
BACK PAIN

Back Pain Outcomes: Been There, Done That Not!
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With all the discussions going on about chiropractors being back pain experts and spine care
specialists and such, the FCER has often conducted field surveys asking what practitioners wish to
explore in research. Occasionally, a comment has drifted back to the effect that we have spent too
much of our efforts in focusing upon back pain. In so many words: Been there; done that; bought the T-
shirt; mailed the postcard; visited the Web site; read the comic; saw the video; chewed the gum!

As far as my sentiments are concerned regarding this cadre who might harbor this opinion, I could
best express it in the words from movie mogul Samuel Goldwyn: "Include me out!" For it is obvious
that regarding outcomes, chiropractic has yet to more firmly establish:

specific subgroups within the back pain population (e.g., disc herniation? spinal stenosis?
spondylolisthesis?);
specific techniques (from nearly 100 described by Bergmann1) for best managing these distinct
groups;
a number and frequency of manipulations, and over what span of time, that would be expected
to produce optimal results for each of these populations;
the extent, number and frequency of such ancillary treatments as electrical muscle stimulation,
heat, or even ultrasound that might enhance the effects of manipulations for specific conditions;
and
whether treatments display any kind of role in preventing further back pain.

Suppose we begin with the fact that the 1998 Medical Expenditure Survey found that average health
care costs incurred by individuals with back pain were 60 percent higher than those without back pain

- and this may be an underestimate, because nursing home care costs were not included.2 Couple this

with the fact that the total number of spinal fusion operations (at an average unit cost of $34,0003) in

the United States each year has virtually doubled in only eight years, from a total of 150,000 in 1993.3

When you consider that (1) spinal manipulation was supported as one of the two most documented

options out of 27 for treating back pain by the AHCPR more than 10 years ago;4 (2) spinal fusion for

degenerative disc disease is not evidence-based and should be considered experimental;5 and (3) the
best improvement following spinal fusion surgery would most likely only be a gain of some 10 to 15

points in the Oswestry Disability Index and not a cure,6 there would seem to be a major disconnect as
to how back pain in this day and age is most commonly treated.

In comparing three of the most common, least invasive treatments for back pain, Lynton Giles
demonstrated clinical and statistical superiority in patient outcomes (e.g., pain and disability scores,
range of motion, general health questionnaire) for individuals treated by spinal manipulation as

opposed to acupuncture or NSAIDs.7 Most of these improvements were sustained at one year follow-



up.8 From these data, the authors were able to suggest that spinal manipulation, if not contraindicated,
"may be the only treatment modality of the assessed regimens that provides broad and significant

long-term benefit."8

What about an optimal number of treatments, otherwise known as dose-response? A recent study from
Mitchell Haas has made what appears to be the first foray into this area by comparing pain and
disability outcomes of patients undergoing anywhere from one to four visits per week for a three-week
period. The results clearly show continuing improvements in pain outcomes as the number of visits
each week is increased from one to four. The icing on the cake is that these improvements, seen after
four weeks, are sustained at 12 weeks only if soft-tissue therapy, hot packs, electrotherapy or
ultrasound are included as ancillary treatments. This particular report really is a double whammy,
since for the first time, we see not only that more chiropractic treatments may be needed to reach the
maximum benefit, but also that ancillary modalities sustain these benefits for up to three months after

therapy has ended.9 This study also forces us to reconsider what was found 10 years ago to be
insufficient evidence to support the efficacy of physical agent modalities such as heat, ultrasound and

electrical stimulation as isolated procedures in managing back pain.4

The difference here is that these modalities are being applied in combination with spinal

manipulation.9

In the larger framework of outcomes evidence, one must look with optimism at a recent practice-based
setting in which pain and disability scores of acute and chronic back pain patients under either
chiropractic or medical care were compared. For chronic patients, a clinically important advantage
(e.g., > 10 points on the Visual Analog Scale for pain) was found at three months and sustained for one
year, the advantage being most prominent for chronic patients with pain below the knee. At three-year
follow-up, patients under chiropractic as opposed to medical care reported substantially fewer pain

days recalled within the past 12 months.10

What about waiting periods and prevention? One recent study, which seems rather obvious at face
value, compares acute low back patients who are either assigned to immediate treatment by manual
therapy, psychosocial education and exercise, or to a waiting list. Not surprisingly, the immediately

treated group displays superior scores in disability, mood, general health and quality of life.11 (Then
again, I can hear some of my late relatives carping that they could have told me so from the
beginning.) Suppose a group of patients was to be treated for chronic, nonspecific low back pain for a
month and then administered follow-up therapies for an additional nine months. Would the extended
visits display any additional benefits? "Yes," according to Martin Descarreaux and colleagues. In terms
of disability scores (measured by the Oswestry scale), continued improvements were observable
throughout the nine months of additional treatments, whereas the scores of those patients who had no
extended visits reverted to baseline levels - wiping out any gains made during the initial one-month

period.12 Data such as these provide strong support for rehabilitative or maintenance therapy,
something for which there has been precious little data, but which hopefully is now being addressed
with reports like this.

Studies involving specific techniques and subgroups also remain a relatively wide-open question and
will be discussed at a later date with the accumulation of more data. However, it is worth mentioning



now that one specific subgroup which has received virtually no attention at all in back pain outcomes
research is the pediatric population. The lack of research in this area is somewhat of a liability, given
that the profession touts its competence in managing this particular group of patients. The one notable
and welcome exception appeared just three years ago from a cohort outcomes study in Canada, in
which patients ages 4-18 were shown to experience improvements in pain deemed "important," with
similar progressions shown by a Likert scale, after treatment in a chiropractor's office. All this

happened within six weeks of treatment.13

So, in this mini-tour of some of the most recent clinical outcomes research in the chiropractic
management of low back pain, it should be obvious that low back pain research has really just
scratched the surface, rather than exhausted this very complex and intriguing topic. As we have seen

here and elsewhere,14-17 back pain continues to elude conventional medical treatment. Rather than
view the continued study of back pain as "beating a dead horse," the chiropractic community would do
far better to ride this critter for all its worth.
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