
Mul$disciplinary	  Management	  of	  
Low	  Back	  Pain	  



Objec$ves	  

•  Discuss	  a	  differen$al	  diagnosis	  with	  prac$ce	  
$ps.	  

•  Discuss	  the	  tools	  and	  team	  members	  that	  can	  
assist	  in	  management.	  

•  Discuss	  the	  evidence	  and	  expecta$ons	  from	  
the	  tools	  and	  team	  members.	  



Low	  Back	  Pain	  
•  Leading	  cause	  of	  disability	  

among	  chronic	  ailments.	  
•  70-‐90%	  of	  adults	  will	  

experience	  LBP	  in	  their	  
life$me.	  	  

•  Number	  2	  reason	  for	  
physician	  visits	  aJer	  
respiratory	  condi$ons.	  

•  $100	  billion	  in	  medical	  
expenses	  annually	  in	  
medical	  bills,	  disability	  
and	  lost	  produc$vity.	  



Making	  a	  Diagnosis	  

•  Muscular	  or	  
Ligamentous	  

•  Mechanical	  
•  Herniated	  Disk	  
•  Spinal	  Stenosis	  	  	  
•  Infec$on	  
•  Vitamin	  D	  

•  Facet	  Syndrome	  
•  Spondylolysis	  
•  Sacroiliac	  Joint	  Pain	  
•  Ankylosing	  Spondyli$s	  
•  Coccygeal	  Injuries	  
•  Scheuermann	  Disease	  
•  Tumors	  
•  Secondary	  Gain	  



Sacroiliac	  Joint	  Pain	  
•  Insidious	  onset	  or	  from	  a	  

Twist	  on	  the	  pelvis.	  
•  Highly	  innervated	  joint.	  
•  Muscle	  inser$ons:	  

Piriformis,	  Hamstring,	  
Quad	  Lumborum,	  	  Psoas.	  	  

•  Pain	  with	  extension,	  
siZng,	  transi$oning.	  	  

•  Tender	  at	  SI	  joint.	  
•  Mimics	  and	  may	  be	  

radicular	  pain.	  
•  Rx	  with	  OMT	  



Musculoligamentous	  Injuries	  

•  Acute	  SoJ	  Tissue	  
Injuries.	  

•  No	  Fracture	  or	  Neuro	  
deficits.	  	  

•  Muscle	  Pain	  and	  Spasm	  
•  RX:	  NSAIDs,	  stretch	  and	  
strengthen	  (like	  a	  
hamstring	  injury).	  



Chronic	  Mechanical	  LBP	  

•  Similar	  to	  Patello-‐
Femoral	  Pain	  Syndrome	  
of	  the	  Knee.	  	  

•  Tight	  hamstrings	  and	  
hip	  flexors.	  Weak	  Abs.	  

•  Rx:	  	  Stretch,	  Strengthen	  
and	  Mobilize	  	  



Minimize	  Risk	  factors	  

Job	  related	  
•  Manual	  handling	  tasks	  
•  LiJing	  
•  Twis$ng	  
•  Bending	  
•  Falling	  
•  Reaching	  
•  Excessive	  Weights	  
•  Prolonged	  SiZng	  
•  Vibra$on	  

Related	  to	  Individual	  
•  Prior	  Episode	  
•  Job	  Dissa$sfac$on	  
•  Smoking	  
•  Obesity	  
•  Gene$c	  factors	  

Noble: Textbook of Primary Care Medicine, 3rd ed.  



Herniated	  Disk	  

•  Radicular	  Pain	  with	  
flexion	  or	  siZng.	  	  

•  Varying	  degrees	  of	  back	  
pain	  to	  leg	  pain.	  

•  Rx:	  Pain	  control,	  ac$vity	  
modifica$on,	  regular	  
follow	  up,	  PT,	  ESI,	  
Surgery	  rarely	  needed.	  

AFP	  	  Journal:	  1	  February	  1999	  /	  Vol	  59,	  3	  



Spinal	  Stenosis	  
•  Radicular	  Pain	  worsened	  

by	  walking	  or	  running	  and	  
improved	  by	  siZng.	  

•  Degenera$on	  of	  facets	  
•  Posterior	  Longitudinal	  

ligament	  or	  ligamentum	  
flavum	  can	  also	  get	  
thickened	  and	  cause	  	  
spinal	  stenosis	  

•  Disc	  degenera$on	  
•  Spondylolisthesis	  	  
•  Post	  surgical.	  	  



Cauda	  Equina	  Syndrome	  

•  Saddle	  Anesthesia	  
•  Bladder	  Reten$on	  
•  Start	  Dexamethasone	  

•  Emergent	  MRI	  
•  Opera$ve	  
decompression	  in	  <	  24	  
hours.	  



Infec$ons	  

Disci4s	  
•  Young	  Children	  <10	  yrs	  old	  
•  S$ff	  Back	  or	  Abdominal	  pain	  

and	  oJen	  refuse	  to	  walk.	  
•  Spine	  tenderness	  and	  loss	  

of	  mo$on.	  
•  Elevated	  ESR,	  CRP.	  CBC	  

oJen	  normal.	  
•  X-‐rays	  may	  take	  2	  weeks	  for	  

abnormali$es.	  Bone	  scan	  or	  
MRI	  if	  suspicious.	  

Osteomyeli4s	  
•  Follow	  blunt	  trauma	  1/3	  of	  

the	  $me.	  
•  Fever	  in	  58%.	  
•  Neurologic	  complica$ons	  
•  Elevated	  ESR	  73%,	  WBC	  

elevated	  35%.	  
•  X-‐rays	  may	  take	  4	  -‐8	  weeks	  

for	  erosive	  changes.	  Bone	  
scan	  or	  MRI	  when	  
suspicious.	  



Holick	  MF	  ,	  High	  Prevalence	  of	  Vitamin	  D	  Inadequacy	  and	  Implica4ons	  for	  Health	  
Mayo	  CliniProc	  	  March	  2006;81(3):	  353-‐373	  





Facet	  Joint	  Syndrome	  

Age	  30s-‐40s	  
Pain	  with	  hyperextension	  
or	  running	  

Frequent	  radicular	  pain.	  
X-‐ray:	  Facet	  hypertrophy	  
or	  DJD	  

Facet	  injec$ons	  diagnos$c	  
Spinal	  Fusion	  defini$ve	  Rx	  
for	  spinal	  stenosis	  
symptoms	  



Spondylolysis/	  Spondylolisthesis	  

•  Pain	  with	  
hyperextension.	  

•  More	  frequent	  in	  top	  
compe$tors.	  

•  Single	  Leg	  
hyperextension	  test.	  	  

•  X-‐ray,	  Spect	  Scan.	  
•  Avoid	  hyperextension,	  
fusion	  is	  rarely	  needed.	  



Ankylosing	  Spondyli$s	  

•  10	  Male	  :	  1	  Female	  
•  Age	  15-‐35	  
•  Slowly	  progressive	  SI	  
joint	  pain	  with	  morning	  
s$ffness.	  

•  Look	  for	  loss	  in	  mo$on	  
par$cularly	  extension.	  

•  Elevated	  ESR.	  Normal	  
ANA	  and	  RF.	  

•  HLA	  B27	  posi$ve	  in	  90%	  



Coccygeal	  Injuries	  

•  Fall	  on	  bumocks	  
•  Pain	  with	  siZng	  
•  Localized	  tenderness	  
•  Manual	  Reduc$on	  
shown	  



Scheuermann	  Disease	  

•  Juvenile	  Kyphosis	  
•  Pain	  late	  in	  the	  day	  
aJer	  ac$vity.	  	  

•  Thoracic	  T7-‐9	  or	  
Thoracolumbar	  T11-‐12	  
apex	  on	  flexion.	  

•  X-‐rays:	  anterior	  
wedging	  of	  5	  degrees	  of	  
consecu$ve	  vertebrea	  
and	  Schmorl’s	  nodes.	  



Spinal	  Tumors	  

•  Osteoid	  Osteoma	  or	  
Osteoblastoma	  

•  Night	  Pain	  relieved	  by	  
NSAIDs.	  	  

•  Get	  a	  fine	  cut	  CT	  scan.	  



Secondary	  Gain	  

Waddell	  Signs	  
1.  Non-‐organic	  superficial	  

tenderness.	  
2.  Axial	  loading	  or	  En	  Bloc	  

Rota$on.	  
3.  Distrac$on	  test:	  Tripod	  

nega$ve	  with	  posi$ve	  SLR.	  
4.  Non-‐anatomic	  weakness	  or	  

sensory	  loss.	  
5.  Over	  reac$ve	  verbally	  or	  

exaggerated	  response.	  



Back	  Pain	  Management	  Tools	  
Care	  Manager	  

Physical	  	  
Therapy	  

Chiroprac$c	  Clinic	  

Neurosurgery	  Pain	  
Management	  

Neurology	  
EMG	  

Medicine	  



Physiological  
factors 

Social  
factors 

Psychological  
factors 

Complex Problem Interdisciplinary Management 

Interdisciplinary	  Team	  Approach	  	  
to	  Chronic	  Spinal	  Disorders	  

•  Spine	  Surgeons	  
•  Neurosurgeons	  
•  Pain	  specialists	  
•  Psychiatrists/	  

Psychologists	  
•  Physiatrists	  
•  Radiologists	  



The	  Role	  Of	  The	  Manager	  

1.  Make	  a	  diagnosis	  using	  a	  differen$al	  
diagnosis.	  

2.  Educate	  the	  pa$ent	  about	  the	  plan.	  
3.  Prescribe	  appropriate	  medica$ons.	  
4.  Make	  appropriate	  referrals	  at	  appropriate	  

$mes.	  



Sports	  
Medicine	  
By	  Consult	  

Chiroprac$c	  
By	  Direct	  Access	  	  

Physical	  
Therapy	  by	  
Consult	  

The	  Mul$disciplinary	  	  Management	  Team	  
Organiza$on	  
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EFNS	  guidelines	  on	  pharmacological	  
treatment	  of	  neuropathic	  pain.	  

•  The	  Task	  Force	  recommends	  TCA	  or	  GBP/pregabalin	  as	  
first	  choice	  for	  painful	  polyneuropathy.(Level	  A)	  	  	  	  	  
EBM-‐CME	  

•  GBP	  300mg	  qhs	  f3,	  bid	  f3	  then	  $d	  

•  hmp://www.guideline.gov/summary/summary.aspx?
doc_id=10472&nbr=005495&string=neuropathic
%2bAND%2bpain	  

European	  Federa$on	  of	  Neurological	  Socie$es	  (EFNS)	  



NSAIDS	  EBM-‐CME	  

•  A	  randomized	  controlled	  trial	  (RCT)	  comparing	  
etoricoxib	  60mg	  and	  90mg	  with	  placebo	  for	  
people	  with	  chronic	  back	  pain	  found	  both	  
doses	  of	  etoricoxib	  resulted	  in	  significant	  
improvements	  in	  pain	  scores	  and	  func$on	  vs	  
placebo	  aJer	  12	  weeks.	  	  Level	  A	  



Muscle	  Relaxants	  	  EBM-‐CME	  
	   	  	  
•  Meta-‐analysis	  of	  the	  randomized	  controlled	  trials	  
(RCTs),	  that	  included	  sufficient	  data,	  in	  a	  review	  
studying	  non-‐benzodiazepine	  muscle	  relaxants	  found	  
an	  significant	  improvement	  in	  pain	  and	  global	  
assessment	  aJer	  2-‐4	  days	  vs	  placebo.	  	  Level	  A	  	  

•  Three	  RCTs	  included	  in	  the	  systema$c	  review	  
compared	  muscle	  relaxants	  with	  each	  other	  and	  found	  
no	  significant	  differences	  between	  them.	  	  Level	  A	  

•  More	  effec$ve	  than	  placebo	  in	  achieving	  short-‐term	  
symptoma$c	  relief	  in	  people	  with	  non-‐specific	  acute	  low	  back	  
pain.	  	  Level	  A	  	  
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OMT/	  Mobiliza$on	  
•  Spinal	  manipula$on	  for	  

acute	  back	  pain	  slightly	  
reduced	  pain	  at	  6	  weeks	  
compared	  with	  sham	  
treatment,	  but	  there	  was	  
no	  significant	  difference	  
in	  func$onal	  outcomes.	  
There	  was	  no	  significant	  
difference	  between	  spinal	  
manipula$on	  ,	  physical	  
therapy,	  exercises	  or	  back	  
school	  .	  	  Level	  A	  
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Neuroablation 
(chemical or surgical) 

Long-Term Oral Opioids 

Implantable Therapies 
Neurostimulation or Intrathecal Pain Therapy 

“Ladder”	  Approach	  to	  	  
Pain	  Management*	  

* E. Krames. Intraspinal Opioid Therapy for Chronic Nonmalignant Pain: 
Current Practice and Clinical Guidelines. JPSM 1996;11(6):333-352. 

Behavioral Programs 

Nerve Blocks 

Physical Therapy/Manipulation/ 
TENS/Muscle Relaxants 

NSAIDs/Over-the-Counter Drugs 



Pain	  Management:	  
A	  More	  Flexible	  Approach*	  

NSAIDs, 
over-the-counter 
drugs 

Physical  
therapy, 
TENS 

Corrective  
surgery 

Long-term 
oral 
opioids 

Intrathecal 
therapy or 
neurostimulation 

Neuroablation 
Chronic  
Pain 
Patient 

Complementary    
medicine, behavioral 

 programs, 
 adjuvant  

 meds 

*  Prager J and Jacobs M. Evaluation of patients for implantable pain modalities: 
medical and behavioral assessment. Clin J Pain. 2001 Sep;17(3):206-14. 

•  Different	  4me	  frames	  	  
• Mul4ple	  therapies	  at	  one	  4me	  	  
•  Different	  star4ng	  points	  	  	  



Epidural	  Steroid	  Injec$ons	  
EBM-‐CME	  

•  The	  American	  Academy	  of	  Neurology	  has	  
produced	  recommenda$ons	  concerning	  the	  
treatment	  of	  radicular	  lumbosacral	  pain	  with	  
epidural	  steroid	  injec$on.	  

•  	  Epidural	  steroid	  injec$on	  may	  be	  associated	  with	  
short-‐term	  improvement	  in	  radicular	  lumbosacral	  
pain	  it	  does	  not,	  in	  general,	  result	  in	  any	  change	  
in	  the	  need	  for	  surgery	  at	  a	  later	  date	  and	  does	  
not	  improve	  pain	  beyond	  3	  months.	  	  Level	  C	  



EPIDURAL	  STEROID	  INJECTION	  

•  The	  main	  goal	  of	  the	  epidural	  injec$on	  is	  to	  	  
decrease	  any	  inflamma$on	  response	  that	  may	  be	  
caused	  from	  the	  pressing	  on	  a	  spinal	  nerve.	  	  



Diagnos$c	  Facet	  Injec$ons	  

•  The	  ra4onale	  for	  using	  facet	  joint	  blocks	  for	  diagnosis	  is	  
based	  on	  the	  fact	  that	  facet	  joints	  are	  capable	  of	  causing	  
pain	  and	  they	  have	  a	  nerve	  supply.	  

•  Blocks	  of	  a	  facet	  joint	  can	  be	  performed	  in	  order	  to	  test	  the	  
hypothesis	  that	  the	  target	  joint	  is	  the	  source	  of	  the	  pa4ent’s	  
pain	  	  

•  Summary	  of	  evidence:	  Based	  on	  these	  evalua4ons,	  the	  
validity,	  specificity	  and	  sensi4vity	  of	  facet	  joint	  nerve	  blocks	  
are	  considered	  strong	  in	  the	  diagnosis	  of	  facet	  joint	  pain.	  
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Physical	  Ac$vity	  EB-‐CME	  
	  A	  brief	  period	  of	  bed	  rest	  may	  help	  ini$ally	  to	  
overcome	  the	  severe	  pain	  of	  the	  acute	  phase.	  
Clinical	  trials	  have	  shown	  that	  there	  is	  no	  
benefit	  from	  extending	  the	  period	  of	  bed	  rest	  
beyond	  48h.	  

Studies	  have	  shown	  that	  an	  exercise	  regimen	  
commencing	  aJer	  6	  weeks	  will	  yield	  a	  
superior	  clinical	  outcome	  compared	  to	  other	  
forms	  of	  treatment.	  



EB-‐CME	  



Lumbar	  Trac$on	  	  EBM-‐CME	  

•  A	  systema$c	  review	  
was	  unable	  to	  find	  any	  
significant	  benefit	  for	  
trac$on	  in	  people	  with	  
acute,	  sub-‐acute,	  or	  
chronic	  low	  back	  pain	  
with	  or	  without	  scia$ca.	  

•  	  Level	  A	  



Acupuncture	  EBM-‐CME	  

•  Acupuncture,	  added	  to	  
other	  conven$onal	  
therapies,	  relieves	  pain	  
and	  improves	  func$on	  
bemer	  than	  the	  
conven$onal	  therapies	  
alone.	  However,	  effects	  
are	  only	  small.	  	  

•  Level	  A	  
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Lumbar	  Microdiscectomy	  	  EBM-‐CME	  

•  A	  randomized	  controlled	  trial	  compared	  early	  surgery	  
with	  conserva$ve	  therapy	  followed	  by	  surgery	  if	  the	  
symptoms	  persisted	  in	  people	  with	  scia$ca	  las$ng	  
longer	  than	  6-‐12	  weeks.	  

•  It	  found	  that	  at	  1	  year	  follow-‐up,	  the	  level	  of	  perceived	  
recovery	  in	  both	  groups	  was	  similar	  at	  95%	  .	  	  

•  However	  the	  group	  treated	  by	  early	  lumbar	  disk	  
surgery	  had	  a	  faster	  recovery	  from	  pain	  and	  a	  quicker	  
perceived	  recovery	  than	  the	  group	  ini$ally	  managed	  
conserva$vely	  .	  Level	  B	  



Disc	  Replacement	  

•  Charite	  Ar$ficial	  Disc	  	  
received	  FDA	  approval	  
in	  October	  2004.	  

•  Allows	  Mo$on	  
•  Preserves	  disc	  height.	  
•  Several	  different	  types	  
now:	  Flexicor	  shown,	  
Pres$ge,	  VertePlex.	  



Pa$ent	  Educa$on	  

1.  Tell	  pa$ents	  your	  plan	  and	  your	  
expecta$ons.	  

2.  Set	  reasonable	  expecta$ons.	  
3.  Severity	  of	  Acute	  Pain	  does	  not	  correlate	  

with	  outcome	  or	  dura$on.	  
4.  Follow	  up	  regularly	  to	  check	  response	  to	  

treatment.	  	  
5.  Reassess	  for	  further	  diagnos$c	  of	  therapeu$c	  

op$ons.	  	  



Example	  Management	  for	  HNP	  

1.  Percocem,	  Gabapen$n,	  PT	  consult,	  f/u	  2	  wks	  
2.  MRI	  for	  motor	  weakness	  or	  lost	  reflexes.	  

Consider	  EMG.	  f/u	  aJer	  MRI	  (3	  weeks)	  
3.  AJer	  confirmatory	  MRI,	  consult	  Pain	  for	  ESI	  

for	  Pain,	  consult	  Surgery	  for	  weakness.	  f/u	  
monthly	  or	  aJer	  surgery.	  

4.  Duty	  Status	  Changes	  according	  to	  plan:	  
Limited	  Duty,	  Temporary	  Profile,	  etc.	  
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