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Our Landscape 
•  LBP is the leading cause of disability in adults 

<45 yrs old 
•  It is the 3rd leading cause of disability in adults 

>65 yrs old 
•  1% of U.S. population is disabled due to LBP 
•  <10% of cases account for 80% of cost 

–  Andersson 1998 



Epidemiology 

•  75-85% lifetime 
prevalence of LBP 

•  40% lifetime prevalence 
of sciatica 

•  6-7% of patients/ year 

–  Andersson 1998 
–  Croft 1998 
–  Vanharanta 1989 



Epidemiology 

•  40-50% of patients better w/in 1 week 
•  75% of patients with sciatica symptom 

free at 6 months 
•  90% of episodes resolve w/o treatment 

–  Berquist-Ullman 1977 
–  Dixon 1976 
–  Vanharanta 1989 



Epidemiology 
•  Acute LBP  

– Recurrence rate up to 80% at one year 
– Only 25% fully recovered at one year 

•  Subacute LBP 
– 72% had pain at one year 
– 14% markedly disabled at one year 

•  Croft 1998, Hides 2000, Wahlgren 1997 



We can do lots of things  
for LBP 



Our Landscape 

From Deyo et al, J Am Board Fam Med 2009 



Our Landscape 

From Deyo et al, J Am Board Fam Med 2009 



Interventional Pain 
Procedures 

In 2016, about 1 IPM procedure was performed 
for every 10 Medicare beneficiaries 



“You gotta be kidding!  Your back still hurts?” 

…but do they help? 



Our Landscape 
•  Freburger et al, Arch Int Med 2009 

– Phone surveys in NC in 1992 and 2006 
– Rates of chronic, impairing LBP (>3 mos) 
– 3.5% in 1992 

•  73% sought care 
– 10.6% in 2006 

•  84% sought care 



Our Landscape 
•  Martin et al, JAMA 2008;299:656-64 

–  Over 45,000 respondents assessed 
–  Expenditures for those w/ spine problems 

increased 65% from 1997-2005 
–  Proportion w/ LB or neck pain reporting functional 

limitations increased from 20.7% to 24.7% 
–  Mental health, phys function, work & social 

limitations for those w/ spine problems were worse 
in 2005 than 1997 



Our Landscape 
•  Why is this? 
•  Because we get paid to treat pain rather 

than health? 
– The more invasive the treatment, the more 

we get paid 



Our Landscape 

•  Carey TS et al, Spine 2009 
•  Phone survey 5400 households in NC 

– 3300 had adult with Hx back or neck pain 
•  Detailed survey of  706 adults w/ CLBP 

– > 3 mos of pain 
– > 24 episodes of pain w/in past year 
– Pain had to interfere with usual activities 



Our Landscape 

•  Carey TS et al, Spine 2009 
– Data on 84% who sought medical care 

•  Mean 10 years of pain 

– 61% took narcotics w/in past 30 days 
•  Higher levels of disability and pain 
•  65% positive depression screen 

– Compared to 45% not on opiates 

– 26% took both narcotics and muscle relax 
– 18% took TCA or anti-epileptic 



Our Landscape 

•  Carey TS et al, Spine 2009 
– 2.7 provider types per pt, 21 visits per year 
– 46% had plain X-rays in past year 
– 32% had CT or MRI in past year 

•  52% of these had a second advanced study 
– 24% had injections (mean of 4 per pt) 
– 21% manipulation (mean 21 visits) 
– 34% traction/ corset/ TENS 



Our Landscape 

•  Carey TS et al, Spine 2009 
– Data on whole group 
– 54% positive depression screen, of which 

•  Only 38% took on anti-depressant 
•  Only 12% saw a psychologist or psychiatrist 



Our Landscape 

•  Carey TS et al, Spine 2009 
– Large majority w/ CLBP seek lots of care 
–  “Tests and treatments often do not reflect 

the best evidence.” 
– Over-utilization of muscle relaxants, 

imaging, and passive care modalities 
– Under-utilization of therapeutic exercise 

and treatment for depression 



Our Landscape 

•  Perhaps part of this is that our payment 
structure rewards the wrong things 

•  Perhaps part of this is that we are 
treating the wrong thing 



Tuesday 

•  60 yo  
•  5 yrs LBP 
•  Segmentation anomaly 

–  Spina bifida oculta L6 
–  Isthmic spondy L6/S1 

w/ pars defects 
–  Hypertrophic, dysplastic 

facet L5/L6 



Tuesday 

•  72 yo 
–  1 month LBP 
–  Acute L4 comp fx 
–  Old T12 fx 



Tuesday 

•  70 yo 
–   LBP > left leg pain 
–  Hx surgery L4/5 
–  Advanced disc 

degeneration  
–  Degen scoliosis 
–  Degen spondy L3/4 
–  BKA 



Tuesday 

•  27 yo with EDS 
–  LBP, thoracic pain 
–  75-85o scoliosis 
–  Marked hip dysplasia 

•  Femoral heads at IC 
•  Ambulatory 



Tuesday 

•  50 yo male 
–  1.5 yrs right LBP & 

thoracic pain 
–  Disc degen T12/L1 
–  Mild facet DJD 

multiple levels 



Tuesday 

•  Guess which patient 
had the highest 
levels of pain and 
disability? 



Tuesday 

•  Why? 
•  Clearly the least 

impressive imaging 
abnormalities 

•  Maybe weak core? 
–  Really? 

•  Why is he in 
distress? 

•  MVA 
•  Hx chronic fatigue 
•  Concurrent divorce 
•  Poor sleep 
•  Not resumed baseline 

activities 
•  Depression 
•  Relief w/ passive care 
•  Job dissatisfaction 



Tuesday 

•  Despite having multiple risk factors for 
poor outcomes with every intervention 

HE WAS THE ONLY ONE 
REFERRED FOR AN 

INJECTION !!!!!!!!!!!!!!!!!!!!!! 

(I didn’t suggest one) 



Understanding Pain 

 Pain is a complex perception- an 
experience- not a thing that can be 
surgically excised or pharmacologically 
“killed.” 

–  Sinclair 2003 



Understanding Pain 

•  Chronic LBP is associated w/ physical 
and social changes 
– Peripheral & central nervous system 
– Mood 
– Sleep 
– Physical conditioning 
– Social functioning 



Understanding Pain 

•  Despite the data, we 
largely follow the 
model of “the pain 
generator” 

•  Disc, joint, muscle, 
fascia, etc. 



Understanding Pain 

•  We translate a complex, experiential 
phenomenon into a single item 
– Pain 

•  We don’t ask about other components 
•  In medicine 

– Pain = nociception 



Understanding Pain 

•  How do we treat nociception? 
– Medications 

•  Opiates 

–  Immobilization 
– Shots 
– Surgery 

 

This is a failed 
model for treating 

LBP 



Understanding Pain 

•  Are we really treating pain? 
– Suffering 
– Frustration 
– Loss 
– Depression 
– Anxiety 
– Fear 



Understanding Pain 

•  UPMC data 
– Strong correlations between LBP and: 

•  Mental Health Diagnoses 
•  Osteoarthritis 
•  CAD 
•  Diabetes 

–  Is LBP really an isolated disease? 
–  Is it part of a more systemic health process? 



Assessment 

•  Exam & imaging relatively non-specific 
•  Absent red flags or neurological issues, 

it is often difficult to ID the cause of pain 
•  Early eval generally directed towards: 

– Screening 
– Understanding driving factors 
–  Identifying barriers 



Assessment 

•  Bad Things = Red Flags 
– Fracture 
– Significant neurologic injury 

•  Cauda equina injury 
•  Radiculopathy 

– Tumor or infection 
– At least 80% of patients in a primary care 

practice have at least 1 red flag 
– Downie et al 2013 



Assessment 

•  Ask different questions 
– Belief systems 
– Social supports 
– Family dynamics 
– Work factors 
– Psychological factors 
– Abuse 



Assessment 
Imaging 

•  Red flags 
•  Need a diagnosis 
•  Not predictive of who will have pain 
•  Know what you are looking for 

– You may learn too much 
– You need to know what to do with what you 

find, intentional or not 



Imaging 
•  Jarvik et al, 2001. 148 pts VA hospital 

–  Av 54 yo, no LBP for 4 mos, 46% never had LBP  



Imaging 
•  Boden et al, 1990 

–  67 adults with no history of LBP 
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 It is much more important to know which 
patient has the disease than which disease 
the patient has.   

–  Osler (1849-1919) 



Treatment 

•  All treatment should be viewed through 
the lens of optimizing health 

•  If you think something bad might be 
going on, get them the help they need 

•  If nothing bad is going on, the goal is to 
get them moving as soon as possible 
within what is tolerated 



Treatment 

•  Use specific medications for specific 
purposes 

•  Modalities, movement, early activation 
or manual therapy with PT, chiro can be 
helpful for acute, uncomplicated LBP 

•  Limited data on interventions 
•  Fear, anxiety & passivity are problems 



Opioids 

•  HHS.GOV/OPIOIDS 2016 data 
– 42,249 people died from overdose 
– 2.1 million had opioid use disorder 

•  CDC report, Shah A et al, March, 2017 
– For patients prescribed opiates for at least 

1 day, 6% were still on at one year 
– 6 days = 10% 
– 31 days = 40% 



How harmful are opioids? 

Characteristics of Initial Prescription Episodes and Likelihood of Long-Term Opioid 
Use — United States, 2006–2015 
Anuj Shah; Corey J. Hayes, Bradley C. Martin 



Opioids 

•  Not particularly helpful in LBP 
•  In ED pts given naproxen + another rx, 

no difference in pain/ fxn at 1 wk: 
– Placebo 
– Oxycodone 
– Cyclobenzaprine 
– Diazepam 

•  Friedman BW et al, 2015 and 2017 



Opioids 

•  Krebs et al, JAMA 2018, SPACE trial 
•  240 pts w/ mod-sev LBP or hip/knee OA 
•  Randomized opioid vs non-opioid meds 
•  At 12 mos 

– No difference in pain related function 
– Less pain in the non-opioid group 
– More side effects in the opioid group 



Opioids 

•  Krebs et al, JAMA 2018, SPACE trial 
•  Results do not support the initiation of 

opioid therapy for moderate to severe 
chronic back pain or pain from hip or 
knee OA  



Exercise 

•  For acute LBP, keep people moving 
– Activity as tolerated 
– Limit bed rest/ immobility 

•  Guided exercise is generally helpful 
– No evidence that one particular exercise 

approach is superior to others 
– Core stability equivalent to active exercise 

 



How helpful is exercise? 



How do we help our patients? 

•  Identify what we are treating 
– Pain 
– Suffering 
– Disability 
– Depression 
– Distress 
– The disc, joint, muscle, posture…? 



How do we help our patients? 

•  Understand the patient 
– Belief systems 
– Expectations 
– Real goals of treatment 
– Barriers 

•  Ask different questions 



How do we help our patients? 

•  Look for consistency 
– Does the evidence match the story? 
– Does the evidence explain the extent of 

pain and disability? 
– Does it seem like a part of the puzzle is 

missing? 



How do we help our patients? 

•  Direct them toward healthy goals 
•  Foster independence 
•  Direct them away from unhealthy goals 

–  “More Vicodin, please” 



In the process of doing this… 

•  DO NOT: 
–  Say they have the 

back of someone 20 
years older  

–  Tell them to avoid 
anything that hurts 

–  Emphasize that their 
spine can be “fixed”  

–  Make them feel like 
an outlier 

•  DO: 
–  Help them take a 

broader view 
–  Encourage 

appropriate activity 
–  Be realistic- they 

may have to do 
some work 

–  Allow them to be 
human 



Consider getting help when: 

•  Red or Yellow flags are present 
•  Pain is not manageable 
•  There are neurologic concerns 
•  Seemingly rational care is not helping 
•  Things don’t add up 



5 Things People Need to be Well 

•  Exercise 
•  Nutrition 
•  Sleep 
•  Social Engagement 
•  A Passion to Pursue 



UPMC 

•  Center for Spine Health 
– Pilot program at St. Margaret’s 

•  Rapid access to advanced PT 
•  In house access to PM&R, psych, 

nutrition, health coach, behavioral mod 
•  Alignment with other specialties 
•  Focus on active treatment and health 



Conclusions 

•  Much of our current treatment is not 
effective or guideline based 

•  Pain is a multidimensional phenomenon 
•  Care should be directed towards 

empowering the patient and overcoming 
barriers to improvement 

•  Treat to optimize health  



“This treatment cleanses your system of all its excess money.” 


