


CHRONIC LOW BACK PAIN

A Whole Patient Problem….

Requiring A Whole Patient Solution….



PERCEPTION



PERCEPTION



PERCEPTION



PERCEPTION



An unpleasant sensory and 
emotional experience associated 
with actual or potential tissue 
damage, or described in terms of 
such damage

"Part III: Pain Terms, A Current List with Definitions and Notes on Usage" (pp 209-214) 
Classification of Chronic Pain, Second Edition, IASP Task Force on Taxonomy, edited by H. 
Merskey and N. Bogduk, IASP Press, Seattle, ©1994.

PAIN



IMPORTANT FMRI PAIN BRAIN REGIONS

Insula Activation

“Acute Pain = 
Physical Memory”

“Chronic Pain = 
Emotional Memory”

Medial Prefrontal Cortex Activation

Apkarian 2012 and 2013 Data

Pain Emotional Memory Circuit:
medial Prefrontal Cortex (mPFC)
Nucleus Accumbens (NAc) 
Amygdala 
Hippocampus

HYPOTHESIS:      Chronic pain   =      Emotional  Memory



CHRONIC VS RECOVERED PAIN RATINGS

1 Year Clinical Back Pain Ratings

Chronic Pain

Recovered

Visit 1: chronic with increased affective/emotional pain



CHRONIC VS RECOVERED BRAIN CIRCUITS

Visit 1 Visit 2 Visit 3 Visit 4



BEST TREATMENT MODEL ?



Historically, management of patients’ pain was addressed by 
individual health care providers, usually a physician. However, the 
presence of pain affects all aspects of an individual’s functioning. 
As a consequence, an interdisciplinary approach that incorporates 
the knowledge and skills of a number of health care providers is 
essential for successful treatment and patient management. 



Interdisciplinary care involves the execution of the 
treatment plan concurrently. That is, disciplines 
involved in care will be engaged in parallel and in 
collaboration and not sequentially whenever 
possible. 



The availability of interdisciplinary care is not solely 
the responsibility of team members, all stakeholder 
(institutions, people with pain, referring clinicians, 
and payers) need to support, encourage, and demand 
a comprehensive approach to pain management as it 
is in all of their best interests 



➤ Although there are perceptions that opioid therapy for chronic 
pain is less expensive than more time intensive non-
pharmacologic management approaches, many pain treatments 
are associated with lower mean and median annual costs 
compared with opioid therapy

http://www.cdc.gov/media/dpk/2016/dpk-opioid-prescription-
guidelines.html



http://www.cdc.gov/media/dpk/2016/dpk-opioid-prescription-
guidelines.html

➤ Multimodal therapies and multidisciplinary bio-psycho-social 
rehabilitation-combining approaches (e.g., psychological 
therapies with exercise) can reduce long-term pain and disability 
compared with usual care and compared with physical 
treatments (e.g., exercise) alone. 



FRAMEWORK FOR TREATMENT SERVICES

MEDICAL DEPARTMENT
Doctors, Nurse Practitioners, Physician 

Assistants, Interventional Pain 
Specialists

BEHAVIORAL DEPARTMENT
Psychiatrists, Psychologists, Cognitive 

Behavioral Specialists
PHYSICAL RECONDITIONING DEPARTMENT

Chiropractors, Physical Therapists, 
Fitness Instructors, Yoga & Tai Chi 
Masters, Massage Therapists

ALTERNATIVE CARE DEPARTMENT
Naturopathic Doctors, Acupuncturists, 

Chinese Medicine, Dietitians



➤ Phase 1 = “Rescue”
➤ Phase 2 = “Restore”
➤ Phase 3 = “Re-entry”

Pha
se 2

Pha
se 3

Pha
se 1

FRAMEWORK FOR TREATMENT PHASES (1 YEAR)



1. Diagnosis Based Approach:
Low Back Pain: Treatment A

Headache: Treatment B

Arthritis: Treatment C

2.  Mechanism Based Approach:
Neuropathic Pain: Treatment A

Nociceptive Pain: Treatment B

Mixed Pain: Treatment C

3.  Patient Based Approach:
Emotional Suffering from Pain: Treatment A

Physical Suffering from Pain: Treatment B

Mixed Suffering from Pain: Treatment C

FRAMEWORK FOR TREATMENT PHILOSOPHY



Opioid Risk

Physical

Emotional

Utilization

Physical Mobility

FRAMEWORK FOR TREATMENT COMMUNICATION



FRAMEWORK FOR TREATMENT LOGISTICS



BASELINE LBP - COHORT CHARACTERISTICS

Patients with LBP Diagnosis

- 656 of 734 (89.4% of total Pts in COE)

Patients with five+ Pain Diagnosis

- 395 of 656 (60.2% of LBP Pts)

Patients with at least one additional  
Behavioral Diagnosis

- 357 of 656 (54.5% of LBP Pts)



➤ Numeric Pain Rating Scale (NPRS)
➤ PEG: Pain Intensity and Interference (PEG)
➤ Oswestry Low Back Pain Disability Questionnaire (ODQ)
➤ Pain Disability Index (PDI)
➤ Pain Catastrophizing Scale (PCS)
➤ Patient Health Questionnaire-9 (PHQ-9)
➤ GAD-7 Questionnaire (GAD7)
➤ Patient’s Global Impression of Change (PGIC)
➤ DAST-10 Questionnaire (DAST)
➤ The Alcohol Use Disorders Identification Test (AUDIT)

CLINICAL OUTCOME MEASURES



Clinical Outcomes – Physical 



Clinical Outcomes – Emotional



Clinical Outcomes – Substance Use



COST TRENDS OF COHORT

➤ Out of the 79 patients on both 
ACG reports given by IEHP:

➤ 43 patients (54%) had a 
decrease in the Probability of 
High Total Cost.

➤ 34 patients (44%) had an 
increase in the Probability of 
High Total Cost. 

➤ 2 patients (2%) remained the 
same. 

Probability of High Total 
Cost

Increased

44%

Unchanged

2%

Decreased

54%



RESOURCE USE (ACG RUB SCORES)

➤ Out of the 79 patients on both 
ACG reports given by IEHP:

➤ 53 patients (67%) had an 
increase in RUB Score.

➤ 12 patients (15%) had a 
decrease in RUB Score. 

➤ 14 patients (18%) remained 
the same. 

RUB Score

Increased

67%

Unchanged

18%
Decreased

15%



COST ANALYSIS
$36,817

$19,671

$0

$5,000

$10,000

$15,000

$20,000

$25,000

$30,000

$35,000

$40,000

Pre-intervention Post-intervention

Total Cost of Care
• 65 Total Members
• Total Cost of Care = All claims (Rx and Medical)
• Pre-intervention = 12 months before intervention
• Post-intervention = 6 months after intervention
• Intervention = Member engagement with COE



Overview – A substantial 
portion of “healing” comes from 
the communication and 
connection with the patient. 

https://www.nytimes.com/2017/01/19/opinion/sun
day/the-conversation-placebo.html?emc=eta1

https://www.ncbi.nlm.nih.gov/pubmed/24309616

https://www.nytimes.com/2017/01/19/opinion/sunday/the-conversation-placebo.html?emc=eta1
https://www.ncbi.nlm.nih.gov/pubmed/24309616


IEHP APPROACH TO SCALING PAIN CENTERS OF EXCELENCE

IEHP’s Total Pain Care (TPC) Program

Vision:  Ensure that members utilizing a high-level of Opioids and 
suffering from severe, refractory chronic pain will receive a 
comprehensive, integrative and holistic treatment program 
focused on promoting patient self-efficacy, functional 
restoration, and wellbeing.

Goal:  Develop a network of Pain COEs building on Desert Clinic 
Pain Institute Model



32

Desert 
Clinic Pain 
Institute



COE TARGET POPULATION – CRITERIA 

IEHP screening criteria for Pain COE referral
1. MED > 120 mg/day
2. MED 45-119 and at least one of the following:

a) Prescription of Benzodiazepines; or Opioid, Benzodiazepines, 
and Carisoprodol (Holy Trinity); or prescription of Anti-
depressants

3. Three or more ER visits related to chronic pain in 6 mo
4. Two or more Hospitalizations related to chronic pain in 6 mo
5. 3 or more Spinal interventional pain procedures in 12 mo



What does this take from the Health Plan

Program Development/Support
Define core program elements for COE and identify partners to scale
Needs assessment and identify gaps and areas of support for each COE 
Building internal infrastructure to support COE 
Case rate development and maintenance

Care Management/Coordination at Plan Level
Identify and screen patients for COE referral:  Clinical Review patient’s 

history; RUB score, MED utilization, BH Assessment
Regular interdisciplinary care team meetings
Coordinate care with SUD and Specialty Mental Health care out programs
Concurrent review of outcome data and clinical progress



PAYMENT STRUCTURE

• Support COE with a Case Rate to allow for maximum 
flexibility of treatment plan/services

• 3 phases of program, each with its own rate, including 
minimum patient encounters to be considered engaged and 
receive case rate:

−Phase 1 = 4 weeks
−Phase 2 = 5 months
−Phase 3 = 6 months 



PROGRAM EVALUATION

COE sites will be evaluated on cost, utilization, patient outcomes and program 
engagement:

1. Cost Analysis/Return on Investment (ROI)
a) Total medical costs including pharmacy, facility, 

professional and cost of COE program
2. Utilization Analysis

a) Emergency room, inpatient interventional utilization
pain procedures and morphine equivalent dosage (MED)

3. Patient Outcomes
a) Pain level, disability, depression, anxiety, patient satisfaction

4. Program Engagement
a) Member Engagement rate and retention rate



LESSONS LEARNED 

➤ Engagement before and during treatment is key 

➤ Implementation of transitional support program after completion is 
needed for successful outcomes

➤ Longitudinal coordination of care between all treating providers and 
entities is essential

➤ Non-clinical (and clinical) support staff needs to have training to attend to 
these complex members

➤ Linkage to and coordination with carve out services and community 
services is essential





Questions

Thank You
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