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DEMOGRAPHICS

* Back pain is a common health problem worldwide,
with an estimated mean point prevalence of 11.9%
and a 1-month prevalence of 23.2%

* The prevalence is highest in adults aged between 40
and 80 years old.

* Therefore, in a globally ageing population, back
pain plays a significant role in morbidity figures,
and it represents the leading cause of years lived
with disability

« Pain. 2021 Jun; 162(6): 1632—-1640.


https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8120685/

Risk factors for non-improvement

* A prospective cohort study in general practice was conducted (Back
Complaints in the Elders, Netherlands), including 675 patients >55
years with a new episode of care for back pain. Three definitions of
nonrecovery were used combining 6-month and 12-month follow-up
data: (1) persistent back pain, (2) persistent disability, and (3)
perceived nonrecovery.

» Developing clinical prediction models for nonrecovery in older patients seeking care for
back pain: the back complaints in the elders prospective cohort study. Pain. 2021 Jun; 162(6):
1632—-1640.


https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8120685/

Predictors for persistent nonrecovery after 6 and
12 months.

* Biological factors:

* increasing age, chronic duration of symptoms, higher pain mtensity and higher
back pain—related disability, a recent back pain episode, musculoskeletal
comorbidity, spinal morning stiffness of over 30 minutes, pain during spinal
rotation,

* Psychosocial factors:

* lower expectation of patients to recover from their back pain, depressive
symptomatology, and pain catastrophizing

« Developing clinical prediction models for nonrecovery in older patients
seeking care for back pain: the back complaints in the elders prospective
cohort study. Pain. 2021 Jun; 162(6): 1632—1640.


https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8120685/

Financial costs of CLBP
in older adults

* Atotal of 2498 013 adult patients with a
new LBP or LEP diagnosis

* Morethan half (55.7%) received no
intervention.

* Only 1.2% of patients received surgery, but
they accounted for 29.3% of total 12-month
costs (5784 million).

* Total costs of careamong the 98.8% of

patients who did not receive surgery were
$1.8 billion.

 JAMA Netw Open. 2019;2(5):e193676.




Financial costs of CLBP in older adults

e Patients who did not undergo surgery
frequently received care that was
inconsistent with clinical guidelines for
LBP and LEP: 32.3% of these patients
received imaging within 30 days of
diagnosis and 35.3% received imaging
without a trial of physical therapy.

« JAMA Netw Open. 2019;2(5):e193676.




Predictors of persistent disability

* Sex, race, worse baselineclinical characteristics of back pain, leg
pain, back-related disability andduration of symptomes,
smoking, anxiety symptoms, depressive symptomes, a history of
falls, greater number of comorbidities, knee osteoarthritis,
wide-spread pain syndromes, and an index diagnosis of lumbar
spinal stenosis.

* Withinthe imaging data subset, central spinal stenosis was not
associated with disability or pain.

Predictors of Persistent Disability and Back Pain in Older Adults
with a New Episode of Care for Back Pain. Pain Med. 2017 Jun
1,18(6):1049-1062.




Unnecessary Imaging

* Unnecessary imaging:

1s of limited diagnostic value

provides no benefits for function, pain, or disability
may lead to worse health outcomes

exposes people to unnecessary radiation (for x-ray and
CT)

Imaging may also lead to unnecessary invasive
diagnostic procedures and subsequent treatment,
increased waiting time for people who are in need of
appropriate diagnostic imaging, poor utilization of
human resources, and excessive costs

BMC Musculoskelet Disord. 2019; 20: 50.



https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6359752/

Biopsychosocial

model of pain

N Biological
. Factors

e Pain Intensity
\ e Physical Health
‘ e Trauma / Injury
e Sleep - Disturbed

-4 ¢ Medication Use

PAIN

Social

Factors
e Work / Disability
e Cultural Factors
e Economic Factors
e Environmental
Factors
e Low Job Satisfaction



Prevention: public health and prevention
strategies

* The percentage of survey respondents agreeing that they should stay active
through LBP increased annually from 58.9 to ~72.0%. Respondents reporting
exposure to campaign messaging were statistically significantly more likely
to agree with staying active than respondents who did not report exposure
to campaign messaging (adjusted OR, 95% Cl =1.96, 1.73-2.21).

* Long-term evaluation of a Canadian back pain mass media campaign. Eur
Spine J. 2017 Sep;26(9):2467-2474.



P reve nt| on @ Rochester Lifestyle
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 What are some potential upstream prevention strategies?
Jumpstarting Health With a 15-Day Whole-Food Plant-Based Program (Friedman et al)

In summary, a 15-day, intensive program that helps patients adopt an Esselstyn-style
WEFPB diet, without portion-control or calorie-counting, and that uses education,
individualized medical feedback, social support, and facilitated small group work, leads
to rapid improvements in health.

Theseimprovementsinclude weight loss; reductionsin blood pressure, cholesterol,
and blood sugar; and positive changes to energy, mood, pain, and sleep. The brevity
of the program allows patients experience the benefits of a new eating patternin a
very short period of time. This program also provides ascalable, replicable approach to

introducing patients to dietary changes that have the potential for enduring health
benefits.




W h at iS th e The global gap between evidence and

practice relates to both overuse of low-

best Way tO value care as well as underuse of high-

value care and is apparent across all

Mana ge income settings.
CLBP In

O ‘ d e r Prevention and treatment of low back pain: evidence, challenges, and

adults?

promising directions. Lancet 2018;391:2368-83.




Decrease low value care

* The surge m global low-value care for low back pain that includes
presentations to emergency departments, liberal use of diagnostic
imaging, opioids, spinal injections, and surgery has also led to
skyrocketing medical and human costs.

« Pain. 2020 Sep; 161(1): S57-S64.



https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7434211/

So where do we go from here?

* Lancet Series: the "Magnum Opus" Regarding the Evidence on Low
Back Pain.

THE LANCET LOW BACK PAIN SERIES

Launch Dates:

March Zlet, 20018 - 1700 GMT
March 22nd, 208 - 000 AEST

Witlowbackpain I

* Lancet Low Back Pain Series Working Group. Lancet. 2018 Jun
9;,391(10137):2368-2383.



THE LANCET LOW BACK PAIN SERIES

Lancet Series:

March Zist. 2018 - 17.00 CMT
March 22nd. 2018 - 0400 AEST

Witlowbackpain

* Guidelines recommend self-management, physical and psychological
therapies, and some forms of complementary medicine

* Place less emphasis on pharmacological and surgical treatments;
routine use of imaging and investigations is not recommended

BACK PAIN

BACK PAIN IS THE
#2 mosT commoN
reason for visits to the doctor’s offi

SOUTHERN CALIFORNIA
PAIN INSTITUTE
BACK PAIN

FACTS

3] MILLION AMERICANS
experience low-back pain at any given time

AMERICANS SPEND AT LEAST

$50 BILLION each year on back pain.

#1 BACK PAIN IS THE
LEADING CAUSE
of disability in people under 45

llllllllllllllllll

TIPSTO WHAT ARE
PREVENT IT

THE CAUSES?

* SCIATICA

quit smoking.




THE LANCET LOW BACK PAIN SERIES

Launch Dates:

|_a ncet S e ri es: o

Wtlowbackpain |

* Promising solutions include:
* Focused implementation of best practice
* The redesign of clinical pathways
* Integrated health and occupational care
* Changes to payment systems and legislation
* Public health and prevention strategies




Education and self-care

Acute low back pain
(<6 weeks)

* Advice to remain active-
* First-line treatment, consider for
routine use
e Education
* First-line treatment, consider for
routine use
 Superficial heat

e Second-line or adjunctive
treatment option

Persistent low back pain
(>12 weeks)

e Advice to remain active

* First-line treatment, consider for
routine use

e Education

* First-line treatment, consider for
routine use

e Superficial heat
e |nsufficient evidence



Non-pharmacological therapy

Acute low back pain (<6 weeks) Persistent low back pain (>12 weeks)
* Exercise therapy * Exercise therapy

* Limited use in selected patients * First-line treatment, consider for routine use
* Cognitive behavioural therapy * Cognitive behavioural therapy

* Limited use in selected patients * First-line treatment, consider for routine use
e Spinal manipulation * Spinal manipulation

* Second-line or adjunctive treatment option * Second-line or adjunctive treatment option
* Massage * Massage

* Second-line or adjunctive treatment option * Second-line or adjunctive treatment option
* Acupuncture * Acupuncture

* Second-line or adjunctive treatment option * Second-line or adjunctive treatment option
* Yoga * Yoga

* Insufficient evidence * Second-line or adjunctive treatment option
* Mindfulness-based stress reduction * Mindfulness-based stress reduction

* Insufficient evidence * Second-line or adjunctive treatment option
* Interdisciplinary rehabilitation * Interdisciplinary rehabilitation

* Insufficient evidence * Second-line or adjunctive treatment option



Exercise Therapy

e Good news!

e Our results found a beneficial effect for
strength/resistance and coordination/stabilisation
exercise programs over other interventions in the
treatment of chronic low back pain and that
cardiorespiratory and combined exercise programs are
ineffective. ( Clin Rehabil 2015)

 Bad news

* There is no good evidence that any one exercise
program is superior to another.

* The exercise program that works is the one that they
will do!

* (Cochrane Database Syst Rev 2017 Apr 24;4(4):CD011279.)




Cognitive Behavioral Therapy

* There is inconsistent, patient-oriented evidence (grade B) to support the use of CBTs
and/or psychoeducation strategies by rehabilitation specialists to treat fear-avoidance
beliefs.

* Patient-centered and personalized CBTs were most effective to treat these
psychosocial factors in patients with LBP when compared with a control treatment.

* Evaluation of Cognitive Behavioral Interventions and Psychoeducation Implemented by
Rehabilitation Specialists to Treat Fear-Avoidance Beliefs in Patients With Low Back
Pain: A Systematic Review. Arch Phys Med Rehabil. 2018 Nov;99(11):2287-2298.



Spinal Manipulation

e SMT producessimilar effects to recommended
therapiesfor chroniclow back pain, whereas SMT
seems to be better than non-recommended
interventionsforimprovementin functionin the short
term. Cliniciansshould informtheir patients of the
potentialrisks of adverse events associated with SMT.

Benefits and harms of spinal manipulative therapy for
the treatment of chronic low back pain: systematic
review and meta-analysis of randomised controlled
trials. BMJ. 2019 Mar 13;364:1689.




Massage

* Conclusion: Current evidence on
myofascial release therapy is not
sufficient to warrant this treatment
in chronic musculoskeletal pain.

 Effectiveness of myofascial releasein
treatment of chronic
musculoskeletal pain: a systematic
review. Clin Rehabil. 2018
Apr;32(4):440-450.




Acupuncture

* We found that acupuncture maynot playa more
clinically meaningful rolethansham in relieving
painimmediately aftertreatmentor in improving
quality of life in the short term, and acupuncture
possibly did not improve back function compared
to shamin the immediate term. However,
acupuncture was more effective thanno
treatmentin improving painandfunctionin the
immediate term.

* Acupuncturefor chronic nonspecific low back pain. Cochrane
Database SystRev. 2020 Dec 11;12(12):CD013814.

* [ffectiveness of Manual and Electrical Acupuncture for Chronic
Non-specific Low Back Pain: A Randomized Controlled Trial. J
Acupunct Meridian Stud. 2020 Jun;13(3):87-93.

* [fficacy of percutaneous electrical nerve stimulation for the
treatment of chronic low back pain in older adults. ] Am Geriatr
Soc. 2003 May;51(5):599-608.




Yoga

* Thereis low-to moderate-certainty evidence that yoga
compared to non-exercise controls results in small to
moderate improvementsin back-related function at
three and six months.

* Yoga treatment for chronic non-specific low back pain.
Cochrane Database Syst Rev. 2017 Jan
12;1(1):CD010671.




Mindfulness based stress reduction

* This review found inconclusive evidence of effectiveness of
MBSR in improving pain intensity or disability in chronic low
back pain patients. However, there is limited evidence that
MBSR can improve pain acceptance.

* Mindfulness-based stress reduction for low back pain. A

systematic review. BMC Complement Altern Med. 2012 Sep
25;12:162..




Importance of context

* Non-specific mechanisms in orthodox and CAM management of low
back pain (MOCAM): theoretical framework and protocol for a
prospective cohort study

* Psychological, social, and environmental factors that act alongside and can
interact with the “specific” ingredients of treatment.

 Felicity Bishop is investigating contextual factors and their effects on pain and
disability with ongoing work on context in England.

* BradburyK, Al-Abbadey M, Carnes D, et al. Non-specific mechanismsin orthodoxand CAM management of low
back pain (MOCAM): theoretical framework and protocol fora prospective cohort study. BMJ Open
2016;6:€012209. doi:10.1136/bmjopen-2016- 012209

* BishopF Al-Abbadey M, et al. Contextual factors predict the outcome of low back pain therapies: alarge
prospective questionnaire study in physiotherapy, osteopathy, and acupuncture. Advancesin Integrative

Medicine, 2019-05-01, Volume 6, Pages S67-567. https://doi.org/10.1016/j.aimed.2019.03.192



Contextual Factors

e Can patient/practitioner interactions cause
psychological/behavioral changes that can predict
outcomes?

e Supportive self-care communication, shared goals, increased
self-efficacy for coping, and uptake of lifestyle advice.

e Communicate in a patient-centered and empathetic way.

e Patients who expect therapy to be successful are more open
to developing positive patient-practitioner relationships
which lead to improve outcomes.



Presenter
Presentation Notes
-Patient beliefs: perceived/anticipated effectiveness, credibility, concerns and individualized fit. 
-Bidirectional relationship between patient beliefs and patient/provider relationship 


Contextual Factors

Practitioner beliefs

e Beliefs about the nature of back pain may influence clinical decision
making.

 Beliefs about the nature of back pain may also influence
communication style.

Healthcare environment

e Physical-sensory environment
e Organizational environment

Treatment characteristics

e Direct effect of positive expectations on reported pain outcomes

e Individual effect and/or interaction between specific and non-
specific components of treatment



Presenter
Presentation Notes
-Practitioner: willingness to engage with psychological issues, confidence and concern over clinical limitations, reactivation of work and activity, and belief in an underlying structural cause of pain - no validation of the patient’s pain or appreciating the effect of fear avoidance behaviors and catastrophizing behaviors on someone’s pain experience and coping abilities – CBT as a tx option?
2. Subluxation based chiros have confidence that SMT will cure all
3. Emphasis on getting the patient moving and working
4. x-ray mri asymptomatic patients study – same tx can help some patients and not others – does a normal MRI mean patient’s pain isn’t real?
-Healthcare environment: 
----Patient measures: perceptions of interactions with reception staff, perceived availability of convenient appointments, perceptions of the physical environment and waiting room
----Practitioner measures: limitations on sessions, perceived connections within healthcare system, caseload and waiting list
-Private sector allows for more autonomy



* Therapeutic alliance and practitioner-rated
outcome expectancies demonstrated the
largest effect sizes.

* There were no significant interactions with
therapy type

* Physiotherapy, osteopathy, and acupuncture

* Results suggest that enhancing contextual
treatment components in practice could
improve patient outcomes.

* Make it a goal to improve patients’ LBP
perceptions and self-efficacy for coping with
pain

o



* How can providers address and leverage
these contextual factors to improve
outcomes?

e Language, attitudes, environment, and
patient/provider perceptions may truly make

CONTEXT a difference in outcomes.

MATTERS * Opportunity for future studies on contextual
factors and their effect on outcomes.

* More emphasis on contextual factors during
education and training? '

/
7



Presenter
Presentation Notes
-chiros get more training into CBT


Take home points

e Chroniclower back pain is commonin Older Adults

* Chroniclower back pain is a complex multifactorial condition that is best explained by
the biopsychosocial model of pain
 Management of chronic lower back pain should include the following:
* Use of high value care and avoiding low value care
e Consideration of the initial use of non-pharmacological treatment
* Needs to consider the patient’s beliefs and expectations
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