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Back pain is the leading cause of disability globally with 
818,000 disability-adjusted life 51 years estimated to be lost 
annually due to work-related Low Back Pain (LBP) [1]. 

Low back pain is the fi fth leading reason patients seek 
medical attention in the United States [2]. Despite this high 
prevalence, the etiology and nature of chronic low back pain 
(CLBP) are not yet fully understood.

Most people — and most health care professionals — 
believe that back pain is usually caused mainly by structural 
problems, either injury or degeneration of the spine. But is this 
the case? Are problems with low back pain always structural, or 
is there any other component involved here? 

Research right now tells us that the opposite might be 
more true. Moseley reported that “The evidence that tissue 
pathology does not explain chronic pain is overwhelming 
(e.g., in back pain, neck pain, and osteoarthritis)” [3]. The 
correlation between structural problems and pain is often not 
how we clinicians think it is, many structural problems are 
“over-diagnosed” without having a correlation with pain, or 
are often labeled as the cause of pain.“How can you say that? I 
always have patients with spondylolisthesis and spinal stenosis who 
have disabling back pain.”  Well, maybe not. In 2006, Haig, et 
al. published a truly surprising paper where they reported that 
spinal stenosis often does not hurt. In this study, about 150 
people were assessed for back pain either with MRI alone or just 
with physical assessment. MRI can certainly detect narrowing 
of the spinal canal, but with MRI alone, the clinicians could 
not identify which patients were with pain, because many of the 
people who had stenosis did not have pain [4].

NEJM has also published a case of a traumatic cervical spine 
dislocation, but surprisingly it was mostly asymptomatic. He 
had fallen from standing height but did not report subsequent 

cervical pain, weakness, or paresthesia [5]. Many more papers 
reported these fi ndings over and over again. One of the best 
examples is the study of Brinjikji, et al. where they found out 
that signs of spinal degeneration are present in very high 
percentages of healthy people with no symptoms at all [6]. 

These studies are getting repetitive, where these results are 
being reported over and over again, but have we learned the 
lesson as clinicians? If I had to guess, I would say certainly 
not, but luckily there are studies which can clear the doubts. 
In 2019, Zadro, et al. published a systematic review with the 
title “Do physical therapists follow evidence-based guidelines 
when managing musculoskeletal conditions?”. The results? 
Shocking. 

The median percentage of physical therapists who chose 
treatments with no recommendation was 81% [7]. If we want 
to be more optimistic, we can say that this will get better over 
time, as the evidence is overwhelming right now, but is this the 
case, again? In 2020, the same author, Zadro, et al. published 
another paper titled “Has physical therapists’management of 
musculoskeletal conditions improved over time? What are the 
results this time? Well, not promising. “Physical therapists’ use 
of recommended care has not changed since the 1990s yet the 
use of treatments of unknown value appears to be increasing.”, 
as reported by the authors. [8]. Not optimism here at all. Why 
is this happening? Isn’t it 2020, and we have a large, large 
database of information right now? Musculoskeletal medicine 
was and is still a mess right now. Many over-valued and 
overrated treatments are being promoted, attracting clinicians 
and young graduates. Quick fi xes and gimmicks are being 
promoted more than ever while having small or no evidence 
at all to support them. The need for new clinical innovation, 
getting an edge over the competition, the challenge of keeping 
up to date with evidence, increased exposure to treatments of 
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unknown value, belief that evidence is not relevant to practice, 
and “this is how I have done it always” are potential reasons 
for this trend in musculoskeletal medicine.

How can we clinicians improve and be as evidence-
based as possible?

1. Increasing access to information for clinicians

2. Publishing as many “clinically oriented” papers as 
possible

3. Holding sessions and conferences especially for 
improving clinical practice

4. Educating patients that a “quick fi x” is often, not 
possible, regardless of the clinician

5. Focusing more to the patient as a whole, in a 
biopsychosocial way, and not in a structural,  biomedical 
approach 
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