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who should care for low Back Pain in israel?
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answer positively for the four variables 
measured: perceived complaint severity, 
degree of disturbance to everyday func-
tioning, problem resolution, and health 
services utilization. This finding is no 
surprise. The paradigm shift in low back 
pain care (“the back pain revolution” 
[3]) is already more than two decades 
old. Its main thrust is that low back 
pain is a bio-psycho-social complex 
and not a spinal disorder, thus lending 
itself to care by a generalist providing 
longitudinal care with a comprehen-
sive approach rather than the surgical 
specialist who provides episodic and 
intervention-oriented care. The natural 
history of low back pain in primary care, 
even when sciatica or disk protrusion is 
documented, is favorable. The state-of-
the-art low back pain management in 
primary care today stresses:

that bed rest is not recommended for •	
the treatment of either low back pain 
or sciatica
that imaging should be limited to •	
patients with red flags or prolonged 
symptoms
that keeping active as much as pos-•	
sible and a rapid return to normal 
activities is the best course
the judicious use of simple medica-•	
tions (paracetamol and non-steroidal 
anti-inflammatory drugs)
normalization of erroneous beliefs •	
concerning low back pain (for exam- 
ple, that pain is a warning sign and 
doing any activity while experiencing 
pain can be disastrous; or that a pro-
lapsed disk is a surgical condition)
psycho-social support when needed. •	

It represents a major shift from the ear-
lier paradigm of routine radiography, 
strict bed rest, wearing a corset, and 

n eville et al. [1], in this issue of IMAJ, 
address a question that is not fre-

quently asked: For patients in Israel 
with a new episode of low back pain, 
how do orthopedic surgeons compare 
with family physicians as care providers? 
This type of question will not be asked in 
many countries around the globe, where 
it is common practice to visit the general 
practitioner/family physician (primary 
care practitioner) as the initial and often 
only provider of care. In the United 
States, the only country in the western 
world without comprehensive health 
coverage, patients can visit whoever they 
wish. Studies comparing care by a GP 
with specialized care abound (for hyper-
tension for example) and frequently 
claim that domain-specialized care is 
superior. In most studies comparing 
usual GP care with allied health per-
sonnel interventions (physical therapy, 
manipulation, exercise), GPs fall behind. 
It almost begs the question: should phy-
sicians be the major source for low back 
pain management in primary care at all. 
However, when the argument is limited 
to what kind of doctor should be at the 
point of first contact for low back pain 
in primary care, it is largely accepted 
that GP gatekeeping is in general the 
optimal blend of quality and cost con-
tainment [2]. 

Is this true for low back pain care 
in Israel? Neville and co-authors [1] 

GP = general practitioner

traction. The present guidelines use a 
“red flag” warning for the rare serious 
reasons for low back pain (fewer than 
1% of cases), and add “yellow flags” 
(psycho-social risk, namely, risk con-
ferred by an emotional state such as 
depression, erroneous beliefs like those 
mentioned above, life crises, etc,) and 
“blue flags" (occupational risk), which 
are the major predictors of chronicity 
together with a history of back trauma. 
According to current evidence only 
the presence of “red flags” is an indi-
cation for prompt referral to the back 
specialist or emergency department. 
Guidelines for managing low back pain 
exist in most developed countries, Israel 
included [4,5]. These guidelines were 
recently updated locally, based on the 
European ones [6]. 

A further explanation for the findings 
by Neville's group [1] may be the recently 
published results of a study [7] demon-
strating that Israeli orthopedic specialists 
are less familiar with these guidelines 
than Israeli GPs. However, since most 
episodes of low back pain belong in pri-
mary care, the more plausible explana-
tion has to do with the appropriate level 
of care, as highlighted above. When a 
primary care problem is managed in sec-
ondary care, over-treatment and higher 
resource utilization are the rule. 

Explanations aside, it should be 
stressed that not all is rosy in primary 
care either. Israeli family physicians, 
while relatively aware of current guide-
lines, do not implement them. Dahan 
et al. [8] have identified that lack of 
knowledge of LBP guidelines was not 
the reason for not implementing those 
guidelines. In a qualitative study, Israeli 
GPs cite their working conditions as 
constraints to implementing evidence-
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based medicine. This observation was 
repeated in a recent study of evidence-
based medicine education, where 
despite a positive change in knowledge, 
skills and attitudes, no change in clinical 
behavior was noted [9].

Are the study conclusions generaliz-
able? Notwithstanding some method-
ological and rigor issues (such as not using 
standard instruments for data collection), 
the answer is a cautious yes. As the lit-
erature lends support to the conclusions, 
these should be taken seriously by prac-
titioners and decision-makers alike. The 
study supports the now widespread policy 
of directing low back pain to primary care 
(which is the optimal strategy for most 
new episodes of care other than low back 
pain, excluding major trauma and the rare 
sudden onset major health catastrophes). 
As the studies cited show, this will be best 
accomplished through attention to the 
working conditions in Israeli primary 
care, optimizing the application of the 
largely existing knowledge, skills and 
attitudes. When identified, needs-based 
continuing medical education should 
address deficiencies, and, coupled with a 
favorable work environment, adhering to 
clinical guidelines may become possible. 

The message for educators and lead-
ers in orthopedics is that they may need 
to revise their approach to low back 
pain care and ensure evidence-based 
medicine and guidelines proficiency 
in the orthopedic surgery community. 
Collaboration of all the disciplines 
involved in low back pain care, as dem-
onstrated in the current Israeli guide-
lines, should become the rule (rather 
than the exception).

The advent of electronic medical 
records, as well as quality indicators in 
Israeli primary care, should facilitate 
further research and monitoring of low 
back pain care in the country. Although 
not yet part of current schemes to 
improve quality indicators, low back 
pain care is a reasonable marker of the 
application of evidence-based medi-
cine, resource management and good 
practice, and should perhaps become 
part and parcel of the national quality 
indicator scheme.

Thus, the work by Neville and col-
laborators [1] can become a catalyst of 
the multiple levels mentioned for qual-
ity improvement, rational practice, and 
improved outcomes in low back pain 
care offered by Israeli GPs. 
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The distribution of vaccines is a complex issue lying at the 

intersection of public health, economics and ethics, and it 

cannot be decided in hindsight as an epidemic unfolds. Thus, 

mathematical modeling can be valuable for guiding policy. 

Medlock and Galvani analyzed how to distribute influenza 
vaccine among different age groups in a way that will minimize 
transmission. Scenarios were developed for different outcomes 
that tell us what happens, in terms of numbers of infections, 
mortality and cost, when various cohorts are targeted for  

vaccination under different epidemic conditions, and com- 
paring 1918 and 1957-like epidemics. The scenarios could apply 
equally well to antiviral drug distribution. They concluded that 
the current recommendations for vaccine distribution from the 
U.S. Centers for Disease Control and Prevention may need to 
be revised to include age-related patterns of transmission to 
minimize the impact of epidemic influenza.

Science 2009; 325: 1705
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rethinking vaccine distribution during pandemics

“the test of a democracy is not the magnificence of buildings or the speed of automobiles or the 
efficiency of air transportation, but rather the care given to the welfare of all the people”

Helen Adams Keller (1880-1968), American author, political activist and lecturer, and the first deaf-blind person  
to earn a Bachelor of Arts degree. The story of how Keller's teacher, Annie Sullivan, broke through the isolation  

imposed by a near complete lack of language, allowing the girl to blossom as she learned to communicate,  
has become known worldwide through the play and film The Miracle Worker 




