
Editorials

Bad backs, good policy?

THE first major United Kingdom policy document on back
pain for 15 years was published in December 1994 by the

Department of Health clinical standards advisory group.' The
document adopts a biopsychosocial approach to back pain, which
avoids the false polarity between organic and psychological pain.
It is an old observation2 that there is no anatomical diagnosis for
most patients presenting with back pain in general practice,3 and
the uncertain relationship between anatomy, pathology and
symptoms remains true in the age of magnetic resonance
imaging.4 Against a background of escalating health care and
social security costs of back pain, the report emphasizes the
pivotal role of primary care in the diagnosis and treatment of
patients with back pain. The report provides guidelines for clini-
cal management, as well as recommendations for service devel-
opment. However, even if the report were fully implemented, it
is not clear what the impact would be on the prevalence of dis-
ability associated with back pain.

Data from countries with diverse health care and social secur-
ity provision suggest that there is an epidemic of disability asso-
ciated with back pain. Population prevalence,5'6 primary care
consultation rates,7-10 secondary care consultation rates," sick-
ness absence from work'2" 1 and compensation claims'4 for back
pain all show a rising trend. The clinical standards advisory
group estimates that in Britain in 1993 approximately 16.5
million people experienced back pain (3-7 million of whom con-
sulted their general practitioner) and 1.6 million people attended
a hospital outpatient department with back pain (a fivefold
increase in the previous decade). It is also estimated that, for
back pain investigation and treatment, 1.5 million people
received x-rays, one million attended National Health Service
physiotherapy departments, 480 000 attended casualty depart-
ments, 100 000 were admitted to hospital, 30 000 were treated as
hospital day patients and 24 000 had surgical operations.
Back pain represents a considerable cost to the individual, the

employer, health services and society. The total NHS costs and
non-NHS costs (private consultations, private physical therapy
and non-prescription analgesics) in 1993 are estimated by the
clinical standards advisory group at £481 million and £197
million, respectively. These are small compared with the costs of
lost production and Department of Social Security benefits, esti-
mated by the clinical standards advisory group at £3.8 billion and
at £1.4 billion, respectively. The misery of back pain to the
patient and the burden on families and friends of patients is
incalculable.

Epidemics require public health measures based on a know-
ledge of aetiology. However, the causes of back pain are poorly
understood. It has been estimated that the proportion of back
pain attributable to physical risk factors such as lifting is less
than 20%.'5 Increasingly, people work in sedentary office jobs,'6
yet there are few studies of back pain among office workers.
Prospective studies are required to test the relative importance of
clinicopathological, ergonomic and psychosocial factors in the
onset, recurrence and chronicity of back pain.

Given the poor understanding of the causes of back pain, it is
not surprising that there is little evidence to support preventive
intervention. A recent review found only limited evidence that
exercises to strengthen back and abdominal muscles and to im-
prove overall fitness were effective in decreasing the incidence
or duration of back pain episodes.'7 This conclusion was based
on four randomized trials with only 350 subjects in total.'8-2'
There is no evidence that screening tests can identify individuals

liable to develop back pain.22 However, despite an extensive epi-
demiological review (published as a separate document' 1) the
clinical standards advisory group largely sidesteps issues of aeti-
ology and population prevention. Where it does make a recom-
mendation on prevention, that employers might be 'encouraged
to introduce programmes to reduce the loss of work from back
pain', this is not based on any evidence of effectiveness.
The advisory group report provides a set of management

guidelines for primary care that explicitly identify the minority
of patients with back pain who need specialist treatment.' It
gives a clear framework for the management within primary care
of the majority of patients who do not need referral. The report
highlights unnecessary investigations (for example, lumbar spine
x-rays for most patients with acute back pain) and inappropriate
management (for example, bed rest for more than three days for
most patients). The role of spinal manipulation in the treatment
of acute back pain is recognized, although the lack of evidence
for the effectiveness of physiotherapy exercises23 is not suffi-
ciently acknowledged. The report makes specific recommenda-
tions for service delivery, particularly in support of primary care
management with physical therapy (defined to include physio-
therapy, osteopathy and chiropractic), consultant led rehabilita-
tion and an acute back pain service for patients who do not
respond to primary care interventions. These recommendations
fit well with the new spirit of primary care led commissioning.
Among commissioners, interest in reorganizing back pain ser-
vices might be stimulated by identifying costs of back pain
across different clinical specialties. It is plausible that the organi-
zation of services for people with back pain could be substan-
tially simplified and savings made by reducing inappropriate
referral, investigation and treatment.

However, the clinical standards advisory group report makes a
bold claim that the provision of 'NHS services at the acute
stage... will prevent chronic pain and disability'. This is not well
supported by research evidence; it is not known if long-term dis-
ability is prevented by the strategy championed in this report.
Although the report acknowledges that avoidance of sickness
absence from work is the best, if imperfect, outcome measure for
back pain management, it pays little attention to the constellation
of factors outside the remit of the NHS that might influence sick-
ness absence.24 Appropriate primary care management, where
this can be articulated from clinical trials, should improve patient
care but may not reverse the epidemic of back pain.

Another weakness of the report is the failure to link the recom-
mendations in its guidelines to the underlying research evidence,
a missed opportunity to produce evidence-based, rather than
consensus-based guidelines.25 The clinical standards advisory
group report, unlike the Agency for Health Care Policy and
Research guidelines26 on which it is partly based, does not make
explicit the strength and sources of evidence that inform each
recommendation. Recommendations based on strong evidence
(such as avoidance of lumbar spine x-rays and of prolonged bed
rest) might be expected to have a more lasting application than
those based on weaker evidence, such as the recommendation not
to use transcutaneous nerve stimulation. One of us (G F) has
developed prototype guidelines (funded by the North Thames
Regional Health Authority research and development directorate)
that are a hybrid of the clinical standards advisory group guide-
lines and the Agency for Health Care Policy and Research guide-
lines. This has allowed the developers of local guidelines to con-
sider the strength of evidence that underlies recommendations
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before implementing, altering or discarding them.
Would the implementation of the advisory group report

increase NHS costs? It is envisaged that the service recommenda-
tions would be cost neutral, that is, the savings from inappropri-
ate investigations and treatments would pay for the development
of physical therapy, rehabilitation and acute pain services.
However, in the absence of a back pain contract with its own
budget, it is unlikely that resources could be redirected in this
fashion. Furthermore, dedicated back pain services may induce
demand as a clinical iceberg is exposed: a large proportion of the
population experiencing low back pain do not present for
medical care27 but might start to present if effective treatment
were available.
The report leaves untouched the challenge of dissemination

and implementation of guidelines, neither does it make any sug-
gestions for audit of primary care management. Nevertheless, the
report offers a useful, if somewhat idealistic, contribution to the
commissioning of back pain services and the local development
of back pain guidelines. Local guidelines will need to grapple
with the patchy provision of resources for spinal manipulation
and rehabilitation and with the uncoordinated specialist services.
The Department of Health and Social Security working group

on back pain concluded in 1979 that 'unfortunately there is insuf-
ficient basis at the moment for formulating advice that could be
incorporated into health education directed at the prevention of
back pain'.28 In 1995 this conclusion remains substantially
unmodified, although we are now more confident about some
aspects of acute back pain management. If the epidemic of back
pain disability is to be reversed there is a genuine need for
research into aetiology and population prevention, as well as
research that informs clinical decision making.
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Food for thought...
'General practice based physiotherapy has become popular
in recent years... It can substitute largely for hospital-based
physiotherapy and can reduce referral rates to hospital outpa-
tient departments oforthopaedics and rheumatology. However, it
can result in an increase in use of a service which has not been
shown to be effective.'

O'Cathain A, Froggett M and Taylor MP. General practice based
physiotherapy: its use and effect on referrals to hospital
orthopaedics and rheumatology outpatient departments. July
Journal, p.352.
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