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Slide 1.

I’m Bill McCarberg. I’m going to talk to you about preventing chronicity. An ounce of prevention is worth a pound of
cure; my mother told me that some years ago. That’s what we’re talking about here. How many of you see acute
back pain the first week of their injury? Yeah, so not many of you, do you? You see them later on down the road.
You see them when they’re much more either subacute—3 weeks, 4 weeks, 5 weeks—or you see them when
they’re chronic and it’s really a problem at that point. It would be nice if we could do something to prevent people
from becoming the train wrecks, the ones that for which almost nothing works it seems like anymore.
I am going to be talking about secondary prevention. So, they’ve already had their back injury and you don’t want
that acute injury to become chronic. Since not many of you are doing the acute injury like I am—I am seeing
them in primary care day in, day out—I get the sense when they come in that "Oh my God, this is going to be a
problem." You know, it’s that whiplash that comes in and they have more pain than you’d expect, and you just
know from your history this is going to be a problematic case. Those are the secondary preventions, and that’s
what I’m going to talk about. It’s not the primary prevention—like the Boeing study that looked at all these people
that were just joining the Boeing aircraft industry, which is kind of a heavy job, you do a lot of lifting in that job, so
they tried to predict what would tell you who would get in more trouble with back pain. That’s a primary prevention,
trying to intervene early. I’m going to look at secondary prevention.
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Slide 2.

Here’s who I am. I’m not going to talk about drugs, so that’s what I do here.

Slide 3.

This is going to be about intervention for acute injury. I saw a patient yesterday on referral. She came in with 7
years of back pain and she said, "I want this Vicodin, I want that Oxy stuff, I want something for sleep and I’m
really anxious so I need something for anxiety, and I need this jury excuse signed, I want a handicapped sticker,
but I want it permanent now, and can you fill out these Social Security forms for me?" That’s in a 7-minute visit,
she wants that.
That’s the problem—when you get to that point, an hour visit is not going to help much. We’re trying to prevent
cme.medscape.com/…/726141_print
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that. Is there anything that we can do that can predict it? And, if we can predict it, can you do something to
prevent the person who could become that way because you predicted them somehow? So, that’s what I’m going
to be talking about here, and since you’re going to be seeing some of these subacute patients early on, or
teaching the primary care docs about it, what is it that you could tell those doctors about predicting it?

Disability From Back Pain

Slide 4.

So, a minority of cases progress. If we can prevent it, it would be nice. I think the number that is curious to me—
we’ve all talked about numbers—but < 5% of patients who present with acute pain today are going to have pain a
year from now. No matter what you do with them, they are going to get better in the majority of the cases. But, if
they have back pain in a year, 90% of the Social Security disability claims are for that very, very small amount.
So, if we could do something to keep them from coming to a year out, we’re in much better shape with that for a
whole variety of reasons.

cme.medscape.com/…/726141_print

6/18

14/09/2010

Current Understanding of the Prevent…

Slide 5.

We talked about yellow flags already—Roger talked about these, Barry talked about yellow flags—and believe it
or not, the yellow flags are looking at long-term distress. They are looking at disability and pain, and that’s kind of
where we look at if there is something that’s predictive in these yellow flags. This has not only been studied—and
I’m going to show you some of the studies—but my colleague Roger just published last month, April 7, 2010, in
JAMA, an update of the yellow flags looking at what we know about them. He’s even going to contradict some of
the evidence I have here about age and heavy lifting and weight and all—some of the things that we think are fairly
predictive—he found in a very, very extensive review of the literature, the way only Roger can do them. These
extensive reviews found some more information that may be valuable, but there are some areas that we can say
with some certainly that if you see a patient with this kind of characteristic, you should do something different with
that patient.
Risk Factors for LBP
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Slide 6.

Here are some of the classic yellow flags. Certainly a belief system about what happens, the fear about what
happens, so just asking, "Gee, what do you think is going to happen to you with this back pain?" makes a big
difference. "Oh, my mom had this pain and, oh my God, she was out of work for a year, and she got, you know,
she went to the chiropractor, nothing worked, I just know I’m going to get surgery." Oh my God, you’d better be
sweating when you hear that, or you want to think, "Now that I know that, and I know that’s their belief about that,
can I intervene some way with that?" That discussion that you have and that thought about really isn’t
catastrophic thinking, but it leads to catastrophic thinking, "I won’t get better, it’s just going to get worse, there’s
nothing I can do." So, that thought—here the back pain is something that structurally happened, they fell of a
ladder, they have this back pain—but now the thought about that actually predicts a large way of what is going to
happen to them.
So, the fear avoidance, the staying down, the not getting up and exercising play a big part. Roger already talked
about how important it is to get people active. If you can get people active, you can make a difference. This is
such an important concept about acute back pain, to get people moving around. Australia, the whole country of
Australia, decided to bypass us, the medical profession. They decided we weren’t good enough, so they hired
actors in Australia to do public service announcements about back pain. Probably they had 20 of these actors,
and they did these 30-second slots where they were mimicking back pain and telling people to ignore the pain
and kind of get on with life, get back to work. "Ah, it hurts, doesn’t matter, get back to work, you’ll be fine."
It was interesting because they had these provinces in Australia where they did the public service announcement
and in other ones where they didn’t do it. There was this tremendous return-to-work rate related to back pain in 1
province over another by just educating the people about, "You know what? It does hurt, but you’re not going to
kill yourself. Get moving, get active, get out of bed." Again, that belief system, "Oh, it hurts so bad, I’d better stay
in bed," the disuse happens.
So, there are a whole variety of things that are pointed out here related to their belief system, illness behavior,
body preoccupation, and all sorts of things related to that.
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Slide 7.

And, you can see here some other risk factors. Interestingly, these were our older beliefs—this is older, I think
this is 2008, these yellow flags—and Roger in his most recent one found that obesity, smoking, nerve root
involvement, age, I think even past history of LBP were not very predictive—even though it states here—that those
are not very predictive. Whereas, poor physical health—not ongoing, but your belief about what is going to happen
—had a much higher predictive value. If you have an older person and they’re going to get a hip surgery for
osteoarthritis of the hip, the best predictor of how they do when they come out is how they did when they went in.
What was their physical activity level prior to their hip surgery? Same kind of thing here, when they come into this
with a belief system or poor activity level, it makes a big difference. So, if you can identify that and then intervene
—I’m going to give you some things you can do to intervene—you can stop the chronicity. You have a better
chance of doing it.
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Slide 8.

I just want to point out here, here is interdisciplinary rehab, the Roger model. The Level of Evidence over here is
good, and it has a moderate effect. Here’s fusion surgery, and it has a moderate effect with pretty good fair
evidence, pretty good compared to nothing or standard care. But everything else, even what we would consider
tried and true epidural steroid injection, it doesn’t do very much. Or, either that or we don’t have any evidence
because the trials either aren’t there or they’re poor quality of evidence. So, interdisciplinary care, something that
many of you hear about in these meetings or are doing right now, is probably the best evidence we have.
And, the problem is that’s expensive, it’s not available, and you can’t do it on everybody. If you just put everybody
that came in with back pain, put them in interdisciplinary care, you’d have better outcomes, but you’d spend tons
of money on that. You’ve got to be able to predict who it is so that you can do the appropriate intervention on the
right person.
Fear Avoidance
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Slide 9.

This is just that fear avoidance that I talked about before, here’s the injury, there’s the pain experience. You want
them down here where they don’t fear getting up, moving around, and resuming their activity. What happens is if
they start catastrophizing—"Oh my God, I’ll never get back to work, bless you, this is going to injure me for life, I
can never do my job again"—they start avoiding the activity, the pain increases, they become more disuse,
atrophy of the muscles, and they get worse and worse.
So, as people get here, if we predict the people that catastrophize, if we do a simple screening test on them and
realize they are high catastrophizers, can we intervene to do something to stop that catastrophe? This is the
circle that we are trying to break.
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Here are some structured interviews that you can hand out to people, which will look at catastrophizing and give
you some ideas that maybe this is a person that may get on the left side of that scale, showing more problems.

Slide 11.

Are there interventions that you can do? There certainly are interventions, and they have been proven. What we do
in our pain clinic is try to show people what catastrophizing is by asking them, "What do you think about this?"
And they say, "Oh, I’ll never get better, it’s going to be horrible, oh my mother," so they go on and on. Then, since
we know this, we say, "Well, is it the same for you? Is your body the same as your mother’s? Oh, I know this
happened to you last year, you were out of work for a year, and you had this new injury. Why do you think it’ll
happen to you?" They will reply, "Well, I had it, it was so bad."
You’ll ask, "Is it the same injury? Is your body the same? Are you the same person now? Is it possible that
medicine has improved since the last time?...you are here earlier..”, So you just start talking to them about how
their thoughts may not be accurate. They may be all-or-none thinking. Just the talking of that, especially in
groups, that’s the cognitive behavioral therapy changing the way people think about their problems, and you can
actually change how they deal with it. Catastrophizing is a big issue here.
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Slide 12.

Here’s just an example of that. They did structured interviews on a variety of patients. They did 4 major
components of the intervention once they felt people were at a high risk for doing this. They did biofeedback, they
did some physical therapy, group didactic sessions, and then they said, "How did people do at the end of that?"

Slide 13.

And what you can see here is, here is the high-risk group, 22 patients that had the intervention, those 4
interventions I talked about. There’s the high-risk-group that didn’t get intervention, there’s 48 there. Then, there’s
a low-risk group. So, they looked at how did they actually do? The percent return to work rate was much higher.
Average number of disability days due to LBP, notice there are 102 days in the high-risk group that weren’t
cme.medscape.com/…/726141_print
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intervened, as opposed to 38 days. The pain levels, the amount of analgesias used, was much better by a
recognition of what the pain level of the patients who were at a higher risk, and then doing some simple
interventions.

I’ll tell you, I’m in managed care. They would love to see this. They love seeing just if you can identify the people
and then have some ideas. They’re good to identify, but if you can’t do anything, how’s that going to help you?
Well, you actually can do something that is fairly simple to do. Get them in a group, teach them about some body
mechanics, get them moving, get them out of bed, and you know kind of like they did in Australia.

Slide 14.

This is another trial, the 2009 trial I am pointing out here. They saw them in an acute phase, did some behavioral
intervention, four 1-hour sessions, fairly modest. Again, hard to do as an individual provider, but you certainly can
do if you have a network around that you can refer people to. I just point out there what they did, and they
compared them to an attention control group
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Slide 15.

What they found is the disability rates were much less in the group that had some fairly simple interventions early
on. So, it seems like early interventions, especially if you can predict in some way who the high-risk patients are,
can make a difference, even at this first onset of the subacute. Remember that subacute was after 3 weeks to 3
months, and those would be the kind of patients you may see when primary care throws up their hands and says,
"You know, Vicodin is not working, what are we going to do now?"

Slide 16.

This is an interesting study. They got a bunch of experts together and they asked them, "What do you think is
most important?" Interestingly, provider reassurance, recovery expectation, identifying and dealing with fears and
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fear avoidance were very, very high on the list of what you can do. And, I’ll tell you, how many people can actually
give some reassurance? I think we all can do that. Recovery expectation, telling patients, "This is going to take a
while to get better. People can be 6 weeks before they get better with their pain, but almost everybody gets
better. You need to stay active. I know it hurts when you get up. I don’t care. Get up anyway. That’s going to get
you back to normal." Those are all things that you can do, especially by educating the appropriate providers,
those first-line providers, because they see them first on. And, it was just seen here that back support was not
particularly felt to be helpful here, whereas some easy things that we can do make a big difference.

Slide 17.

So, provider reassurance starts with understanding what the patient’s needs are, what their catastrophizing
category is, telling them what your expectation as a provider is. "I expect that you’re going to be getting out of bed
as soon as you can. I know it’s going to hurt, but you need to stay active. Let me tell you why you need to stay
active. Those little facet joints, when they become unloaded, they get weak, the muscles kind of break down, and
if you do that, the body doesn’t learn how to tolerate this new stress as it recovers. We need to have you up and
around." So, you are just educating the patient on things that they can do and why you would want to do that.
I can point out here, follow up regularly. Certainly in my clinic, to see a person a week from today, I see them
today, I need to see them a week from today, that’s an add-on appointment. I don’t want to add on anybody. That
is just stress in my environment. So, what I say is, come back for my routine follow-up 6 weeks later. That is not
good enough in this patient when they are right at the edge of becoming chronic because they are staying in bed
too long. They have some inappropriate fears about what is happening and why their pain is worse. They are
talking to their mother who tells them about her experience. If you don’t get them and intervene early, you need to
see them early so you can see what’s happening to them. And then, when it’s not progressing the way you want
to, you can tell them, "No, no, I know it hurts. I want you up and moving around, let me tell you why." So, see
them frequently, don’t just give them a routine appointment because that’s when they get into trouble.
Summary
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Slide 18.

So, in summary, psychosocial aspects are vitally important in the premorbid before they come in. Depression,
anxiety, and their own belief system play a big part, and if you can intervene, identify those and treat those
appropriately. Look for those yellow flags when they’re there. Know that if you get in and read Roger’s article, it’s
a much more detailed report of this. Again, that was last month’s JAMA, April 7 JAMA article, and it has a very
extensive review of this. Multiple psychosocial and physical interventions are promising once you identify it. So,
it’s not just that you identify it and can’t do anything about it. There are some things that you can do, nurturing
that therapeutic interaction by seeing the patient frequently, because that’s the only way you’re going to make a
difference so that you can make the person believe that you are on their side and you are going to get them back
to work.
We hear all the time, "Oh people just want disability, you know they’re trying to milk the system." I’ll tell you
almost every one of them would easily get back to the way they were before. They want to get back to work, they
want to earn an income, and they want to have the social structure that they had before. And, they feel they can’t
do it because the pain, the depression, and the sleep disturbance gets involved in that. But, you can do
something, especially if you catch them early, identify them when they come in and build up that bond, see them
back, and get them on the right course to recovery by doing the right intervention. Thank you very much.
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