


PRACTICE      19DENTAL HEALTH  |  VOLUME 64   NO 3 OF 6   MAY 2025

with disease-based problems. But what about 
the remaining 90% of reported back pain, in 

which the cause is not attributable to disease or 
damage? It follows logically that structurally focused 

intervention for non-structurally driven problems would 
be ineff ective, or even make things worse.9,10, 11, 12

Why bother to scan? 
Scan changes that were thought to denote irreparable 

damage are extremely common in the pain free 
population.3,4,13  But surely some changes on a scan are 
relevant? 

Yes, absolutely! There are a subset of scan changes that are 
well correlated to back pain. These are very often associated 

with leg symptoms and require careful clinical screening 
to identify both the indication for imaging and the 
relevance of scan fi ndings for the individual. This is why 

getting help (from a clinician specialised in back pain if 
possible) is so important.10,11

An Epidemic of Misdiagnosis
Are we, in a sense, dealing with an epidemic of 
misdiagnosis? I believe so.  I am not suggesting the 
reporting radiologists are mistaken. Discs degenerate 
and bulge, joints change over time and MRI scans with 
their skilled interpreters readily pick up these changes. 
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The error lies in the attribution of pain to these changes in the 
majority of cases. Occam's Scanner, if you like. 

The problem, in my estimation, lies both in the interpretation 
of the findings and the lack of their contextualisation. There 
is huge variety in how scan results are delivered to people, 
ranging from a careful contextualisation of the findings based 
on the person's story and symptoms, to a brief chat, or even 
text, for the patient to later view on Patient Access and then 
Google every terrifying sounding Latin word!

Two points are worth returning to: the majority of pain free 
people by middle age show ‘degenerative’ changes on MRI4; 
less than 10% of back pain is due to structural damage.9 This 
means, people are given a diagnosis (story) to explain their 
symptoms, with the subtext of  ‘you are in pain because your 
back is irreparably and progressively damaged’  based on 
findings that are likely nothing to do with their pain! This well 
intended, albeit outdated interpretation of imaging is still 
extremely common. The more we understand pain, courtesy 
of advancing neuroscience and immunology, the clearer it 
becomes just how catastrophic this narrative of damage is to 
our body’s systems that are tasked with keeping us safe.13-16 

How Pain Works
Pain is much more complex than it appears at first glance 
and is not actually a very good measure of tissue damage. We 

now understand the phenomenon as a multi-system output, 
involving brain and body, the job of which is to protect us 
from potential damage, more so than to report damage to 
us.14,16  It is worthwhile remembering that in cases of acute 
pain, pain and damage are often well correlated, but this 
becomes less so the longer pain persists.14,17 

When the danger receptors in the tissues of our body register 
a threat that could be harmful, a complex process occurs 
whereby information is relayed through the nervous and 
immune system, to the brain. Here, the system needs to 
decide in milliseconds, based on the information available, 
if the threat detected is worth the effort of responding. 
Considering that a missed threat for much of human history 
could have meant certain death, the system is wired to over, 
rather than under-respond.16  So we have an input from the 
danger receptors in the tissues (nociception) and an output 
from the brain and immune system if a threat is deemed 
probable (pain). 15,17 

It is important to be aware that the process is vastly more 
complex and less linear than this, however, I hope this serves 
well enough to illustrate the basics. For those interested in 
a deeper look at pain, I would suggest typing Prof. Lorimer 
Mosely into Youtube. 

The important message here is that both the sensitivity of 
danger receptors in the tissues and the processing of this in 
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the brain and immune system are infl uenced dramatically by 
what that pain means to us. The greater the perceived threat, 
the greater the output of pain. 13-14,16,18

So, it’s all in my head?
This understandable and extremely common response from 
people hearing the neuroscience of pain brings us back to 
Descartes. It is a false dichotomy. It is not all ‘in the head’, 
but it heavily involves our brain, inseparably connected to 
everything we feel. It is also worth noting the majority of this 
processing happens way outside of our conscious awareness.13

Once the narrative of damage takes hold, the brain and 
immune system mobilise to further protect the area now 
damningly defi ned as damaged. There is an increase in 
sensitivity, meaning smaller stimuli are more likely to be 
assessed as dangerous. There is also an upregulation of muscle 
tone, with increased fatigue, infl ammation and liability to 
spasm.15  

The system can only take so much before, often in spectacular 
fashion (and very often with ample other warnings ignored) 
it forces you to stop, by way of pain. Demand outweighs 
capacity. The body says no! Factors such as stress, low 
mood, poor sleep, obesity, deconditioning, over protective 
behaviours, or other illnesses overload the system. This may 
explain why severe and debilitating pain can occur without 
injury, or from the most seemingly innocuous trigger, like 
picking up a dog's bowl. Sadly, the movement or activity 
associated with the onset of pain is taken as the cause, and 
from that experience we often come away with beliefs such as 
‘bending is dangerous… lifting damaged me… this exercise 
isn’t safe’. 

Evolving Hope
With new science comes new hope. If most pain, even when 
severe, is not due to irreparable damage, then in the right 
conditions, at the right time, with the right help, there is no 
structural reason things cannot improve. This is profoundly 
exciting. 

An approach that has massively shaped my practice is 
Cognitive Functional Therapy (CFT). CFT is a psychologically 
informed and evidence-based physiotherapy intervention 
that I think Descartes would have hated! This truly holistic and 
person-centred approach works to address both mind and 
body, helping people re-engage with a meaningful life, whilst 
reducing or resolving pain along the way. A large high-quality 
study in the Lancet in 2023 showcased the effi  cacy of the 
approach compared to usual care.19   

If any reader suff ers from PLBP, take a look at the RESTORE 
trial website. Luckily for those in pain, the team behind the 
approach is currently implementing an accreditation pathway, 
meaning competent delivery of CFT will continue to become 
more and more widely available. 

With careful screening for pathology and approaches 
that combine the best of traditional medicine with the 
advancements of the new science, real change is possible. 
Persistent pain can improve or even resolve entirely. In the 
majority of cases, you’re sore but you’re safe. 

Author: Conor Creedon is a back pain specialist 
physiotherapist, working in the NHS. He is the founder of the 
Lifestyle Medicine for Persistent Pain Program, which aims to 
deliver high quality, education-based intervention in a primary 
care setting for people with chronic pain conditions. 

Contact: conorcreedonphysio@gmail.com
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