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Why We Are Here
 Opioid public health crisis

 Prescriber practice gaps, variations, fragmented care

 Patient perception, expectation and risk deficits

 Pharmaceutical industry marketing

 Need for all stakeholders to work together

 Necessity for innovative solutions



Disability Factors

 Employer
 Physical work demands,

pace, control

 Available modified duty

 Supervisor response

 Co-worker support
 Crook JOR 2002, IWH 2011,

McClellan JOR 2001, Shaw JOR
2003, Werner OM 2007

 System
 Delayed reporting

 Compensability issues

 Timeliness in processing
claim, payments, UR

 Communication issues

 Worker perceived
fairness

 IWH 2011, Kilgour JOR 2015

Disability Factors

 Worker
 Pain severity and fear
 Self reported function
 Recovery expectations
 Job tenure and satisfaction
 Prior work absence

 Medical and psychologic

 Attorney

 Injury physical factors
 Chou JAMA 2010, Crook JOR 2002,

Ebrahim JOR 2015, Iles OEM
2008, IWH 2011, Shaw Spine
2005, Shaw Disab & Rehab 2005,
Shaw JOEM 2009

 Provider
 Interactions,

communications with all

 Treatment and RTW

 How providers respond
to pain, RTW

 Opioids and
benzodiazepines

 LBP MRI absent red
flags

 Lumbar fusion DDD

 Allen JOEM 2014, Franche Disab &
Rehab 2005, Hall Spine 1994, IWH
2011, Kilgour JOR 2015, Linton JOR
2002, Rainville Spine 2000



MSD Management Tips

 Identify the minority with “red flags” who require
early imaging and/or referral

 Reassurance for the remainder that most MSDs
resolve with conservative care

 Pain may not mean harm, allay worry if not
eliminated

 Promote self care, coping, total worker health

 Promote beneficial / evidence based interventions
 Avoid unsupported imaging, esp LBP

 Caution treatments with ↑risk vs. benefit considerations
(opioids, benzodiazepines, LBP fusion for DDD)

Worsening Trends in the Management
and Treatment of Back Pain Mafi JAMA IM 2013

 Outpatient neck / back visits NAMCS &
NHAMCS 1999-2010
 Excluded “red flags”

 Guideline supported
 NSAID (acetaminophen) ↓36.9%-24.5%
 PT no change 20%

 Guideline limitations
 Opioids ↑19.3%-29.1%
 MRI/CT ↑7.2%-11.3%
 Specialty referrals ↑6.8%-14%



Overtreating Chronic Back Pain: Time to
Back Off? Deyo et al. J Am Bd Fam Med 2009

Opioids and WC Claim Impact

 ↑Work loss and disability
 11-14 ↑ odds ratio work loss, 6x ↑ # work loss days

opioids > 90 days Volinn Pain 2009

 Early opioid dose (450 mg/15 days) ↑ 69 days work
loss Webster Spine 2007; 7 days opioids 2x ↑ OR disability @
1 yr Franklin Spine 2008

 ↑Claim cost
 $20K ↑ claim cost opioids > 90 days Volinn Pain 2009

 ↑ risk $100k claim cost (SA opioids 1.8x, LA 3.9x)
independent of severity White JOEM 2012

 Benzos/SA opioids 5x, BZ/LA 14x) Lavin JOEM 2014



MSD Management Tips

 Exhaust non-opioid treatments

 Exercise, Lifestyle, Complementary & Alternative,
Cognitive Behavioral Therapy

 NSAIDs, Tricyclics, Antidepressants,
Anticonvulsants

 Evidence based interventional options

 May be equivalent treatments or
combinations of treatments

 Role of shared decision making

Shared Decision Making

 Evidence based information on treatment
alternatives, benefits, risks; PLUS

 Collaborative process between patient and HCP

 “Patient preference sensitive care”
 Less consistent or known outcomes, multiple options

 Patient variation in value of risks, outcomes

 Diagnostic and treatment decisions made
together; often use decision aids

 Reflects patient goals, values and preferences

 ↑ patient knowledge, ↑ choices c/w values, ↑ 
conservative care Stacey Cochrane 2014



http://annals.org/aim/article/2603231/noninvasive-treatments-acute-subacute-
chronic-low-back-pain

Advice Regarding Low Back Pain (ACP)

Advice Regarding MRI For Low Back
Pain Absent Evidence Based Indication

 Natural history of recovery

 Unlikely to have serious condition Jarvik AIM 2002, Ferrari
CanFP 2016

 MRI findings are common and may not be the cause
of symptoms Boden JBJS 1990, Carragee Spine 2006

 MRI findings may not predict outcome or change
management Lehnert ACR 2010, McNee BMC MSD 2011, Kleinstruck
Spine 2006

 Early unsupported MRI without indication does not
improve outcomes and may cause harm Jarvik JAMA 2003,
Graves Spine 2012, Ash AJNR 2008, Webster JOEM 2010. Webster Spine 2013 &
2014

 MRI may be indicated if recovery does not occur as
expected or clinical condition changes



https://www.bostonglobe.com/lifestyle/health-wellness/2013/08/04/managing-back-pain-
mistakes-doctors-commonly-make/V7BkwRyGEs76JcrUlonxSP/story.html

http://consumerhealthchoices.org/wp-
content/uploads/2012/06/ChooseWiselyBackPainAAFP-ER.pdf



Advice Regarding Fusion for LBP DDD
Absent Evidence Based Indication

 Therapeutic exercise + CBT is as effective as lumbar
fusion

 Fusion outcomes

 1/2 have no pain relief

 Rare to be pain free

 2/3 disabled at 2 years; mod functional limitations

 Opioids ↑ 41% and contribute to deaths

 Fusion risks

 Complications 9-18%

 Repeat operation 22-27%
 Brox Spine 2003 / Pain 2006, Fairbank BMJ 2005, Franklin Spine 1994, Juratli

Spine 2006, Nguyen Spine 2011, Mannion Spine J 2016

http://www.dli.mn.gov/WC/Pdf/fact_sheet_lumbar_fusion.pdf



http://www.lni.wa.gov/ClaimsIns/Files/OMD/MedTreat/LumbarfusionUpdate020216.pdf

https://www.cdc.gov/drugoverdose/index.html

Information Regarding Opioids



http://turnthetiderx.org/#

http://www.consumerreports.org/cro/magazine/2014/09/the-dangers-of-
painkillers/index.htm



http://www.cdc.gov/VitalSigns/PainkillerOverdoses/index.html

http://www.fda.gov/downloads/ForConsumers/ConsumerUpdates/ucm095742.pdf

http://jama.jamanetwork.com/article.aspx?articleid=1687580



MSD Management Tips

 Promote continued activity, appropriate RTW

 Explore barriers to recovery, engage worker
in solutions

 Ergo/PT/OT as optional problem solver

 Worksite visit, assess RTW options, tailored advise

 Communication with workplace, insurer

 Written, verbal, onsite visit

Provider LBP RTW Intervention

 RTW decisions Hall Spine 1994

 LBP, Canadian Back Schools with work conditioning

 RTW FD @ 4 mo 77% unrestricted vs. 48% based upon
lifting capacity and pain

 RTW Advice
 “…early return to work (or continuing to work) with some

persisting symptoms does not increase the risk of 're-injury'
but actually reduces recurrences and sickness absence…”
Carter JT, Birrell LN (Editors) 2000 Low Back Pain at Work

 Disability duration guidelines


