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Can We Encourage Back Pain Sufferers Who Smoke and
are on Benefits to Quit Smoking By Curtailing Social
Benefits?
Review Article

Abstract
One of the harmful effects of cigarette smoking is back pain. Cessation of smoking
improves the pathological changes in the disc that are caused by smoking.
Education has a greater effect among higher socio economic groups in encouraging
to quit. Financial pressures are known to have a greater effect on lower socio
economic groups. Back pain sufferers on social benefits and who smoke are more
likely to be in the lower socio economic group. Given the benefits of quitting
smoking would it not be beneficial to provide an intense campaign among this
select group to give up smoking or to face curtailment of social benefits?
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Introduction
Low back pain is a significant cause of disability. A definite
relationship exists between smoking and back pain. The real extent
of this link is still not fully apparent as the effect of smoking on
the back is multifactorial. Experimental work has however shown
that cessation of smoking can reverse some of the pathological
changes in the spine. Giving up smoking could thus by be one of
the measures to improve back pain in smokers. Health campaigns
though effective in reducing the incidence of smoking has not
had a uniform effect across all socio economic groups. Monetary
pressures have a greater impact among the lower socio economic
groups in helping them to quit smoking. Could we thus encourage
back pain sufferers who smoke and are on benefits to quit within
a target period or face curtailment of social benefits.

Epidemiology of Back Pain

Chronic Low back pain places a significant burden on the
health and social welfare system of a community. In a national
survey in the United Kingdom 40% of the adult population
in Britain reported that they had experienced back pain in
the previous 12 months. Nearly 40% of these consulted their
General Practitioner for help with back pain, and 10% visited a
practitioner of complementary medicine (osteopath, chiropractor
or acupuncturist) [1]. In the United Kingdom direct health care
cost of back pain in 1998 was £1.6 Billion. The indirect costs of
informal care and the production losses was about £ 10 Billion [2].

Epidemiology of Smoking

Smoking is still a major health issue with about 9 million still
smoking in England [3]. There has been benefit from anti smoking
campaigns which has shown an overall decrease in the prevalence
of smoking among adults. The prevalence decreased from 24% in
2005 to 22% in 2006. The decrease was statistically significant,
and it occurred among both men and women [4]. In the United
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Kingdom, the treatment costs of smoking related disease has been
estimated to cost the NHS about £1.4bn-£1.5bn a year (about
0.16% of the gross domestic product). It has been estimated
that 34 million man days are lost in England and Wales through
sickness absence resulting from smoking related illness [5]. There
is also a variation in prevalence of smoking among various socio
economic groups. In 2006 it was 15% among professionals and
managers and 29% among routine and manual workers [6].

Smoking and Back Pain

One of the adverse health affects of smoking is back pain.
Several large epidemiologic studies as well as smaller clinical
studies have suggested that cigarette smoking is an independent
risk factor for low back pain [7]. Contrary to this theory Deyo &
Bass [8], have suggested that smoking may not be a true risk factor
but instead be a marker for a constellation of social, economic,
and occupational factors that are related to back pain. In 1999
Leboeuf-Yde [9] reported a systematic review of 47 epidemiologic
studies. The review reported that 51% of the 47 reviewed studies
showed a positive association between smoking and low back
pain that reached statistical significance. In 2000 a further review
of 38 studies was reported by Goldberg et al. [10]. They concluded
that the data was fairly consistent with the notion that smoking is
associated with non-specific low back pain. They however added
that there are too few studies to make any conclusions regarding
other related measures, such as disc degeneration, herniated
discs, and sciatica.

Several biologic mechanisms have been suggested to explain the
association between smoking and back pain. Increased coughing
leads to increased pressure on the spine and may predispose
to herniated discs [11]. Metabolic effects may diminish bone
mineral content resulting in micro fractures of the trabeculae of
the vertebral bodies [12]. These micro fractures may also result
in vertebral deformities and loss of spinal stability. Smoking also
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impairs fibrinolysis and causes increased fibrin deposition and
scar formation [13]. The acute and chronic cardiovascular effects
of smoking may reduce blood flow and thereby the nutrition of
the disc and other vertebral tissues. This may indirectly increase
back pain and functional disability [14]. Smoking can also affect
the metabolism of the intervertebral disc and accelerate disc
degeneration [15].

A more recent multi-centre cross-sectional study of 25,455
by Vogt et al. [16] reported that smokers compared with non
smokers reported more severe symptoms, which were present
for a greater proportion of time each day.
The experimental work by Nemoto et al. [17] reported that
after cessation of smoking, progression of degeneration in the
spine ceased and some of the pathological changes caused by
exposure to smoke were reversed. It thus stand to reason that
cessation of smoking should be one of the main targets in smokers
who have back pain.

Estimate of the Number of Smokers who Claim
Disability Living Allowance for a Primary Diagnosis of
Back Pain

UK govt data (Nov 2006) [18] suggest that there are about
425000 claimants of disability allowance due to back ailments.
This includes 106,560 with a primary diagnosis of Spondylosis –
including disc disease, cervical / lumbar etc (D02), 108,510 with a
primary diagnosis of Back pain – not specified (D03) and 211,870
with disease of the muscle, bones or joints (D05) [18]. No data was
retrievable from any source on the actual number or percentage
of smokers among these claimants. Some projections can however
be made from available figures albeit with a possibility of error.
Considering a prevalence of 20%3 among the 425,000 claimants
of Disability Living Allowance it is possible that there are about
80,000 claimants who smoke. It is more than likely the prevalence
is nearer the 30% mark which is the prevalence of smoking in the
lower socio economic group.

Financial Stress has Greater Impact than Health
Education Among the Lower Socio Economic Groups

From the work by Gallus et al. [19]it is clear that in Europe
smoking consumption decreases 5-7% for a 10% increase in the
real price of cigarettes thus establishing that financial stress is
a significant factor to stop smoking. Townsend et al. [20] have
shown that men and women in lower socioeconomic groups are
more responsive than are those in higher socioeconomic groups
to changes in the price of cigarettes and less to health publicity.
Financial stress in the form of potential loss of benefits may thus
increase the likelihood of this group giving up smoking.

There may be a counter argument from a popular
misconception that smoking provides some stress relief. Research
however shows cigarette smoking does not provide mood control
benefits, but rather nicotine dependency is associated with mood
lability, leading to heightened feelings of stress and depression
in many regular smokers [21]. Stopping smoking is followed by
enduring mood improvements.
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Action Plan
A concentrated effort is required in encouraging smokers with
back pain and on benefits to quit. Smokers with back pain and
not on benefits also need to quit. However this target audience
on benefits is going to be more responsive to financial constraints
rather than health education. Qutting would not only provide a
general improvement in health but also arrest or reduce the
progression of the primary disease (Back pain) for which they
were awarded disability living allowance.
In a phased manner this group should be targeted to give up
smoking. A programme could be commenced and these individuals
could be given a target time of 12 months to stop smoking or to
forfeit their right to claim disability living allowance. Continuous
monitoring and support should be provided during the period of
12 months. Smoking status can be tested using NicAlert cotinine
test strips [22]. This programme should not be viewed as an effort
to decrease national expenditure by paying out less disability
living allowance. It should rather be viewed as a positive action
to encourage smokers to quit. The benefits from the programme
are only from the improved health of these individuals. Since
smoking is clinically linked to back pain and cessation has shown
to reverse some of the pathology in the disc then obviously one of
the possible interventions for back pain is to quit smoking.

Conclusion

The harmful effects of cigarette smoking on the human
cardiovascular, respiratory and other organ systems are well
known. Currently there may not be irrevocable evidence to suggest
that smoking causes back pain. However there is overwhelming
evidence to suggest a relationship. What is clearly known is
that smoking worsens the effects of back pain. Experimental
evidence also shows the reversal of some of the pathology in
the disc following cessation of smoking. Financial pressures are
known to have a greater effect on lower socio economic groups in
encouraging them to give up smoking. In this scenario would it not
be better for a programme to be initiated to encourage smokers
who are on disability benefit for back pain to quit smoking.
They could be given support and guidance for 12 months to quit
smoking. Failing this 12 month programme would it be beneficial
to withdraw disability living allowance benefits for chronic back
pain suffers who continue to smoke. Given the potential health,
economic and social benefits to the individual and the society of
stopping smoking, such stringent measures may prove to be a
good decision.
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