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This Collaboration…

• Timely 

• Part of something bigger…

• Beyond simplistic understanding

• Consider more clearly some of the 

challenges and uncertainties

• Energized by what’s promising… 





Clinical Relevance of LBP

• Between 50 and 90% of people will develop

at least one episode of LBP over their lifetime.

• ~ 5% of people have LBP at any given time.

• ~ 90% of cases of LBP are ‘non-specific’ –

probably related to alterations in the soft tissues. 

(ligaments, muscles, connective tissue, discs, etc)

• Although rare (< 2%), very important not to miss 

‘Red Flags’ - signals of serious or dangerous

underlying cause or condition.



“The factors that influence a physician’s decision to 

… order a diagnostic test, or follow another 

course of action are numerous and complex”…

they include: 

 the physician’s initial medical training, and efforts 

to stay on top of current research; 

 the availability of new drugs and technologies; 

 New models of compensation, 

 The desire to meet patients’ expectations, 

 Practice specific demands in Primary Care…

 New initiatives in Primary Care.

Family Doctors as Gatekeepers

for … Diagnostic Imaging…



Family doctors face a challenging 

decision-making environment.

‘There is considerable room for improvement in the 
supports available to help FPs make the best 
possible decisions…’ - in the face of: 

• Information overload.

• Community Physician shortages.

• Delays in getting patients seen by specialists.

• Increased expectations in managing chronic 
conditions.

• More loose ends and care issues to be sorted 
out and managed, when patients return to their 
care from specialists or surgery etc.



Out there in the Real World…

• Primary Care Physicians vary widely in their 
training, practice context, and patterns of 
practice.

• Increased time pressures and unrelenting 
expectations affect practice.

• Limited opportunities exist to learn or update 
clinical exam skills that are outdated or rusty.

• Limited incentives and supports to take extra 
time to listen to and examine the patient, rather 
than send for a test.

• Longer wait times to see specialists, and added 
pressure to ‘do something’ during the wait time.



Diagnostic Imaging



Patient Expectations…

• Many patients come with expectations based on 
the public media, especially the US media, which 
seems to feed their impression that ‘more is 
always better’…’ 

• In one US study, 80% of patients with low-back 
pain wanted to undergo radiography if given the 
choice, despite being advised of no benefits with 
routine imaging.

• ‘It takes time and skill to convince a patient that 
there really are valid reasons for not doing a test 
– sometimes it just seems like there are not 
enough hours in the day, and it’s tempting to just 
give in and order the test they are requesting.’



Time Crunches

• ‘Frequently, all I really have time for is to 

gather a preliminary impression from the 

patient and give them something to get 

started on. Like a Rx or a test…’

• ‘What do I do when faced with a problem 

that I don’t feel fully prepared to deal with? 

Do I interrupt myself to locate and review 

the latest guidelines, or do I put that off, 

with the hope that I will get to it when I 

have more time?’



Training and Skill Development

• ‘In my training I learned mostly from 
hospital-based specialists, who ordered 
many tests, repeatedly…’

• ‘No one really took the time to help me 
learn which exact clinical skills would be 
needed out in community practice, to 
properly assess back pain.’ 

• ‘Now that I’m out in a busy practice, how 
do I keep up my clinical exam skills, and 
learn new ones?’



Primary Care Renewal ?

• ‘Changes that are meant to renew Primary 
Care are slow and in their early stages.  
We have a long way to go…

• ‘Walk-In Medicine’ still pays better than 
taking time to get to know patients and sort 
through things with them’. 

• ‘Ask the new grads in Family Medicine 
Training why so many have steered clear 
of community Family Practice !’



Practice Dilemmas

• ‘When I’m working in the ER or a walk-in 

Clinic, I have to be sure I don’t miss 

something, as this is likely the only 

opportunity I will have to decide what the 

patient needs - that usually means 

ordering more tests!’

• ‘Hmmm… when I refer back-pain patients 

to some specialists – I get feedback like 

‘Sorry, we won’t see the patient till they’ve 

had an MRI’ !





Keeping Perspective…

• ‘Doctors and patients face difficult 

decisions when using high-tech medical 

equipment, such as MRIs. 

• The big issue is how we handle new 

and exciting technologies in ways that 

allow us to reap the benefits of medical 

advances, without letting all of our new 

things generate waste - or worse -

actual reductions in patient well-

being…’



Now for some Good News…

• Well researched and written Guidelines are 
emerging, targeted for Primary Care – such as 
the TOP Alberta CPG.

• Cdn Assoc of Radiologists (CAR) is currently 
preparing new guidelines to support best 
practices.

• Piloting of ‘Point of Care’ supports, such as 
‘Precipio Project’  (Manitoba)  - links ordering of 
Diagnostic Imaging with Guidelines !  

• Knowledge Transfer emphasis – ‘how do we get 
the Guidelines out into practice?’ !



More Hope!

• our Publicly funded System means 

‘we are all in this together’

• New dialogs occurring among Policymakers, 

Clinicians, Health System, and the Public

• ‘Interest based Negotiations’ such as betw 

AMA and AHW - getting us beyond 

complaining and defending our ‘territory’ 

• Emerging supports for Primary Care – esp 

‘Primary Care Networks’ – bringing together 

Vision, Support, and $ for establishment of 

Multi-disciplinary teams working with FPs
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• Principles and Pragmatics

• LBP prevalence

• Historical factors and paradigms

• Moving from Clinical (in-person) to techn based. Tunnel 
vision?

• Training of MDs - FP, walk-in, sports med, PMR, neuro, 
ER, And Radiologists etc pre and in practice.

• Role-models, influencers on Educ and Practice

• Radiologists and their perspective – std o practice, and 
avoid missing something or complaints

• Amygdala and how adverse exper is over-represented



• Pt expectations and what affects this

• Influence of pt in front of you vs natural hx, explaining 
and selling

• Pt, family, other practitioners requesting DI

• Pts not getting better and think of DI as nec for progress.

• Fragmentation of info and influence

• Expectations of Specialists esp surgeons and their 
admin staff that DI is done before referral

• Private clinics, US media, and “state of the Art” claims

• An ‘industry’!

• Role-models, influencers on Educ and Practice



MRI abundance may lead to excess in back surgeries, Stanford study shows

Published: Wednesday, October 14, 2009 - 15:31 in Health & Medicine

Patients reporting new low-back pain are more likely to undergo surgery if treated in an area with a higher-than-average 

concentration of magnetic resonance imaging machines, according to research from the Stanford University School of Medicine. 

This may be bad news for patients, since previous studies have found that increased surgery rates don't improve patient outcomes. 

"The worry is that many people will not benefit from the surgery, so heading in this direction is concerning," said senior author 

Laurence Baker, PhD, professor of health research and policy.

In their new study, to be published online Oct. 14 in Health Affairs, Baker and first author Jacqueline Baras correlate areas with high 

numbers of MRI machines to an increased likelihood that MRIs will be performed on new low-back pain patients. In turn, high local 

MRI availability correlates with increased rates of low-back surgery.

"It is important that policymakers recognize that infrastructure matters, and that the number of MRI machines in any particular area 

may affect the volume and quality of health care that patients receive," said Baras, a Stanford medical student with a master's 

degree in health services research.

Low-back pain was the fifth-most common reason for physician visits in the United States, with 26.4 percent of adults reporting low-

back pain for a day or more during a three-month period in 2002. More than 80 percent of low-back pain was diagnosed as 

nonspecific, a category that includes lumbar strains and sprains, degenerative disk disease and spinal instability.

MRIs visualize the body's internal structure and allow doctors to rule out some specific causes of back pain. However, MRIs may 

also detect anomalies unrelated to back pain, prompting doctors to perform surgery that may not benefit the patient, the authors

noted.

To determine how MRI technology influences patient treatment, the researchers collected data on traditional Medicare patients who 

received care for nonspecific low-back pain from 1998 through 2005. Patient data were linked with the number of MRI machines in 

the area. The areas of MRI availability were then divided into four groups, from high to low, and the incidence of MRI scans and

surgeries were determined in each group.

Researchers projected that in 2004 there would have been 5.4 percent fewer low-back MRIs and 9 percent fewer back surgeries if 

all Medicare patients reporting new-onset low-back pain had been living in the areas of lowest MRI availability.

Two-thirds of the MRI scans that appear to result from increased availability happened within the first month of onset. Clinical

guidelines recommend delaying MRI use until four weeks after onset, during which time most low-back pain patients show 

spontaneous improvement. "Not only are patients in high-availability areas getting more MRIs, but they are getting them earlier," 

said Baras.

Between 2000 and 2005, the MRI availability in the United States more than tripled, from 7.6 machines per 1 million persons to 26.6 

machines. Each machine costs more than $2 million and one low-back scan costs $1,500. Increased rates of scans and surgeries 

are increasing the cost to treat low-back pain, the authors said.

Doctors and patients face difficult decisions when using high-tech medical equipment, such as MRIs. "The big issue is how we 

handle new and exciting technologies in ways that allow us to reap the benefits of medical advances, without letting all of our new 

things generate waste or, worse, actual reductions in patient well-being," said Baker.

John Birkmeyer, MD, professor of surgery and a health policy researcher at the University of Michigan, who was not involved in the 

Stanford study, said the research confirms fears that greater access to MRI technology leads to more back surgeries. "The net result 

is increased risks of unnecessary surgery for patients and increased costs for everybody else," Birkmeyer said.

Source: Stanford University Medical Center

http://esciencenews.com/topics/health.medicine
http://med-www.stanford.edu/MedCenter/MedSchool


Imaging For Low-Back Pain Without Indication Of Serious Underlying Conditions Does Not Improve Clinical Outcomes
The routine use of radiography, MRI, or CT scans in patients with low-back pain but no indication of a serious underlying condition does not 

improve clinical outcomes. Thus doctors should refrain from routine, immediate scanning unless they observe features of a serious underlying 

condition. These are the conclusions of authors of an Article in this week's edition of The Lancet, written by Dr Roger Chou, Oregon Health and 

Science University, Portland, OR, USA, and colleagues. 

The researchers did a meta-analysis of randomised controlled trials that compared immediate back imaging - using one of the three scanning 

types above - with usual clinical care that does not involve immediate imaging. Six trials covering more than 1800 patients were included, 

reporting a range of outcomes including pain and function, quality of life, mental health, overall patient-reported improvement, and patient 

satisfaction. The analysis found no significant differences between immediate imaging and usual clinical care. The authors say that the results 

are most applicable to acute or sub-acute low-back pain of the type assessed in primary-care setting, ie, at the patient's family doctor. 

The authors say: "Lumbar imaging for low-back pain without indications of serious underlying conditions does not improve clinical outcomes. 

Therefore, clinicians should refrain from routine, immediate lumbar imaging in patients with acute or subacute low-back pain and without 

features suggesting a serious underlying condition." 

They add: "Rates of utilisation of lumbar MRI are increasing, and implementation of diagnostic-imaging guidelines for low-back pain remains a 

challenge. However, clinicians are more likely to adhere to guideline recommendations about lumbar imaging now that these are supported by 

consistent evidence from higher-quality randomised controlled trials. Patient expectations and preferences about imaging should also be 

addressed, because 80% of patients with low-back pain in one trial would undergo radiography if given the choice, despite no benefits with 

routine imaging. Educational interventions could be effective for reducing the proportion of patients with low-back pain who believe that routine 

imaging should be done. We need to identify back-pain assessment and educational strategies that meet patient expectations and increase 

satisfaction, while avoiding unnecessary imaging." 

In an accompanying Comment, Professor Michael M Kochen, Department of General Practice, University of Göttingen, Germany, and

colleagues discuss how certain factors could hamper doctors changing practice to avoid immediate imaging, "such as patients' expectations 

about diagnostic testing, reimbursement structures providing financial incentives, or the fear of missing relevant pathology." They conclude: 

"Meanwhile a promising approach seems to be the way of educating patients in and outside general practitioners surgeries." 

http://www.medicalnewstoday.com/articles/154543.php


Lancet. 2009 Feb 7;373(9662):463-72.

Imaging strategies for low-back pain: systematic review and meta-analysis.

Chou R, Fu R, Carrino JA, Deyo RA.

Oregon Health and Science University, Portland, OR, USA.

Abstract

BACKGROUND: Some clinicians do lumbar imaging routinely or in the absence of historical or clinical features suggestive of 

serious low-back problems. We investigated the effects of routine, immediate lumbar imaging versus usual clinical care without 

immediate imaging on clinical outcomes in patients with low-back pain and no indication of serious underlying conditions.

METHODS: We analysed randomised controlled trials that compared immediate lumbar imaging (radiography, MRI, or CT) versus 

usual clinical care without immediate imaging for low-back pain. These trials reported pain or function (primary outcomes), quality 

of life, mental health, overall patient-reported improvement (based on various scales), and patient satisfaction in care received. Six 

trials (n=1804) met inclusion criteria. Study quality was assessed by two independent reviewers with criteria adapted from the 

Cochrane Back Review Group. Meta-analyses were done with a random effects model.

FINDINGS: We did not record significant differences between immediate lumbar imaging and usual care without immediate 

imaging for primary outcomes at either short-term (up to 3 months, standardised mean difference 0.19, 95% CI -0.01 to 0.39 for 

pain and 0.11, -0.29 to 0.50 for function, negative values favour routine imaging) or long-term (6-12 months, -0.04, -0.15 to 0.07 for 

pain and 0.01, -0.17 to 0.19 for function) follow-up. Other outcomes did not differ significantly. Trial quality, use of different imaging 

methods, and duration of low-back pain did not affect the results, but analyses were limited by small numbers of trials. Results are 

most applicable to acute or subacute low-back pain assessed in primary-care settings.

INTERPRETATION: Lumbar imaging for low-back pain without indications of serious underlying conditions does not improve 

clinical outcomes. Therefore, clinicians should refrain from routine, immediate lumbar imaging in patients with acute or subacute 

low-back pain and without features suggesting a serious underlying condition.

http://www.ncbi.nlm.nih.gov/pubmed?term=%22Chou%20R%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Fu%20R%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Carrino%20JA%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Deyo%20RA%22%5BAuthor%5D


FRIDAY, Feb. 6 (HealthDay News) -- Using medical imaging on people who have low back pain that has no apparent underlying 

cause doesn't improve clinical outcomes, a new study finds.

This means that doctors should not conduct routine MRI, CT or radiography unless they see signs of a serious underlying 

condition, the authors say.

Dr. Roger Chou, of the Oregon Health &amp; Science University in Portland, and colleagues reviewed the findings of six trials that 

included more than 1,800 participants. The analysis of a wide range of outcomes -- including pain and functioning, quality of life, 

mental health, overall improvement and patient satisfaction -- showed no differences between patients who received immediate 

imaging and those given usual clinical care.

The results apply most strongly to patients with acute or sub-acute low back pain assessed in a family doctor's office, said the

study, published this week in The Lancet.

"Rates of utilization of lumbar MRI are increasing, and implementation of diagnostic-imaging guidelines for low back pain remains 

a challenge," the researchers wrote. "However, clinicians are more likely to adhere to guideline recommendations about lumbar

imaging now that these are supported by consistent evidence from higher-quality, randomized, controlled trials."

Patient expectations and preferences also need to be addressed, they said, citing one study of people with low back pain in which 

80 percent of the participants said they would have imaging, if given the choice, even without expected benefits. 

"We need to identify back-pain assessment and educational strategies that meet patient expectations and increase satisfaction, 

while avoiding unnecessary imaging," the researchers wrote.

But certain factors may interfere with doctors' attempts to avoid immediate imaging in people with low back pain, Michael M. 

Kochen, a professor at the University of G&#246;ttingen in Germany, and his colleagues wrote in an accompanying editorial.

These roadblocks might include "patients' expectations about diagnostic testing, reimbursement structures providing financial

incentives, or the fear of missing relevant pathology."

More information

The U.S. National Institute of Neurological Disorders and Stroke has more about low b

Radiographs and laboratory tests are generally unnecessary, except in the few patients in whom a serious cause is suspected 

based on a comprehensive history and physical examination. Serious causes that need to be considered include infection, 

malignancy, rheumatologic diseases and neurologic disorders. Patients with suspected cauda equina lesions should undergo 

immediate surgical investigation. Surgical evaluation is also indicated in patients with worsening neurologic deficits or intractable 

pain that is resistant to conservative treatment. ack pain.

http://www.ninds.nih.gov/disorders/backpain/detail_backpain.htm
http://www.ninds.nih.gov/disorders/backpain/detail_backpain.htm


Evidence Based Rehab
A pair of article from the April 1st issue of Spine remind us of what real reform in health care we need. While President 

Obama is at least attempting to get the ball rolling with changes in health care, Electronic Medical Records (EMR), 

expanded coverage, and "investing" in prevention and wellness aren't going to change today's problems at the root of 

rocketing health care costs.

One piece at the root of these rocketing costs is excessive use of imaging, surgery, and drugs. Low back pain treatment 

often gets the full brunt of these high cost, low efficacy procedures. Now, the new issue of Spine shines some light on 

the harm this approach can cause.

In the first article by Timothy Carey, MD - Practice patterns and evidence in chronic low back pain care - it was found that 

(surprise) there is an overuse of narcotics and imaging and little use of established beneficial treatment of exercise. The 

figures quoted in the article report fewer than 30% of LBP suffers had seen a physical therapist in the past year and, 

worse yet, only 3% had gone through a structured rehabilitation program.

The second article by Sham Maghout Juratli, MD - Mortality After Lumbar Fusion Surgery - there was a finding of 

alarmingly high percentage of deaths after fusion surgery related to Analgesic overdose. The author comments that:

Analgesic-related deaths are responsible for more deaths and more potential life lost among workers who underwent lumbar 

fusion than any other cause.So, instead of treating LBP primarly with research-proven exercise prescription there is an overuse of 

narcotics and surgery that are leading to increased loss of life!

Maybe rewarding those attempting to use what research shows as effective for LBP instead of shelling out billions for imaging, 

drugs, and surgery might not only lead to lessening costs but decreased mortality. 

http://realpt.blogspot.com/
http://journals.lww.com/spinejournal/pages/currenttoc.aspx
http://journals.lww.com/spinejournal/Abstract/2009/04010/A_Long_Way_to_Go__Practice_Patterns_and_Evidence.15.aspx
http://journals.lww.com/spinejournal/Abstract/2009/04010/Mortality_After_Lumbar_Fusion_Surgery.18.aspx


Chronic LBP is costly…

• LBP  becomes chronic in about 10% of cases.

• Chronic LBP reduces quality of life and 
productivity

• LBP is a major source of 

expense for our various 

health care systems and 

insurance carriers. 

• The longer a person is 

off work due to LBP, 

the lower the likelihood 

they will return to work

in the near or even distant future. Waddell et al 



Red Flags in LBP:

Emergency or Urgent Referral recommended if:

• Loss of Bladder/Bowel control, and 

saddle area sensation (cauda equina)

• Severe pain at night and/or at rest

• Significant trauma

• Wt loss, Fever, Hx of Cancer

• Steroid use, IV drug abuse hx

• 1st episode over 50 y/o

• Widespread Neuro changes
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