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oint/Counterpoint
Debating “Interventions” for Chronic Axial Low
Back Pain

CASE SCENARIO

A physiatry journal club is being held on the nonsurgical treatment of chronic axial low
back pain (LBP) with the use of interventional spinal procedures. The conference leader
has asked the discussion to be based on a case presentation using medical evidence,
socioeconomic, and medical ethics principles.

The case is a 53-year-old man, Mr. Payne, who has chronic recurrent LBP. He lives
in a large city on the east coast of the United States. He complains of daily LBP,
particularly during the last 10 months. Ninety-five percent of his pain is across the
lower back above the sacrum, with only 5% radiating toward either the left or right
buttock. He denies the presence of numbness, tingling, or weakness in his lower limbs.
His neurological exam is normal with no dural tension signs, but lumbar spine flexion
and extension range of motion is limited. He is a nonsmoker and is otherwise healthy.

Lumbar spine films and magnetic resonance imaging reveal varying degrees of
multilevel (L3–4, L4–5, L5–S1) degenerative disk and zygapophysial (facet) joint
abnormalities. There is no significant nerve root impingement noted on magnetic
resonance imaging. Electrodiagnostic testing of lower limbs is normal. In the past, the
patient has participated in core exercise training, and he has used over-the-counter
nonsteroidal anti-inflammatory drugs (NSAIDs) occasionally. He is not interested in
opioids.

Mr. Payne is feeling desperate. He is requesting a spinal injection because his brother
had good results with injections for “sciatica.” His internist agreed to send the patient to
you for “interventional” options, but the insurance company notified his internist that
a preapproval request for interventional treatment was denied.

Considering the patient’s persistent pain, lack of sustained functional improvement,
his desire to proceed with more “aggressive” care, and current evidence regarding
interventional spine procedures, what do you advise? Please suggest treatment options
and guidance for the internist in responding to the insurance company.
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ack of consensus [1] exists regarding the diagnosis and
reatment of nonspecific chronic LBP (CLBP). CLBP is a
eading cause of physician visits, and the return-to-work rate
fter 2-year absence is nearly zero [1]. Level I evidence
emonstrates that exercise and medical management help
lleviate low-disability CLBP in the short term [1,2]. Level II
vidence states that NSAIDs [2] and epidural steroid injec-
ions (ESIs) [1] are effective in the short term for LBP; in
articular, ESIs are more effective for radicular pain.

Surgical decompression, fusion, and artificial disk re-

lacement for degenerative lumbar spondylosis remain con- c
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roversial, with these procedures having failed to demon-
trate a clear advantage over nonsurgical management
3,4(p261)]. However, fusion or disk replacement may be
ffective in selected patient populations. U.S. investigation
evice trials have shown 53% success with disk replacement
ersus 41% for fusion, but this result was based on eligibility
riteria that excluded risk factors associated with poor out-
omes and only short-term follow-up. The authors of most
rials found minimal differences in pain, function, medica-
ion use, or disability, with approximately 50% of patients

onsidered clinically nonresponsive. Surgical fusion may im-
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rove pain, disability, and return-to-work rate at 2 years in
evere disease [1]. Overall, surgical decompression and fu-
ion have no scientific evidence in any randomized con-
rolled trial (RCT) for their efficacy in treating degenerative
umbar spondylosis, spinal stenosis, or back pain [3]. Meta-
nalysis shows 3 of 4 RCTs failed to demonstrate significant
ifference in Oswestry Disability Index compared with non-
perative management for diskogenic back pain [5]. Compli-
ation rates for surgery were 9%-18% compared with 0% for
he nonoperative group (including spinal injections) [6].

In this patient with CLBP, facet joint (also known as
ygapophysial joint) and disk problems are a common source
f pain. Radiculopathy or radicular pain is not suggested by
he clinical picture. Interventional procedures may allow
ore precise diagnosis, facilitation of targeted exercises, and

ffective pain management for this patient. The World Health
rganization states that medical decisions regarding pain

ontrol are best made by medical professionals who consider
he needs of each patient rather than by regulatory agencies
7]. Mr. Payne’s dilemma may be elucidated by considering
iagnostic and therapeutic interventions such as lumbar me-
ial branch blocks (MBBs) and radiofrequency neurotomy
RFN). The role of interventional procedures should be con-
idered through the prism of evidence, artful medical deci-
ion-making, and cost analysis.

vidence for Interventional Procedures

nterventional and minimally invasive techniques provide
iable options for the diagnosis and treatment of refractory
LBP. Procedural interventions that use spinal injections
rovide a natural next step in Mr. Payne’s care. They are less
xpensive and have less associated morbidity than fusion.
ome providers may suggest ESIs to improve this patient’s
uality of life by reducing pain and anxiety, and increasing
unctional mobility and satisfaction [8-11]. At minimum,
pinal steroid injections provide a convenient medication-
elivery method because they are dosed less frequently than
ral medications. This technique may improve adherence
nd thereby improve pain management [12,13]. In addition,
hey avoid the irregularities of enteric absorption and first-
ass metabolism. However, the paucity of well-designed
tudies precludes strong recommendations about the efficacy
f ESIs for diskogenic pain [14]. Some authors [15] have
oncluded that ESIs have short-term benefit (2-6 weeks),
articularly for radicular pain, with substantial cost, no im-
act on function or the need for surgery, and generally do not
rovide pain relief beyond 3 months. However, the level of
vidence for ESI efficacy depends on the chosen technique,
athology, and grading of studies. The greatest evidence of
enefit for ESI exists for radicular pain [16] rather than axial
LBP. Thus, ESIs are not clearly indicated for Mr. Payne.

Facet joint interventions may provide valuable informa-
ion about this patient. Because of the limited positive pre-
ictive value of imaging and physical examination in the
iagnosis of back pain [17], interventional diagnostic tech-

iques such as MBBs are an important and validated exten- c
ion of the examination. Accurate anatomical diagnosis via
eural blockade can facilitate targeted therapeutic interven-
ions for a particular pain condition. MBBs remain a valid and
eliable method in diagnosing lumbar facet pain, which may
ause up to 15% of CLBP [18]. Diagnostic limitations of
ncontrolled facet blocks include 25%-41% false-positive
ates and lack of specificity, partly because of 16% rate of
pread of local anesthetic (LA) to the intervertebral foramen
nd epidural space (0.5 mL of injectate can spread to 6 cm2 of
urrounding tissue, including lateral and intermediate
ranches, which innervate other potential pain generators
uch as the paraspinal muscles, fascia, ligaments, sacroiliac
oints, and skin). Additionally, a placebo response of 18%-
2%, sedation, superficial LA, and systemic absorption can

ncrease the rate of false-positive results [18]. False-positive
ates can be reduced by the use of controlled blocks, but
hese may not be cost-effective [18]. False-negative blocks
an arise from the failure of properly performed MBBs to
nesthetize the facet joint (11% rate), inadvertent venous
ptake (8%-33% rate), and rare aberrant innervations to the
acet joint [18,19]. Despite these limitations, MBBs along
ith the use of precise technique and a double-block para-
igm provide meaningful and valid information.

If facet-mediated pain is diagnosed in this individual,
reatment may include intra-articular steroids, although this
echnique is controversial. Some authors [4(pp 56-64)] claim
ntra-articular steroids have no demonstrated efficacy for
acet joint pain. Yet, prospective observational trials [20-29]
ave shown some benefit from facet corticosteroid injections.
ntermediate-term benefit was demonstrated with intra-artic-
lar hyaluronic acid [30], normal saline [31,32], and LA
33]. However, the largest controlled trial found no differ-
nce between intra-articular steroid, LA, or saline [32].

Lumbar medial branch ablation with the use of RFN
emains the best and most enduring treatment for facet-
ediated CLBP [4(pp56-64)]. RFN demonstrates strong ev-

dence of efficacy in the short term and moderate evidence for
ong-term relief of lumbar facet joint pain. The authors of 3
andomized trials of RFN (after confirmatory diagnostic
locks) found pain reduction up to 12 months, suggesting a
umber needed to treat of 1.1-1.5 [34]. The authors of a
rospective study of patients with response to serial LA
locks and electromyographically confirmed needle place-
ent found 87% of patients had 60% pain relief and 60% of
atients had at least 90% relief at 12 months after RFN, with
n average duration of pain relief of 10.5 months [35].
urthermore, repeat RFN was effective in the long term
ithout diminution of benefit. For instance, the second

hrough fourth RFN had a mean duration of 9 to 11.6 months
r longer [35]. Absent evidence of beneficial surgical inter-
ention for degenerative facet joint-mediated pain, intra-
rticular steroid injection and RFN remain treatment options
n select patients who do not respond to treatment with
xercise and oral medications.

Other interventional techniques, such as trigger point
njections, dry needling, intramuscular injection of Botox or

orticosteroids, acupuncture, and prolotherapy, cannot be
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ecommended because of limited evidence, but they may be
seful for short-term benefit in refractory myofascial pain [4].
or intrinsic disk pain, the literature does not support one
reatment convincingly over another. There have been vari-
us percutaneous intradiskal interventions that have been
tudied. For example, intradiskal electrothermal therapy has
ndergone RCTs, with some authors suggesting modest im-
rovement in axial lumbar pain more than functional im-
rovement in highly selected individuals [4(pp80-95)]. Be-
ause the evidence is conflicting or sparse for various
reatments of CLBP, we must combine evidence with clinical
xperience to individualize the treatment plan for Mr. Payne.

he Art of Medical Decision-Making

edical decision-making is a multidimensional process that
ncludes physicians, health-plan administrators [36], and
atients. Each party bears unique characteristics and respon-
ibilities to ensure continuity of our medical system. Admin-
strators may have the advantage of objective detachment
hile making prospective care decisions and are less likely

nfluenced than physicians by clinical contact and empathy
or observed patient suffering. They may be best positioned
o adopt the objective skepticism of an epidemiologist and
hus serve the patient indirectly by practicing cost contain-
ent in an attempt to keep care accessible for everyone.
lthough bonus pay for care restriction may provide a con-
ict of interest for the administrator, he or she must consider
ecisions carefully and is accountable for malpractice, in-
luding tortious breach of contract, fraud, misrepresentation,
egligence, vicarious liability, breach of warranty claims, and

iability for failure to allow care that is medically necessary
nd that may result in injury and breach of fiduciary duty
failure of a person with discretionary authority over dispo-
ition of assets to perform their legal duty to act in the best
nterests of the beneficiary) [36]. For instance, the Supreme
ourt of the United States ruled that the 1974 Employee
etirement Income Security Act (ERISA, a federal regulation
re-empting state law on employee benefits including health
lans) does not always exempt insurance administrators from
alpractice.
The physicians’ advantage in direct clinical assessment is

ften more meaningful than the written clinical report, which
s usually the sole source of information for insurance admin-
strators. Conversely, physicians may be susceptible to sub-
ective bias and, thus, a myopic view of cost savings in favor
f treatment that has the potential of pain relief and improved
unction. Physicians must also be especially cautious in ren-
ering care decisions because they are exposed to the threat
f malpractice.

Contemporarily, patients play an increasing role in health-
are decisions. For instance, information has become more
ccessible on the Internet, and the patient–physician interac-
ion has transitioned from paternalistic to informative, inter-
retive, and deliberative models [37] of consultation and
egotiation related to medical care. Patients are influenced by

necdotal evidence from personal acquaintances, as reflected 3
n this case by Mr. Payne’s brother. It is the responsibility of
he physician and payor to provide objective consultation.
his puts the patient’s experience in context, permits the
arties to negotiate effective treatment strategies, and consid-
rs the broader context of cost-containment. Payors, physi-
ians, and patients thus bear a common responsibility to
ontain costs while allowing broad access to effective care.

It is certainly the prerogative of the insurance company to
xercise cost-containment strategies. However, profit-driven
are has been described by some to lead to the degradation of
he medical profession [36]. Courts have determined that
hird-party payor networks can exert enough control over
hysician decisions that their status as independent provid-
rs is negated. Moreover, some health maintenance organi-
ations have threatened to terminate physicians for providing
onprofitable care. Courts have determined that this threat is
ufficiently powerful to nullify the exercise of independent
edical judgment [36]. We must avoid the extremes of
ealth-care rationing motivated by year-end bonuses by
hird-party payors and likewise the temptation for physicians
o perform unnecessary procedures for the sake of reim-
ursement. The World Health Organization states that med-

cal decisions regarding pain control are best made by med-
cal professionals who consider the needs of each patient,
ather than regulatory agencies [7]. However, an effective
ystem would evenly distribute power between payors, phy-
icians, and patients to orchestrate checks and balances on
ealth expenditures.

ost Analysis

nterventions offer Mr. Payne a cost-effective approach be-
ween (ineffective) medical management and (nonindicated)
usion. Insurance companies can refuse treatments such as
unctional restoration therapy based on the “price tag,” de-
pite evidence of long-term cost-efficacy through lower
ealth-care use and earlier return to work [4(pp 65-69)].
imilarly, interventional therapy may be cost-effective for Mr.
ayne. One could calculate the health-care expenditures for
he past 10 months as follows (using local charges in Balti-
ore/Surrounding Counties, Maryland): $380 in primary

are physician visits ($38/monthly visit for pain manage-
ent), $300 on naproxen ($0.15/250-mg tablet taken 500
g twice per day), $198 on NSAID side-effects ($0.66 per $1

pent on NSAIDs), $3439.54 on physical therapy core exer-
ise training ($72.06 for evaluation plus $116.12/hour 3
imes weekly) [19], and general damages. Although there is
o third party from which to collect damages, the courts,
ayors, and patients have established the fair market value of
ain and suffering (including physiological injuries, loss of
onsortium, earning capacity and quality of life) as approxi-
ately 2-4 times the cost of medical bills ($8635.08-

17270.16). However, because Mr. Payne has presumably
ot missed work, we can estimate minimal general losses at
4317.54 [39].

In contrast, a 3-level diagnostic facet MBB followed by a

-level RFA would have a hospital reimbursement of
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2034.32 (including physician and facility, but not phar-
acy and radiology fees) [38].1 Given the average duration of

ffectiveness of RFA �10 months, this procedure would pay
or itself if it resulted in 47% less use of the primary care
hysician, NSAIDs, and physical therapy (not to mention the

ntangible costs of pain and suffering). Alternatively, lumbar
usion would average a total hospital reimbursement of
15.2-$18.2K [40].

onclusion

here are �200 treatments for CLBP, none of which has
emonstrated clear superiority. Clear understanding of the
vidence, including its strengths and limitations, permits the
rt of blending patient preferences, resource availability, and
linical experience to negotiate a reasonable treatment plan.
scalating patient demand for interventional procedures may
eflect changing societal or cultural beliefs. The reduction in
eimbursement by payors directly affects access to care. We
ust carefully consider the balance of decision-making
ower to orchestrate an effective system of checks and bal-
nces. In this way, we can defend patient care, physicians’
ndependent judgment making, and resource management.
hysiatrists must continue to refine the evidence and develop
learer algorithms for matching each patient with the best
vidence-informed treatment combinations.
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ng the chronic nature of the pain, the relatively nonspecific
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een offered thus far. For our discussion with the medical
esidents, there are 2 primary issues we have to address. First,
e have the issue of how best to manage our patient. Second,
e have to identify the appropriate means of responding to

he insurance company regarding further care needs. Both of
hese have to be approached with some awareness as to the
urrent state of our literature regarding chronic spinal pain as
ell as the very dynamic socioeconomic forces currently at
lay in the field of medicine, particularly as they relate to

nterventional spine care.
Regarding the patient’s medical presentation, the persis-

ence of his pain as described in the history suggests that one
f several scenarios has occurred: an appropriate medical
iagnosis has not yet been established; the appropriate med-

cal diagnosis has been made, but the treatment offered thus
ar is ineffective or inadequate; or additional factors contrib-
ting to the patient’s ongoing pain and disability have not
een addressed. It is clear that the findings noted on this
atient’s imaging are fairly common in those of similar age
ithout low back symptoms, complicating the diagnostic

ssessment [1]. There is the option of further diagnostic
esting and interventions to arrive at a more precise anatomic
iagnosis. However, we need to be aware of the limitations in
ttempting to identify reliably the specific cause of LBP and to
ecognize that whatever the purported “pain generator” may
e, psychosocial factors are much stronger predictors of the
ltimate outcome of those with LBP than any biomedical
actors [2-4]. Just as the extent of our anatomic assessment to
tanding of the individual psychosocial history of this
atient.

From an interventional perspective, there are some signif-
cant difficulties with taking a position for the use of spinal
njections in a patient such as Mr. Payne with CLBP and

ultilevel degenerative changes. Although there is some
iterature supporting the use of RFN for intermediate relief of
BP in highly selected patients [5], the overall tone of the

iterature on the use of spinal injections for those with CLBP
s decidedly negative. The most recent Cochrane Review on
nterventional care for subacute to CLBP concludes “there is
nsufficient evidence to support the use of injection therapy
n subacute and chronic low back pain” [6]. Even a slightly

ore optimistic review of the role of ESIs in the treatment of
LBP noted that no definitive statements regarding their
fficacy could be made given the current limitations of the
iterature [7]. In the same journal, a systematic review of facet
nterventions notes that there is no documented form of
onservative treatment that has proven effective in the treat-
ent of facet mediated pain and that RFN “remains the only

vailable treatment” [8]. However, this review did not draw
ny conclusions regarding the efficacy of neurotomy given
he limitations of the literature. From the study by Dreyfuss et
l [5], there does not appear to be a role for the widespread
se of facet joint neurotomy in the large pool of those with
onspecific LBP such as Mr. Payne. When considering the

iterature on ESIs for radicular pain, a condition generally
erceived as more responsive to radicular pain than axial
BP, we are faced with literature such as a review by Armon
t al [9], which states that the routine use of ESIs to treat
unction or provide long-term pain relief is not indicated, and
study on cost-effectiveness of ESIs in radicular pain by Price
t al [10], which concludes that they “do not provide good
alue for money.” Although some may take issue with the
pproaches of these articles, their presence in the literature
nd the consistency of their message is not lost on payors and
annot be readily dismissed in the culture of evidence-based
edicine.
Taking a larger socioeconomic perspective, the troubles

ith the quality of evidence regarding interventional proce-

ures in the treatment of CLBP are compounded by data on

https://catalog.ama-assn.org/Catalog/cpt/cpt_search.jsp
https://catalog.ama-assn.org/Catalog/cpt/cpt_search.jsp
http://ezinearticles.com/?Calculate-Pain-And-Suffering-The-Right-Way-And-Settle-Your-Car-Accident%26id=795006
http://ezinearticles.com/?Calculate-Pain-And-Suffering-The-Right-Way-And-Settle-Your-Car-Accident%26id=795006
http://ezinearticles.com/?Calculate-Pain-And-Suffering-The-Right-Way-And-Settle-Your-Car-Accident%26id=795006


u
M
i
m
i
e
p
t
p
e
p
i
s
m
t
a
I
e
2
s
t
w

w
p
1
a
d
g
a
p
i
a
d
v
m
o
d

s
b
g
r
e
t
t
l
d

u
i
h
m
U
s
s
C

a
s
i
w
b
p
p

i
M
p
i
r
s
v
a
t
t
f
i
a
i
r
f
p
i
s

e
a
t
p
s
c
t
t
f
p
i
r
o
e
c
i

i
e
c
“
t
m
t
a
f
o
t

969PM&R Vol. 1, Iss. 10, 2009
se. Studies on the database of the Centers for Medicare and
edicaid (CMS) show a dramatic increase in the use of

nterventional spinal procedures during the last decade or
ore [11,12]. Manchikanti et al [11] noted a 197% increase

n pain management procedures per 100,000 Medicare ben-
ficiaries from 1997 to 2006, including an increase in facet
rocedures alone of 543%. From the available data, it is likely
hat a significant number of these procedures are being
erformed inappropriately. The Office of the Inspector Gen-
ral for CMS recently completed an audit of facet injection
rocedures and found a large number of areas of concern,

ncluding a lack of uniformity in coverage standards. Impres-
ively, 63% of the procedures audited from 2006 did not
eet Medicare program requirements [13]. It is also not clear

hat the increasing use and costs associated with spine care
re improving the status of individuals with spinal problems.
n a recent study, Martin et al [14] found that although
xpenditures for spine care increased 65% from 1997 to
005, the percentage of individuals in the population with
elf-reported spinal problems increased over that time and
heir overall mental, physical, and social functioning were
orse.
Beyond the shear numbers of injections, we are also faced

ith problems of significant variability in the use of spinal
rocedures in the United States. Friedly et al [15] noted an
8.4-fold difference in the use of ESIs between the highest
nd lowest health referral regions in the country. Somewhat
isturbingly, the authors of this study found that areas with
reater injection rates also had greater surgical rates and that
reas with greater injection rates had larger percentages of
atients receiving both injections and surgery. Although an

ndirect measure, these data do not seem to support the
ssumption that providing more injection services will re-
uce the need for spine surgery. The extensive geographic
ariation also seems to indicate a lack of consensus on treat-
ent paradigms and has frequently been cited in other areas

f medicine as indicative of a problem with our health care
elivery system.

CMS and a number of other large payors have identified
ome of these issues as problematic. In its model of value-
ased purchasing, CMS directly refers to the problem of
eographic variation in medical care, the need for transparent
eporting of quality measures, and the avoidance of unnec-
ssary services [16]. Given all of this, presenting an argument
hat “physicians know best” and should be allowed to treat as
hey individually see fit might appear inconsistent with the
iterature and likely will hold little weight in evidence-based
iscussions of treatment coverage.

Getting back to Mr. Payne, perhaps a more thorough
nderstanding of this individual is in order before consider-

ng interventional approaches. Specifically, an exploration of
is psychosocial history and the treatment offered to date
ay be more helpful than placing a needle in his spine.
nlike some of the disagreements noted in the literature on

pinal injections, the literature on the importance of psycho-
ocial variables in the presentation of those patients with

LBP is very consistent. A number of factors such as fear- i
voidance behavior, catastrophizing, depression, anxiety,
pecific work-related factors, and a number of others pertain-
ng to the social history and belief systems of an individual
ith LBP are of profound importance. These factors have
een consistently shown to affect the transition to chronic
ain and to be important in the disability associated with that
ain [2-4].

Although this patient has participated in physical therapy,
t may be helpful to explore the details. Some might consider

r. Payne’s failure to respond to “core stabilization exercise
rograms” an adequate trial of rehabilitation given the prom-

nence of this exercise approach in our current clinical envi-
onment. However, core-stabilization exercises have been
hown to be no more effective than other less-specific acti-
ating treatment approaches may not be the “be all and end
ll” of a rehabilitation program [17,18]. It has been suggested
hat the actual benefit to a number of exercise approaches for
hose with CLBP may largely be attributed to their effect on
ear-avoidance behavior [19]. Perhaps a better understand-
ng of our patient’s beliefs as they relate to his injury, pain,
nd treatment and a re-exploration of an alternative activat-
ng treatment paradigm may be helpful for him, hopefully
esulting in minimizing fear-avoidance beliefs, improving
unction, and a establishing a locus of control within the
atient. Furthermore, treating his chronic pain may also

nvolve addressing concurrent problems of depression and
leep disturbance

In the case presented, I would advocate pursuing a more
xtensive and appropriate history before proceeding with
dditional treatment or even providing further recommenda-
ions. It is highly likely that we will be able to identify
ertinent psyschosocial factors, a sleep disturbance, an un-
atisfactory view of his previous physical therapy, a lack of
ompliance, depression, or any of a number of other issues
hat may lead us to the development of a more appropriate
reatment protocol. The likelihood that one or more of these
actors underlies the patient’s pain presentation would ap-
ear to be many times greater than the chance that he will be

n the extremely small percentage of patients with LBP who
espond favorably to RFN, for example. There are many other
ptions in terms of medication, cognitive-behavioral care,
xercise, and education (all of which have documented effi-
acy and are noninvasive) to address the true issues underly-
ng the patient’s pain, suffering, and disability.

As for the insurance company’s stance on any further
nterventional care, I would let it stand for now and would
xplore other choices. Given the literature described above, a
ounter-argument to the insurer based on the perceived
medical necessity” for interventional care in this patient at
his point in time would appear to be relatively weak. There
ay also be some importance to saving argument or confron-

ation for a time when there is a clear clinical imperative and
strong foundation of evidence. There is certainly a need for

urther care and investigation in this patient, but the primary
ption does not appear to be interventional. If a number of
he other factors above can be addressed and a more focal

nterventional approach appears to offer a reasonable chance
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f improving the long-term outcome, an appeal could be
ade, at that point, with a more clear indication as to the role

f proposed treatment.
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he overall impression from the literature on spinal injec-
ions for CLBP is simply inconclusive rather than nonsup-
ortive. No single approach has demonstrated definitive
uperiority, and much of the current evidence base is criti-
ized for serious methodologic and technical deficiencies,
ack of RCTs, and insufficient or conflicting research, thus

aking evidence-based selections of one treatment over an-
ther nearly impossible. Although the most recent Cochrane
eview on interventional care for subacute and CLBP indeed
oncludes that “there is insufficient evidence to support the
se of injection therapy in subacute and chronic low-back
ain,” it also states that “it cannot be ruled out that specific
ubgroups of patients may respond to a specific type of
njection therapy” [1]. Psychological intervention is certainly
ppropriate with this case. However, that does not preclude
he need for precise diagnosis. If Mr. Payne happens to be in
he subgroup of individuals with CLBP with proven facet-
ediated pain, he may be eligible for evidence-proven inter-

entions such as RFA.
Furthermore, the Cochrane authors recommend “well

esigned RCTs with homogenous patient populations, a clear
arget condition, a clear-cut treatment rationale, and a suffi-
iently long follow-up period” [2]. Although this systematic
eview of facet interventions did not explicitly include a
he authors noted that inaccurate operative technique used in
ystematic reviews and RCTs of RFA precluded a legitimate
est of RFA. Furthermore, with proper patient selection,
ontrolled diagnostic blocks, and anatomically accurate RFA
echnique, efficacy data indicate that 80% of patients can
btain �60% relief of pain, whereas 60% of patients can
btain �80% relief lasting �12 months.

Although increased expenditures for spine care are concern-
ng, data on use [3,4] must be cautiously interpreted. Although
3% of facet injections audited from 2006 did not meet Medi-
are program requirements, this number is misleading because
nly 8% of them were determined to be errors of medical
ecessity. The majority were errors in documentation (38%)
nd coding (31%), for which the Office of the Inspector General
or CMS recommended that CMS assist carriers to strengthen
afeguards such as automated edits and to clarify complicated
illing instructions [5].

To manage increasing numbers of patients without in-
reasing health expenditures, it will be necessary to become
ore efficient. The principle of primum non nocere dictates

hat algorithms must use the least-invasive (often the least-
xpensive) treatments available first, advancing to more in-
erventional approaches as necessary. Spinal injections must
e maintained as a treatment option for the appropriate

atients.
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Interventional options may not be termed a “medical
ecessity” by the insurance industry, but they certainly pro-
ide valid diagnostic and treatment options. In the spirit of
ost containment, it is standard of care to exhaust less-
xpensive and less-invasive options before advancing to
ore focal, interventional approaches.
In the case of Mr. Payne, it would be reasonable to assume

hat the insurance company has not preapproved his inter-
entional treatment because it has a relatively expensive
p-front cost. Future noncoverage decisions on interventions
hat have relatively strong evidence, such as RFA [6], threaten
o stymie further research on interventional procedures.

Proactive medicine, as opposed to reactive medicine, must
e promoted to provide effective health care. Preventive
ealth measures such as promoting exercise in schools and
rograms such as “Exercise is Medicine™” (through the
merican College of Sports Medicine [7]) encourage a new
aradigm of exercise prescription that can occur with every
atient encounter. Indeed, physiatrists are uniquely posi-
ioned to extol the virtues of exercise prescription. This may
ltimately serve to minimize situations such as that of Mr.
ayne. For instance, if he had engaged in more conditioning
efore fixing his fence, it may not have resulted in a back

njury. Unfortunately, however, there also remains little evi-

ence that exercise prevents the development of LBP. There-

vidence-based review [3] of spinal interventions published
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ore, in addition to proactive health promotion and preven-
ive health, physiatry must promote continued research
ncluding subgroup analysis and the development of stan-
ardized protocols relating to both procedural techniques
nd clearer treatment algorithms.
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r. Standaert Rebuts
appreciate the extensive comments of Drs. Brand, Ky, and
hristo regarding the application of interventional care options

n the case of Mr. Payne. However, in the context of a patient
ith chronic pain, it is my opinion that their discussion glosses
ver the importance of the individual’s psychosocial factors and
laces a greater value on the literature regarding spinal interven-
ions than may be warranted. Given this, I disagree with the
ramework of their clinical approach to Mr. Payne. There is not

high likelihood that “procedures” will provide Mr. Payne
ubstantial and sustained pain relief and improved function.
pecifically, further discussion regarding the utility of medial
BBs and RFN for lumbar facet joints is warranted.
Although specific lumbar facet joint interventions have

ome substantiating literature regarding their use in the treat-
ent of LBP in highly selected patients, I do not believe the
ndings are as robust as has been suggested. The evidence
hat intra-articular injections can provide lasting relief of pain
n patients with non-specific LBP is sorely lacking. Although
here are better data on lumbar RFN, this is also relatively
hin. In 2003, there were 2 systematic reviews published on
his topic. One was a Cochrane review that noted conflicting
vidence for the effectiveness of RFN in the lumbar spine [1].
he other review, by Slipman et al [2], concluded that
current studies fail to give more than sparse evidence to
upport the use of interventional techniques in the treatment
f lumbar zygapophyseal joint-mediated LBP.” A more recent
n 2009 found the evidence insufficient to reach any conclu-
ion on the efficacy of RFN in LBP. There is only one pub-
ished randomized, controlled trial of RFN in LBP that uses a
ontrolled double block protocol and multiple RF lesions
long the nerve [4]. This study by Nath et al [4] randomized
0 patients and compared within-group differences for mul-
iple outcomes. Although the authors identified some areas of
elatively increased improvement in the treatment group (not
or LBP, however), the study has methodological issues that
ignificantly limit its applicability, including a diverse patient
opulation, inadequate randomization given the apparent
ifferences between the treatment and control groups, and an

nability to compare the final scores between groups (which
ere actually almost identical for overall pain and LBP).
Also, this study began with almost 400 patients undergo-

ng MBB, ultimately identifying 40 for randomization. Simi-
arly, the observational study by Dreyfuss et al [5] screened
60 respondents to identify the 15 who ultimately under-
ent RFN. Given these statistics, I find the number needed to

reat of 1.1-1.5 quoted by Drs. Brand, Ky, and Christo for this
rocedure to be misleading. Clearly the number needed to
reat would be much less favorable in the study of Nath et al
4] if all patients undergoing MBBs were included. Given the
esults from their study, Dreyfuss et al [5] actually con-
luded: “the results of the current study, however, sound a
arning against the wholesale implementation of lumbar

edial branch neurotomy” (p1276).

http://oig.hhs.gov
http://oig.hhs.gov
http://www.exerciseismedicine.org
http://www.exerciseismedicine.org
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Overall, the literature supporting the use of RFN in the
anagement of CLBP is at best limited. Even the small

mount of positive data that is available applies to such a
ighly selected subset of patients with LBP that its applica-
ility to the general population of patients with chronic
onspecific LBP is questionable. If one accepts the commonly
escribed prevalence of lumbar facet joint-mediated pain to
e 15% of all those with CLBP, then one could reasonably
xtrapolate that the number of patients expected to have
ubstantial relief of their LBP from RFN would ultimately
epresent a low single digit percentage of all patients with
LBP.

The literature on interventional care, including RFN, must
e compared with the far more extensive body of literature
upporting the role of depression, psychological distress, fear
voidance, and a number of other psychosocial variables in
he occurrence and reporting of LBP, as well as the transition
rom acute to chronic spinal pain [6-8]. If we don’t embrace
his salient point, and don’t consistently take an appropriate
istory regarding these issues and act upon the relevant
actors identified, we will overuse interventional care, drive
p costs, expose patients to the risks associated with inter-
entions, and continue to “medicalize” a much more complex
iopsychosocial problem. This will both keep patients from
ccessing care appropriate for their problems, and alter the
nsurance and reimbursement landscape as payers are clearly
aving difficulty discerning the true value of interventional
are. In fact, this may be what is already happening regarding
overage of facet procedures as payers assess the rapid rise in
se in the absence of data showing widespread benefit. RFN
hould only be considered in the very small minority of
atients with LBP who have been appropriately treated and
xtensively screened for other issues that may be contribut-
ng to their pain, suffering, and failure to respond to care.

Going back to Mr. Payne, I believe that it is inappropriate
nterpretation of a narrow aspect of the literature that may be
ompletely detached from the individual presenting for care.
he next logical step for treatment for someone with refrac-

ory, ill-defined, CLBP should not be to consider what else we
an do to the patient. Rather, we should consider the person
nd try to understand why nothing to date has worked, and
hy he or she continues to suffer. There is certainly a role for

nterventional spine care, but to use it effectively we have to
ove away from the concept of chronic pain as a “thing” that
e can remove, inject away, or ablate, and instead, pay closer

ttention to the entire individual presenting with pain.
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