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ABSTRACT

BACKGROND AND OBJECTIVES: Triggering and chronic-
ity of failed back surgery syndrome should consider psychosocial
and emotional factors which impair quality of life. This study
aimed at identifying such factors and at evaluating quality of life
of failed back surgery syndrome patients.

METHODS: This is a descriptive, exploratory, comparative,
cross-sectional study with quantitative approach. Sample was
made up of a test group (I) diagnosed with failed back surgery
syndrome (n=16) and a control group (II) undergoing inter-con-
sultation in the Pain Clinic (n=15). Tools were the visual analog
scale and Fischer dolorimeter. WHOQOL-Bref questionnaire
was used to evaluate quality of life and Beck Anxiety Inventory
and Depression Inventory were used to evaluate emotional fac-
tors anxiety and depression.

RESULITS: There has been predominance of females on both
groups, mean age was 42.3+5.8 (group I), most were married
and mean education was 8.4+3.0 years. Mean pain duration was
0.7+0.3 months after surgery in group I with lower pain thresh-
old. Physical dimensions and social relations were the most af-
fected on quality of life, as well as anxiety and depression levels.
CONCLUSION: Our results have shown worse pain, quality of
life, anxiety and depression in group I, suggesting a better knowl-
edge of potential postoperative complications aiming at prevent-
ing the establishment of an abnormal functionality pattern.
Keywords: Chronic pain, Failed back surgery syndrome, Psy-
cho-social impact, Quality of life.
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RESUMO

JUSTIFICATIVA E OBJETIVOS: O desencadeamento e a
cronificagdo da sindrome dolorosa pés-laminectomia deve con-
siderar fatores psicossociais e emocionais, que comprometem a
qualidade de vida. O objetivo deste estudo foi identificar esses
fatores e avaliar a qualidade de vida de pacientes com sindrome
dolorosa pés-laminectomia.

METODOS: Trata-se de um estudo descritivo, exploratério,
comparativo, de corte transversal e abordagem quantita-
tiva, com amostra de um grupo teste (I), com diagndstico
de sindrome dolorosa pés-laminectomia (n=16) ¢ um grupo
controle (II) submetido a interconsulta na Clinica da Dor
(n=15). Os instrumentos foram a escala analdgica visual ¢ o
dolorimetro de Fischer. Para avaliar a qualidade de vida, foi
utilizado questiondrio WHOQOL-Bref ¢ para os fatores emo-
cionais ansiedade e depressio, o Inventario Beck de Ansiedade
e de Depressio.

RESULTADOS: Na amostra dos dois grupos houve predominio
do género feminino, média de idade de 42,3+5,8 anos (grupo 1),
maioria casada e média de escolaridade de 8,4+3,0 anos. O tem-
po médio de dor foi de 0,7+0,3 meses apds a cirurgia no grupo
I com limiar de dor mais baixo. As dimensoes fisicas e relagoes
sociais foram as mais comprometidas na qualidade de vida, assim
como os niveis de ansiedade e depressao.

CONCLUSAO: Esses resultados mostraram pior dor, quali-
dade de vida, ansiedade e depressio no grupo I, sugerindo
maior conhecimento de possiveis complicagbes pds-operatdrias
buscando niao permitir que se estabeleca um padrio anormal
de funcionalidade.

Descritores: Dor cronica, Impacto psicossocial, Qualidade de
vida, Sindrome pés-laminectomia.

INTRODUCTION

Failed back surgery syndrome (FBSS) is characterized by
residual or persistent pain after lumbar spine surgical pro-
cedures being increasingly a common modern medicine en-
tity'. Although the prevalence of persistent pain secondary
to the involvement of lumbosacral joints has been described
in controlled studies as approximately 15% to 45%, the
prevalence of pain after surgical intervention has not yet
been studied?’.
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People with chronic pain defined as persistent (beyond
the normal injury healing time and for more than three
months) have further physical incapacity, make more use
of analgesics, as well as look for emergency units with more
frequency. This implies a higher volume of expenditures
with not worked days®. It is also observed that when such
people are submitted to several interventions, these may
lead to unsatisfactory and inconclusive results, leading
them to adopt passive, manipulating and hostile attitudes,
originating inadequate results of analgesic and rehabilitat-
ing therapies®.

Some studies report that poor surgical results may come
from incorrect low back pain diagnosis, such as: rheuma-
tologic affections, primary or secondary spinal tumors,
vascular affections or pelvic inflammatory disease, among
others>®. Several factors have been pointed as contributing
to triggering and chronicity of lumbar painful syndromes,
especially psychosocial and emotional factors, which impair
quality of life (QL)".

In light of this context, this study aimed at identifying clini-
cal and psychosocial factors and at evaluating QL of FBSS
patients.

METHODS

This is a descriptive, exploratory, comparative, cross-sec-
tional study with quantitative approach. FBSS patients were
included, that is, persistent lumbar pain or early recurrence
before three months after surgical herniated disc procedure
(group I/ n=16), of both genders, without cognitive deficit,
seen by the Pain Clinic, Base Hospital / FAMERP. Patients
were admitted to specific postoperative low back pain am-
bulatory. Exclusion criteria were patients with evidences of
metabolic, inflammatory or oncologic diseases, or with seg-
mental instability evidenced by imaging exams. All patients
have signed the Free and Informed Consent Term (FICT).
Patients were allocated in two groups: test-group (I), with
FBSS diagnosis (n=16) and control group (II), submitted
to interconsultation in the Pain Clinic, without diagnosis
of musculoskeletal or neurological diseases, without history
of previous surgery, with recommendation to perform hik-
ing (pelvic pain, vascular, hormonal causes). Group II was
made up of individuals paired for age and education with
regard to group I (n=15). Subjects were evaluated with a
semi-structured interview to characterize socio-demograph-
ic and clinical data (age, gender, marital status, education,
pain duration, social losses).

With regard to lumbar region affections, patellar and ankle
reflexes were evaluated and classified as normal, increased,
decreased or abolished®, and Laségue signal, when positive,
indicated root involvement.

Fischer dolorimeter'® was used to evaluate pain, the pro-
cedure of which was to apply a pressure perpendicular to
skin surface at a speed of 1 cm/s on muscle motor points
where nerve roots are, observing possible increases in root
sensitivity, until the pressure sensation became pain, while

a pressure gage would record force. Lower values indicated
lower pain thresholds. Motor point was used as a reference
to assure procedure reproducibility and also with the ad-
vantage of evaluating always the same site. Dolorimetry was
performed on both sides for both groups. We have also ap-
plied the visual analog scale (VAS)'" which is a horizontal
10-cm line where the left edge means no pain and the right
edge the worst possible pain. Individuals were oriented to
mark a point on the line, equivalent to their pain intensity.
VAS is a simple and reliable tool to evaluate pain both in
clinical and research situations.

Generic WHOQOL-Bref questionnaire'? was used to evalu-
ate QL. This questionnaire is made up of 26 items evaluat-
ing 4 domains: physical, psychological, social relations and
environment. Answers to all WHOQOL-Bref questions are
obtained with a Likert-type scale with five points where
scores may vary from 1 to 5, in addition to two questions
about general quality of life, jointly calculated to generate a
single independent score, called overall or “general quality
of life”. To calculate domains scores, indices of component
facets summarize the domains to which they belong. Both
domains and general QL are measured in the positive direc-
tion, that is, higher scores mean better QL.

Emotional factors, such as anxiety and depression, were
respectively evaluated by Beck Anxiety Inventory (BAI)'
made up of 21 items and people shall indicate in a four-
point scale the severity of the symptom. Total score varies
from zero to 63 and provides anxiety intensity evaluation.
Anxiety level is classified as minimum (0-7), mild (8-15),
moderate (16-25) or severe (26-63). Depression was evalu-
ated with Beck Depression Inventory (BDI)', which is a
self-applied scale, translated and validated for Brazil, made
up of 21 items contemplating depressive symptoms and cog-
nitive attitudes. Scores for each BDI category vary from zero
to three, with zero corresponding to lack of depressive symp-
toms and three to presence of more severe symptoms. For
total score, up to 15 points means lack or minimal presence
of depressive symptoms, between 16 and 20 points there are
evidences of mild or moderate depressive symptoms, above
20 points indicates moderate to severe depressive symptoms.
Scores between 30 and 63 points mean very severe depres-
sive symptoms.

According to FBSS morphology and treatment methods
used, in this study patients were divided in two groups:
group I (n=16) suffering of this complication, and group II
(n=15) control, but paired in age and social conditions. QL-
related social characteristics, depression and anxiety trends,
in addition to interindividual variations related to physical
evaluation, such as painful sensitivity, reflexes and Laségue
signal were evaluated.

Statistical analysis

Whogqol Group syntax to be used in the software SPSS (Sta-
tistical Package for Social Science) was used. With it, the pro-
gram was able to check, recode and establish domains and
general QL scores.
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All subjects of both groups were submitted to a single eval-
uation and descriptive analysis was carried out with the
Excel program. Qualitative dada were analyzed by odds ra-
tio, and ordinal data by non-parametric tests. Significance
level was 0.05.

Este estudo foi aprovado pelo Comité de Etica em Pesquisa
da FAMERP (2384/2010).

RESULTS

Table 1 shows socio-demographic characteristics of groups
with differences and similarities in several aspects, such as
pain duration and social losses, loss of job and of ability to
perform some routine tasks, impairing their daily lives.

Table 1. Socio-demographic characterization of studied groups

Variables Groups n Mean, standard deviation and
frequency (%)
Age (years) | 16 42.3+5.8
Il 15 39.5+3.5
Gender | 16 Female 80 (n=12)
Il 15 Female 68 (n=10)
Marital status | 16 Single 18 (n=3)
Married 56 (n=9)
Divorced 18 (n=3)
Widow(er) 8 (n=1)
Il 15 Single 20 (n=3)
Married 42 (n=6)
Divorced 31 (n=4)
Widow(er) 7 (n=2)
Pain duration | 16 13.0+0.3 after surgery
(months) I 15 18.5:0.8
Education (ye- | 16 8.4+3.0
ars) I 15 8.0+4.6

As to pain threshold evaluated with Fischer dolorimeter on
muscles of patients of both groups, there have been lower
values for group I indicating lower pain thresholds, how-
ever without statistically significant difference. In both
groups, dolorimetry was performed on the right and left
sides (Table 2).

With regard to evaluated patellar and ankle reflexes, they
were classified in normal, increased, decreased and abol-
ished, observed in group I and presented in figure 1. It could
be observed that from 16 group I patients, 10 (62.5%) had
abnormal results, confirming the involvement of this neural
system.

According to Laségue signal (LS), GI had 11 (68%) patients
positive on both sides (R & L), 4 (25%) were positive just
to the left and 1 was bilaterally negative.

With regard to pain perception, mean VAS score was higher
for GI as compared to GIL.

General QL-related variables mean was 50.8 for GI, with
the physical domain as the most impaired, with score of

44.1 (Table 3).
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Table 2. Mean, standard deviation and significance of dolorimetry on
quadratus lumborum, vastus medialis, rectus femoris, vastus lateralis,
gastrocnemius/gemeli, gluteus maximus, gluteus medius, pyriformis
and abductor muscles, evaluated in all patients.

Dolorimetry (kg/cm?) Group | Group Il p value
Muscles Mean & standard deviation

RQLP 1.2+ 0.6 2.0+£0.6 0.06
LQLP 1.5+ 0.7 1.9+0.6 0.06
RQLD 1.2+ 0.6 1.7+£0.4 0.05
LQLD 1.1+ 0.5 1.6+0.7 0.07
RVMP 1.1+ 0.7 1.2+£0.9 0.08
LVMP 1.2+ 0.9 1.9+0.6 0.05
RVMD 1.1+ 0.7 1.7£0.3 0.06
LVMD 1.9+ 0.6 2.5+0.8 0.06
RRFP 1.6+ 0.7 2.0£0.5 0.08
LRFP 1.7+ 0.4 1.8+0.4 0.06
RRFD 1.7+ 0.3 1.8+£0.7 0.06
LRFD 1.7+ 04 2.8+0.4 0.07
RVLP 1.7£0.3 1.6+£0.4 0.06
LVLP 1.7£0.3 1.4+£0.4 0.05
RVLD 1.7+ 04 2.5+0.4 0.06
LVLD 1.6+ 0.3 1.8+0.3 0.06
RGP 1.8+ 0.4 1.8+0.4 0.06
LGP 1.5+ 0.2 2.0+0.4 0.06
RGD 1.6+ 0.4 1.8+£0.7 0.08
LGD 1.5+ 0.4 2.0+0.4 0.07
RGMAP 1.7+ 04 1.7£0.3 0.07
LGMAP 1.7+ 0.3 1.9+£0.5 0.06
RGMAD 1.5+0.2 1.8+0.3 0.07
LGMAD 1.6+ 04 2.5+0.4 0.08
RGMEP 1.3+ 0.6 1.7+£0.4 0.07
LGMEP 1.4+0.7 2.0+0.4 0.06
RGMED 1.4£0.7 1.8+0.4 0.05
LGMED 1.6+0.4 1.7£0.4 0.06
RPP 1.6+ 0.4 1.6+0.4 0.06
LPP 1.2+ 0.6 1.8£0.7 0.07
RPD 1.2+ 0.6 2.8+0.4 0.06
LPD 1.2+ 04 1.8+0.4 0.06
RAP 1.3+ 0.3 2.0+0.4 0.08
LAP 1.1+ 0.2 1.5+0.5 0.05
RAD 1.4+£0.2 1.6+£0.4 0.06
LAD 1.4+ 0.2 1.8+£0.4 0.07

R & LQLP = right and left quadratus lomborum proximalis; R & LQLD = right
and left quadratus lumborum distalis; R & LVMP = right and left vastus me-
dialis proximalis; R & LVMD = right and left vastus medialis distalis; R & LRFP
= right and left rectum femoris proximalis; R & ERFD = right and left rectum
femoris distalis; R & LVLP = right and left vastus lateralis proximalis; R & LVLD
= right and left vastus lateralis distalis; R & LGP = right and left gastrocnemius
proximalis; R & LGD = right and left gastrocnemius distalis; R & LGMP = right
and left gluteus maximus proximalis; R & LGMD = right and left gluteus medius
distalis; R & LPP = right and left pyriformis proximalis; R & LPD = right and left
pyriformis distalis; R & LAP = right and left aductor proximalis; R & LAD = right
and left aductor distalis.

* p<0.05 - statistical non-parametric Mann-Whitney test.
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RPR LPR RAR LAR

Figure 1. Presence of patellar and ankle reflexes referred by group |
patients (n=16)

RPR = right patellar reflex; LPR = left patellar reflex; RAR = right ankle reflex;
LAR = left ankle reflex

Table 3. Scores of pain evaluation and quality of life domains, accor-
ding to generic WHOQOL-Bref questionnaire, for both groups

Quality of life domains Group | Group Il p
Mean & stan- Mean & stan-  value
dard deviation dard deviation

Physical 44.1£13.9 56.4+3.0 0.04*

Psychological 50.0+24.0 51.4+16.7 0.08

Social relations 47.3+21.3 62.0+15.0 0.03*

Environment 62.0+15.5 62.5+16.7 0.08

General quality of life 50.8+18.5 58.0+12.8 0.04*

Visual analog scale 7.0+0.27 5.1+0.26 0.048*

*Statistically significant — p<0.05. Mann-Whitney test.

Beck Anxiety Inventory (BAI) data analysis has shown
mean of 14.5, considered mild and without significant dif-
ference (p>0.05) between groups. Mean depression (BDI)
was 17.75, indicating that above 16 there are already signs
of possible depression. In this statistical correlation, there
has been difference between groups (p<0.05), which affects
quality of life of FBSS patients (Figure 2).

17,75

16

H BAI

BDI

Group | Group I Group | Group Il

Figure 2. Numerical characteristics (mean) of anxiety and depression
evaluation scores, according to Beck Inventory for group | (n=16) and
group Il (n=15)

BAI = Beck Anxiety Inventory; BDI = Beck Depression Inventory.

DISCUSSION

The incidence of back surgery failure resulting in return of
pain has been scarcely studied, however its chronicity has
been reported by some authors as affecting 15% to 20% of
individuals'.

Age of BSFS patients included in this study has varied from
25 to 79 years (mean of 42.3+5.8 years), with pain duration
of 13 months and moderate intensity (7.0). In a study by
Teixeira et al.? indices were similar, being different only with
regard to gender, which in our study was predominantly fe-
male. With regard to pain threshold there has been no signifi-
cant difference between groups.

Some authors refer a variety of factors which may induce
BSEFS, such as possible spinal nerve root injury, which has
been surgically decompressed, non-recovery of previous
trauma being a constant source of nerve or sciatic pain. In
other cases, scars which may involve nervous roots and induce
chronic pain, the presence of spinal structural changes which
are developed above or below a spinal fusion site, recurrent
herniated disc, spinal or pelvic ligament instability, among
others; however, to develop an effective treatment plan, it is
necessary to identify individual variations and the impact on
their QLS.

So, due to the understanding of possible postoperative com-
plications, there is the need to measure QL, social losses and
emotional factors to understand the dynamics of the thera-
peutic process and to intervene when necessary, preventing
the establishment of an abnormal functionality pattern®.

QL is directly related to postoperative recovery of FBSS pa-
tients, especially the physical dimension, according to a study
of Meneffe et al.?*® which reports that the influence of per-
sonal, cultural and affective factors is critical for satisfactory
recovery and maintenance of adequate QL. The influence of
those factors on patients with surgical indication may be pre-
dictor of the occurrence and expression of pain?'.

North et al.?? have evaluated 102 patients with persistent
or recurrent pain after back surgery (mean of 2.4 previous
surgeries) and after a 5-year follow-up they have reported
relief in 34%; 15% were retired and most have decreased or
eliminated analgesics consumption. They have also recorded
better prognosis for young and female patients. These re-
sults suggest that selection criteria for repeated back sur-
geries require further evaluations, together with a review of
treatment results, and that alternative approaches should
always be considered.

Individuals with pain after surgical failure (GI), in our study,
had significantly higher pain scores (p<0.05) as compared to
GII. There are few studies investigating emotional factors in
this population but according to some studies, psychosocial
factors have significant impact on pain, being often respon-
sible for the chronic use of opioids®".

The social profile of this sample was also observed and re-
ferred several social losses for GI (17% unemployment, 18%
retirement and 65% social security), for which no compara-
tive data were found in other studies.
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Our results suggest that pain complaint in FBSS patients
negatively interferes with QL and the study of pain should be
encouraged and prioritized, due to the complexity, subjectiv-
ity and individuality of this subject.

CONCLUSION

Our study has observed moderate and lasting pain in FBSS
patients. Physical dimension was the most impacted dimen-
sion when QL was evaluated and labor activity was affected.
There has been high prevalence of depression.

Considering that there are few scientific evidences in global
evaluation of such patients, knowing involved factors through
tools and evaluations allows the testing of interventions aim-
ing at improving chronic pain.
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