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Tragic Intersection: Where the Back Pain Crisis and
the COVID-19 Pandemic Meet

storm” for people with serious back

problems, it would be pretty close to the
current situation in the United States and
many other countries. The world is experi-
encing the greatest interruption in spine care
since World War II. It is not at all clear how
long this pandemic-related interregnum will
last—or if there will ever be a return to
“usual care.”

In the spring of 2020, back care systems
in the United States are in disarray. Many
practices are closed. Others are only
interacting with patients via telemedicine,
apps, and telephone. In many states, hospi-
tals and clinics are no longer performing
nonessential spine surgery or pain
interventions.

To compound these problems, many
organizations within the healthcare system
are severely strained financially—as the
revenues from usual care and common sur-
gical procedures have dried up. Some are
actually laying off front-line medical per-
sonnel—and reducing the pay of others, at
a time when those providers are being asked
to risk their lives treating patients with
COVID-19.

In preparation for this article, a BackLet-
ter editor contacted several back care provid-
ers in areas affected by COVID-19—includ-
ing specialty care, primary care, mental
health services, and complementary/alterna-
tive medicine. Most said they were not doing
any face-to-face treatments and only a mod-
est number of telemedicine procedures.

Delaying care probably doesn’t pose a
major threat to most individuals with back
pain. For many people with back symp-
toms, there is no hurry to seek medical care.
Much of back care is purely discretionary.
Despite the claims of proponents, most
common therapies for low back pain have
only marginal or modest effects. And med-
ical care often does not have a major influ-
ence on recovery. The favorable natural
history of most forms of back pain has a
greater influence.

If someone tried to design a “perfect

For those with serious anatomic prob-
lems, many hospital and clinics are still
performing essential spine surgery—for
victims of trauma, those with progressive
neurologic disease, and patients with can-
cer. And there are sensible triage guidelines
available for hospitals and ambulatory clin-
ics that want to define “essential” spine
procedures.

However, even people with more severe
problems appear reluctant to seek hospital
care for fear of contracting the virus that
causes COVID-19. For example, many hos-
pitals are reporting a major fear-driven
reduction in the number of patients seeking
urgent care for dire conditions such as heart
attacks and stroke. The same is likely to
hold true for people with serious spine prob-
lems such as traumatic injuries, progressive

Continued on page 67

Does Back Pain
Stem from Work?

bout a third of US workers have
A experienced work-related health
problems, with back pain the most
frequently reported complaint, according to
Hannah Free, MPH, and colleagues at the
Centers for Disease Control and Prevention.
(See Free et al., 2020.)
However, it is unclear to what extent
back pain is caused by work.
“Approximately 2.8 million nonfatal
workplace illnesses and injuries were
reported in the United States in 2018. Cur-
rent surveillance methods might underesti-
mate the prevalence of occupational injuries
and illnesses. One way to obtain more infor-
mation on occupational morbidity is to
assess workers’ perceptions about whether
they have ever experienced health problems
related to work,” according to Free et al.

Continued on page 70
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Telemedicine on the Rise—Finally

ritics of the US healthcare system
have pointed out for years that
many expensive face-to-face con-
sultations with healthcare providers and
spine specialists are unnecessary. They can
be replaced by telemedicine consultations.
And these can lead to major savings in what
are called “opportunity costs,” (i.e. the costs
of choosing one form of care over another).

Because of the coronavirus disease-2019
(COVID-19) pandemic, there has been rapid
uptake of telemedicine over the past few
weeks. Some of the limiting factors for tele-
medicine in the United States include licens-
ing issues, reimbursement policies, and pri-
vacy regulations. However, many local
authorities, licensing agencies, and health-
care systems have loosened up those restric-
tions to prevent the spread of the coronavirus.

Face-to-face consultations, of course,
can be hugely expensive, not only in the
types of therapies involved but also in terms
of transportation costs, lost productivity,
and lost wages.

“In an analysis of more than 100,000
interviews for the American Time Use Sur-
vey, the average total time required for a
physician visit was about two hours. Of that,
less than one-sixth—about 20 minutes—
was spent with a physician. The remainder
was spent waiting in the clinic (64 minutes)
or traveling (37 minutes). The average
amount of lost wages associated with a visit
was $43—more than the out-of-pocket pay-
ment for the visit itself. In addition to a
patient’s time, additional resources that fac-
tor into opportunity costs include time spent
by friends or family members participating
in the patient’s care and non-medical costs
such as travel expenses or lost wages,”
according to an article by Nathan Handley
and Judd Hollander at the Health Affairs
Blog. (See Handley and Hollander, 2019.)

They were referring to an eye-opening
study on opportunity costs in the United
States by Kristin Ray and colleagues in
2015. (See Ray et al., 2015.) Ray et al.

calculated that the total annual opportunity
costs for physician visits in the United States
in 2010 came to a colossal $52 billion.

Rapid uptake of telemedicine services
has occurred in many countries. An April
4th article in the New York Times bore the
provocative headline ‘“Telemedicine Arrives
in the UK: Ten Years of Change in One
Week” with the subhead “With the corona-
virus pandemic turning doctors’ offices into
no-go zones, family physicians are now
doing many of their consultations online or
by telephone.” (See Mueller, 2020.) In the
United States the same is holding true for
back care providers and spine specialists.

However, this revolution is still in its
early days. And some telephone, video, and
communication systems are not yet up to
the task. There are reports of healthcare
systems getting swamped with requests for
remote consultations that they cannot
accommodate at the moment. And some
healthcare providers say they are not yet
comfortable with telehealth consultations—
which they suggest seem “cold” compared
with face-to-face interactions.

Disclosures: None declared.

References:

Handley N and Hollander JE, Opportunity
cost: The hidden toll of seeking health
care, Health Affairs Blog, May 1, 2019;
www.healthaffairs.org/do/10.1377/
hblog20190429.592190/full/

Mueller B, Telemedicine Arrives in the
U.K.: “10 Years of Change in One
Week,” New York Times, April 4,
2020; www.nytimes.com/2020/04/04/
world/europe/telemedicine-uk-corona-
virus.html.

Ray K, et al., Opportunity costs of ambu-
latory medical care in the United
States, American Journal of Managed
Care, 2015; 21(8):567-74.

"“BACKLETTER

Executive Editor

Sam W. Wiesel, MD

Professor and Chairman, Department of
Orthopaedic Surgery, Georgetown University
Medical Center, Washington, D.C.

Publisher
John M. Ewers

Editor Associate Editor
Mark L. Schoene Colin Nelson
25 Storey Avenue, Suite 154, Newburyport, MA 01950

Editorial Board

Michele C. Battié, PhD, Chair, Department of Physical
Therapy, University of Alberta, Canada

Scott D. Boden, MD, Director, Emory University Spine
Center, Decatur, Georgia

J. David Cassidy, PhD, Professor of Epidemiology, University
of Toronto, Toronto, Canada

Terry P. Corbin, Minnesota Shared Decision Making
Collaborative, Minneapolis, Minnesota

Richard A. Deyo, MD, Kaiser Professor of Evidence-Based
Family Medicine, Oregon Health and Science University,
Portland, Oregon

Steven R. Garfin, MD, Chairman, Department of
Orthopaedics, University of California at San Diego

Nortin M. Hadler, MD, Professor, Medicine and Microbiology/
Immunology, University of North Carolina, Chapel Hill,
North Carolina

Scott Haldeman, MD, DC, PhD
Santa Ana, California

Hamilton Hall, MD, Medical Director, Canadian Back
Institute, Toronto, Ontario

Timothy A. Harbst, MD, Gundersen Clinic Ltd., LaCrosse,
Wisconsin

Rowland G. Hazard, MD, Dartmouth Spine Center, Lebanon,
New Hampshire

Dana J. Lawrence, DC, Associate Professor, Palmer College
of Chiropractic, Davenport, IA

Tom Mayer, MD, Medical Director, PRIDE, Dallas, Texas
William C. Meeker, DC, MPH, Vice President for Research,
Palmer College of Chiropractic, Davenport, [A

Lyle J. Micheli, MD, Director, Sports Medicine, Children’s
Hospital, Boston, Massachusetts

Silvano Mior, DC, Canadian Memorial Chiropractic College,
Toronto, Ontario

Thomas C. Namey, MD, Professor of Medicine, Nutrition, and
Exercise Science, Knoxville, Tennessee

Kenneth L. Nudleman, MD, Associate Chairman and Chief,
Department of Neurology, University of California, Irvine,
Orange, California

H. Duane Saunders, MS, PT, Founder, The Saunders Group,
Minneapolis, Minnesota

Haymo Wilhelm Thiel, DC, Anglo-European College of
Chiropractic, Bournemouth, UK

C. David Tollison, PhD, Carolinas Center for Advanced
Management of Pain

(=), Wolters Kluwer

The Back Letter® (ISSN 0894-7376) is published monthly by Wolters Kluwer Health, Inc. at 14700 Citicorp Drive, Bldg 3
21742. Customer Service: Phone (800) 638-3030; Fax: (301) 223-2400; E-mail customerservice@lww.com. Visit our website at LWW.com.
Publisher, John Ewers.

Hagerstown, MD

Copyright © 2020 Wolters Kluwer Health, Inc. All rights reserved. Priority Postage paid at Ha(%erstown, MD, and at additional mailing offices. GST registration number: 895524239.

POSTMASTER: Send address changes to The Back Letter®, Subscription Dept., Wolters Kluwer, P.

Box 1610, Hagerstown, MD 21742.

SUBSCRIPTION RATES: Individual: US $269.00, international $392.00. Institutional: US $639.00, international $771.00. In-training: US $138.00, international $179.00. Single copy: $62.00.
GST Registration Number: 895524239. Send bulk pricing requests to Publisher. Single copies: $52. COPYING: Contents of The Back Letter® are protected by copyright. Reproduction,
photocopying, and storage or transmission by magnetic or electronic means are strictly prohibited. Violation of copyright will result in legal action, including civil and/or criminal penalties. Permis-
sion to reproduce must be secured in writing; go to the newsletter website (www.backletter.com), select the article, and click “Request Permissions” under “Article Tools,” or e-mail customercare@
copyright.com. Reprints: For commercial reprints and all quantities of 500 or more, e-mail reprintsolutions@wolterskluwer.com. For quantities of 500 or under, e-mail reprints@lww.com, call
866-903-6951, or fax 410-528-4434. PAID SUBSCRIBERS: Current issue and archives are available FREE online at www.backletter.com.

The Back Letter® is independent and not affiliated with any organization, vendor, or company. Opinions expressed do not necessarily reflect the views of the Publisher, Editor, or Editorial
Board. A mention of products or services does not constitute endorsement. All comments are for general guidance only; professional counsel should be sought for specific situations. The
Back Letter® is indexed in Academic OneFile, CINAHL, EBSCO A-Z, Ex Libris, HINARI, JournalGuide, ProQuest, and TDNet.

The BackLetter® 62 Volume 35, Number 6, 2020


http://www.healthaffairs.org/do/10.1377/hblog20190429.592190/full/
http://www.nytimes.com/2020/04/04/world/europe/telemedicine-uk-coronavirus.
http://LWW.com
mailto:customercare@copyright.com

©2020 Wolters Kluwer Health, Inc. All rights reserved.

Department of Justice Homing in on Kickbacks Paid

to Spine Surgeons

ederal prosecutors appear to be hom-
Fing in on companies that allegedly

pay kickbacks to spine surgeons for
using certain spine surgery devices. And
they are targeting the surgeons who
accepted those payments.

The US Attorney’s Office in the District
of Massachusetts recently filed a civil suit
against a device manufacturer in the Boston
area, with a big splash of publicity and sur-
prisingly strong language. The prosecutors
also arrived at settlements with five spine
surgeons around the United States for
accepting payments for consulting hours
they did not actually work. The financial
penalties to the surgeons ranged from
roughly $105,000 to more than $485,000.

According to the Department of Justice
(DOJ) prosecutors, the company in question
paid $500 for cervical procedures and
$1000 for lumbar procedures, as long as the
surgeons used the company’s devices.

These actions came in response to infor-
mation that came to light in two whistle-
blower cases filed under the False Claims Act.

This action may be a shot across the bow
of the spine treatment community. The DOJ
appeared to be sending a general message
about cleaning up consulting arrangements
and financial ties between surgeons and
device makers, according to a statement pub-
lished by the DOJ.

According to former spinal device consul-
tant Terry Corbin, the types of financial
inducements cited in this case have been pretty
common across the spine treatment industry
for decades. This is a competitive, hard-scrab-
ble business. Companies are in a continual
battle for market share. He suggests that com-
panies won’t end financial inducements for
spine surgeons to use particular spinal implants
and devices. However, they will likely make
modifications to current practices to avoid the
scrutiny of the Department of Justice and avoid
future legal actions and fines.

The complaints were made under the
Anti-Kickback Statute of federal law, accord-
ing to a second news release from the DOJ.
The Anti-Kickback Statute prohibits offering,
paying, soliciting, or receiving remuneration
to induce referrals of items or services cov-
ered by Medicare, TRICARE, and other fed-
erally funded programs. The Anti-Kickback
Statute is intended to ensure that a physician’s

medical judgment is not compromised by
improper financial incentives. (See Depart-
ment of Justice, 2020a, 2020b.)

“Medical device companies that pay sur-
geons kickbacks, directly or indirectly, corrupt
the market, damage the health care system and
jeopardize patient health and safety,” said
United States Attorney Andrew E. Lelling.
“We will pursue aggressively any organization
or individual who fails to play by the rules.”

“Kickbacks undermine the integrity of
federal health care programs and can result
in unnecessary or harmful medical care,”
said Assistant Attorney General Jody Hunt
of the Department of Justice’s Civil Divi-
sion. “The Department of Justice will pur-
sue unlawful kickback arrangements in
whatever form they occur to ensure the
integrity of the medical care received by
federal program beneficiaries.”

“Kickbacks undermine the
integrity of federal health
care programs and can
result in unnecessary or
harmful medical care.”

“Kickbacks paid to surgeons as sham
medical consultants, as alleged in this case,
cheat patients and taxpayers alike,” said
Phillip M. Coyne, Special Agent-in-Charge
for the Office of Inspector General of the
US Department of Health and Human Ser-
vices. “Working with our law enforcement
partners, we will continue to investigate
kickback schemes that threaten the integ-
rity of our federal health care system, no
matter how those schemes are disguised.”

“Surgeons have a moral imperative to
operate in a trustworthy, transparent man-
ner. No less than people’s lives and safety
depend on them. Today, five spine doctors
from across the country admitted they pri-
oritized payoffs over patients to enrich
themselves ... by shelving their ethics once
hundreds of thousands of dollars in kick-
backs were put on the negotiating table,”
said Joseph R. Bonavolonta, Special Agent
in Charge of the FBI Boston Division.

“The FBI aggressively pursues health care
fraud because cases like this don’t just impact
a few people. The cost of these egregious
crimes is ultimately borne by all taxpayers.

“Veterans and non-Veterans alike put
trust in their physicians and that confidence
is the cornerstone of our health care system.
‘When physicians choose personal gain over
patient care, that trust is broken.”

“Medical device companies that pay sur-
geons kickbacks, directly or indirectly, cor-
rupt the market, damage the health care
system and jeopardize patient health and
safety,” said United States Attorney Andrew
E. Lelling. “We will pursue aggressively
any organization or individual who fails to
play by the rules.”

Disclosures: None declared.
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“Surprise’ Billing Still Surprisingly Common—and
“Morally Repugnant”

s previous articles in the BackLet-
Ater have noted, medical billing

horror stories are common. There
have been numerous instances of patients
being victimized by exorbitant medical bills
from “out-of-network” physicians and other
providers.

These are healthcare professionals who
do not have a contract with the patient’s
health insurance company—and are free to
charge cruel and exorbitant prices.

These are reprehensible practices. Ashish
Jha, MD, director of the Harvard University
Global Health Institute, recently termed
them “morally repugnant” in an article in the
Boston Globe. “To financially ruin our
patients when they are sick shows a moral
rot in our community.” (See Jha, 2019.)

A recent example in spine care involved
a patient who had successful spine surgery
for a rare condition. However, after the
operation, she received a surprise bill for
$94.,000 from an out-of-network provider
for diagnostic monitoring. Her insurance
company declined to pay it, so she was on
the hook for the exorbitant charge. There
are scores of similar stories around the
country, many involving even larger sums
of money. (See Hamilton, 2019.)

The COVID-19 crisis could exacerbate
this situation. Many hospitals and health-
care systems are suffering billions of dollars
in potential financial losses due to loss of
revenue from usual care and nonessential
surgical procedures. Physicians and other
healthcare providers are also under financial
pressure from looming layoffs, furloughs,
and loss of income. It may be tempting for
some individuals and organizations to see
what they can get away with, in terms of
overbilling and balance billing. (In balance
billing, healthcare systems ask patients to
make up the shortfall between what out-of-
network providers charge and what insur-
ance companies actually pay.) Recent reg-
ulations from the Department of Health and
Human Services have forbidden the over-
billing of some COVID-19 patients. How-
ever, it is not yet clear how those regulations
might be interpreted and enforced. And
there are numerous reports of COVID-19
patients receiving exorbitant bills for emer-
gency department and standard hospital
care.

Ending Surprise Billing Could
Save Billions

A recent study by Zack Cooper and col-
leagues published in Health Affairs before
the COVID-19 crisis suggests that surprise
billing is common across the United States.
And it is wasting billions of dollars.

“Using data for 2015 from a large com-
mercial insurer, we found that at in-network
hospitals, 11.8 percent of anesthesiology
care, 12.3 percent of care involving a pathol-
ogist, 5.6 percent of claims for radiologists,
and 11.3 percent of cases involving an assis-
tant surgeon were billed out-of-network. The
ability to bill out-of-network allows these
specialists to negotiate artificially high
in-network rates,” according to Cooper et al.

These authors pointed out that if the
United States were to end the practice of
surprise billing in the four professions in
this study alone, there would be huge sav-
ings for the entire healthcare system.

“We estimated that if policies were introduced
that precluded these four physician specialties
from billing out-of-network and thus lowered
their in-network payments to 164 percent of
Medicare payments, the savings would equal
13.4 percent of physician spending and 3.4 per-
cent of spending for people with employer-spon-
sored insurance. For reference, it has been esti-
mated that approximately $1.2 trillion was spent
on people with commercial health insurance in
2017. As aresult, this would amount to approxi-
mately $40 billion in savings annually,” accord-
ing to Cooper et al. (See Cooper et al., 2020.)

A Study of 347,356 Surgery
Patients

A recent retrospective study by Karan R.
Chhabra, MD, et al. looked at out-of-net-
work billing among 347,356 patients who
underwent surgery for seven common elec-
tive procedures. These included arthroscopic
meniscal repair, laparoscopic cholecystec-
tomy, hysterectomy, total knee replacement,
breast lumpectomy, colectomy, and coronary
artery bypass graft surgery. These operations
were performed by an in-network surgeon
and in-network facilities between January 1,
2012, and September 30, 2017.

The primary outcome measure was the
proportion of operations that resulted in out-
of-network bills.

P
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The results are disturbing. “Among 347356
patients (mean age, 48 [SD, 11] years; 66%
women) who underwent surgery with in-net-
work primary surgeons and facilities, 20.5% of
episodes (95% CI, 19.4%-21.7%) had an out-
of-network bill,” according to the authors.

Surgical Assistants and
Anesthesiologists the Chief
Culprits?

The two professions that were most likely
to submit an out-of-network bill were sur-
gical assistants and anesthesiologists.

“Out-of-network bills were associated
with surgical assistants in 37% of these epi-
sodes; when present, the mean potential
balance bill was $3633 (95% CI, $3384-
$3883). Out-of-network bills were associ-
ated with anesthesiologists in 37% of epi-
sodes; when present, the mean potential
balance bill was $1219 (95% CI, $1049-
$1388),” according to Chhabra et al.

Out-of-network billing was more com-
mon in operations with surgical complica-
tions and among patients who were mem-
bers of health insurance exchanges.

“The presence of an out-of-network bill
was associated with significantly higher total
charges ($48383 vs. $34 300; difference,
$14083 [95% CI, $12883 to $15281]),”
according to the study.

It is important to remember that this
study took place among patients who

Continued on page 65
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Ibuprofen and COVID-19

eports from France, Ireland,
RAustria, and other countries in

early March suggested that the
nonsteroidal anti-inflammatory drug ibu-
profen might increase the chances of con-
tracting the coronavirus and exacerbate ill
effects among those who develop corona-
virus disease-2019 (COVID-19)—the clin-
ical syndrome caused by the virus.

These reports caught some major health
authorities by surprise. In mid-March the
World Health Organization (WHO) overre-
acted to anecdotal reports about these relation-
ships and suggested that individuals with
COVID-19 symptoms avoid taking ibuprofen.

However, the lack of conclusive evi-
dence linking ibuprofen to a worsening of
a COVID-19 led several governments to
issue statements about it.

Here is a March 20th statement from the
government of the UK correcting the
record.

“There is some debate suggesting
NSAIDs [nonsteroidal anti-inflammatory
drugs] may increase complications from
simple acute respiratory infections or slow
recovery. The product information of many
NSAIDs already contains warnings that
their anti-inflammatory effects may hide the
symptoms of a worsening infection. How-

ever, the evidence is not conclusive,”
according to the statement. (See Medicines
and Healthcare Products Regulatory
Agency, 2020.)

Given the skeptical response over the
link between ibuprofen and COVID-19, the
WHO ended up walking back its position
on this issue.

“WHO is aware of concerns on the use
of ibuprofen for the treatment of fever for
people with COVID19. We are consulting
with physicians treating the patients and
are not aware of reports of any negative

Continued on page 66

Surprise Billing

Continued from page 64

choose an in-network surgeon and an
in-network surgical facility. So there may
be an even greater prevalence of surprise
billing in out-of-network settings with out-
of-network surgeons.

There was also extensive geographic
variation in out-of-network billing. Several
US states have enacted regulations to pro-
tect patients from out-of-network billing.
Ironically, some of these states had out-of-
network billing levels above the national
average, suggesting that their patient pro-
tection policies are not completely
effective.

Should Surgeons Take Charge?

According to the study by Chhabra et al.,
the mean amount billed to patients in sur-
prise billing scenarios was $2011. To an
affluent American this does not sound like
a lot of money. It can cost 10 times that
amount to buy an inexpensive new car.
However, many American families have
limited assets, with a few hundred dollars
in the bank. And, of course, roughly 40 mil-
lion Americans live in poverty. (See
Chhabra et al., 2020.)

“One of the major problems with surprise
billing is that it is impossible to plan for. The
evidence provided by Chhabra et al. adds to
an increasing literature on the prevalence
and size of these "surprise’ bills for privately
insured patients. Such billing practices are
particularly pernicious because patients usu-
ally have no knowledge that they will occur,
and no way to avoid them,” according to an
accompanying editorial by Karen Maddox,

MD, and Edward Livingstone, MD. (See
Maddox and Livingstone, 2020.)

“When feasible, surgeons
should ensure that all the
personnel involved in the
care team that they are
leading accept the same
insurance plans and should
consider refusing to work in
facilities that allow surprise
billing.”

They suggest that healthcare providers,
surgeons in particular, work with policy
makers to end this practice. “First, surgeons
have an ethical responsibility to speak out
against surprise billing. Patients generally
select surgeons because they have faith that
the surgeon they choose will provide them
with the best possible care. This crucial trust
between patient and physician will be eroded
if patients discover after an operation that
they must pay large sums of money to other
clinicians the surgeon has involved in their
care. When feasible, surgeons should ensure
that all the personnel involved in the care
team that they are leading accept the same
insurance plans and should consider refusing
to work in facilities that allow surprise bill-
ing.” And they support several bills in Con-
gress designed to cap these problems.

However, definitive solutions to surprise
billing problems would hinge on quelling
opposition from several major physician

groups, which hold the position that laws
against surprise billing would harm their
ability to negotiate with healthcare systems
for fair wages.

Unfortunately, the medical system in the
United States is all too often a “dog-eat-
dog” world. And the increasing focus on
revenue production and profitability com-
pounds these problems.

Disclosures: None declared.
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Ohio Lost More Than One Million Years of Life to
Fatal Opioid Overdoses

ational data on fatal opioid over-
N doses sometimes come across as

abstract and difficult to interpret in
human terms.

Looking at opioid overdoses in individ-
ual US states can sometimes drive home the
tragic nature of the opioid overdose crisis
more effectively.

The state of Ohio is a case in point. It has
some of the highest opioid overdose death rates
in the United States and the world. The crisis,
of course, began with the inappropriate treat-
ment of chronic pain with powerful narcotics.

Two recent studies hammer home the
devastating effects of these overdoses on
life expectancy in this populous mid-west-
ern state.

In a recently published study, Trent Hall,
DO, and colleagues calculated the “years of
life lost”” (YLL) to opioid overdoses in Ohio
from 2009 to 2016. (See Hall et al., 2020a.)

YLL is a metric developed by the Global
Burden of Disease studies. “The YLL metric
essentially corresponds to the number of
deaths multiplied by the standard life expec-
tancy at the age at which death occurs,”
according to the World Health Organization.

More Than 500,000 Years of
Life Lost

Hall and colleagues documented 12,782
fatal opioid overdoses over the seven-year
course of the study. Opioid overdoses
accounted for a stunning 508,451 years of
life lost between 2009 and 2016.

“This data gives us a picture of the profound
impact of opioid related deaths,” said Rick

Hodges, director of the Ohio Alliance for Inno-
vation in Population Health. “These are people
in the prime of life during their most productive
years. The data also tells a story about families
and communities,” according to a document
published by Ohio State University in response
to early reports from this study.

“One of the most heartbreaking aspects
of the opioid epidemic is the incredible loss
of life as so many young people die of over-
doses,” said Randy Leite, dean of the Ohio
College of Health and Sciences and Profes-
sions. “The years of life lost data paint a
picture of the greatest consequence of the
epidemic—the loss of so many individuals
who could have been productive parents,
spouses, workers, and citizens.”

Further Years of Life Lost in
2018 and 2019

Hall and colleagues recently extended their
previous study to include the years 2017
and 2018. Unfortunately, opioid overdose
problems showed no signs of diminishing
significantly. (See Hall et al., 2020b.)

“There were 26,350 unintentional drug
overdose deaths in Ohio from January 1,
2009, to December 31, 2018, and opioids
were involved in 20,793 deaths (78.9%),”
according to Hall et al.

Overall, fatal opioid overdoses blotted
out over one million years of life. They
were the third leading cause of excess mor-
tality in Ohio over the course of the study.

The groups that experienced the greatest
number of years of life lost were white indi-
viduals (89.2%), men (64.6%), individuals

aged 30 to 39 years (31.9%), and individu-
als aged 20 to 29 years (25.2%).

“During the course of a decade, Ohio
lost more than one million years of human
life to drug overdose. Drug overdose con-
tributed more to an observed increase in
all-cause mortality than any other cause and
was associated with reduced mean life span
in 2017,” according to Hall and associates.
In 2017, residents of Ohio suffered a mean
1.27-year loss of life expectancy.

“All-cause mortality increased 14.2%
during the period, with total annual YLL
increasing from 1,607,512 YLL in 2009 to
1,836,220 YLL in 2018. A total of 38.2%
of this increase was due to drug overdose.
The next leading clinical entity, heart dis-
ease, accounted for just 12.7% of the
increase.”

Disclosures: None declared.
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Ibuprofen and COVID-19

Continued from page 65

effects, beyond the usual ones that limit its
use in certain populations. WHO is not
aware of published clinical or popula-
tion-based data on this topic,” according to
a March 18th Tweet about this topic. (See
WHO, 2020.)

The US Centers for Disease Control and
Prevention (CDC) has taken a similar stance.
“We have been getting a lot of questions
about whether drugs like ibuprofen can
worsen the course of disease and make you

sicker if you get COVID-19,” according to
John Brooks, MD, Chief Medical Officer for
CDC’s COVID-19 Emergency Response
Team. “We have reviewed the scientific evi-
dence. . . At present there is no compelling
evidence that ibuprofen and other drugs like
it can make you sicker with COVID-19.”
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Tragic Intersection
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myelopathy, and other worrisome neuro-
logical conditions.

It is sad to say, but some people may
benefit from not being exposed to standard
US back care. Some have argued that the
back care system in the United States is
inherently disabling. The costs of back care
in the United States jumped from $37 bil-
lion in 1996 to $135 billion in 2016 without
any discernable improvement in the preva-
lence of back pain, chronic back pain, and
disabling back pain. (See Dieleman et al.,
2020.) This suggests that a substantial por-
tion of back care—including medications,
physical treatments, pain interventions, and
surgery— may be ineffective or even coun-
terproductive on a population basis.

However, it would be naive to suggest
that the COVID-19 pandemic will have a
broadly positive impact on back pain and
spinal health. It important to recognize that
the social, economic, and medical disrup-
tion posed by the pandemic may cause pain
problems to proliferate. The pandemic has
brought massive unemployment, poverty,
economic uncertainty, social disruption,
physical inactivity, loss of confidence in the
future, and varied mental health problems.
All of these can be viewed as risk factors
for the development of high-impact dis-
abling chronic pain problems.

As of late April 2020, at least 30 million
US residents had filed unemployment
claims. But this figure underestimates the
unemployment problem. There is an addi-
tional large group of Americans who have
withdrawn from the workforce altogether
but are not considered unemployed—
because they are not looking for work.

The proportion of the US population of
adults participating in the workforce has
been declining steadily over the last few
decades. For men over the age of 25, labor
force participation dropped from nearly
90% in 1948 to less than 75% in 2016,
according to a study by the late Alan
Krueger, PhD. (See Krueger, 2016.)

For example, Krueger found that about
11% of prime age men—roughly seven mil-
lion individuals—are out of the work force
altogether. Many of these relatively young
men are ailing. “Forty percent of non-labor
force prime age men report that pain prevents
them from working on a full-time job for
which they are qualified,” according
to Krueger. “Survey evidence indicates that

almost half of prime age NLF [non-labor
force] men take pain medication on a daily
basis.” There is also a large group of prime-
age women who are outside of the labor force.
So there may be millions of people with
pain and disability problems that aren’t
reflected in unemployment figures.

High-Priority Groups

There are groups of pain patients that may
be disproportionally affected by the pan-
demic-related disruptions. The group that
appears at greatest risk in the United States
includes the many people suffering from
opioid addiction, complex opioid depen-
dency, and difficult opioid tapering issues.

* Some people may benefit
from not being exposed to
standard US back care,
which is often ineffective
and disabling.

 However, it would be
naive to suggest that the
COVID-19 pandemic will
have a broadly positive
impact on back pain and
spinal health.

* The social, economic, and
medical disruption posed
by the pandemic may
cause pain problems to
proliferate.

» The pandemic has brought
massive unemployment,
poverty, economic
uncertainty, social
disruption, physical
inactivity, loss of confidence
in the future, and varied
mental health problems.

 All of these can be viewed
as risk factors for the devel-
opment of high-impact
chronic pain problems.

Due to 20 years of intemperate and
excessive opioid prescription for chronic
pain, millions of patients are struggling
with addiction and complex opioid-depen-
dency problems in the United States.
Roughly two million American have a sub-
stance abuse disorder—most typically
involving opioids. And about half of these
individuals have a substance abuse disorder
and a mental health problem. They are in
every back care practice—especially those
that prescribe or have prescribed opioids
for chronic pain.

According to various estimates, as many
as eight million Americans are on long-term
opioid therapy—many on perilously high-
dose prescriptions. Numerous patients will
require substantial help in tapering their
opioid dosages—and the challenges that
accompany that process.

Many patients with drug-related prob-
lems are not receiving any active treat-
ment—including vital medication-assisted
treatment with buprenorphine and metha-
done— for their pain and addiction issues
at the moment. Like their fellow citizens,
they are sheltering-in-place, engaging in
social distancing, and avoiding going out.
They are isolated, lonely, and ailing.

High-Priority Group

Unfortunately, this is a group that is clearly
at significant risk of serious and even lethal
outcomes from the suspension of usual care.

Their problems will likely snowball
without effective treatment. Lack of effec-
tive medical care may push patients toward
despair and dangerous use of street drugs,
from heroin to carfentanyl to cocaine to
methamphetamine—and various combina-
tions of drugs. Individuals with addiction
and dependency problems are vulnerable to
loss of income, bankruptcy, homelessness,
incarceration, and suicide.

“Although the pandemic threatens
everyone, it is a particularly grave risk to
the millions of Americans with opioid use
disorder, who—already vulnerable and
marginalized—are heavily dependent on
face-to-face health care delivery. Rapid and
coordinated action on the part of clinicians
and policymakers is required if these threats
are to be mitigated,” according to Caleb
Alexander, MD, et al. in Annals of Internal
Medicine. (See Alexander et al., 2020.) Yet
the political leadership in many countries

Continued on page 68
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To address drug dependency issues during
the COVID-19 epidemic, there will have be
a major shift in communication by health-
care providers and healthcare systems.
The entire medical establishment has
traditionally adopted a passive approach to
patient care—and one that does not involve
modern communication methods. Patients
who have traditionally sought medical care

Medicine Needs to Overcome Its Passive Tendencies—
and Primitive Communication Methods

have had to telephone a clinic, make an
appointment, and then show up in person.
Most healthcare practices have not tradi-
tionally utilized modern communication
methods—from text messaging to e-mail
to social media to telemedicine.
However, to address the current crisis,
healthcare practices will have to reach out to
their most vulnerable patients—regardless

of whether those patients try to make contact
first. Highly evolved addiction medicine
programs handle these processes well—with
a variety of outreach programs, to address
issues from medications to employment to
housing to disability programs.

However, mainstream medicine is only
beginning to migrate toward these proac-
tive approaches.

Tragic Intersection
Continued from page 67

does not seem capable of rational, rapid,
and coordinated action.

Disruption of Care

Alexander et al. pointed out in their com-
mentary that one of the greatest threats to
people with substance abuse disorders is
disruption of care, particularly for patients
receiving tightly controlled medications
such as methadone and buprenorphine. And
disruption of care is the rule rather than the
exception right now.

The COVID-19 pandemic comes at a
time when the United States was beginning
to make some modest progress in opioid
prescription and the management of opi-
oid-related problems.

“The COVID-19 pandemic strikes at a
moment when our national response to the
opioid crisis was beginning to coalesce,
with more persons gaining access to treat-
ment and more patients receiving effective
medications. COVID-19 threatens to dra-
matically overshadow and reverse this
progress. Some disruptions in the care of
patients with opioid use disorder are inevi-
table during the weeks and months to come.
However, extraordinary planning and sup-
port can limit excessive disruption and its
dire consequences. These efforts will
require new partnerships, unprecedented
use of technology, and the dismantling of
antiquated regulations. The greatest strength
of the treatment system has always been
compassionate care for the most vulnera-
ble—qualities needed now more than ever,”
according to Alexander et al.

Many reading this article will say “I treat
back pain and spinal problems. I don’t offer

addiction and dependency services. I'll
refer those out.” But it is clear that there are
not nearly enough pain and addiction
specialists to go around. The vast majority
of people with pain and addiction/depen-
dency disorders will end up being treated
by their main providers—often primary
care physicians.

There is a dire need to address this situ-
ation. Everyone in the pain treatment com-
munity should lend a hand in this troubling
time, both in the effective treatment of pain
and in the rational management of sub-
stance abuse problems. The treatment of
pain, particularly chronic back pain, played
a key role in the development of the opioid
crisis. And most people who developed
dependency and addiction issues due to the
treatment of pain still have pain problems.

Substance Abuse Problems Are
Often Silent Problems

Unfortunately, many substance abuse issues
are silent problems. People often do not
volunteer that they have substance abuse
issues. People in the United States with
addiction and dependency disorders are
heavily stigmatized. In many quarters,
including many areas of medicine, addic-
tion is still viewed as a moral failing rather
than a serious disease.

At the best of times, accessing effective
treatment for addiction and dependency
disorders (and chronic pain problems) is an
uphill battle. In the midst of a massive pan-
demic, there are intimidating obstacles to
effective care.

Living on a Knife’s Edge

A BackLetter editor recently interviewed
psychiatrist and addiction specialist

Kenneth Stoller, MD, who coauthored the
recent commentary in Annals of Internal
Medicine by Alexander et al. He heads two
addiction treatment programs in inner-city
Baltimore, including the John Hopkins
Broadway Center for Addiction.

Stoller emphasized several key points.
He noted that outreach is key to the effec-
tive management of addiction and depen-
dency problems. Many people struggling
with addiction disorders are mistrustful of
the health care and social welfare systems
and are often reluctant to acknowledge
these problems or seek help.

Many have comorbid mental health disor-
ders complicating their management. As
Stoller recently commented in the Baltimore
Sun, “Mental health disorders and addiction
are both diseases of the brain that are ‘tied
together in a very dangerous way.”” For
example, there is heavy overlap between
addiction disorders and suicide. (See Cohn,
2020.)

People with these dual problems often
live on a knife’s edge. In that same Balti-
more Sun article, Stoller said that those with
substance use disorders often live on a con-
tinuum between wanting to live and want-
ing to die. Their feelings can waver depend-
ing on whether they are intoxicated or in
withdrawal and in the throes of depression,
for example.”

“When I get a chance to ask patients who
survive their drug use, they tell me it’s about
escaping,” he said. “Whether someone
wanted to escape permanently or absolutely
wanted it to be temporary, or somewhere in
between, it may be tough to tell.”

He noted in his BackLetter interview that
people with addiction and dependency
problems often need help in multiple areas:

Continued on page 69
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People with pain, addiction, and depen-
dency issues face a double whammy. Not
only is their care being disrupted, their
drug use is putting them at heightened risk
for the coronavirus and COVID-19.
“Because it attacks the lungs, the coro-
navirus that causes COVID-19 could be
an especially serious threat to those who
smoke tobacco or marijuana or who vape.
People with opioid use disorder (OUD)
and methamphetamine use disorder may
also be vulnerable due to those drugs’
effects on respiratory and pulmonary
health,” according to Nora Volkow, MD,
director of the National Institute of Drug
Abuse (NIDA). (See Volkow, 2020.)
“Other risks for people with substance
use disorders include decreased access to
health care, housing insecurity, and greater

People With Pain, Addiction, and Dependency Issues
Face a Dual Threat

likelihood for incarceration. Limited access
to health care places people with addiction
at greater risk for many illnesses, but if hos-
pitals and clinics are pushed to their capac-
ity, it could be that people with addiction—
who are already stigmatized and under-
served by the healthcare system—will
experience even greater barriers to treat-
ment for COVID-19. Homelessness or
incarceration can expose people to environ-
ments where they are in close contact with
others who might also be at higher risk for
infections. The prospect of self-quarantine
and other public health measures may also
disrupt access to syringe services, medica-
tions, and other support needed by people
with OUD,” said Volkow at her NIDA blog.

“We know very little right now about
COVID-19 and even less about its

intersection with substance use disorders,”
Volkow added. “But we can make educated
guesses based on experience that people
with compromised health due to smoking
or vaping and people with opioid, metham-
phetamine, cannabis, and other substance
use disorders could find themselves at
increased risk of COVID-19 and its more
serious complications—for multiple phys-
iological and social/environmental reasons.
The research community should thus be
alert to associations between COVID-19
case severity/mortality and substance use,
smoking or vaping history, and smoking- or
vaping-related lung disease. We must also
ensure that patients with substance use dis-
orders are not discriminated against if a rise
in COVID-19 cases places added burden
on our healthcare system.”

Tragic Intersection
Continued from page 68

healthcare, employment, housing, and legal
services. His organizations have dedicated
staff who provide outreach and help in all
these areas. Yet the US healthcare system
in general does not provide adequate help
in any of these areas.

Outreach a Priority

Outreach poses especially difficult chal-
lenges for healthcare providers in single or
small-group practices. For example, pri-
mary care providers are over-scheduled and
overburdened at the best of times—and that
will be the case as medical practices start
opening up again. Stoller said that every
practice that manages opioid-related addic-
tion disorders needs to organize outreach
efforts. He believes that individual provid-
ers should devote time to this effort. And if
they can’t, each practice should appoint
someone to regularly contact patients with
addiction and dependency problems.
There is another major problem in this
area. Many in the healthcare community do
not have adequate knowledge about the man-
agement of addiction and complex depen-
dency issues—and they don’t prioritize
developing expertise in this area of medicine.
A BackLetter editor asked Stoller how
inexperienced healthcare providers could

improve their capabilities in this area during
the pandemic—a period in which traditional
training programs are not going to be avail-
able to many providers.

He suggested that healthcare providers
contact local branches—and the websites—
of major addiction societies and other
groups that support this area of medicine.

For example, the American Society of
Addiction Medicine (ASAM) offers a vari-
ety of useful resources at ASAM.org.
ASAM has organized a task force to make
recommendations on the management of
addiction disorders during the COVID-19
epidemic. And ASAM will update its
resources in real time, as new recommen-
dations become available.

The website is offering free webinars,
general articles on the treatment of opioid
addiction during COVID-19, and informa-
tion on medication-assisted treatment with
buprenorphine and other drugs. There are
resources on the mitigation of infection risks
during inpatient and outpatient services,
drug testing protocols, telehealth, online
support groups, in-person support groups
with social distancing, and other key topics.

Stoller also emphasized the importance of
organizing outreach and treatment services
that minimize face-to-face contact between
patients and providers, via online services
and programs that prioritize social distancing.

“Several members of our group have become
infected with the virus. We can’t afford to lose
any more people,” he commented.

He pointed out that some of the restric-
tions on telehealth services and the remote
prescription of medications have been
relaxed, at least temporarily. So there is
plenty of scope for effective management
of these problems without compromising
the health of key personnel.

But at best, the effective management of
addiction and complex dependency issues
is going to be a continual challenge going
forward. For example, recent research sug-
gests that about 30% of US primary care
providers don’t believe in, or prescribe,
medication-assisted treatment for addiction
and dependency problems. Yet the evidence
is clear that treatment with buprenorphine
or methadone is highly effective and can
save lives. So everyone in the medical com-
munity needs to make a valiant effort to get
up to speed in this area of medicine.

Disclosures: None declared.
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Google Trends Reveals a Decline in Interest in Spine
Treatments—Surgical and Nonsurgical

cies and professional societies called
for postponing nonelective forms of
surgery on account of the raging COVID-19
pandemic in the United States. And many
back pain clinics are no longer offering
face-to-face back pain services.
In early March, the Centers for Medicare
& Medicaid Services, the largest payer in
the United States, suggested that providers
“consider postponing surgery/procedures”
in the following areas: nonurgent elective
spine surgery, hip replacement, knee
replacement, elective angioplasty, and low-
risk cancer surgery.
However, not all US states are com-
plying with this order. And even within
states that have agreed to postpone

In March of this year, several US agen-

nonelective surgeries, compliance is not
complete.

There is no completely accurate way of
assessing short-term compliance with these
recommendations. However, Google Trends
does give some insight into consumer inter-
est in various forms of spine care over time.

And, indeed, Google Trends suggests there
has been a decline in interest in many spine
treatments—as spine care clinics of all types
have stopped offering their usual therapies.
Starting in mid-March, there has been a signif-
icant drop in Google searches for spinal manip-
ulation, acupuncture, and massage therapy.

However, there has been less of a drop-
off in treatments that can be done at home,
such as yoga, tai chi, and mindfulness med-
itation. And there has been a major increase

in Google searches for various forms of
exercise. Searches for analgesic drugs have
remained fairly steady, apart from inquiries
about opioids (which have fallen).

Interest in spine surgery has waned.
There have been many fewer Google
searches for disc surgery, fusion surgery,
degenerative disc disease, spinal stenosis,
spondylolisthesis, sciatica, sacroiliac joint,
and other potential surgical topics. The same
holds true for epidural steroid injections.

Searches for more general topics such as
“back pain” and “neck pain’” have remained
fairly steady. Readers who would like to
access Google Trends can do so at the fol-
lowing web address: https://trends.google.
com/trends/?geo=US.

||

Back Pain and Work

Continued from page 61

“Overall, 35.1% of employed respondents
had ever experienced a work-related health prob-
lem (95% confidence interval [CI] = 33.0%—
37.3%). The most commonly reported work-re-
lated health problem was back pain (19.4%,
95% CI = 17.6%—21.2%). Among industries,
construction (48.6%, 95% CI = 36.54%—
60.58%) had the highest prevalence of any
work-related health problems. Workplace injury
and illness prevention programs are needed to
reduce the prevalence of work-related health
problems, especially in higher-risk industries.”

Unfortunately, most back pain—80% to
95%—cannot be ascribed to any particular
cause or occupational exposure. SO most
reports on back pain stemming from work
have to be taken with a grain of salt. There
is no smoking gun relating most cases of
low back pain in the workplace to a specific
workplace cause.

Back pain is extremely common in and out
of the workplace. And neither back pain suffer-
ers nor their healthcare providers —nor indus-
try consultants—are capable of determining
causation in most cases. Certainly, work can
exacerbate back problems. But this is not to say
that workplace factors caused the back pain.

There is an unfortunate bias towards blam-
ing back pain on work because of antiquated
workers’ compensation and disability regula-
tions. To gain workers’ compensation in the
United States applicants have to document

that a back injury arose in the course of work.
Some back problems—such as traumatic falls
and fractures—obviously stem from an injury
sustained in the course of work.

But most cases of back pain have uncer-
tain causation. As Nortin Hadler, MD,
observed in his book Stabbed in the Back,
“Back ‘injury’ is a social construction, not a
valid clinical diagnosis.” (See Hadler, 2009.)

Free and colleagues studied the 2018
SummerStyles survey—conducted online—
to assess health problems attributed to work.
They sent the survey to 5584 survey subjects
and had a response rate of 73.2%.

The most common health complaint
attributed to work was low back pain, which
was reported by 19.4% of the sample.

Survey respondents reported varying
levels of work-related health problems.
Reporting varied by age, racial/ethnic back-
ground, socioeconomic status, and educa-
tional attainment.

“Respondents aged 55-64 years reported
the highest prevalence of work-related health
problems (41.3%), nearly twice that of per-
sons aged 18-24 years (21.7%), and preva-
lences among all age groups except respon-
dents aged =75 years were significantly
higher than those of respondents aged 18-24
years. Non-Hispanic multiracial respondents
had the highest prevalence of work-related
health problems (49.1%). Prevalence among
non-Hispanic blacks (39.9%) was also signifi-
cantly higher compared with that of non-His-
panic other race respondents (28.2%). By

educational attainment, prevalence was high-
est (39.2%) among respondents with less than
a high school diploma and lowest (30.6%)
among those with a bachelor’s degree or
higher. The prevalence of any work-related
health problem did not vary significantly by
occupation, or work arrangement, but did vary
significantly by industry and employment
situation,” according to Free et al.

The overall conclusions, according to
these researchers? “A history of perceived
work-related injury or illness is common
among the working population (35.1%),
and the prevalence varies by employment
situation, industry of employment, and
some demographic characteristics.

“Workplace injury and illness prevention
programs are needed to prevent work-related
health problems, such as back pain, and
reduce the number of health problems in
higher-risk industries such as construction.”

Disclosures: None declared.
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Time to Curtail One-to-
One Spine Care?

A recent article at the Health
Affairs Blog pointed out that
“one-to-one” relationships
between patients and healthcare
providers have been a tradition
in medicine for centuries.

However, for at least a couple
of decades, many patients have
engaged multiple healthcare pro-
viders in one-to-one relation-
ships—primary care providers,
multiple specialists, along with
ancillary healthcare providers.
This pattern is not sustainable
economically, according to
Shantanu Nundy and colleagues.

“Today’s prevailing one-to-one
model is not only complex and dan-
gerous for patients, it is also unaf-
fordable and unsustainable. A key
driver of rising health care costs in
the US is declining labor productiv-
ity—the output of visits, tests, treat-
ments, and surgeries per cost—as
more and more health professionals
are required to care for the same
patients,” they asserted.

They suggest that *“‘one-to-many”’
care—a single provider dispensing
advice and medical recommenda-
tions to multiple patients simultane-
ously—is the wave of the future. And
that may hold true in back pain and
spine care, but with some caveats.

With the rise in remote con-
sultations and telemedicine
related to the COVID-19 pan-
demic, this may be a good time
to experiment with new models.

However, there would have to
be another major shift for this to
work in spine care—and that would
be adherence to guidelines and sci-
entific evidence. Evidence to date
suggests that many healthcare pro-
viders have veered away from evi-
dence-based care—toward care
based on their personal beliefs and
experience. And that has led to a
proliferation of overdiagnosis,
overtreatment, and exorbitant costs.

BACKFPAGE

If there is no uniformity in
medical care for low back pain and
scant adherence to the scientific
evidence, a one-to-many manage-
ment approach may be counter-
productive. (See Health Affairs,
April 6, 2020. doi:10.1377/
hblog20200320.600000.)

A Deluge of Assertions
About Back Pain and
Working at Home

Millions of people are currently
sheltering-in-place to avoid the
novel coronavirus and prevent
COVID-19. This has led to a tsu-
nami of news coverage about the

And many claims about back
pain causation related to home-
based activities do not find abun-
dant support in high-quality sci-
entific studies. For instance,
there is not much evidence that
sitting is a major risk factor for
back pain. Posture also does not
have a clear relationship to
symptoms. Nor does excessive
cellphone use. And ergonomic
interventions to address these
issues do not have a good track
record in clinical trials.

However, it is important to
stay active—and engage in nor-
mal activity—for a variety of
reasons.
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dangers of working at home,
“poor” posture, protracted sitting,
a sedentary lifestyle, excessive
cell phone use, and other home-
based activities, and the alleged
benefits of various interventions
to overcome these influences.

Here are a few headlines from
Google News: Working from
Home Can Cause Poor Posture
and Back Pain, Covid-19 Self-Iso-
lation Could Cause a Back Pain
Epidemic, Tips for Avoiding Back
Pain and Injury While Working
From Home, Expert Tips on How
to Combat Work From Home
Back Pain, and Working From
Home Can Lead to Poor Posture.

Happily, the human spine can
adapt to many working condi-
tions and stresses. So most peo-
ple can transition from office-
based to home-based work with-
out any trouble.

Fear of COVID-19
Causing Financial
Problems for Hospitals

The COVID-19 epidemic is
causing major worries at hospi-
tals and other healthcare institu-
tions. And not just because of the
cost of treating COVID-19 cases.

Hospitals are also worried
about the downturn in usual care
and surgical and procedure rates.
Spine procedures would be a
prime example. For instance, the
hospital costs of elective spinal
fusion surgery in the United
States exceeded $10 billion in
2015, according to a study by
Brook Martin and colleagues.
(See Spine, 2019; 44(5):369-76.)

An article by Martha Bebin-
ger, jointly published at NPR and
Kaiser Health News, suggested
that patient volume was down

75% at one large physician
group in Massachusetts.

Dallas-based Steward Health
Care reported experiencing
“seismic financial shock.”

“Elective surgeries are the
cornerstone of our hospital sys-
tem’s operating model—and the
negative impact due to the can-
cellations of these procedures
cannot be overstated. In addition,
patients are understandably cau-
tious and choosing to defer any
nonemergency treatments or
routine visits until this crisis has
passed,” according to a statement
from this healthcare system. (See
Kaiser Health News, March 20,
2020, https://khn.org/news/
already-taxed-health-care-work-
ers-not-immune-from-
layoffs-and-less-pay/)

In addition, patients appear to
be shying away from hospi-
tal-based medical care altogether,
vastly revenues. A recent article in
the New York Times by Harlan
Krumholz, MD, bore the provoc-
ative title “Where have all the heart
attacks gone?”” He pointed out that
not only has there been a reduction
in elective procedures there has
also been a reduction in urgent and
emergency procedures.

“The most concerning possi-
ble explanation is that people stay
home and suffer rather than risk
coming to the hospital and get-
ting infected with coronavirus.
This theory suggests that Covid-
19 has instilled fear of face-to-
face medical care,” according to
Krumholz. (See New York Times,
April 6, 2020; www.nytimes.
com/2020/04/06/well/live/corona
virus-doctors-hospitals-emergen-
cy-care-heart-attack-stroke.
html.)

However, some of the patient
fears may be warranted. There is not
currently clear evidence about the
risks of infection transmission in
hospitals where there are a substan-
tial number of COVID-19 cases.
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