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A Talk on Spines Spinal Conditions

* Low Back Pain / Sciatica ¢ Inflammatory / Axial

* Cauda Equina Syndrome Spondyloarthropathy

« Stenosis / * Scoliosis / Kyphosis
Spondylolisthesis * Low Back Pain in Child

* Spinal Tumours and ¢ Adult Spinal Deformity
Metastases * Thoracic Pain

* Spinal Trauma * Neck Pain / Cervical

* Discitis / Osteomyelitis / Radiculopathy
Epidural Abscess * Cervical Myelopathy

* Osteoporosis « Whiplash

I can’t cover everything let alone LBP in 1% hrs .

Outline .

* My Top Ten Tips for “Non Specific” Top Ten Tips for Non Specific
Low Back Pain

Low Back Pain
* (with a 5 min break!)

* Primary / Secondary Interface — What
to Refer to a Spinal Surgeon

The Breadth and Limits of Spinal
Surgery for Low Back Pain




Objectives LBP Sciatica

* LBP Statistics

e Cover tipS for %‘--w"’,{(/ — During 1 year up to 50% population will have LBP
_ History > | l‘i — 80% adults experience LBP during their life
— Examination ‘/ H — 85% LBP no clear pathology identified
* Risk Factors
— Thi i SUICK NG
Things not to miss J\J;_,J }J'JQJU — Previous LBP, smoking and obesity
- Thlngs to say WNE{]{%‘%&%“W — Heavy physical work, frequent bending, twisting, lifting, pulling and
_ Things not to say : oo | pushing, repetitive work, static postures and vibrations
A [ PA\'ffﬂJCJA\ NicoL 4 — Psychosocial factors such as stress, anxiety, depression, job satisfaction,
— Things that can be done S oS mental stress
* Prognosis
— But not necessarily in that order... — 90% acute LBP recover within 6/52

— 7% develop chronic LBP
— Most common cause disability in adults <45yrs

¢ Sciatica Statistics

LBP Sciatica Where does the pain come from?.

— 1.6% lifetime prevalence of radicular leg pain lasting >2 weeks f \
— 60% settle in 6/52
— 90% settle in 3/12 ° Nerves / CO rd §
— Remianing 10% - half settle by 1 year ° M USCIGS §\
* NHS = £1Billion / yr including NN
— £512 million hospital costs o nga ments
— £141 million on GP consultations . \
— £150.6 million on physiotherapy treatments * DISC = ﬁ BN
¢ Private healthcare = £565 million spent / yr * Bones / Joints = = _' 5 \
* The total cost of back p(ain c;)rresponds to between 1% and 2% of ;H§% '-‘;WNG §
gross national product (GDP YourR
Big §

Main Causes of LBP The Pathology

* Non-specific LBP / Mechanical / Muscular
» Degenerative Disc Disease / Discogenic
¢ Facet Joint Arthrosis

* Spondylolisthesis / Spondylolysis
* Degenerative Scoliosis / Kyphosis
* Inflammatory Conditions

* Sacroiliac Joint Pain

* ATIT




What We Want 1. Communication

Happy patients who get better e Communication

Reduced re-attendance o Coftmhication

Clinically important improvement in disability * Communication

Improved patient beliefs

.

* You are the
communication
experts NOT me!

ILLTEACH,YOUR(GRANDMOTHER

Reduce the conversion of acute LBP to chronic
LBP

Non Verbal Be Positive

- _

ASURGEON'S NOTES ON PERFORMANCE

Atul Gawande

“1found 1had been gioping
the Book so hard my ingers nurt
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oy
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J 4| \ Rules of positive variance
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And just exactly what is that expression intended to convey?”

Be Positive Expectations & Concerns
* Pain relief
Use positive transference to your advantage « Cause
Prime yourself for the returning chronic LBP patient * | just want to get back to normal

Avoid being sucked down by the patients negative
transference

. . I'm afraid it will get worse
Address Ideas Expectations and Concerns

. I'm afraid I'll end up in a wheelchair

. I’'m unable to work / lose my job / finances

. I’'m unable to do the things | used to

. I’'m unable to play with my children / grandchildren
. I’'m unable to sleep and I’'mirritable all the time

. I’'m worried there’s something serious going on

The main predictor of outcome for LBP is -
Psychological

NoO Vs WNPR



2. Don’t be ATIT

e Exclude the serious:-

—Abdominal / Retroperitonal Causes
* AAA, Pancreatitis, Malignancy

—Spinal Trauma
—Spinal Infection
—Spinal Tumour - Primary / Mets

F Red Flags

Red Flags

AGUIDE TO IDENTIFYING.
SERIOUS PATHOLOGY OF THE SPINE

Serious and Sinister Pathology

F = Urgent Referral

* But, there is a demand capacity mismatch and
long waiting times
* If concerned -

Pay Attentionto T

pS

he Detail

——

¢ <16yrs or >50yrs with NEW onset pain
* Unwell / unexplained weight loss / unexplained fevers

 Past history of cancer, recent serious illness, recent significant
infection, previous long standing steroid use, HIV / AIDS, end
stage renal disease, osteoporosis, Paget’s disease, alcohol or
drug abuse

* Widespread neurological deficits

* Pain is non-mechanical

* Thoracic pain

* Spinal deformity

* History of significant trauma / injury
* Fails to improve with treatment

Yellow Flags

Psychosocial Factors:

e Attitudes

* Beliefs (and fears)

¢ Compensation issues

* Diagnosis

* Emotions (and coping strategies)
e Family

* Work

* Obstacles to recovery




F Blue / Black F Cauda Equina Syndrome

Occupational Risk Factors: * A spectrum of low back pain, uni / bilateral
o o radiculopathy, saddle anaesthesia and motor
* Conditions in the workplace that may inhibit recovery weakness in the lower extremities with variable
— Soclal/ Ecanamie rectal and urinary symptoms

— Organizational issues

— Usually due to a canal filling disc compressing the
entire cauda equina
— Others - Tumour Infection Trauma
* 1/100,000
* Disproportionately high medicolegal profile
— Missed diagnosis >>£500,000

Cauda Equina Syndrome Cord Compression

SPHINCTERIC DISTURBANCE

* DO A RECTAL EXAM « Red Flags
e “Patient has no anus or surgeon
has no fingers”
e “If you don’t put your finger in it
you put your foot in it”

* Going Off Legs
* Losing Balance
e Weakness / Numbness

* BLADDER SCAN * CES
e GET AN MRI SCAN
* ONLY MODIFIABLE FACTOR IS

TIME TO DIAGNOSIS AND

SURGERY

Epidural Abscess
* Very rare

— Pain Epidural Abscess =
— Fever

— Neurological deficit

* Usually spontaneous or ass. Diabetes, Dialysis,
Alcoholics, IVDA etc.




3. Don’t Assume Rule 4

* If you “assume” you make an ass of u and me & 1, The patient is the one with the

disease!

* Leg or back pain / neurological problems always originate .
* Believe them!

from the spine
The
* A patient with a chronic back problem can't have a new WCH . AIways have an index of

diagnosis e.g. cauda equina syndrome GOD suspicion and never let your

Samuel Shemn guard down

With & new introduction by John Updie

* What’s on the MRI report is the cause of the symptoms (MRI

is very sensitive) THE BAWDY CULT CLASSIC
‘Catch-22 with stethoscopes’
— “Treat the man not the scan!” Cosmapotian * Plus have em pathy

— Asymptomatic population MRI studies e Learnit + don,t IOSE it

2004

Lump on my
chest wall - it
comes and goes

2008

It’s still there
doctor

USS - normal

2013
Yes — you’re right
you do have a lump!

Rare as hens teeth with
gold fillings!

2010

I’'m telling you I've got this lump
Perhaps it because of my bra

| have them fitted by the same
Brassiere as the Queen you know

Don’t look
o . Won't find . :
5. Examine The Patient oo, Examination
ASIN Sy 15COS | * Gait
RIGHT o2 o i — Tip toe / Heel / Heel-toe / Crouch
. = — Trendelenbergs
— Simplifies — Rombergs
= Myotomes .
— Dermatomes * Forward bend and Extension
= — LBP vs Leg pain
= * Leg length
5E : * Hip / Knee / SlJ
wlm - o e R e S P | — Thigh thrust, distraction, compression and FABER

NEUROLOGIGAL 3 NEUROLOGICAL
o LEVELS LEVeL oF
o Sevcnn i

Cap
Es " sason ) o |
e e 1)

:
serson )
woror [ ][]




Examination Waddells Signs

¢ SLR * Non-organic or psychological component to chronic LBP
. - M.US.
— Cross over sign . TendoRED
- Flip test — superficial and diffuse and / or non-anatomic tenderness
. Reflexes ¢ Simulation
— movements which produce pain without actually causing that movement -
— Hoffmans axial loading and pain on trunk rotation
— Clonus * Distraction
— Plantars — SLR standing / sitting / lying
* Regional disturbances
* Pulses

— non anatomic regional weakness or sensory changes
* Overreaction
— subjective signs regarding demeanor and reaction to testing

6. NICE Approach Problem 1

* Non specific low back pain is NOT a diagnosis
— “LBP in which it is not possible to identify a specific

NICE IS

H ERE TO — Not Tumour Infection Trauma Inflammation (NICE)

* How do you identify a specific cause = history,
\ HELP ) ; Yy
d —— examination and investigation
Low back pain and sciatica in over 16s:

* But, you can’t do that in everyone (demand /
assessment and management

capacity) and LBP +/- sciatica often gets better on

s it’s own with simple measures
Published: 30 November 2016 .
nice.org.uk/guidance/ng59 — My Evolution Theory

Diagnostic Classification NSLBP Problem 2

Sometimes people hold a

it I
categories: + Sacroiliac joint When they are prese-nted with e'vidence
+ Dysfunction that works against that belief,
. . the new evidence cannot be accepted.
¢ Disc Syndrome ¢ Myofascial

_ reducible, irreducible, non = Adverse neural tension It would create a feeling that is extremely

mechanical ¢ Abnormal pain
* Adherent nerve root * Inconclusive

uncomfortable, called cognitive dissonance.
And because it is so important to protect
* Nerve root entrapment the core belief, they will rationalize,
ignore and even deny anything
that doesn‘t fit in with the core belief.

* Nerve root compression * My conclusion - it is no
* Spinal stenosis longer non specific!!!

Cognitive Dissonance



. Person aged 16 and over with
Primary Care Tow back pain with or without
Non Specialist Soka

l

Information and advice to
support self.management

SCIENTIFIC
AMERICAN. N come

N2 5 2 7 N2 9 N2
Exercise Manual therapy treatment therapies treatments
package treatment package for sciatica THE SCIENGES MIND HEALTH TECH SUSTAINABILITY EDUCATION VIDEO PODCASTS BLOGS STORE Q
4
Pharmacological treatments Combined physical and THE BODY

psychological programmes

Forget Pills and Surgery for Back
Pain

Many physicians are advocating a simpler approach to treating lower back pai

Do not offer

J/ 1. \I/ 1! \L\
Acupuncture and Traction, orthotics, belts and Spinal injections and disc Spinal fusion (unless part of a
b erapy corsets replacement randomised controlled trial)

Prescrib for low back pain at the lowest effective dose for the shortest possible
period of time.

Consider @eak opioids (with or without paracetamolPfor managing acute low back pain only if
an NSAID is contraindicated, not tolerated or has been ineffective.

Do not offer paracetamol alone for managing low back pain.
Do not routinely offer opioids for managing acute low back pain.
Do not offer opioids for managing chronic low back pain.

Do not offer selective serotonin reuptake inhibitors, serotonin—norepinephrine reuptake
inhibitors or tricyclic antidepressants for managing low back pain.

Do not offer anticonvulsants for managing low back pain.

/ See later
Neuropathic pain

For recommendations on pharmacological management of sciatica, see the NICE pathway on
neuropathic pain.

Epidurals

Consider epidural injections of local anaesthetic and steroid in people with acute and severe
sciatica.

g © Original Artist
ion rights obtainable fro:'n
mw. CartoonStock:-com




NICE NOTs

Do not offer acupuncture for managing low back pain with or without sciatica.
Do not offer ultrasound for managing low back pain with or without sciatica.
Do not offer PENS for managing low back pain with or without sciatica.

Do not offer TENS for managing low back pain with or without sciatica.

Do not offer interferential therapy for managing low back pain with or without sciatica.
Do not offer traction for managing low back pain with or without sciatica.
Do not offer belts or corsets for managing low back pain with or without sciatica.

Do not offer foot orthotics for managing low back pain with or without sciatica.

Do not offer rocker sole shoes for managing low back pain with or without sciatica.

© MAZK ANDEZSON WIWWANDERZTOONS COM

“I'm here about the details.”

Do not offer disc replacement in people with low back pain.

Do not offer spinal fusion for people with low back pain unless as part of a randomised
controlled trial.

Spinal decompression surgery

Consider spinal decompression for people with sciatica when non-surgical treatment has not
improved pain or function and their radiological findings are consistent with sciatic symptoms.

Referral for surgical opinion

Do not allow a person's BMI, smoking status or psychological distress to influence the decision
to refer them for a surgical opinion for sciatica.

Refer - fine
Surgery - well...

Spinal injections

Do not offer spinal injections for managing low back pain.

Considé referral for assessment for radiofrequency denervation for people with chronic low
back pair\when:

yical treatment has not worked for them and

the main §ource of pain is thought to come from structures supplied by the medial branch
Rderate or severe levels of localised back pain (rated as 5 or more on a visual
analogue scalg, or equivalent) at the time of referral.

Only perform radioffgquency denervation in people with chronic low back pain after a positive
response to a diagno§tic medial branch block

Do not offer imaging fo\people with low back pain Wit specific facet joint pain as a
prerequisite for radiofrequgncy denervation.

1M CONFUSED
fremecrnchon

22.2 Review question: What is the clinical and cg T

spinal injections in the management @ non-spe low back pai

23.2 Review question: What is the clinj ast effectiveness of

‘ the management
on-spe low back pain?

Managing low back S Person with
painand sciatica low back pain
AbreovevewthenewNICE

hirloigond With or without sciatica
2patent presenting inprmary care

Consider Exciudespecic causes of iow back pai, or example
alternatives o . C

X maging ' Assess likely recovery outcomes

Only consder imagig: The complety and ntensty of reatment may vay depending on
howlikelyitis that the patient wilhave  good functional outcome.

o

F

CETTTIITIETTIEIIT)  oven hose wih ocute symptoms andorscitca

Manual
+
2

Conside using sk sratication Possble ndicators of poor outcomes.

assessment ool

-
@ Pinsperisent/
weatment resistant

-
Q Jommes

specic episode

— Rule 5.1
s Read the M



NICE ¥rassStoence

Updated Guidance Mostly About Sciatica

Pharmacological management of sciatica

beneht

and there s evidence of harm. [2020]

1217 Donotoffer opioids for managing shranic siatica. [2020]

Low back pain and sciatica in
over 16s: assessment and Wihthirawataith thperson
management
reatmont and st witaval maragement e
—_—
NICE guideline it
Published: 30 November 2016 -

wwwnice org uk/guidance/ng59

nedication revieu

minute
Guaranteed!
“

... take one daily

The Keele STarT Back Screening Tool

Patient name; Date:

Thinking about the last 2 weeks tick your response to the following questions:

My back pain has spread down my leg(s) at some fime in the last 2 weeks

Disagree  Agree
o 1

©

Thave had pain in the shoulder or neck at some time in the last 2 weeks

w

Thave only walked short distances because of my back pain

IS

In the last 2 weeks, I have dressed more slowly than usual because of back pain

I's not really safe for a person with a condition like mine to be physically active

N

Worrying thoughts have been going through my mind a lot of the time

7 1feel that my back pain is terrible and it’s never going to get any better

8 In general I have not enjoyed all the things T used to enjoy

0O|0|0|o|o|o|ojo
0O|0|0|0|0|o|o|o

9. Overall. how bothersome has your back pain been in the last 2 weeks?

Not at all Slightly
o o o u}

o o o 1

Moderately

Total score (all 9):

Sub Score (Q5-9):

Very much Extremely

o

PSYCHOD
THE

RAPISH{
%

o)

—
1 )
‘1T ONE WoRD GEoRGE !
3 orless 4 or more
Sub score Q5-9
| 3 or less | | 4 or more |
Low risk Medium risk High risk
Likely to settle with More vigilance needed Risk chronicity
advice analgesia Review Early referral Back Pain
Signpost Consider Back Team Specialist Team
Safety net if not improving

7. Have a List

GLASBERGEN

© Randy Glasbergen.
www.glasbergen.com

" KINGS CROSS
OSTEOPATHY

“What fits your busy schedule better,
exercising one hour a day or being
dead 24 hours a day?”

10



The List
* Aerobics * McKenzie Exercises
* Alexander Technique * Medication
* Aqua-aerobics * Osteopath
* Chiropracter * Patches
* CPP/FRP * Physiotherapy
* Cycling * Pilates
* Diet / Lose Weight ¢ Reflexology
* Gym Program * Stop Smoking
* Hydrotherapy * Tai Chi
* Massage * Yoga

But it still hurts...

CLQSE TO

Em Rt WeFsond

ANSTOWN
* | need to see a surgeon j’é’upug&[rt?g
* | need an operation A

* It has to be due to something

|

...oh it can be...

* Surgery for LBP is all about risk versus benefit

HOME  joHN MSPHERSON

The Resources

i i Physical activity for adults
NICE Guidelines el activity fota

The Internet

— patient.co.uk, gpnotebook.co.uk, nhs.co.uk,
backcare.org.uk, spinesurgeons.ac.uk, spine-
health.com, spineuniverse.com,
understandingspinesurgery.com etc. etc.

The Back Book and Others
Physiotherapy / Chiro / Osteo
Gym / Fitness Program

FRP / CPP - Back in Action
Program

Expert Patient Program
The Pain Clinic
The Surgeon

How can it be worse...

THIS ANTI-DRPRESSANT WORKS )
BEST (F YOU TAKE [T WITH WATER ¥/
LAPPING NEAR YOUR HAMNMQCK

ON A CARIBBEAN BEACH.

11



8. Who to Refer?

Surgery for Leg Pain / Sciatica
— Buttock can = “Leg”
— Red flags
— Severe / not settling down
Surgery is generally successful

Surgery for Low Back Pain
— The tide has changed...
— Back pain surgery is generally NOT recommened
— But, this depends on the cause of the LBP
— Surgery does not work for “non specific LBP” (whatever that is!)

More on this later...

9. What not to say

“You have degenerative back pain” — patients think this means it

will get worse with age
Annular “tear” — implies trauma — use “fissure”

Until you have proof (MRI) do not label LBP as arthritis,
rheumatism, a slipped disc, spondylosis, spondylitis

“I’'m going to leave you to talk to yourself because you've
obviously got a lot to talk about”

“...sack of potatoes...”

What not to believe

Degenerative LBP gets worse

The MRI report

A patient with chronic LBP can’t have a new
diagnosis

9. What not to say

"Your back is so bad you need to see a surgeon"

"Be careful your spine is like glass it could shatter at any
moment (referring to osteoporosis)"

"You have a crumbling spine"

"If you don't have an operation on your spine you will
end up in a wheelchair, if you do have one then you
might not"

"Your back pain is due to the bulging discs and you need
to see a surgeon urgently before you become paralysed”

Avoid Mixed Messages

A man’s got to
know his
limitations

e ENTRANCE
| ONLY (W

n .

If you don’t know say so

Example MRI Report

There are degenerative changes throughout the lumbar spine with facet
joint arthrosis. The bone marrow is normal and there is no deformity or
spondylolisthesis.

At the L3/4 level there is mild degenerative disc disease with associated
mild degenerative changes in the facet joints. There is mild lateral recess
stenosis due to facet joint and ligamentum flavum hypertrophy. No exit
foraminal compromise.

At the L4/5 level there is severe degenerative disc disease with associated
loss of disc height. There are severe degenerative changes in the facet
joints. There is mild central and lateral recess stenosis due to facet joint
and ligamentum flavum hypertrophy. No exit foraminal compromise.

At the L5/S1 level there is moderate degenerative disc disease with
associated severe degenerative changes in the facet joints. There is mild
lateral recess stenosis due to facet joint and ligamentum flavum
hypertrophy. No exit foraminal compromise.

Suggest clinical correlation of above findings.

NORMAL AGEING PROCESS CHANGES

12
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Age-Stratified Prevalence of Sl Joint Degeneration
100%
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68%.

58%
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“ Substantial degeneration
in one S joint
22%
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Age (years)

Prevalence of sacroiliac (SI) joint degeneration per decade of life.

10. What to say and do

* REAPRIOP
ez g At~ dulsconsoaton
- Explanation Open frank discussion / negotiation
— Advice into their management
— Prescription V/
— Referral V/

— Investigation v
— Observation (Follow up — Safety Netting)
— Prevention

Table 2: Age-specific prevalence estimates of degenerative spine
imaging findings in asymptomatic patients®

Age (yr)
Imaging Finding 20 30 40 50 60 70 80
Disk degeneration ~ 37% 52% 68% 80% 838% 93% 96%

Disk signal loss 7% 33% 54% 73% 86% 94% 97%
Disk height loss 24% 34% 45% 56% 67% 76% 84%
Disk bulge 30% 40% 50% 60% 69% 77% 84%
Disk protrusion 29% 31% 33% 36% 38% 40% 43%
Annular fissure 19% 20% 22% 23% 25% 27% 29%

Facet degeneration 4% 9% 18% 32% 50% 69% 83%
Spondylolisthesis 3% 5% 8% 14% 23% 35% 50%

PRACTICE

) Check for updates

e CHANGE
e

y
s Do not routinely offer imaging for uncomplicated low back pain
Amanda M Hal, ' Kris Aubrey-Bassler, ' Bradley Thorne, ' Chris G Maher?

e e,
Universyof Sy nd ey Euroean spne Jounal
Lo HESNDOCL Y. g dicg/ 10.10071500586.021-06805:0

oA M Hal ORIGINAL ARTICLE

Understanding
my low back pain

The effects of an MRI report on the patient AND WHETHER | NEED IMAGING

and surgeon and the benefits of ‘clinical reporting”: results
from an RCT and blinded trials

Rajasekaran'® - - Bhari Thippeswamy Pushpa? -
Shetty Ajoy Prasad’ - Mugesh Kanna Rishi'

Received: 17 Ocober 2020/ Revised: Febrary 2021/ Accepld: 4 March 2021

Reassure Explain Advise

* | know what'’s going on
* It’s non-specific mechanical low back pain

* We often don’t know exactly where the pain is coming
from but what we do know is that it is not serious

* Hurt does not mean harm / Pain does not mean damage

It will get better but sometimes it takes time

13



Reassure Explain Advise

Use it or lose it / motion is the lotion
Rest can be harmful — it delays recovery

We need to strengthen your back and stomach muscles
and this will help your pain

The less you use your back muscles the more they will
hurt when you come to use them

Do what you normally do

Soothing Phrases
Use the phrase “Normal ageing process”

Degenerative changes are part of the normal ageing process
/ are a bit like getting grey hair / rusty hinges on a door

Your back will hurt but you won’ t harm it
Exercise will hurt as the muscles get fit

Taking painkillers doesn’ t mean that you will hurt yourself
without knowing it

The aim of treatment is to reduce the severity, frequency
and duration of your painful episodes

Remember...

USE IT OR LOSE IT Yoga >5000 yrs old
Tai chi >700 yrs old
Physiotherapy 1813
Osteopathy 1874
Chiropractic 1895

Pilates 1920

MOTION IS THE LOTION

PLASTER IS DISASTER

Hurt does not necessarily mean harm

Pain does not necessarily mean damage

Reassure Explain Advise

We need to help you lose weight / stop smoking
It will be hard work and its not going to be easy
But, it will be worth it

Diet is the best way to lose weight (probably the only way)

This will take the load / strain off your back and also it will help to
prevent conditions such as diabetes, high blood pressure, heart
disease and even some cancers

Prevention

Get it right at the first consultation
— Time well spent
— Positive messages

Encourage self sufficiency
Promote diet / stop smoking

Promote aerobic fitness

— Exercise 30 minutes at least 3 times weekly
— Hot, sweaty, breathless, increased pulse rate
— Brisk walking, jogging, cycling, swimming

14



- . . Summar
Weight loss: How to lose belly fat YAJBell y

if you have a bad back with Hoe

Key:

THESE three moves Save for retirement .

WEIGHT loss is best achieved through good diet and exercise, but those who suffer with Svouigiitinons EMERN/ERIES patient

back pain can struggle to workout, Hers are three moves for people who suffer with back with a LISA Take RESPONSIBILI Tonr their health

pain to get into shape. ’ . .
i Don’t be a ATIT in an ACTIVE not passive Role
. Don’t Assume

[SHARE| I TWEET|w ]G+ i 5 M d in Di
£ oarg [ Mostreadin Ders Rule 4 of The House of God

Examine the Patient
Adopt a NICE Approach
Have a List

Communication

—

Weight los: Man got id of his belly fat and
lost three stone by cutting out THIS food

Who to Refer (more to come...)

© 0N VA WN P

Weight loss: How to Lo

losebely facifyou 0w | b

2 haveabad back with
‘THESE three moves:

What not to say
10. What to say

By continuing to use the site, you agree to the use of cookies. You can find out more by following this lnk.

Rule fl.;w

No one is above the law
& =
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tational InstitN | CE :alth and Care I c E CURRENT
lealth and Cagtionalinstiwefor ytiong| Institutesnal Institute for : CUR
eathandtare B N alth and Care :h and Care Exce Practice Guidelines

in Primary Care
NIC Hé’!,‘ﬁ

NICE Natior -N I C E 20 20

Health Concise summaries of the latest

disease-screening, prevention,
NICE:: and management guidelines

JACOB A. DAVID.

R #LANGE °
Requlating Medicines and Medical Devices. i

NICE:Z2e

= 3% cardiff and Vale

LW Community 4w Community i -
" HealthPathways o batiways A Page not yet adapted for Cardif and Vale

Cardiff and Vale al
Hame v Low Back Pain
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Latest News Pathway Updates & onic
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seem oTHamNek sy .
v I ANTIMCROBIAL GUDELINES Gonen sugey
i SHARED CARE PROTOCOLS .
w2 pos——
A < & meecks
" 8 e paTivAYS
5 Background
@ eanen roruATIoN — oo o pan
* covcanon
Assessment
+ pansevery e, an ranon
b et i st + Ditous betveen i ..
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Clinical Service (CMATS) pathway for GP of pain of spinal origin

Red Flags
not present

Clinical Service (CMATS) pathway for GP of pain of spinal origin

Red Flags
not present

[ Patient aged 16 years and over presents to GP with symptoms of spinal pain |

Screen for Red Flags

[ Patient aged 16 years and over presents to GP with symptoms of spinal pain |

Screen for Red Flags

Red Flags
present (<1%)

Red Flags
present (<1%)

Yes (4%)
( oo Neurogenic mb pain?
Requiring Requiring (sciatica/ brachalgia) 1 pi
emergency’ urgent or stemosis)
admission x
el I v Frank neurogenic
l limb weakness?

1. Bloods

(FBC/ESRI

GRPIPSAI

Immunoglobuin)|

2. Urgent MRI gt vl

Urgent referral to orthopaedics Urgent referral to orthopaedics

1. Patient Secondary care ‘Secondary care
t0EU “Urgent orthopaedic “Urgent orthopaedic
2.Bleep appointment appointment
ortho
on-call
team
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Adult patient consultation with GP

Presenting symptoms of LBP

Focus history and physical examination

Duration of symptoms

Alerting features for specific pathology

Symptoms and signs of radicular syndromes

Psychosocial risk factors

1. Patient ‘Secondary care Secondary care Prim
oEU “Urgent orthopaedic ~Orthopaedios (+- ia virtual Discharged to confinue with self
2 Bleep appointment cinic) management +/-further primary
= Intervention & ix via care support
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oncal -Painteam
team “Rheamatology MECC

BA

Exclude non-spinal

causes of LBP

Hip pathology, referred
visceral pain
(eg. pancreatitis,
pancreatic cancer,
prostatitis, and
pyelonephritis),
viral syndrome, and
vascular causes
(eg. femoral artery occlusion
and aortic aneurysm)

Diagnostic triage
e 2
: Three broad categories
I T 1
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1. Specific spinal 2. Radicular 3. Non-specific LBP
pathology
(~1% of cases in

primary care)

syndrome(s)
(¥5-10% of cases
in primary care)

(790-95% of cases
in primary care)

Vertebral fracture Radicular pain Presumed lumbar

Malignancy

Radiculopathy

musculoskeletal origin of LBP

Spinal infection
Axial

Spinal stenosis

specify pathoanatomical
source of LBP

No tests available to reliably

spondyloarthritis

Cauda equina Treatment

syndrome i
recommendations

Advice and reassurance

Good prognosis and low risk of serious disease

Immediate imaging not necessary

Education and reassurance for self management
(eg. pacing exercise)

Olderage (65 years for men, >75 years for women) Major isk: immediate
Prolonged corticosteroid use Minor isk: 1 month
Severe trauma “watch and wait”
Presence of contusion or abrasion

Major risk: immediate

History of malignancy

Malignancy 0.25% Xrayand MRI

Unexplained weight loss, »50 years

Intravenous drug user

New bowel or bladder dysfunction Immediate
5 =

Persistent or progressive lower motor neuron changes

| Progressive lower limb motor weakness
| T

Chronic back pain (>3 months'duration), with back
pain onset before 45 years of age and one or more
of the following

Inflammatory back pain with at least 4 of:

- Age of onset 40 years or younger

~Insidious onset

~Improvement with exercise

- Noimprovement with rest Adal spondyloarthirtis Refer to theumatologist
- Pain at night - with improvement when getting up 0.1%-1.4% if strong suspicion of axial
spondyloarthritis

Peripheral manifestations Gn particular arthrits,
enthesitis,or dactyliti9

Extra-articuler manfestation (psoriasis,inflammatory
bowel disease, or uveitis)

Positive family history of spondyloarthritis
Good response to NSAIDs

Management NSLBP

e

| EARLY CHRONIC I

1 1
1 1
«+ convey optimism |1 | « convey optimism
- stay active 1| - exerise
* pain medication 1 | + pain medication
« self-care 1| + psychological evaluation and possible
techniques : intervention
1 | * work conditioning program
1 (if patient is motivated to return to work)
1
1 1
1 1
........... -
1-4 Weeks 12 Weeks 1 Year PAIN DURATION

Radicular

Acute non-specific
LBP
(<6 weeks duration)

syndrome(s)

Non-pharmacological
Non-pharmacological
Education and
reassurance

to remain active

Exercise

Pharmacological
Opioids (rescue only)

Self management
(eg. pacing, exercise)

Physical therapies
(eg. heat, massage,
spinal manipulation)

| Persists - Refer |

Pharmacological
NSAIDs

Skeletal muscle
relaxants
Weak opioids

For patients who are not improving, consider
reassessment with focused history and physical
exam to rule out the development of red flag conditions

Persistent LBP
(>6 weeks duration)

Non-pharmacological

Exercise programme

Psychological therapies
(eg. cognitive behavioural
approaches, mindfulness-
based stress reduction)

Physical therapies
(massage, spinal
manipulation, acupuncture
in combination with graded
activity)

Pain management
programme

Management of
comorbidities (eg. sleep
disturbance, mental health)

Pharmacological

P T

Back pain with leg pain in an L4, LS, or S1 nerve root

Defer work up untila

distribution trial of therapy has been
Positive result on straight leg raise or crossed are candidates for surgery completed
straight leg raise twist
Bilateral buttock, thigh, or leg pain Deferwork up untila
Older age nsider ial

are candidates for surgery completed

Pseudoclaudication

Spinal Conditions

Low Back Pain / Sciatica ¢ Inflammatory / Axial

Cauda Equina Syndrome

Spondyloarthropathy

Stenosis / * Scoliosis / Kyphosis
Spondylolisthesis e Low Back Pain in Child
Spinal Tumours and ¢ Adult Spinal Deformity
Metastases * Thoracic Pain

Spinal Trauma * Neck Pain / Cervical
Discitis / Osteomyelitis / Radiculopathy
Epidural Abscess * Cervical Myelopathy
Osteoporosis « Whiplash
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Referral Summary

* Low Back Pain / Sciatica * Inflammatory / Axial

* Cauda Equina Syndrome Spondyloarthropathy
* Stenosis / * Scoliosis / Kyphosis
Spondylolisthesis * Low Back Pain in Child

e Adult Spinal Deformity
¢ Thoracic Pain

* Spinal Trauma * Neck Pain / Cervical
* Discitis / Osteomyelitis / Radiculopathy

Epidural Abscess « Cervical Myelopathy
* Osteoporosis e Whiplash

Sure send to a spinal surgeon ————— Unless patient not fit for surgery!
Rheumatology / Medics T

J
Physiotherapists / Pain Clinic /IJ- P—

Others (assess red flags)

LBP — Who to Refer...

T e, B

BEYOND
E

* Red flags - refer

ABOVE @ ; - .
| ) —A = U b * In the absence of an identifiable pain source the

mainstay of treatment for low back pain is
conservative

* Inshort spinal surgery is high risk and surgery for
low back pain is unpredictable

e Surgery does NOT work for NSLBP

Cognitive Dissonance?...

WE KNOW...

0\ jus t know “ di e Surgery for LegMPai’:'-p / Sciatica
— Buttock can = “Leg
— Red flags

— Severe / not settling down
Surgery is generally successful

* Surgery for Low Back Pain
— The tide has changed...
— Back pain surgery is generally NOT recommened

Case-Control

Cross-sectional studies \

Case saries. Case ropay — But, this depends on the cause of the LBP
Ideas, opinions, editorials, anecdotal \ — Surgery does not work for “non specific LBP” (whatever that is!)

¢ Spinal surgery has at least 1/10 complication rate and up
to 1/5 have further surgery at some point in the future
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Identifiable LBP Pathology

Stenosis / Spondylolisthesis

* Spinal Surgery for LBP can work: * A Brief summary:
¢ Epidural Injection - V'short term ?Long (not SPL)

. . - . . - I

» Disc prolapse (with radicular pain) OrsEy whepgonifiigot SPL)
« Spondylolisthesis / Spondylolysis * Pharmacological - insuff evidence
P ¥ ] P yioly ¢ Physiotherapy - insuff evidence
* Trauma / Infection / Tumour * Manipulation - insuff evidence

e TENS/elecstim -insuff evidence

* Discogenic /SI) * Accu, traction - insuff evidence
¢ Deformity
* Facetal e Surgery -V good evidence
- op - SPL > stenosis
Spinal Surgery Who Does Badly? LBP Fusion Surgery

* The “ideal” candidate
— Single level degenerative disease / identifiable pathology
— BMI 20-30
— Well motivated — tried the list and continues to try

* Opioids >60mg (e.g. oxycodone)

* SSRI medication — still employed

* Pain diagram — multiple pain sites — Absence of multiple yellow / blue / black flags

. High preoperative pain intensity — PROMs reasonable -;VAS /0ODI/ PH / GAD7

* Catastrophising >24 points
* HADS > 11 points

WEIGHT BEARING
Y bl

Spinal Surgery - Outcomes

* Sciatica Surgery
— Outcome depends on cause
— Disc prolapse up-to 85% significant improvement leg
— Stenosis 2/3 significant improvement leg
— Both can have improvement in LBP but unpredictable

* Low Back Pain Surgery
— Should only done in specific circumstances
— At best in highly selected subgroups:
— 70% chance of a 70% back
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In Reality...

* Refer for help:
— Serious
— Reassurance / advice
— Intervention
— Frustration

* Problem = demand
capacity mismatch

FACEPALM

—_ Long NHS WaitS and When words fail to describe the dismay,
subsequent chronicity

* Culture and Beliefs
— Very difficult to change

Iways Facepalm

and finally...

PHournnZ™
’/47144/&7

e Rule11:

— Medical patients don’t take their
medication 50% of the time, and

psychiatric patients don’t take their
medication much at all

— cfLBP

SAMUEL SHEM

The main predictor of outcome for LBP is - Psychological
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For Some Things
There May Be No Cure
¥ g

N\ G I G Bwrdd lechyd Prifysgol .
Iy, CYM Caerdydd a'r Fro Nuffield Health
Summary d~°' NLIS | crmmevas Cariff & Vele
S/ I NC Basaita

* My Top Ten Tips for “Non Specific” Low Back
Pain

Don’t forget to look in Dropbox

HI! I'M DR. MIKE EVANS
ona TODAY WE ARE
TALKING ABOUT

\LOw BACK PAIN
Video

Thank You

* Primary / Secondary Interface — What to Refer
to a Spinal Surgeon

* The Breadth and Limits of Spinal Surgery for

Low Back Pain .
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