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Nonsteroidal anti-infl ammatory 

drugs (NSAIDs) are often part 
of treatment for pain associated 
with musculoskeletal trauma, in-
cluding bone fracture. However, 
past research has found that fracture 
healing is impaired in mice lack-
ing a functional cyclooxygenase-2 
(COX-2) gene1,2 and also in rats that 
are continuously treated with COX-2
inhibitors.3 This suggests that 
COX-2, an enzyme that is critical 
for normal infl ammation, may be a 
key regulator of fracture repair. 
 A recent experiment in the 
rat model evaluated the effects 
of the COX-2–selective NSAID 
celecoxib, 2 and 4 mg/kg/day.4 Ad-
ministration was associated with 
reduction in the fracture callus 
mechanical properties, measured 
by torsional testing, and also with 
signifi cant increases in the propor-
tion of nonunions, or fractures 
that showed no bridging. Dura-
tion of COX-2 inhibition appeared 
to correlate with the inhibition of 
fracture healing. However, cele-
coxib treatment prior to fracture 
or initiated 14 days after fracture 

did not signifi cantly increase the 
proportion of nonunions. 
 The investigators concluded 
that NSAID therapy following 
fracture may adversely affect heal-
ing in humans. There are currently 
no prospective human studies to 
support this conclusion, but retro-
spective studies do underscore the 
fi ndings from this animal study.5,6

Consequently, use of COX-2 drugs 
should be avoided in fusion patients 
until further studies are completed.
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Welcome. As Medical Director of the Christ 
hospital Spine institute, i would like to in-
troduce you to our newsletter, Back In The 
News. 
 Back pain is the second most common 
neurologic ailment in the United States and 
is a frequent cause of visits to primary care 
offi ces. this quarterly publication will pro-
vide the medical community with updates 
on back care and pain management. it also 
will highlight some of the exciting activi-
ties of the Christ hospital Spine institute, 
a regional resource for back pain or injury 
that offers interdisciplinary and collabora-
tive approaches to treatment. At the Spine 
institute, experts in exercise therapy, pain 
management, and rehabilitation, along with 
general surgeons, neurosurgeons, orthope-
dic surgeons, and vascular surgeons provide 
state-of-the-art care for both nonsurgical 
and  surgical spinal conditions.
 the Spine institute performs more spi-
nal surgeries in the greater Cincinnati area 
than any other hospital. With a case vol-
ume of over 1,500 patients annually, the 
Spine institute ranks in the 95th percentile 
among spine hospitals throughout the coun-
try. Standardized computer-based treatment 
algorithms are used to optimize care and to 
speed recovery of surgical patients. 

a message from the 
Medical Director

An integrated approach 
to managing back and 
neck problems

a message from the 
Medical Director

C O N T I N U E D

LiteRatURe UPDate   NO.1

John M. Roberts, MD

In this quarterly newsletter from The Spine Institute, you will find:
  Literature updates on new 
research about spine and 
back problems

 Practice alerts to help you 
manage patients 
with back pain

Case studies that describe 
clinical challenges and 
solutions
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c ervical radiculopathy can be 
treated with posterior or an-

terior cervical foraminotomy. 
Although today many surgeons 
choose anterior cervical discecto-
my and fusion, the posterior proce-
dure has been used for more than 
60 years. In appropriately selected 
patients, this approach offers im-
portant advantages, such as preser-
vation of cervical motion, freedom 
from internal or external bracing, 
and virtual elimination of the risk 
of postoperative complications re-
lated to swallowing or the voice. 
One drawback of this technique 
as it is conventionally performed 
is that muscle stripping and re-
traction are required to expose the 
spine, which can have adverse ef-
fects including postoperative pain, 
increased blood loss, and impaired 
muscle function. 
 Minimally invasive posterior 
cervical foraminotomy for sin-
gle-level radiculopathy has been 
shown to be safe and effi cacious 
without compromising the goals 
of the procedure.1,2 Investigators at 
the David Geffen School of Medi-
cine at UCLA have published a 

report of 21 consecutive patients 
with cervical radiculopathy treat-
ed with minimally invasive 2-level 
posterior cervical foraminotomy 
with a single incision.3 At a mean 
follow-up of 23 months, 90% of 
patients (19/21) had complete res-
olution of preoperative symptoms. 
Sixteen patients were discharged 
the same day as their surgery, and 
the mean estimated blood loss dur-
ing the procedure was 35 mL. No 
perioperative complications were 
observed.
 The investigators conclud-
ed that this minimally invasive 
outpatient procedure compared 
favorably to conventional open for-
aminotomies and should be con-
sidered as a potential alternative in 
appropriate patients. 
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with minimally invasive posterior 
cervical foraminotomy

Comprehensive care for every spine
Recognizing that most spine pain is caused 
by degenerative disease and does not require 
surgery, the Spine institute experts take a 
conservative approach to achieving pain 
management and relief. When surgery is nec-
essary, a wide range of surgical techniques, 
including minimally invasive approaches, 
are used to optimize recovery. A few of the 
center’s offerings are described below:
 Pain-management specialists create 
programs tailored to the individual’s needs. 
treatment options include epidurals, steroid 
injections, indwelling catheters, and nerve 
root blocks. Relaxation techniques also help 
patients return to normal activity quickly.
 Minimally invasive surgery is avail-
able to treat many spinal conditions, such 
as serious degenerative diseases, tumors, 
infections, or nerve-compression syndromes. 
Minimally invasive procedures require only 
small incisions, which limits damage to sur-
rounding tissue and facilitates a more rapid 
recovery than is seen with open procedures. 
Minimally invasive techniques are used for 
anterior cervical discectomy and fusion, 
electrothermal therapy, kyphoplasty, lumbar 
laminectomy, lumbar fusion, lumbar micro-
discectomy, and spinal deformity surgery. 
Ongoing research is being conducted at the 
Spine institute to evaluate the effectiveness 
and potential uses of new technologies.
 Intensive rehabilitation is offered on an 
inpatient and outpatient basis for conditions 
ranging from acute or chronic injury to post-
surgical care. Physical therapy for nonsurgical 
patients reduces pain and teaches patients 
strategies to maintain a strong, healthy 
spine, such as relaxation techniques, improv-
ing posture, and increasing range of motion. 
Post surgical rehabilitation may include an 
intensive in-hospital program followed by an 
at-home program of exercises and activities. 
 Restoration and preservation of the 
biomechanics, structure, and function of the 
spine is the focus of board-certifi ed chiro-
practors, who partner with the medical team 
of the Spine institute.
 the institute is a leading resource for 
Cincinnati-area primary care physicians and 
their patients with back or neck pain or in-
jury and represents an excellent option for 
specialty referral.
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the Spine institute at the Christ Hospital

For more information about The Spine Institute or to refer patients 
for specialized care, please call (513) 585-BACK(2225) or 
visit www.spinecincinnati.com.
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Lumbar epidural steroid injections 
(ESIs) are commonly and increas-

ingly used to manage the back and 
leg pain associated with sciatica. This 
procedure is employed at The Spine 
Institute in appropriate patients as 
a nonsurgical option to reduce in-
fl ammation and pain. This can be 
used even in patients for whom non-
steroidal anti-infl ammatory drugs 
(NSAIDs) are ineffective because 
corticosteroids exert their effects 
earlier in the infl ammatory process 
than NSAIDs do. Indications for ESI 
include lower back pain associated 
with radicular symptoms, failure of 
other nonsurgical management op-
tions, and nerve root compression 

or irritation. 
 In a recent review of the ESI 
procedure discussing spinal anat-
omy, injection techniques, and the 
reported effi cacy of ESI for the 
treatment of acute sciatica, the au-
thors concluded that1:
   •  Serious adverse events are ex-

ceedingly rare with ESI, al-
though the procedure does 
carry risks.

   •  Fluoroscopic guidance ensures 
accurate drug placement into 
the epidural space; its nonuse 
may lead to a high incidence of 
technical injection failures.

   •  The transforaminal approach 
is helpful from a diagnostic 

Pain management in spinal disease: 
assessing lumbar epidural/transforaminal steroids 

as well as a therapeutic stand-
point.

   •  Injection therapy provides “ad-
equate, albeit temporary, symp-
tomatic relief while awaiting the 
natural resolution of sciatica.”

   •  Evidence does not support 
the use of repeated injections, 
which should be performed on 
an individual basis based upon 
the outcome of prior ESIs.
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The Spine Institute: Surgeons, physicians & partnering chiropractors
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Most back-related problems 
are muscular and may be 
treated effectively by a 

chiropractor. At The Christ Hospi-
tal, a red-flag system is used by the 
emergency room and by the triage 
nurse for The Spine Institute in or-
der to identify patients who require 
attention from a medical doctor. 
	 Red flags are the patient com-
plaints that often indicate the 
presence of a more severe disease 
process, and, therefore, trigger a 
more rigorous workup. If a red flag 

Strategies for detecting injuries and initiating 
appropriate follow-up

Practice Alert

is present, the patient is referred to 
an intake physician. If not, the pa-
tient is referred to one of The Spine 
Institute’s community-based chiro-
practors, who employ the Mercy 
guidelines for chiropractic quality 
assurance, a nationally accepted 
treatment protocol that carefully 
defines guidelines for accepted 
care.  
	 A patient with any of the follow-
ing red-flag characteristics should 
be referred to a specialist at a facil-
ity such as The Spine Institute: 
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   •	� History of recent unexplained 
bowel or bladder dysfunction 

   •	 History of fevers or chills 
   •	� History of significant trauma 

(eg, fall from ladder or tree)
   •	� High-speed impact (eg, roller-

blading or bicycling injury)
   •	� History of unexplained weight 

loss
   •	� Night pain that awakens the 

patient from a deep sleep
   •	 Significant motor loss

Non-Profit 

Organization

US Postage PAID

Cincinnati OH

Permit # 1232

The Spine Institute at The Christ Hospital • 2139 Auburn Avenue, Cincinnati, OH 45219

�   Summer 2007  n   Back in the News


