
L
ast month in this column, we
presented a challenging case of
lower back pain with radicu-
lopathy and posed a number of
multiple-choice questions on

management. If you missed it, I encour-
age you to read the case and take the test
before proceeding. The full text of the case
is available at www.avondalemedical.com/
PN_archive.htm. Last month’s questions,
and my answers, follow:

1. Each of the following combina-
tions might be considered appropriate
to treat this patient’s complaints except:

A. Ibuprofen, cyclobenzaprine, hydro-
codone/APAP

B. Ibuprofen, cyclobenzaprine
C. Ibuprofen, cyclobenzaprine, nor-

triptyline
D. Diclofenac, metaxolone, hydro-

codone/APAP

My answer: C
Management of acute musculoskeletal

pain has typically included the use of anti-
inflammatory medications, muscle relax-
ants, and analgesics. There are no formal
studies that have suggested that one com-
bination of therapy over another works
best. However, it is common practice to
prescribe a muscle relaxant, a pain med-
ication, an opioid analgesic or some more
traditional pain-killer, and an anti-inflam-
matory drug simultaneously for patients
with this kind of problem. When the pain
lasts more than a few weeks, and becomes
associated with a neuropathic or radicular
component, it is common to prescribe a
tricyclic-type antidepressant or another
antidepressant or drug that has been
shown to effectively treat neuropathic

pain, such as gabapentin
or nortriptyline. 

Choice C includes two
medications, cyclobenza-
prine and nortriptyline,
both of which are essen-
tially tricyclic antidepres-
sants (TCAs). Cycloben-
zaprine was in fact devel-
oped as an antidepressant
before it was indicated as a
muscle relaxant, and it has
a similar structure and
mechanism of action as
nortriptyline and amitriptyline. Choice C
is not appropriate because there is no
rationale for giving two tricyclic antide-
pressants to a patient in this setting, just as
it would be not appropriate to prescribe
ibuprofen and diclofenac, as both are anti-
inflammatories. 

Choice A combines the use of an
NSAID with a muscle relaxant and opioid
analgesic. This is a commonly prescribed
regimen, but one that has no basis with
respect to randomized controlled data.
Nevertheless, it is in fact a regimen that is
commonly used.

Choice B is similar to A in that it is a
rational approach, but it does not include
the use of an opioid analgesic which
arguably would be unfair to the patient
who is experiencing severe pain. Choice D
is also similar to A since it involves the
combination of a NSAID with a muscle
relaxant and opioid analgesic. However, it
is important to bear in mind that the best
choice of pharmacologic agent or combi-
nation of agents may change if the pain
becomes more chronic or remains unre-
solved. It is also critical to re-evaluate

medication regimens every couple of
months and assess efficacy and safety to
determine if the patient needs to remain
on a particular medical therapy or combi-
nation of therapies to maximize benefit
and minimize any harm or adverse effect. 

2. Important data to obtain on histo-
ry taking to “rule out” any red flags or
other conditions that might complicate
evaluation and treatment include each
of the following except:

A. Presence of fever
B. Significant recent weight loss
C. Presence of bowel and/or bladder

dysfunction
D. Presence of significant pre-existing

psychopathology
E. Family history of hypertension

My answer: E
The presence of a family history of

hypertension would not, on its own, raise
suspicion of a significant process that
would cause severe low back/radicular
pain. The presence of fever, weight loss,
bowel or bladder dysfunction or the pres-
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ence of significant pre-existing psy-
chopathology can each or collectively
complicate the evaluation and treatment
of patients with radiculopathy. 

Choices A and B are symptoms that
may be seen in association with a systemic
illness; in particular, fever may be associat-
ed with an infectious process, and unex-
plained weight loss can be associated with
an infectious and/or neoplastic process.
Therefore, these types of problems would
have to be studied more carefully in some-
one presenting with back and leg pain. 

Choice C represents a set of com-
plaints that would require urgent action
for fear of cauda equina syndrome, which
can be indicative of significant nerve
injury as a result of the structural process
in the lumbosacral spine. This may be a
potential neurosurgical emergency, re-
gardless of the fact that the bowel and/or
bladder dysfunction is not, in itself, an
emergency situation. However, if the
bowel or bladder dysfunction persists for
too long a period of time, it could be irre-
versible. 

Regarding choice D, it has been well
documented that the co-existence of sig-
nificant psychopathology in any chronic
pain setting may complicate evaluation as
well as treatment outcome and therefore
needs to be addressed and kept in mind. 

3. Which of the following initial
physical signs observed in this patient is
most suggestive of S1 radiculopathy?

A. Para-spinal muscle spasm
B. Weakness of dorsiflexion of the

great toe
C. Absence of the left ankle reflex
D. Presence of positive SLR at 45°

My answer: C
The left ankle reflex is mediated

through the S1 nerve root. Unilateral loss
of this reflex is strongly suggestive of a
radiculopathy; however, the presence of
bilateral loss of the ankle reflex may indi-
cate either bilateral S1 radiculopathy or
the presence of a polyneuropathy. 

Paraspinal muscle spasm is a nonspe-
cific finding that may occur with or with-
out radicular lower back pain, and on its
own is not indicative of radiculopathy.
Weakness of dorsiflexion of the great toe
is more likely to be associated with L5
nerve root problems or radiculopathies.
The presence of positive straight leg rais-
ing is suggestive of a radicular and/or
discogenic etiology to the back and leg
pain complaints, but not specific for any
lumbar or sacral level of radiculopathy.

4. Radiculopathy from disc hernia-
tion is now considered an example of
neuropathic pain. Pharmacological
agents shown to be helpful for neuro-
pathic pain, and thus potentially effec-
tive for pain associated with discogenic
radiculopathy, include each of the fol-
lowing except:

A. Ibuprofen
B. Gabapentin
C. Imipramine
D. Oxycodone
E. Tramadol
F. Lidocaine patch 5%

My answer: A
NSAIDs, as well as COX-2 specific

agents, have not been shown to be effec-
tive in the management of neuropathic
pain. Based on a consensus panel’s review
of the treatment of neuropathic pain pub-
lished in the Archives of Neurology in
November 2003 five first-line therapies
were suggested: topical lidocaine patch
5%, gabapentin, tricyclic antidepressants,
tramadol, and opioid analgesics. Each of
these agents or classes of agents has been
shown in the literature to be effective in a
number of different neuropathic pain
states. NSAIDs, such as ibuprofen, have
never been shown to be effective in this
setting; therefore, their use in neuropathic
pain would generally not be appropriate. 

5. What minimum percent of pain
relief reported by the patient on average
is considered to be clinically significant?

A. 15%
B. 20%
C. 30%
D. 40%
E. 50%

My answer: C
Based on a comparison of pain scores

obtained by using the Likert Scale and the
Patient Global Impression of Change
(PGIC) scales, several pharmacological
studies have suggested that patients con-
sider that they are substantially improved
when their pain is relieved by at least 30
percent. Two studies in particular can be
noted. One looked at the treatment of
neuropathic pain with pregabalin and the
other the use of oral fentanyl for cancer-
associated pain. 

The point with these studies is that
independent of the type of pain measured,
if a patient says that it is substantially
improved, this can be interpreted as a 30
percent reduction in pain. However, per-
haps a more clinically relevant measure
would be the percentage of pain relief a
patient needs to achieve in order to return
to a normal life and activities.   

6. If, in an alternate scenario, this
patient did not improve with the use of
medication, at what point should spinal
surgery be considered?

A. Bowel or bladder dysfunction
occurs

B. Motor impairment develops
C. Loss of sensation, especially the

sense of pain
D. Increased instability of the lum-

bosacral spine
E. All of the above

My answer: E
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