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Objectives

Usual care

Overview of barriers to LBP care
Screening history and examination
Practical management strategies
Relevant interpretation of investigations
An approach to specialist referral

Practical counseling for activity
prescription (life, work and play).
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Usual Care Outline

Current CPCs on ALBP

Practice Gaps Primary care / Patient
perspective

Clinical Context:
Why have we failedé

What can we do differently?
Sustainability and accountability?
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Typical Case

45y.0. male with 2 week history of
acute LBP into left posterior thigh

No specific event

No RedFlags

No neurologic complaints
No neurologic findings
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Clinical Practice Guidelines (CPGSs)

LBP- CPGs

Numerous / Helpful
Favourable natural history

biopsychosocial approach to professional
and sedfmanagement

rs‘.c%

Koes BW, Van Tulder M, Ostelo R, Burton A, Waddell G. Clinical guidelines for the

management of low back pain in primary care. An international comparison. Spine. 3 FM_F Presentatiol
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Eur Spine J (2010} 19:2075-2094
DOI 10.1007/200586-010-1502-y

REVIEW ARTICLE

An updated overview of clinical guidelines for the management
of non-specific low back pain in primary care

Bart W. Koes - Maurits van Tulder -
Chung-Wei Christine Lin + Luciana G. Macedo *
James McAuley + Chris Maher

sSummary of Common Recommendations for Treatment of Low
back pain

Acute or Subacute Pain

* Reassure patients (favourable prognosis).

* Advise to stay active.

* Prescribe medication if necessary (preferably time-contingent):
first line 15 paracetamol; second line is nonsteroidal
antiilnflammatory drugs, consider muscle relaxants, opioids or
antidepressant and anticonvulsive medication (as co-medication
for pain relief).

* Discourage bed rest.

* Do not advise a supervised exercise programme.



Typical Response

Donot worry, most
Most (8390%) back pain Is benign
Keep active!
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Clinical Practice Guidelines

Limitations

Often not practical
do not consider patient preference
do not consider real world implementation
challenges

Do not address complex / recurrent LBP

SPIMNE Volume 19, Mumber 17, pp E357-E362
2004, Lippincott Williams & Wilkins, Inc.

Quality of Primary Care Guidelines for Acute Low
Back Pain

Maurits W. van Tulder, PhD,* Mariska Tuut, MSc,& Victoria Pennick, RN, BScN, MHSc,
Claire Bombardier, MD, FRCPC,9 and Willem JJ Assendelft, MD, PhD#



Wh a't do Canadi an

Generally pessimistic view of LBP
Makes everything worse
Will eventually stop one from working

Will become progressively worse with
age

SPINE Volume 31, NMumber 18, pp 2142-2145
@2006, Lippincott Williams & Wilkins, Inc.

A Population-Based Survey of Back Pain Beliefs in Canada

Douglas P. Gross, PhD,* Robert Ferrari, MD,T Anthony S. Russell, MB, Bchir 3
Michele C. Battié, PhD,* Donald Schopflocher, PhD,§ Richard W. Hu, MD)|
Gordon Waddell, MDY and Rachelle Buchbinder, MD**



What does benign mean?

To medical professionals:
't wonot Kkill youéc
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What does benign mean?

Pati ent : |t wi |

Resolution-27%
Recurrence in 6mths29%

Persistent 40%
Younger more likely to resolve
Mostly mild!

SPIME Volume 30, Mumber 24, pp 28172823
@2005, Lippincott Williams & Wilkins, Inc.

Incidence and Course of Low Back Pain Episodes in the
General Population

J. David Cassidy, DC, PhD, DrMedSc,*t% Pierre Coté, DC, PhD, 1§ Linda J. Carroll, PhD,||
and Vicki Kristman, MSct§




Eur Spine J (2010) 19:2075-2094
DOI 10.1007/=00536-010-1502-y

REVIEW ARTICLE

An updated overview of clinical guidelines for the management
of non-specific low back pain in primary care
Bart W. Koes + Maurits van Tulder -

Chung-Wei Christine Lin + Luciana G. Macedo -
James McAuley + Chris Maher

those whose pain does resolve completely, recurrence
during the next 12 months i1s not uncommon [2, 3].
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Case

45y.0. male with now 16 week history
of persistent LBP

nDoc, you told me
betteroé nl feel
canot sl eepoéot he
somet hing really
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Case

45 y.0. male with 16 week history of
persistent LBP

ADoc, you
betteroeée
anodot sl e
omet hi ng
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Primary Care BarriersLBP

Goal

To develop a comprehensive educational
Initiative for primary care providers in the
area of degenerative spinal conditions.
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Methods

Stepwise approach:
Independent Systematic Review (n=1
Small focus group of PCP (n=5)

gualitative research methodology and
Independent facilitators

Survey of primary care physicians
PCPs across Ontar{o=325)
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Systematic Review (18 articles)

PCP Education Gaps:

CPGs = bigpyschasocial factors

PCP not comfortable or confident, nor resourced in
this multttiered approach

iInappropriate MRI and surgical referrals

frustration in dealing with patient expectations

Lack of patient related educational tools

CPGs provide the knowledge and PCP are aware

CPGs do not provided tools or practice opportunities
to develop the competencies

FMF Presentatiot
Hamilton Halll Raja Rampersau



Systematic Review

PCP Education Gaps:

Clinical Areas identified in the literature as
requiring educational intervention:

red and yellow flags

work related restrictions

guidelines for surgical referral

medication management

motivational and pain management counselling

FMF Presentatiot
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Systematic Review

PCP Competency Gaps:

Three key areas that most gaps in competency
occur:

Physician knowledge and understanding of
guidelines;

Practice and System demands (i.e. time pressures,
lack of services, etc.);

Doctorpatient relationship regarding low back pain.

Primary care practitioners cited patient pressure, both
direct and indirect, as a key reason to order tests and

A speciality referrals.
CSS :
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REVIEW

Managing low back pain in the primary care setting:
The know-do gap

N Ann Scott PhD, Carmen Moga MD, Christa Harstall MHSA

NA Scott, C Moga, C Harstall. Managing low back pain in the La prise en Cl‘lﬂl‘gﬂ des douleurs lombaires en
primary care setting: The know-do gap. Pain Res Manage ' .~ ' ’ .
2010315(6):392.400. soins de premiére ligne : ’écart entre savoir et

faire

Alberta study
Similar findings!
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Systematic Review

Patient Education Gaps:

Patients require clear and practical explanations
on the indications, costs and utility of
Investigations

Understanding of the nature of back pain
Empowerment of selmhanagement strategies
Use of oveithe-counter medication

Signs and symptoms requiring urgent
Intervention
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PCP Focus Group

Physician Education Gaps:

Lack of cl ear under st andi

back dominant and referred pain patterns

red flags for spinal conditions

surgical criteria for MRI requisition and surgical referral
work restrictions and modification for low back pain
WSIB patient care services to assist physicians

Lack of clarity appropriate pain management especially
medication

Need for time efficient assessment and management
clinical tools
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PCPs generally comfortable with init|
management of ALBP.

Question #1

How comfortable are you in assessing a patient who comes to your office with new onset
symptoms consistent with Low Back Pain? (Please check one)

Not sure what should be done
Able to sort out Red Flags

Able to assess and initiate management
Quite comfortable with all aspects of care

# of Responses | % of Responses

Not sure what should be done 1 0.4%
Able to sort out Red Flags 20 1.2%
Able to assess and initiate management 120 43.5%

Quite comfortable with all aspects of care 135 48.9%




What do patients want?

Symptom relief

Imagingtest to tell them what Is wrong
Funded physiotherapy

Note for work activity restrictions
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Patients Initial Expectations
Without Red Flags:

# of % of Responses

Responses
Request for a spine X-ray 194 74.3%
Request for CAT scan of their back 59 22.6%
Request for MRI of their back 79 30.3%
Request to see a spinal surgeon 23 8.8%
Request for funded physiotherapy 149 ) 57.1%
Request for orthotics 15 5.7%
Request for referral to comprehensive
rehabilitation program with more than 2
professionals 8 3.1%
Request for back education program 24 9.2%
Request for opioid pain medication 87 33.3%
Request for a medical note to be
restricted from work activities 201 77.0%
Other 44 16.9%




Case

45y.0. male now at 20 weeks
Both patient and PCP are worried.
Must do something!

What next?
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Case

45y.0. male now at 20 weeks
Both patient and PCP are worried.
Must do something!

What next?
Imaging
Specialist Referrals / Manageme
System challenges
Wait-times
Financial / Productivity
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Rationale for referral to spinal surget

# of

Responses % of Responses
Presence of back pain not
responsive to conservative treatment 80 29.6%
Presence of constant radiating leg
pain 17 43.3%
Presence of altered sensation in
affected leg 113 41.9%
CT/MRI indicating any disc pathology 49 18.1%
CT/MRI indicating clinically relevant
nerve root compression 216 80.0%
CT/MRI indicating spinal cord
compression 224 83.0%
Credible source for patient diagnosis
and management plan 33 12.2%
Clarification of work related
modifications and restrictions 30 11.1%
Patient would like second opinion on
management 127 47.0%




Case

45 y.o. male now at 9mths of

LBP
nNHoly c¢crap,

my back, no wonder why it hurts

SO mucho

al |

¥altiple imaging sequences were chtaiped through the lusbar apine
without tho use of contrast,

Thers are 5 lasbar<type vertebrae, The conus ends ppropraately at
the 71 lewel. A tiny foous of low oignal intemsity is noted within

~ e 12 vertebral body on both 21 and T2-weighted imagws. Y ¥HE—

Can It be fixed? T e e Ll e

| have to see a Specialis

noted iu the 711 and TI2 vertebral bodies, —

The 11-12, 12-L3 apd L3-I4 lovela dezonatrnto degenarative dige
disocan.

The I4-L5 lovel dencnatrates degeastative diso disease. Thers is a
small annulor tear it a cight paracen seation,

ha 15-51 level demonsicates :gn_l_mntln disc diseans, There is a

1T SFoad-Eazed dis bulge. Thare 17 & mall lefs paracentral
hﬁ@i‘&m ic_inpinging cn the left S1 merve root [

DO 510N : %

1. Degenerative diso digcase throughowt the Lumbar aping,

2. &eall annular tear in & right parmoentral location st the L4-LS
level.



Investigations

45yo male LBP
Diffuse degenerative

I I ¥altiple imaging es were chitaiped through the lusbar aspt
dISC dlsease without tho use ;mm. =

" I Thers are 5 lusbar-typo vertebrae. The onds tely at
LS-S1 herniated diSe g e s e vertsmue. tm cons ss soespratey
~ e 12 vextebral body on both 71 and T2-weighted images. Y& ¥5E™—

IMPINGING 0N the S1 s o iy, s Tl 15 mai bose dstesi.

Wil Sody height 15 well maintained. A saall Denang!ca 4
nerve root

Dotedt iu the 721 and T12 vertebral bodies, —

The L1-12, 12-13 and L34 lovelas desonstrato degensrative dige
divocnn

o —

Diagnosis T

szall annular tear in a cight paracentrdl lscation,

™ 13-51 lowel duon.~ Ltrates snerative disc diseass, There is a
g\_TZ'Sj}B’-u disq bulge. There 1z 3 mall left pasacentral
bgraiated disc vhich i¢ inpinging on e left S1 merve root =

DORXssTON %

1. Degenerative diso discase throughout the Lumbar sping,

2. Seall annular tear in a right parmoentral location st the L4-LE
level.




Indications For and Results of OQutpatient
Computed Tomography and Magnetic Resonance

Imaging in Ontario CARJ Vol 59, No 3, June 2008

John J You, MD, MSc; lan Purdy, BA, BScN; Deanna M Rothwell, MSc;
Raymond Przybysz, MSc; Jiming Fang, PhD; Andreas Laupacis, MD, MSc¢

00% of MRIs for LBP are abnormal

< 2% of CTs for Headache are
abnormal

Value of a negative test is nearly Ron
existent for LBP

2% of CT scans of the brain for headache found abnormalities that could explain the
headache, while over 90% of MRI scans of the spine for back pain were abnormal,
although the clinical importance of the abnormalities was unclear.



MRI and the Lumbar Spine

Modality of choice in evaluation of most
spinal disorders.

|l nci dent al oabnor mal
within asymptomatic individuals.
57-80% abnormalities for those over the age of 60

Poor correlation with patient symptoms,
therapeutic decisianaking and patient
outcome.

Modic& Ross. Radiology. 2007; 245(18X43
Bodenet al. JBJS. 1990; 72(3)-803 FMF Presentatiot
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MRI and Spine

Descrlptlve MRI reports are often

oconcerningbo
ol arge disc herni at
(‘)indentation of t he
oeffacement of t he

osevere diffuse deg
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MRI and Spine

A Descriptive MRI reports are of¢ter
o ol arge disc herniationo
O oindentation of the cauda equinao
O 0severe diffuse degenerative disco




