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Key Goals
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 Recognize that Costs of spine care have gone up 6‐8 
fold since 1996

 Indirect costs such as lost work days and decreased 
productivity has gone up by even more

 There is considerable variation in care from initial 
assessment to advanced therapies

 Drug costs can be appreciable 

 Selecting care that is of value to the patient



Setting the Course from the Starting Gate
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 Much of the trajectory of spine care is set at the starting 
visit

 Sometimes the starting visit is an ED, Urgent Care, PCP, 
or specialist

 Imaging costs are a large part of the cost, and often are
based on patient expectations

 Indirect costs of imaging, including "wording" can affect 
downstream treatment



Monroe County Medical Society has clear 
guidelines - recently updated 
 Red flags include fever of 38 degrees Celsius

 Unrelenting night pain or pain at rest

 Leg weakness

 Condition began more than 6 weeks ago with
progressive and distal pain and numbness

 Progressive neurological deficit
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Red flags - aggressive management 
appropriate, but…
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 No red flags ‐‐ reassurance for 6 weeks

 Explain that imaging cannot identify a cause

 Recommend remaining active

 Heat

 Exercise, physical therapy



Medications 

 First line: acetaminophen or NSAIDs

 Muscle relaxants as second choice
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Follow- up in 1-3 weeks only if: 

 No significant improvement

 Significant pain beyond a week

 Symptoms persist, worsen or progress
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Patient Engagement

 Early referral to physical therapy

 Chiropractic Care

 Definition of when to return to a specialist

 Honest description of the benefits of surgery
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The AHP Back Pain Initiative

 Development of broad consensus among PCP's, 
specialists, physical therapy, chiropractic on 
treatment

 Imaging Consensus

 Developing overall approach to patients from visit 
one

 Defining when to refer and to whom to refer
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Active Spine Program - Principles
An evidence-based active approach to conservative management of acute 
and chronic spine pain (Bio-Psycho-Social)

Treatment for cervical, thoracic, lumbar and sacroiliac pain

Program addresses range of motion, flexibility, motor control (biomechanics), 
strength and endurance

Includes aerobic exercise, general mobility, hip & core stabilization exercises, 
functional movement

Minimizes use of passive modalities, mobilization and soft tissue techniques 
only as needed

Staff Trained On Basic Principles Of CBT / Emphasis of Group Physical Activity

Focus on Improving Function not pain



Active Spine Program – Access 

Fast Track- Promotion 
To Primary Care / Ortho 
/ Community

Screen For “Red Flags”

Conservative Care –
Close communication 
with specialist (Vertically 
Integrated Team) 20



Active Spine Program - Multi-diciplinary Care
Physical Therapists

• Subspecialty trained to handle sports medicine (SCS) , spine (OCS), and general 
orthopedic related issues

• Certified Strength and Conditioning Specialists

Athletic Trainers
• Experienced in working with high school, collegiate and professional athletes
• Certified Strength and Conditioning Specialists
Acupuncture
Mental Skills Coaching / CBT
• Goal setting, motivation, positive thought, stress, reduction
Sports Nutritionist
• Weight management
• Diet
Exercise Physiologist
Physician Specialists 21



Active Spine Program - Patient Outcomes
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Complete- 6 – 12 week Rehabilitation Program (2013)

n =514

Average Visits per referral: 6

Group Average Outcomes:

Oswestry Scores: 12.9% reduction

Pain Score: 34% reduction

Aerobic Capacity:  8% improvement

Body Composition (Fat Percentage): 7% reduction

Exercise Self Efficacy: 12% improvement



DRIVERS Transitioning From Patient Care To 
Population Health And Wellness
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Average Surgical Low Back Related  
WC Claim: 

$200,000 
(Not Including Lost Productivity)



24

Utilize Science To Reliably & 
Accurately Identify Modifiable MSK 

Disease Risk Factors

Utilize 
Technology To 
Maintain Cost 
Effectiveness

Enhance 
Population MSK 

Wellness 



Orthopedics And Rehabilitation: 
Musculoskeletal Wellness and Injury 

Prevention Program
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HISTORY:
Factors that contribute MSK 

injury and absenteeism
Individual

• Age, BMI, Gender, Injury History, 
Socio-Economic….

Physiologic
• Size, Posture, Flexibility, Strength, 

Coordination….

Vocation specific
• Ergonomics, Force, Repetitions, 

Vibration….

Psycho-Social
• Resiliency, Fear Avoidance, Ability to 

cope with injury/illness….

Physical Exam:
3D - Imaging



Results Profiling  Stratify 
Recommendations/Intervention
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Ortho- Management (OM) Eligible: 

Subsidized 12 – week exercise program

Personalized exercise instruction and specialty visits (Acupuncture, Active 
Release Therapy, Athletic Performance, Nutrition)

Work with licensed medical/exercise professionals

Not Eligible? : Host of wellness options
-Group Exercise Class
-Active Release Therapy
-Individual exercise session
-Athletic Performance training



Health Outcomes
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Health Outcomes
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Health Outcomes
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Health Outcomes
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Financial Outcomes

3185 Total Claims Less Than the Same Period Last Year = $2.72M



Comprehensive Back Pain Initiative
Acute Low Back Pain Treatment Paradigms for a Post Opioid Era

John Markman MD
Director Neuromedicine Pain Management Center I Translational Pain Research
Professor, Departments of Neurosurgery and Neurology
University of Rochester School of Medicine and Dentistry

Prepared for:
Accountable Health Partners (AHP) Clinical Grand 
Rounds
15 September 2016



4.6% of the world’s population consumes 80% of the 
global opioid supply (99% of its hydrocodone)



What is the next reversal in the diagnosis and treatment
of acute low back pain?
1. Activity > Rest

2. Imaging = No imaging in the acute/subacute phase

3. Role of Short-Acting Opioids in ALBP/CLBP
analgesic efficacy does not reduce chronic burden

4. Oral Steroid = PBO in Acute Radicular Pain

spinal steroid > pbo for acute radicular pain

5. Gabapentin/pregabalin = PBO

6. Up front self management/non-nonpharmacologic management

What are the key clinical observations that will
inform AHP’s pathway?



Time to first opioid prescription was the factor most
strongly associated with dose escalation

Dose escalation was greater with pure formulations
and not related to clinical severity or surgery

What types of evidence justify repositioning opioid
therapy from second line analgesic to last resort?



Opioid prescription at baseline was significantly 
associated with a small but higher disability level 

(RMDQ) at 6 months

How will AHP prioritize pain reduction relative to
functional outcomes?



• ED in Bronx
• Double Blind, 3-group study ( n = 323, arm 107)
• Nontraumatic, nonradicular LBP < 2 weeks
• Naproxen + Oxycodone 5mg-10mg or Flexeril 5mg-10mg or PBO

How will AHP prioritize the external validity of clinical
effectiveness relative to the internal validity of RCTs?



Naproxen + oxycodone or cyclobenzaprine did not improve
pain or functional outcomes at one week



Over 65 RCTs demonstrate efficacy of opioids for 
pain up to 12 weeks
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Six Trials have one 
year follow-up or 

longer



Low Back Pain with Specific Spinal Cause

1/10,000 •>50

•Unexplained
weight loss

•>1 month

3-2/1,000 •Older age

•Osteoporosis

•Steroid Use



Integrated delivery system

Threatened with exclusion from a high 
performance network (Aetna Aexcel)

Employers identified four high priority 
conditions:

-lower back pain

-cardiac arrhythmias

-GERD

-migraine headache

Teams (VM staff, Aetna, the 
Employers)

Review of care processes inconsistent 
with guidelines and detailed review 
of individual cases

Specialty care clinics staffed by 
nurse practitioners with standardized 
care pathways based on guidelines

Leverage common IT platform

Analysis of value streams 
revealed that many decisions 
made in primary care and 
ED contributed to higher costs 
attributed to specialists

Reallocation of payments to 
VM from imaging to physical 
therapy

Reduce cost through fundamental redesign of care 
processes

Background Implementation Key Insights

Pham Health Affairs 2007

The Virginia Mason Experience



• n=1573 England Primary Care
• Primary endpoint: RMDQ @12 months
• Compare clinical and cost effectiveness of a primary care intervention
• Medium and High Risk By STarT Back Receive More Intensive Treatment



Keele University 2007

Psychosocial factors drive patients from low to high risk for a
poor outcome from conservative management



Selected Challenges for the AHP Low Back Pain Initiative

1. Legacy problem of patients on opioids for chronic spinal pain 
syndromes

2. Chronic pain after surgical treatment (de novo neuropathic 
pain syndromes)

3. Wide variation in care across interventional and conservative 
therapies due to lack of professional consensus about 
underlying pain mechanisms

4. Lack of nonsurgical therapies for neurogenic claudication in 
older adults

5. Lack of behavioral health resources for primary mental health
problems triaged as CLBP syndromes


