic pain, such as fear of re-injury.

General strengthening, aerobic and stretching exercises are progressed according to pacing principles, and with the assistance of goal setting the
patient is encouraged to make a graded return to usual activities.

Patients at The Hampshire Clinic are also introduced to exercise in water in our hydrotherapy pool and to exercise in our Pilates classes.  In
addition patients are encouraged to self manage their pain following instruction using TENS machines.  Patients may also benefit from a trial of
Acupuncture for pain relief.

Physiotherapist led general exercise and education programmes, often in small groups have been shown to reduce disability and healthcare cost
and improve the quality of life for chronic pain patients (Critchley et al 2007), (UK BEAM Trial Team 2004).

To make an appointment with the
Physiotherapy Department at The Hampshire
Clinic call 01256 377720 or go to
www.hampshirephysiotherapy.co.uk
for further information.
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