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Back Pain Afflicts All Ages, All Peoples, in All
Geographic Areas
It has been described as the scourge of mankind, a conse-
quence of the erect posture. It ranks first or second as a
cause for medical visits; only upper respiratory infections
lead to more doctor visits in some surveys. And yet, it
remains misunderstood: as a burden of disease, it hardly
rates mention, because it is considered syndromic in presen-
tation, with a multiplicity of causes, rather than a conse-
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ABSTRACT. Back pain is ubiquitous and probably plagues almost everyone in all cultures and ethnic groups at
some time (around 20% annually), and in up to 50% of these at least once a year. The WHO-
COPCORD epidemiologic investigations have established its prevalence even in countries that had
been unaware of its frequency in their populace, and factors involving type of work and training
probably accounted for this misperception. Medical journals are replete with articles addressing
diagnosis and treatment, but the majority fail to meet the standards needed for metaanalysis or
comparison. A task force of the Agency for Health Care Policy and Research of the United States
Department of Health and Human Services screened more than 10,000 abstracts, eliminated the
majority of these studies and papers, and still was unable to recommend the best approach even to
acute back pain; the problem of subacute and chronic back pain is even more formidable. Yet back
pain has been identified as perhaps the major cause of disability and absenteeism from the workplace
worldwide. WHO chiefly addressed subacute back pain, as most acute back pain is self-limited and
ends spontaneously, almost regardless of the treatment. Subacute pain is the intermediate stage
toward chronic pain, which defies most treatments. Specific causes for back pain, such as infections,
tumors, osteoporosis, spondyloarthropathies, and trauma, actually represent a minority of such pain
syndromes, qualifying for specific therapeutic approaches. A major problem in defining the burden
of disease for back pain has been a dearth of agreed-upon outcome measures by which to judge the
various interventions, and this was the task that the WHO Low Back Pain Initiative took upon itself.
Among measures recommended to be included in all studies, so that valid comparisons could be
made, were measurement of pain by visual analog scales, somatic perception, the Oswestry disability
and modified Zung questionnaires, and a modified Schober test of spinal mobility. These measures
are needed for studies, not for diagnosis or treatment of individual patients. They have been trans-
lated into various major languages and validated by back-translations, and applied in comparative
studies in various cultures to medical, chiropractic, and other common interventions. The importance
of such scientifically sound studies cannot be overemphasized, as the costs of health care are
mounting everywhere and it therefore becomes imperative to develop cost-effective approaches. All
the more so as conversion of acute back pain to chronic back pain is often iatrogenic, with strong
psychosocial factors as well, so that not only what to do but also what not to do become important
public health issues. The general lack of attention to back pain by governments and organizations
probably results from the fact that it is perceived as a syndromic presentation with myriad causes
rather than as a specific disease entity. Even if the “disease” names classify like presentations but are
not necessarily etiologically discrete, syndromic diagnoses that subsume a variety of causes receive
less attention; international rankings of common disabilities and public health problems tend to
emphasize the named disorders rather than the grouped disorders. Moreover, back pain is often self-
treated with nonprescription medications or alternative therapies, and by nonmedical practitioners or
treatments in many parts of the world. Validation of outcomes therefore not only reduces invalidism
and direct costs but also reduces the indirect costs of absenteeism and medical care. (J Rheumatol
2003;30 Suppl 67:26–31)
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quence of a single cause or labeled with an eponymous
disease name. Many countries do not even recognize the
problem exists, even though epidemiologic studies, such as
the World Health Organization’s COPCORD (Community
Oriented Program for Control of Rheumatic Diseases),
confirm that the proportion of the population suffering from
it at any given time is approximately the same. The back
between the neck and the lowest rib rarely is the site of pain;
when it is, there might well be an organic cause — infec-
tious, neoplastic, traumatic, referred. Neck pain is a cate-
gory in itself and has been addressed and disputed in
numerous texts of late, especially in regard to whiplash (pro
and con). But low back pain interests us most and challenges
the diagnostic and therapeutic skills of all in the health
professions. A careful study of decades of reports and arti-
cles resulted in the definitive work on the subject, “Acute
Low Back Pain Problems in Adults”1. It served as a basis for
the interim document issued by the WHO2, which attempts
to standardize the approach of studies in disparate parts of
the globe. As such, it also covered subacute back pain, and
these 2 overlapping categories account for most back pain
for which attention is sought. Chronic back pain — persis-
tent beyond 3 months — is relatively uncommon, but recur-
rent episodes of low back pain occur frequently. While not a
disease, back pain is a major cause of disability, especially
in areas where compensation systems take it into
cognizance. No treatment has yet proved to be universally
efficacious, few treatments help even the majority, and
causes and their remedy remain elusive. Localization of pain
and identification of chemical mediators have been contro-
versial. If the “red flags” signaling organic disease are not
present, the cause remains idiopathic, and accounts for the
vast majority of symptoms. These harbingers of organic
disease, identified in Bigos, et al1, identify spinal fractures,
cancers, infections, and cauda equina syndrome.

Red Flags1

For back pain resulting from fracture, the red flags are a
history of significant trauma, i.e., a moving-vehicle acci-
dent, a fall, or direct blow in a young person; and a minor
fall or heavy lifting in someone potentially osteoporotic;
prolonged use of corticosteroids and age over 70 years
contribute. For cancer or infections, history of cancer, unex-
plained weight loss, immunosuppression, intravenous drug
use, a history of urinary infection, pain increased by rest,
fever, and age above 50 years are red flags. For cauda
equina syndrome, bladder and bowel dysfunction, saddle
anesthesia, and global or progressive motor weakness
constitute the red flags. Yet as stated, these are quite
uncommon causes when contrasted with idiopathic low
back pain, which accounts for more than 80% of these
presentations. The probability that a low back pain has a
specific cause is only 0.2%! With diagnosis generally uncer-
tain, it is little wonder that there is little correlation between

treatments deemed effective by physicians and those that
well-designed studies have shown to work. Belief seems to
be more important than science.

Nonspecific Back Pain
This presentation concentrates on nonspecific back pains
whose causes remain uncertain and probably multifactorial.
It draws extensively on the 2 summary publications cited
above, which analyze existing publications and offer some
coherence to the design of further studies. By furthering an
understanding of the factors behind such presentations,
however, we hope to increase awareness of the complaints
and their remedies; the latter encompass social and attitu-
dinal measures even more than medical, and certainly more
than surgical, approaches.

The Swedish orthopedist, Alf Nachemson, whose studies
of back pain have been seminal, estimates that up to 70% of
all people experience low back pain at some time in their
lives3. The vast majority will consult a physician at some
time, and almost one-third will seek chiropractic treatment
(especially as chiropractic spreads and no longer is a pecu-
liarly American treatment mode). Indeed, chiropractic
“adjustment” (their term for manipulation) is perceived as
helpful by most of those who seek it and is preferred by the
majority. That may reflect the laying on of hands and the
time spent with the patient, so that the treatment sequence,
more expensive than most other therapies, produces better
results measured as satisfaction, even if these cannot be
statistically supported. A recent study, not yet complete, in
Atlanta, Georgia, measured chiropractic adjustment and
sham manipulation against the most common drug therapies
and placebo, and again supported the superior acceptance of
chiropractic treatment (to be objective, the study was moni-
tored by rheumatologists who were unaware of which treat-
ment was offered to a given patient: drug and sham
manipulation or placebo and manipulation; this study does
not yet have enough power to be conclusive).

Risk Factors
Many investigators and clinicians attempt to identify risk
factors. While the erect posture of human beings is often
blamed, the natural curvatures of the spine are uniquely
suited for this posture and its tasks. Distortions of the curves
by the heavy paunch of obesity or by pregnancy can
provoke low back pain, however. Obviously, heavy lifting,
weak trunk strength, driving of cars and trucks, running and
jogging (especially on hard surfaces), and sitting in inade-
quately responsive chairs predispose to low back pain. An
association with smoking has been noted, but it may be that
those who have tedious occupations smoke when those with
more challenging work do not, so this association may not
be a causative one. Some types of work that put undue stress
on the back, including the use of jack hammers, probably
are causally associated. In some studies, frequent bending
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and twisting of the trunk led to back pain, but other factors
often suspected, such as weight, lumbar lordosis, height
(unless part of a hereditary syndrome), body mass index
(unless one compares the highest with the lowest quintiles,
and even then the excess risk may not reach statistical
significance), and even leg length discrepancy, failed to
increase risk materially. On the other hand, psychosocial
factors, such as poor job satisfaction, played a major role
(this may reflect more on reporting incidences than actual
incidence and prevalence). In the early years, men are at far
greater risk than women, but that tends toward equalization
in later years. Actual disc herniation (not just protrusion)
and spinal stenosis with marked diminution of the space for
the cauda equina are demonstrable risk factors, but they are
certainly not the most common ones, even though disc
protrusions often take the blame for back pain and often are
subjected to surgical intervention with varied, usually failed,
results. Physical fitness will not preclude back pain but will
help shorten the period to improvement, in many instances.

Perspective
Despite its incidence and prevalence, back pain ultimately
remains a social problem rather than a challenge to health
care. Controversy accompanies most studies [partly because
few are well done, partly because they assess the pain from
different vantage points (many of them advocacy positions),
and partly because of a misunderstanding of the issues].
Again, it must be emphasized that almost all acute back pain
is relatively transient and that even recurrent and chronic
back pain can be dealt with provided other factors do not
complicate it. The big obstacle is coping. As Hadler4, who
served as a consultant to the massive undertaking by Bigos,
et al1, for one, emphasizes, back pain is not a disease but a
“predicament.” How it is dealt with determines whether it is
disabling or not. He posits several important precepts: (1)
There has been no traumatic precipitant involving external
force; (2) if it were not for the pain in the low back, (one)
would feel well; (3) there are positions ... that offer some
relief; (4) movement of the low back, particularly flexion,
exacerbates the symptoms; (5) rolling over in bed may be
painful but (one is) not awakened by aching or throbbing
pain; (6) the pain does not cause (one) to move, pace, or
writhe; and (7) there is no change in (one’s) bowel or
bladder function. He then offers several maxims that should
be heeded: (1) The pain is a remittent, intermittent, esca-
lating predicament of life; (2) it is indeterminate in cause;
(3) it is biomechanically disadvantageous; (4) it is less likely
to arise out of employment than the common cold; (5) it
cannot be prevented; (6) it calls for empathy if it compro-
mises workers’ performance; (7) if it compromises workers’
performance, it is more likely a reproach to company
management than a challenge to ergonomics; (8) if it is
indemnified by workers’ compensation, it is confounded and
more morbid. Not everyone need agree with these cogent

arguments, but the concept of back pain as injury in the
industrial context makes as much sense as of headache as
injury! Hadler thus indicates that coping inadequacies exac-
erbated by hostile environmental factors and aggravated by
legal and compensation issues complicate our medical
understanding of back pain. And that may be one reason
back pain is avoided as an international public health issue.

Fibromyalgia
A particularly vexatious issue is the diagnosis of
fibromyalgia (FM). In many countries, much back pain not
traceable to trauma or other organic factors is attributed to
FM. The history of this contentious term dates back
centuries, when malign external forces were held respon-
sible. In fact, in German that original attribution survives in
the term Hexenschuss (or blow from a witch) describing
acute back pain, with or without sciatica. As rediscovered by
Ferrari5, in the 19th century, a British physician, J.E.
Erichsen, attributed whiplash and back pain to railway acci-
dents, by extension even to being railway passengers; this
was called “railway spine” in the absence of demonstrable
organic injury. In association with the pain, the diagnosis
included memory impairment, sleep disturbances, anxiety,
irritability, and poor concentration (today called cognitive
dysfunction). In many cases, loss of sexual desire was added
to the panoply of back symptoms and their radiation. With
greater emphasis on the fatigue component, this disorder
became neurasthenia near the end of the 19th century. In the
20th century, it became subdivided into fibrositis (implying
some disorder of the fibrous supportive tissues, never
confirmed), psychogenic rheumatism (same symptoms but
anatomically indefensible contrasted with the correct
anatomic distribution in fibrositis), and malingering. The
predominance of fatigue in some instances led to the classi-
fication “chronic fatigue syndrome,” overlapping the diag-
nosis of FM, which supplanted the former terms in the latter
part of the 20th century6. That these classification terms
were codified to assure some consistency in reports, studies,
and metaanalyses was lost sight of, as the criteria for classi-
fication are often used to diagnose.

On the whole, FM and railway spine carry almost
synonymous descriptions, except for the specific tender
points in FM and the association of so-called irritable bowel
syndrome for many. Nothing about this diagnosis suggests it
is a disease, or even a single entity, and causation remains
undetermined. That is so despite the many attempts to
attribute chemical or other imbalances as causative and
provocative factors rather than responses (and even then,
many of the studies purporting to show these remain uncon-
firmed by others). The editor of the British journal
Rheumatology rightly opines that the term fibromyalgia be
retired and the symptoms subsumed under chronic pain7.
Indeed, FM may not even qualify as a single syndrome, and
probably only categorizes the individuals suffering the
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extremes of chronic pain in a normal distribution curve,
exacerbated by symptom amplification, subject to social
mimicry. Interestingly, its prevalence in rural areas and pre-
industrialized cultures is similar, but it is rarely diagnosed,
found in epidemiologic studies only, and not brought to
medical attention. Peer pressure in small hierarchical soci-
eties probably would not tolerate chronic complaining over
what essentially are life and aging events.

In urban areas, loss of identity and of cohesion help
promote social dissatisfaction, and compensation systems,
tort lawyers, and activist organizations, supported by some
doctors, lead to excesses in diagnosis and make this
contentious pain disorder a major portion of medical costs
and disability classification and compensation. Neverthe-
less, the diagnosis is illegitimate, and what started out as a
convenient way for the health professions to communicate a
variety of chronic pain has become a major burden on health
costs, and often erroneously attributed to trauma, the same
kinds of injuries blamed for other low back pain, without
substantiation. Dr. Fred Wolfe, who chaired the American
College of Rheumatology’s committee on fibromyalgia
classification, has become a leading figure in countering the
abusive uses to which the term has been applied8; moreover,
a book with the suggestive title Hystories9, bringing to mind
the old concept of hysteria, helps counter this unfortunate
grouping of diagnoses, as do 2 other recent books4,6.
Hadler’s book elegantly makes the point that ordinary work
procedures may result in transient discomforts but are not
injuries. Workers’ compensation systems erroneously clas-
sify them as injuries (although the same complaints in other
contexts are not so classified and are therefore not covered
by compensation systems in the same manner) and often
attribute them to the discredited concept of repetitive stress
syndromes. The excesses of the attribution can be deduced
from the inordinate number of claims that were traceable to
work perceptions and past history, and predictable from
psychological tests. Twice as many workers define a partic-
ular event as causative when compensation is involved as
when there is none4!

Outcome Measures
For uniformity in reporting, the WHO Low Back Pain
Initiative2 recommended a limited number of outcome
measures to be included (nothing, of course, prevents the
investigators from adding other features they wish to study):
besides history and physical examination, measurement of
severity of pain by a visual analog scale, the Oswestry
disability questionnaire, a modified Zung questionnaire,
modified somatic perception questionnaire, and a modified
Schober test for spinal mobility. This single test is a distil-
late of some 21 assessments recommended by some, that
includes 6 tests in the standing position, 2 seated, 5 while
supine, 7 when prone, and an assessment of incongruence.
The questionnaires have now been translated into a number

of languages, and back-translated to assure that the sense
remains, so as to make them useful for international studies.
The WHO group also recommended the inclusion, whenever
possible, when time and resources permit, of the Waddell
disability indices of chronic disability and physical impair-
ment. At the time the WHO document was published, 6 sites
had already successfully initiated or completed studies incor-
porating the criteria: Atlanta (coordinated by Pfleger and
McDuffie), Mumbai (Pispati and Darmawan), Cairo (Handly
and Awad), Moscow (Nassonova, Burdeiny, and Nassonov),
Tokyo (Homma), and Sao Paulo (Chahade). Additional data
were provided from Indonesia (Darmawan), Chile
(Arinoviche), and the Philippines (Navarra, Darmawan).

The Chemistry of Pain
Numerous studies have attempted to find the source of the
pain. Substance P is undoubtedly involved in the transmission
of pain, but might well be the consequence rather than the
cause. Mechanical irritation scarcely seems enough to cause
the pain, so some chemical mediator is undoubtedly present10.
A catalog of such mediators would include, in addition to the
aforementioned substance P, somatostatin, cholecystokinin,
calcitonin gene related peptide, gastrin-releasing enzyme,
vasoactive intestinal peptide, dynorphin, enkephalin, and
galanin11. Low back pain can be reproduced experimentally
by injecting hypertonic saline into interspinous ligaments.
Disc protrusion by itself correlates poorly with symptoms.
Some, with large protrusions, have none, others have exten-
sive symptoms in the absence of even minimal protrusion.
Pain drawings help localize the symptom.

The consequence of low back pain is disability,
according to the now superseded WHO classification of
Wood, et al12: impairment, the back pain itself; disability, its
functional consequence; and handicap, the social conse-
quence. Disability measurements concede limitations in
lifting, sitting duration, traveling, standing, and walking;
sleep disturbances; limitations in social activities and sexual
activity; and need for assistance in donning footwear.

Clinical Assessment
The investigation of most back pain is uncomplicated,
requiring few expensive interventions. Within the first
month, the guidelines specify no diagnostic tests other than
history and examination. Complete blood count and erythro-
cyte sedimentation rate are sufficient when the index of
suspicion for tumor or infection is high. Specialized imaging
studies and electromyography are reserved for recalcitrant
cases or those where other indicators point to potential
threats of morbidity or to mortality. Interestingly, such
studies disclose an increasing incidence of disc herniation
and spinal stenosis with age despite an absence of corre-
sponding symptoms in many. Indeed, more than a third of
asymptomatic individuals over 60 years of age will evince
the findings! Thus, attributing symptoms to these may not
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be justifiable. Deyo, et al, leading investigators of back
pain, recommended that the predictive value of a test be
taken into account before conclusions of causation are
reached when the target condition is unlikely13. In particular,
plain radiography of the spine should be severely curtailed,
as the risk of consequences of radiation exposure far over-
whelms the data such tests provide.

Nachemson therefore classified the usual findings on radi-
ography in regard to their relevance to diagnosis and causa-
tion14. Irrelevant were disc space narrowing, spondylosis,
osteoarthrosis of facet joints and subluxations, calcification of
discs, sacralization and lumbarization, Schmorl’s nodes,
occult spina bifida, accessory ossicles, and up to moderate
scoliosis. Of questionable association are spondylolysis,
retrolisthesis, severe lordosis, and severe lumbar scoliosis.
The definite associations included only spondylolisthesis,
Scheuermann’s disease, kyphosis of congenital or traumatic
origin, osteoporosis, ankylosing spondylitis, and narrowing of
a sequence of discs. In addition to these, a history of street
drug abuse, prolonged use of corticosteroids, litigation, and
the usual signs of tumor or infection are warning signs or indi-
cators requiring radiographs of the spine.

An earnest effort is now under way to apply the Delphic
technique to a questionnaire sent to a group of international
experts and rerouted to them twice with assessments of
responses (Stucki G, Alarcos C, Weigl M, personal commu-
nication). The questions pertain to activities of daily living
and personal, functional, structural, and environmental
factors. The final consensus should produce an internation-
ally agreed-upon understanding of risk factors and influ-
ences and their assessment in patients.

Treatment Decisions15-17

As mentioned above, treatment decisions founder on the
uncertainty of success of any intervention. The majority of
those with acute back pain improve or get well without any
treatment or with minimal self-medication. Only when the
pain becomes subacute, chronic, or recurrent are other treat-
ment considerations in play. The natural history of back pain
is bedeviled by methodological problems, and in all likeli-
hood is not as questionable as indicated in many publica-
tions, many of which have a particular aim to promote. Back
schools have been advocated, but careful analyses show no
particular advantage as treatment; nevertheless, as educa-
tional tools, especially for workplace modification, they
have some value. Bed rest was advocated in the past; now,
early mobilization results in less invalidism and shortens
duration of discomfort. Ordinary activities are to be
preferred over physical therapy management, which may
well put undue stresses on the back. Exercising in warm
water is analgesic; that and the pleasant surroundings and
removal from stressful situations of spa therapy may
account for its continued popularity for this indication in
Europe. The Interregio study conducted in Southern

Germany, Northern Switzerland, and the Alsace of France
[and monitored by the Hochrheininstitut in Bad Saeckingen,
Germany, under Prof. Wilfried Jaeckel (personal communi-
cation)] — 3 different medical systems under a scientific
umbrella — addressed back pain in the context of FM. The
study assessed the outcomes of what, in the mid-1990s, was
considered the most efficacious way to deal with the esca-
lating costs of medical care and disability compensation.
Residential hospitalizations that emphasized all the aspects
of spa therapy, concentrating on physical and social rehabil-
itative measures, revealed that while there was some amelio-
ration of pain, the psychosocial aspects actually worsened,
with concerns over isolation from family and work,
distancing, overall health status, and the like reflecting the
physical removal of the patient from the usual, even not
necessarily supportive, environment. This study emphasized
once again that many of the therapeutic efforts were not
necessarily helpful and were at times counterproductive.

The landmark AHCPR publication1 reemphasizes its
senior authors’ earlier conclusions: counseling should
emphasize that back pain is part of life, that quick improve-
ment is likely for the vast majority, that activity tolerance
slowly decreases over the years and in middle age should
not be expected to be that of teenage years (even when
keeping in shape), that pejorative views are avoidable, and
that trying to prove that the back pain is someone else’s fault
tends to be counterproductive. The advice to let pain guide
the recovery is probably poor advice; getting on with life is
best, and limiting medications and resisting unnecessary
interventions, unnecessary prolonged medical treatments,
and particularly surgery works best for the majority.

If one follows the AHCPR guidelines1, one might take
acetaminophen (paracetamol) during the acute phase. Other
nonsteroidal analgesics may be acceptable, but carry some
additional risks, especially in prescription strength or over
prolonged periods (in the USA, self-medication is limited to
11 days). Muscle relaxants probably do little, and their
propensity to dull the sensorium make them riskier. Opioid
analgesics effectively control pain but the risk of depen-
dence and untoward effects limits their use as well.
Corticosteroids and other potentially catabolic drugs should
be avoided. Antidepressant medicines in minimal dosage to
control sleep patterns have been recommended as a treat-
ment for “fibromyalgia,” but probably do little to control
pain after all. Spinal manipulation is usually effective in
acute pain syndromes, but more expensive than other treat-
ments. The reasons for its success are manifold, some being
cited earlier. Once back pain has entered the late subacute,
chronic, or recurrent phases, manipulation may not be as
effective; the results of studies are inconclusive. Heat helps,
especially moist heat, and application of cold, pioneered in
Japan and adopted in some rehabilitation centers elsewhere
also. Although some advocate a variety of surface interven-
tions, including massage, electrical stimulation, ultrasound,
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and laser treatments, their effectiveness remains unproven.
Transcutaneous electrical nerve stimulation is not recom-
mended for this indication. A variety of shoe corrections may
be of minimal help (better for hip and knee problems), and
lumbar corsets and back belts may be useful only if
continued lifting at work is required. In ordinary circum-
stances, they are not needed. Traction and biofeedback have
not been proven helpful, and the multiplicity of injections,
with anesthetics or corticosteroids, are at best placebos, and
should be avoided. Acupuncture has not been universally
accepted for this indication. Yoga is currently being studied
and may bring benefit in shortening the period of invalidism.

Chronicity
Once pain becomes chronic, other treatment decisions
become necessary. Here, back schools do result in functional
restoration, and pain clinics manage chronic pain more
successfully than random other approaches. Alterations of
workspaces and work activities go far to helping reduce inva-
lidism. Surgery is never indicated for acute nonspecific back
pain, but in chronic pain, surgical treatment with or without
fusion may be necessary. One problem with all such treat-
ments is that the success rate is not impressive. That may
indicate inadequacy in selection or poor understanding of
what should be expected. Intradiscal electrothermal annulo-
plasty has become popular, as it is less invasive and debili-
tating, but the success rate is even less impressive1.

A decisive factor in return to work when the pain is alleged
to be work-related is representation by legal counsel. Those
not so represented returned to work in overwhelming
numbers (more than 3 out of 4 subacute and early chronic
back pain sufferers). If the patient is represented by counsel,
the return rate is less than 10%18! Although some dispute
these contentions, and the exact numbers may vary, the asso-
ciation of back pain (including FM) and litigation, in the USA
at least, prolongs invalidism and increases the report of symp-
toms, especially if an antecedent trauma is alleged as a cause.

Conclusion
The foregoing should make evident the burden that back
pain places upon medical systems, reimbursement and
compensation schemes, and not least upon the public. Only
a small minority of those who develop back pain will be
found to have an underlying organic cause. But while the
responsible studies tender some optimism, in that the vast
majority who suffer also get well, some go on to chronic
back pain. Diagnosis presents few difficulties, but recogni-
tion of the scope of the problem lags. In part, that may
reflect the work experiences in different cultures. There is
an obvious difference between back pain that afflicts a
highly trained and highly paid employee who cannot come
to work because of his symptoms, which the employer
would immediately note and which has economic conse-
quences, and an untrained unskilled manual laborer whose

absence from work goes unnoticed as long as someone else
comes to dig, carry, load, or reap. So back pain reflects the
stage of development and the needs of a culture, and therefore
becomes a social and economic problem, not just a health care
issue. Because, as Wood pointed out19, the killer diseases
remove the consumers soon after they cease being producers,
but the chronic illnesses leave the consumers long after they
cease to be effective producers, it behooves national health
systems and the international community, through the World
Health Organization, to address the leading causes of
disability and help reduce their adverse effects. To that end,
the Bone and Joint Decade rightly includes the syndromic
presentations in its catalogue of challenges. 
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