Low Back Pain: It’s Time for a

Different Approach
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routine back care

In spite of great effort, low back pain (LBP) remains a significant burden on society and one
of the most common reasons to see a primary care provider. The conventional medical mes-
sage about acute LBP is inconsistent with its actual clinical course. There is little agreement on
the cause or best treatment. Back pain is “over-medicalized.” Routine care is fragmented and
episodic. We propose shifting to a practical, stratified approach based on rapid clinical recog-
nition of mechanical syndromes with early identification of psychosocial issues and potentially
serious pathologies. LBP is a chronic condition; the goal is control, not cure.
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ow back pain (LBP) is one of

the most prevalent and costly

complaints in North America.!
It is among the most common medi-

cal reasons to see a family physi-

cian and is an enormous burden to
society in general and the delivery of
health care in particular.>3 Whether
it is the failure of our current medical
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paradigm, the widely accepted mis-
conceptions, or misguided policies of
third-party payers, the fact remains
that unlike many other debilitat-

ing conditions and despite great
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efforts, the problem of LBP contin-
ues to grow.3+ Many patients suffer
brief, self-limiting episodes of LBP,
but these are not the challenge.5¢
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It is persistent or recurrent LBP that
strains the system, disrupts society,
and adversely impacts the individual.
Just 25% of patients with LBP gener-
ate 75% of the financial and social
costs.”

To better manage these complex
patients, we need to distinguish sev-
eral key aspects of LBP. First, the con-
ventional medical message about acute
LBP is inconsistent with its actual
presentation.®® The current guidelines
are correct that LBP is a benign condi-
tion with a favourable natural history,
but this statement is often misinter-
preted by patients and providers to
mean that every attack will end quickly
and all will be well.> The majority of
patients with a favourable course do
not seek care from a physician.® Grow-
ing evidence demonstrates that for
patients requiring help, the symptoms
are likely to return and, in a number of
patients, to become chronic.? Although
this is acknowledged in many guide-
lines, it is not emphasized and no
guideline adequately addresses how
to deal with the fear and uncertainty
of persistent or repeated LBP.5 Not
unreasonably, for the patient who
has been told, “Don’t worry, it will get
better,” and for the physician who has
followed the initial recommendation
of current guidelines, continuing or
recurring symptoms raise the spectre
of an ominous pathology or serious
illness.

Second, there is little agreement
on the source of pain or the best man-
agement for a large number of suffer-
ers of LBP, particularly those who have
dominant back pain with minor leg
symptoms and no neurological find-
ings.'° The unhelpful and misleading

term non-specific low back pain leads
to the initial treatment of acute LBP
as a homogeneous entity using simple,
standardized, “one size fits all” rou-
tines that are frequently ineffective.5°
LBP is a heterogeneous affair, and all

JusT 25% OF PATIENTS WITH LBP
GENERATE 75% OF THE FINANCIAL AND
SOCIAL COSTS.

current research points to significantly
better outcomes with a more specific
and stratified clinical approach.
Although there is no uniform agree-
ment as to the best non-surgical
management, it is agreed that doing
something active is better than adopt-
ing a passive, dependent approach.

This heterogeneity leads to a
third problem, the “medicalization”
of LBP.# Medical training and soci-
etal expectations dictate that we must
establish a cause for the pain and base
our therapy on a recognized pathol-
ogy. This makes sense for diseases
for which there are reliable means of
diagnosis and an associated remedy.
But most patients complaining of LBP
experience symptoms from a minor
mechanical disturbance, not a disease.
The severity of the pain, which can be
extreme, does not reflect the serious-
ness of the underlying problem.

In the majority of cases, the issue
is nothing more than the inevitable
consequence of “wear and tear,” with
or without a specific aggravating event.
The limited nature of the derangement
makes a definitive diagnosis impos-
sible.+1*1415 [ooking for the source of
back pain with computed tomography
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Although current guidelines
appropriately recommend a bio-psy-
chosocial approach to LBP, as a result
of their training, physicians tend to
spend an inordinate amount of time
and expense on the “bio” portion,
particularly in trying to identify the
source of pain.+* Yet the psychosocial
aspects, the yellow flags of maladaptive
behaviour and social dysfunction, are

scans results in a 30% false-positive
rate—the identification of genuine
findings that are irrelevant to the
patient’s pain. Magnetic resonance

THE GOAL IS CONTROL, NOT CURE, AND
CONTROL IS NOT ONLY POSSIBLE, IT IS
READILY ACHIEVABLE.

imaging carries a lack of specificity
that can exceed 80%.'4'° These imag-
ing “abnormalities” generally do not
correlate to the specific symptoms,
pain severity or degree of disability.
Ultimately, for the majority of low
back complaints, obtaining spinal
imaging does not improve patient out-
comes.*5 The demand for a test that
tells us what is wrong is often driven
by the patient and directly or indirectly
by third-party payers who require a
structural diagnosis even when none

is available.4” The physical origins of
back dominant pain are well recog-
nized, but pinpointing the pain genera-
tor in a particular individual may not
be possible.

Spinal imaging does, however,
substantially increase resource uti-
lization.+'4® The direct cost of the
investigation is compounded by the
subsequent unnecessary expense of
a specialist consultation or further
investigations. Unfounded concerns
produce the indirect costs of lost work
time and needless restrictions. It is dif-
ficult and time consuming to explain to
a patient why a reported abnormality
is not necessarily abnormal or in need
of treatment or even related to the
pain.’®

the most predictive factors for chronic-
ity.2° Identifying and addressing the
yellow flags is labour intensive. These
steps may be outside the comfort zone
of the primary care provider or seem
unfeasible in a busy primary care prac-
tice.>?! Unfortunately, the necessary
services such as cognitive behavioural
therapy are generally not covered

by health care systems or insurance
companies; as a result, many patients
requiring these types of therapy do not
get them in a timely manner or at all.
It is difficult to resolve well-established
maladaptive behaviours and easy to
question the efficacy of a treatment
applied too late.

The fourth issue is the frag-
mented and episodic nature of care.??
Patients with back pain receive con-
flicting information and advice from
medical specialists, allied health
professionals, family members and
friends, and, of course, the Inter-
net.’> Optimal patient management
is best delivered in a shared-care
model with consistent messaging by
primary care, specialist and rehabilita-
tion professionals. Patients select what
resonates with them or do nothing
in the face of so many contradictory
opinions. Many continue to search for
something that is going to “fix” their
back pain.

8 Journal of Current Clinical Care Educational Supplement « January 2013



Low Back Pain: I1’s Time For A DiFrERENT APPROACH

- u

Key Points =

1. Your low back pain does not indicate serious

and in some cases, become chronic.

your recovery.

To better manage complex low back cases, the following key messages apply to the majority of patients;

damage even though it may be very painful, recur and,

2. Notall patients have the same triggers to their low
back pain. Your health care professional can help
you understand the best activities and exercises for

3. MRIwill show many structural alterations in the spine
that are related to common anatomical changes. This
information does not help us manage your recovery.

4. Low back pain is a common condition and not a
disease. It is best managed by reducing pain in order
to increase function.

Recognizing the pitfalls in our
current medical approach to LBP, we
propose a paradigm shift to a more
practical, stratified approach that
changes the messaging and manage-
ment of LBP to reflect what LBP is—a
chronic human condition.+'2 We
must be both proactive and preventa-
tive. The first step is convincing the
patient that LBP is manageable albeit
likely to recur. The goal is control, not
cure, and control is not only possible,
it is readily achievable. It consists
of phases of symptomatic treatment
while engaging the patient in self-
management maintenance and pre-
ventative strategies. Most LPB arises
from minor mechanical derange-
ments that produce an identifiable
compilation of symptoms suggesting
a probable anatomical source and,
more importantly, an initial patient-
specific management strategy."
Appropriate expectations, a primary
focus on the return of function and
as well as pain reduction, and long-
term, self-directed control should
reduce both the chronicity and health

care utilization.+'>23-25 Individuals
without a specific mechanical pat-
tern, who fail to respond or become
less specific over time, or who have

a concurrent non-spinal complaint
require further attention. Up to 30%
of patients with LBP have associated
yellow flag psychosocial issues.!?20:26
Less commonly, there may be a red
flag for non-mechanical causes such
as inflammatory disease, infection,
or tumour.272%2° Reliably screening
for these unusual presentations is
possible by through a precise, back-
specific history and physical examina-
tion. The next three articles provide
a practical approach that will enable
you to confidently assess and initiate
patient-specific management within
the continuum of LBP.
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