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Abbreviations in this report

Abbreviation Definition Abbreviation Definition

ACOEM American College of Occupational NICE National Institute for Health and
and Environmental Medicine Care Excellence (UK)
ACP American College of Physicians NPS National Prescribing Service
ACSQHC Australian Commission on Safety and | NRS Numeric rating scale
Quality in Health Care
CALD Culturally and linguistically diverse NSAIDs Non-steroidal anti-inflammatory
drugs
CARPA Central Australian Rural Practitioners | ODI Oswestry Disability Index
Association
CBT Cognitive behavioural therapy OECD Organisation for Economic
Cooperation and Development
Cl Confidence intervals OMPSQ Orebro Musculoskeletal Pain
Screening Questionnaire
CPR Clinical prediction rules PENS Percutaneous electrical nerve
stimulation
CT Computed tomography PG Pregabalin
DHHS Department of Health and Human PT Physical therapy/physiotherapy
Services (Victoria)
ED Emergency department RCT Randomised controlled trial
GB Gabapentin RF Radiofrequency
GP General practitioner RMDQ Roland-Morris Disability
Questionnaire
HRQoL Health-related quality of life SBST STarT Back tool
HSU Health services utilisation SIGN Scottish Intercollegiate Guidelines
Network
LBP Low back pain SMP Self-management programs
MBR Multidisciplinary biopsychosocial SMT Spinal manipulative therapy
rehabilitation
MBS Medicare benefits schedule SNRI Serotonin-norepinephrine reuptake
inhibitors
MCE Motor control exercise SSRIs Selective serotonin reuptake
inhibitors
MET Muscle energy technique TDR Total disc replacement
MRI Magnetic resonance imaging TENS Transcutaneous electrical nerve
stimulation
NHMRC National Health and Medical VA/DoD (US) Veterans’ Affairs/Department of
Research Council (Australia) Defense
NHS National Health Service (UK) VAS Visual analog scale
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Executive summary

This structured evidence summary and literature review was conducted on behalf of
the Australian Commission on Safety and Quality in Health Care in order to better
understand the current clinical environment for diagnosis, investigation and
management of low back pain (LBP) to support the development of a clinical care
standard and to identify issues or gaps that may be addressed through input from
clinical experts.

The review summarised the current evidence from systematic searches of guidelines
and systematic reviews, and an environmental scan of indicators for monitoring and
audit. We summarised evidence from 13 reviews of guidelines, 10 recent high quality
guidelines, 60 systematic reviews of diagnostic or management interventions, and
several documents available in the grey literature reporting on current local and
international models of care, initiatives, and quality indicators.

Evidence is available from recent guidelines and systematic reviews which can be
used as an evidence base for the lower back pain clinical care standard, as
summarised in the following tables.

Diagnosis
Recommendation Guidelines Systematic reviews
History taking and physical Consensus (Expert opinion) Lacking in evidence

examination to identify patients with
specific disease/alternative diagnosis

Assessment of red/yellow flags Consensus (Expert opinion) | Absence of evidence for their accuracy for
identifying underlying malignancy.

Use of risk stratification tool(s): Consensus (Low-quality Perform poorly at assigning higher risk scores

STarT Back/Orebro evidence) to individuals who develop chronic pain than
to those who do not, but are better at
predicting poor disability outcomes and
prolonged absenteeism

Against the use of routine imaging Consensus (Low-quality Imaging associated with higher medical costs,
evidence) increased healthcare utilization and more
absence from work
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Management: non-invasive, non-pharmacological

Recommendation

Avoiding bed rest

Guidelines

Consensus (high-quality
evidence)

KPH

Systematic reviews

No recent review identified.

Using patient education (advice to
maintain normal activities,
reassurance, self-management)

Consensus (Moderate-
quality evidence)

Moderate-quality evidence for a moderate
effect of self-management interventions on
pain intensity, and small-moderate effect on
disability.

Using exercise therapy

Consensus (Moderate-
quality evidence)

Moderate-quality evidence for small-moderate
effects on pain and function associated with
exercise. Pilates most effective treatment for
pain, stabilisation/motor control and
resistance training most effective treatments
for physical function and resistance, and
aerobic exercise training most effective
treatment for mental health.

Using orthotics (foot orthotics,
braces, unstable shoes)

Consensus against
(Moderate-quality evidence)

Low-quality evidence: small studies and
mixed results, some positive effects
associated with lumbar support and custom
foot orthotics.

Using manual therapies (spinal
manipulation, massage)

Consensus as adjunct
therapy (High-quality
evidence)

Low-quality evidence: small studies at high
risk of bias, with mixed results and only
isolated small positive effects.

Using acupuncture

No consensus

Moderate-quality evidence for short-term
improvements in pain, less evidence for
improvements in function

Using electrotherapies
(Transcutaneous electrical nerve
stimulation (TENS), Percutaneous
electrical nerve stimulation (PENS),
interferential therapy, ultrasound,
laser therapy)

No consensus: TENS, laser
therapy

Consensus against: PENS
(Moderate-quality evidence),
Interferential therapy (High-
quality evidence),
Ultrasound (Low-quality
evidence)

Low-quality evidence: no difference in pain
relief or functional disability associated with
TENS.

No high-quality evidence for therapeutic
ultrasound.

Moderate-quality evidence for short-term pain
relief with low level laser therapy.

Using psychological therapy

Consensus as adjunct
therapy (Moderate-quality
evidence)

Low-quality evidence for small reductions in
pain associated with psychological therapy
added to physical therapy/exercise.

Using multidisciplinary rehabilitation

Consensus (Moderate-
quality evidence)

Moderate-quality evidence for moderate
(short-term) improvements in pain and small
improvements in functional disability.

Promoting (early) return to work

Consensus (High-quality
evidence)

No recent review identified.
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Management: non-invasive, pharmacological

Recommendation Guidelines Systematic reviews

NSAIDs Consensus (Moderate- Moderate/high-quality evidence for small
quality evidence) short-term reductions in pain and disability.

Paracetamol No consensus High-quality evidence for no difference in pain

or disability, quality of life, function, global
impression of recovery, or sleep quality.

Opioids No consensus Low-quality evidence for clinically relevant
pain relief and reduction of disability.

Antidepressants No consensus Moderate-quality evidence for small
improvements in pain and function associated
with duloxetine, but also moderate-quality
evidence for no effect of tricyclic
antidepressants or SSRIs.

Muscle relaxants Consensus (Moderate- High-quality evidence that muscle relaxants
quality evidence) provide short-term clinically significant pain
relief for acute LBP

Management: invasive

Recommendation Guidelines Systematic reviews
Spinal injections (facet joint Consensus against Limited evidence that facet joint injections not
injections of anaesthetic or steroid, (Moderate-quality evidence) | effective for presumed facet joint pain.

medial branch blocks of local
anaesthetic, intradiscal therapy using
steroids or NSAIDs, prolotherapy,
and trigger point injections of local
anaesthetics and a steroid, or
botulinum toxin)

Radiofrequency denervation (for No consensus Low-quality evidence that radiofrequency
chronic LBP) neurotomy associated with greater
improvement in disability, pain, and quality of
life among patients with chronic lumbar/
sacroiliac joint pain

Epidural steroid injections (for No consensus Probably slightly more effective than placebo
subacute LBP) in the short term at reducing leg pain and
disability in patients with lumbosacral
radicular pain, although treatment effects
small and potentially not clinically important.
Limited evidence suggesting that epidural
corticosteroid injections are not effective for
spinal stenosis or nonradicular back pain.

Surgery Consensus against (Expert Low-quality evidence that surgical
opinion) management for sciatica associated with
better outcomes in the short term for disc
herniation, and for spondylolisthesis and
spinal stenosis at short and long term.

Spinal decompression Consensus (Low-quality No recent review comparing with usual care
evidence) or other management options identified.

Spinal fusion Consensus against (Low- Low-quality evidence that lumbar fusion is not
quality evidence) superior to intensive, structured exercise and

CBT program at reducing pain or disability.

Disc replacement Consensus against (Low- Insufficient evidence for effectiveness.
quality evidence)
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Evidence from the Australian Atlases of Healthcare variation indicate that there is a
large variation in health care delivery for lower back pain in Australia, as indicated by
the number of MBS-funded services for CT imaging of the lumbar spine and the
number of hospitalisations for lumbar spine decompressions and for lumbar spine
fusions.

Contrary to more recent guidelines and the systematic review evidence, paracetamol
continues to be recommended as first line therapy for low back pain in several
jurisdictions, and the use of NSAIDs in the first instance is not always recommended.

A number of audits, indicators and data collection mechanisms have been developed
or are in use, including patient reported measures, to support the measurement of
care improvement for lower back pain in Australia and internationally. These include
monitoring indicators from recent high-quality guidelines, a rigorously developed core
outcome set for research and clinical practice published in the peer-reviewed
literature, indicators from international (UK, Canada) quality standards, and indicators
for low back pain care and pain from Australian initiatives.
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1 Background

On behalf of the Australian Commission on Safety and Quality in Health Care, we
have produced this structured evidence summary and literature review to better
understand the current clinical environment for diagnosis, investigation and
management of low back pain (LBP) to support the development of a clinical care
standard and to identify issues or gaps that may be addressed through input from
clinical experts.

The 2015 Australian Atlas of Healthcare Variation found marked geographical
variation in MBS-funded computed tomography (CT) scans of the lumbar spine
around Australia, suggesting overuse of this investigation. The number of MBS-
funded services for CT imaging of the lumbar spine was 11.8 times higher in the area
with the highest rate compared to the area with the lowest rate. The Second
Australian Atlas of Healthcare Variation (2017) found substantial variation in rates of
lumbar spinal fusion and spinal decompression. The rate of lumbar spinal fusion
surgery in Australia has been increasing, with most of the increase occurring in the
private sector.

The rapid literature review addressed the following research questions:

1. What relevant evidence from guidelines or systematic reviews is available which
can be used as an evidence base for the lower back pain clinical care standard?

2. What do current guidelines recommend regarding the diagnosis, investigation and
management of lower back pain (including radiological imaging and spinal
surgery) and what is the evidence level for these?

3. What evidence is available to indicate that health care delivery for lower back pain
in Australia is not in line with best available evidence?

4. What contributes to these variations in health care delivery for lower back pain?
These may include factors related to service models, patient preferences or
clinical knowledge or skills.

5. What programs or interventions have been used to improve health care delivery
and outcomes for lower back pain and what were their outcomes?

6. What audits, indicators and data collection mechanisms have been developed or
are in use, including patient reported measures, to support the measurement of
care improvement for lower back pain? [In Australia and internationally]

Page 10 of 275



KPH &

2 Review methods

2.1 Guidelines

(Research questions 1, 2, 6)

Three reviews of guidelines for LBP were published in 2016-18,24 summarising a
total of 15 Australian and international guidelines released between 2011 and 2017.
These included four high-quality guidelines identified by the Commission in the brief
for this review:

e United Kingdom®: National Institute for Health and Care Excellence (2016) Low
back pain and sciatica in over 16s: assessment and management (NICE guideline
NG59). Available from: http://www.nice.org.uk/guidance/ng59.

e USA®: Qaseem A, Wilt TJ, McLean RM, Forciea MA (2017) Clinical guidelines
committee of the American College of Physicians. Noninvasive treatments for
acute, subacute, and chronic low back pain: a clinical practice guideline from the
American College of Physicians. Ann Intern Med 166(7):514-530

e Denmark’: Stochkendahl MJ, Kjaer P, Hartvigsen J et al (2017) National clinical
guidelines for non-surgical treatment of patients with recent onset low back pain or
lumbar radiculopathy. Eur Spine J 27(1):60-75

e Belgium®: Van Wambeke P, Desomer A, Ailliet L et al (2017) Low back pain and
radicular pain: assessment and management. Good Clinical Practice (GCP)
Brussels: Belgian Health Care Knowledge Centre (KCE).

We initially checked for updates of the 15 included guidelines. We then repeated the
search conducted for the most recent and comprehensive review of guidelines
(Oliveira 2018) for the period since the search underpinning that review was
conducted: 2018-current. The databases and search terms used were:

e MEDLINE via OVID (key words: low back pain AND clinical guidelines),

e PEDro (key words: low back pain AND practice guidelines),

o National Guideline Clearinghouse (www.guideline.gov; key word: low back pain),

o National Institute for Health and Clinical Excellence (NICE) (www.nice.org.uk; key

word: low back pain).

Reviews of guidelines identified in the search of the peer-reviewed literature (see
methods below) were screened for additional guidelines published within the target
period of 2015-current.

AGREE Il quality appraisals for all potentially relevant guidelines (published 2015-
current) were extracted from reviews of guidelines.®'? To include all guidelines of
reasonable quality, we selected all those with an overall assessment of 60% or
higher.

Data extraction

From the identified guidelines, we extracted relevant recommendations and level of
evidence (including GRADE where available) into evidence tables (see Appendix C).
We also extracted any evidence regarding current clinical practice, and indicators
currently used to support the measurement of care improvement for lower back pain.
Where recommendations/indicators were specific to particular populations, this was
noted.
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Quality appraisal

The quality of recommendations in identified guidelines was appraised by one
reviewer using AGREE-REX (see Appendix A). These ratings are included in the
data extraction tables in Appendix C. In the body of the report we include AGREE I
quality appraisals from reviews of guidelines, as these were each conducted by
between two and twelve reviewers, and as such was expected to be more robust.

2.2 Grey literature
(Research questions 3, 4, 5, 6)

We searched websites of Commonwealth, State and Territory health departments for
relevant policies, reports and papers and extract any information relating to:

e Variation in health care delivery and outcomes for lower back pain in Australia.
This might include health care delivery outcomes for lower back pain including
patient experience, clinical outcomes, and use of health care resources [e.g.
length of stay, cost, health service utilisation]

e Contributors to variations in care, including service models, patient preferences or
clinical knowledge or skills.

e Descriptions or evaluations of programs or interventions used to improve health
care delivery and outcomes for lower back pain.

e Audits, indicators and data collection mechanisms to support the measurement of
care improvement for lower back pain.

We also searched the websites of the Australian Commission on Safety and Quality
in Healthcare, Australian Institute for Health and Welfare, National Health and
Medical Research Council, Australian Council on Healthcare Standards, NPS
MedicineWise, the Royal Australian College of General Practitioners, Royal
Australasian College of Surgeons, the Medical Services Advisory Committee, the
NSW Agency for Clinical Innovation, the University of Wollongong Electronic
Persistent Pain Outcomes Collaboration, the PRECISION Pain Registry, OECD
Health Care Quality Indicators, the US Agency for Healthcare Research and Quality,
Canadian Institute for Health Information, NICE, NHS, Public Health Scotland, and
the Health Quality and Safety Commission New Zealand. These websites were
chosen in consultation with the review team and with Commission representatives;
while the list is not exhaustive, it includes major national and international
government and non-government sources and was expected to provide a reasonable
overview of the available evidence.

2.3 Systematic reviews and meta-analyses

(Research questions 1, 5, 6)

We searched relevant peer-reviewed databases (Medline, Embase, Cinahl,
Cochrane) for systematic reviews and meta-analyses published in English in the past
5 years (2015-current). We searched for systematic reviews relating to the diagnosis,
investigation and management of LBP, specifically for reviews of evaluations of
programs or interventions that aim to improve health care delivery and outcomes for
LBP. We also identified any systematic reviews of audits, indicators and data
collection mechanisms for LBP care.
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Reviews of guidelines identified through the search process were noted as per
section 2.1 above.

The following search terms were used to identify relevant systematic reviews/meta-
analyses (specific to Medline via Ovid, terms for each database were tailored to the
requirements of each database):

MEDLINE via Ovid

#1 exp Back Pain/ OR "back pain".tw.

#2'! meta-analysis.pt. or meta-analysis/ or systematic review/ or meta-analysis as topic/ or "meta
analysis (topic)"/ or "systematic review (topic)"/ or exp technology assessment, biomedical/
or ((systematic* adj3 (review* or overview*)) or (methodologic* adj3 (review* or
overview®))).ti,ab,kf,kw. or ((quantitative adj3 (review* or overview* or synthes*)) or
(research adj3 (integrati* or overview*))).ti,ab,kf,kw. or ((integrative ad;j3 (review* or
overview*)) or (collaborative adj3 (review* or overview*)) or (pool* adj3 analy*)).ti,ab,kf,kw.
or (data synthes* or data extraction* or data abstraction*).ti,ab,kf,kw. or (handsearch* or
hand search*).ti,ab,kf,kw. or (mantel haenszel or peto or der simonian or dersimonian or
fixed effect® or latin square*).ti,ab,kf,kw. or (met analy* or metanaly* or technology
assessment® or HTA or HTAs or technology overview* or technology appraisal®).ti,ab,kf,kw.
or (meta regression* or metaregression®).ti,ab,kf,kw. or (meta-analy* or metaanaly* or
systematic review* or biomedical technology assessment* or bio-medical technology
assessment*).mp,hw. or (medline or cochrane or pubmed or medlars or embase or
cinahl).ti,ab,hw. or (cochrane or (health adj2 technology assessment) or evidence report).jw.
or (meta-analysis or systematic review).mp. or (comparative adj3 (efficacy or
effectiveness)).ti,ab,kf,kw. or (outcomes research or relative effectiveness).ti,ab,kf,kw. or
((indirect or indirect treatment or mixed-treatment) adj comparison*).ti,ab,kf,kw.

#3 #1 AND #2
#4 #3 NOT (Comment OR Congress OR Editorial OR Letter OR News).pt.
#5 limit #4 to yr="2015 -Current"

Eligibility criteria

Types of studies

We considered all systematic reviews and meta-analyses. We anticipated that many
programs or interventions used to improve health care delivery and outcomes for
lower back pain may not have been evaluated in randomised controlled trials, and
therefore included systematic reviews of intervention studies of any design,
quantitative or qualitative. Where there were two or more reviews that addressed the
same question we included all reviews that meet inclusion criteria, but reporting
focusses on the highest level of evidence and most recent search date. Only reviews
published from 2015 were considered for inclusion.

Types of Participants
We considered all systematic reviews and meta-analyses where participants were
human adults (age = 16 years) of any gender.

Types of Interventions

We considered all systematic reviews and meta-analyses of evaluations of programs
or interventions that aimed to improve health care delivery and outcomes for LBP.
These may relate to diagnosis (risk assessment and risk stratification tools, imaging);
non-invasive, non-pharmacological management (self-management, exercise,
orthotics, manual therapies, acupuncture, electrotherapies, psychological therapy,

' CADTH Database systematic review/meta-analysis/health technology assessment search filter

https://www.cadth.ca/resources/finding-evidence/strings-attached-cadths-database-search-filters
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combined physical and psychological programs, return-to-work programs);
pharmacological management; invasive, non-surgical management (spinal injections,
radiofrequency denervation, epidurals); and invasive, surgical management (spinal
decompression, spinal fusion, disc replacement).

We also considered all systematic reviews and meta-analyses of outcome measures
or indicators of LBP care.

Types of Comparators
We considered all systematic reviews and meta-analyses of studies with and without
comparators.

Types of Outcome measures

We considered all systematic reviews and meta-analyses of intervention studies that
report health or service use outcomes as measures of effectiveness, including
patient-reported experience and outcome measures (PREMs/PROMs).

Evidence in languages other than English

We did not apply any language restrictions to conduct searches of the literature.
Studies in languages other than English were only considered where a full-text
translation into English is available.

Assessing the eligibility of identified articles

We downloaded all titles and abstracts retrieved by electronic searching to the
reference management database EndNote. We removed duplicates and examined all
references for their relevance. Full text articles were sourced for all potentially eligible
reviews/meta-analyses, and these were assessed against the eligibility criteria. We
tabulated reasons for exclusion for all articles that did not meet the criteria.

Quality appraisal

Where available, we extracted quality appraisals of systematic reviews that met
inclusion criteria from reviews of reviews that assessed methodological quality using
the AMSTAR 2 measurement tool (see Appendix B). For potentially high-quality
recent systematic reviews for which external quality appraisals could not be sourced,
we conducted quality appraisals using AMSTAR 2.

Data extraction

Following an assessment for inclusion, we extracted data from each included
systematic review/meta-analysis into evidence tables (see Appendix C). Where
findings were specific to particular populations, this was noted.
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3 Results

3.1 Current guideline recommendations and evidence base

Screening and quality appraisal

Prior to the current search, we were aware of three reviews of guidelines for LBP
published in 2016-18,2* summarising a total of 15 Australian and international
guidelines released between 2011 and 2017.5-8 13-23 Each of these guidelines was
checked, and no more recent updates were identified, except for a minor revision in
2017 to the 2015 Canadian guidelines. The database search for systematic reviews
and meta-analyses identified an additional ten reviews of LBP guidelines (see section
3.2 below).%12:24-29 Qverall, the 13 reviews of guidelines included 16 guidelines
published during the specified search period of 2015-2020. Of these, two were not
available in English,' '® and one provided recommendations on one management
option only (osteopathic manipulative treatment)®® based on a single systematic
review; these were excluded.

Four of the reviews provided quality appraisals of the included guidelines using the
AGREE-IIl instrument (See Table 1). Reviews reported domain scores (as a
percentage of the total possible score for each domain), and overall assessment
scores (as a percentage of the total possible score overall) calculated based on the
appraisals of two,'? three,'® ' or four® independent reviewers. No prior quality
appraisal was identified for one guideline included in the current review'’; one
reviewer (JM) appraised this guideline. AGREE-II does not specify a method for
assessing overall guideline quality (e.g. high/moderate/low quality), and this was
determined differently for each review, so is not reported for each review here due to
lack of comparability.? To include all guidelines of reasonable quality, we selected all
those with an overall assessment of 60% or higher. This resulted in ten included
guidelines, including three from the USA % 3" 32 two from the UK,% 32 and one from
each of Australia,’” Belgium,® Canada,?' Denmark,” and Germany.

2 Ng 2020 did not provide overall quality judgements. Lin 2020 classified high-quality guidelines as those that
scored 50% or higher in stakeholder involvement, rigour of development, and editorial independence. Meroni
2019 considered guidelines with an average domain score of 75% or higher to be excellent, and those with a
score below 60% to be fair/poor. Doniselli 2019 defined high quality as when 5 or more domains scored >60%,
average when 3 or 4 domains scored >60%, and low quality when 2 domains or fewer scored >60%.
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Table 1: Quality appraisal of guidelines (% domain scores and overall assessment from AGREE Il based on reviews of guidelines)

Country/region; Review Scope & Stakeholder Rigour of Clarity of Applicability Editorial Overall
Organisation purpose involvement development presentation independence assessment?
UK (National Institute for 2016 Ng 2020"2 100.0 50.0 82.3 94 .4 45.8 54.2 (71)
Health and Care Lin 20201 89 78 85 93 83 72 89
Excellence)
Meroni 2019"" 96 83 82 94 72 97 88
Doniselli 2018° 92 96 71 86 70 77 83
UK (Scottish 2019 Meroni 2019"" 85 89 75 80 61 94 81
Intercollegiate Guidelines
Network)3?
Denmark (Danish Health 2017 Lin 202010 87 65 77 80 32 64 67
i 7
Authority) Doniselli 2018° 89 88 90 88 48 71 92
USA (American College 2017 Ng 2020"2 100.0 75.0 771 91.7 20.8 70.8 (73)
=
of Physicians) Lin 20201 91 46 78 80 18 58 83
Meroni 2019"" 93 61 69 85 11 75 66
Doniselli 2018° 94 57 83 85 42 85 79
Germany (German 2017 Ng 202012 83.3 47.2 33.3 80.6 22.9 33.3 (50)
Disease Management : "
Guideline Group)?? Meroni 2019 93 87 73 94 57 75 80
Canada (Institute of 2017 Lin 202010 72 &l 17 74 19 0 33
Health Economics Meroni 2019 94 87 94 91 68 97 89
Toward Optimized
Practice)*' Doniselli 2018° 94 72 79 89 57 71 79
Australia (NSW Agency 2016 -b 95 95 46 95 71 14 67
for Clinical Innovation)'”
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Country/region; Scope & Stakeholder Rigour of Clarity of Applicability Editorial Overall
Organisation purpose involvement development presentation independence assessment?
USA (Veterans 2017 Meroni 2019 76 67 64 94 15 83 67
Affairs/Department of
Defense)®
Belgium (Belgian Health 2017 Ng 2020"2 88.9 44 .4 62.5 91.7 35.4 62.5 (64)
Care Knowledge Centre)? )

Lin 202010 87 56 70 80 60 64 61
USA (American College 2019 Ng 2020"2 100.0 55.6 61.5 83.3 22.9 50.0 (62)
of Occupational and
Environmental
Medicine)3": 32
USA (Council on 2016 Ng 2020"2 77.8 77.8 57.3 52.8 29.2 45.8 (57)
Chiropractic Guidelines Lin 202010 67 54 60 39 25 61 44
and Practice
Parameters) Meroni 2019"! 81 28 48 41 6 81 47
China (China Association 2016 Ng 2020"2 69.4 52.8 32.3 100.0 6.3 29.2 (48)
of Acupuncture-
Moxibustion)3®
Italy3? 2016 Doniselli 2018° 63 40 34 47 42 63 46

@ Note that the overall assessment score does not necessarily represent a quality rating: AGREE-II does not specify a method for assessing overall guideline quality;
while some authors base their judgement on this overall assessment score, others weight different domains more or less strongly to derive a quality rating.

Ng 20202 did not provide overall assessment scores; we have calculated the average domain score.
b Not included in any of the reviews that provided quality appraisals, appraised for the current review by one author.
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Level of evidence

A majority of included guidelines used the GRADE framework to rate their confidence
in the evidence on which their recommendations were based.5 78 31-34

Box 1 — Levels of evidence according to the GRADE system3®

Quality Definition Methodological quality of

level supporting evidence

High We are very confident that the true effect lies close to that ~ RCTs without important limitations
of the estimate of the effect or overwhelming evidence from

observational studies

Moderate We are moderately confident in the effect estimate: the RCTs with important limitations
true effect is likely to be close to the estimate of the effect,  (inconsistent results,
but there is a possibility that it is substantially different methodological flaws, indirect, or

imprecise) or exceptionally strong
evidence from observational

studies
Low Our confidence in the effect estimate is limited: the true RCTs with very important
effect may be substantially different from the estimate of limitations or observational studies
the effect or case series

Very low We have very little confidence in the effect estimate: the
true effect is likely to be substantially different from the
estimate of the effect

Consistency of recommendations

Recommendations from the guidelines were tabulated (see Tables 2-5). Consistency
in recommendations varied, but there were several recommendations endorsed by a
majority of guidelines. A recently published review of guidelines across
musculoskeletal conditions (including four of the recent high-quality LBP guidelines
included here) found eleven key recommendations that were consistent across
musculoskeletal pain conditions (see Box 2). These recommendations were also
consistently endorsed by the broader group of ten high-quality LBP guidelines
summarised here.

Box 2: Consistent recommendations across musculoskeletal pain conditions (Lin 2020, p.6)'°

1. Care should be patient centred. This includes care that responds to the individual context of the patient,
employs effective communication and uses shared decision-making processes.

Screen patients to identify those with a higher likelihood of serious pathology/red flag conditions.
Assess psychosocial factors.
4. Radiological imaging is discouraged unless:
a. Serious pathology is suspected.

b. There has been an unsatisfactory response to conservative care or unexplained progression of
signs and symptoms.

c. ltis likely to change management.

5. Undertake a physical examination, which could include neurological screening tests, assessment of mobility
and/or muscle strength.

Patient progress should be evaluated including the use of outcome measures.

Provide patients with education/information about their condition and management options.
Provide management addressing physical activity and/or exercise.

Apply manual therapy only as an adjunct to other evidence-based treatments.

S © @ N o

0. Unless specifically indicated (e.g. red flag condition), offer evidence-informed non-surgical care prior to
surgery.

11. Facilitate continuation or resumption of work.
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Recommendations for diagnosis of LBP were largely consistent across guidelines, as
summarised in Box 2, although guidelines reported that these recommendations
were based on low (GRADE) level evidence at best (see Table 2). The only
inconsistency related to the use of risk stratification tools to guide treatment choices,
for example the STarT Back or Orebro tools. Four guidelines endorsed the use of
one or both tools,> & 17- 23 the Canadian guideline stated that there was insufficient
evidence to recommend for or against using the STarT back screening tool and its
associated system of stratified care for chronic LBP,2" and the Danish guideline
stated that it is not good practice to routinely offer targeted treatment.”

Diagnosis
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Table 2: Recommendations of clinical guidelines for diagnosis of LBP

Recommendation for diagnosis AUS BEL (67:\\\ DEN GER UK UK USA USA USA % Highest
(NSW) 20172 2015° 2017*> 2017® (NICE) (SIGN) (ACP) (ACOEM) (VA/DoD) agreement level of
20162 20162 2019 20172 2019 2017 evidence
cited
History taking and physical examination to identify patients v v v v v v v 717 Experts
with specific disease/alternative diagnosis (100%)
Assessment of red/yellow flags v v v v v 5/5 Experts
(100%)
Use of risk stratification tool(s): STarT Back/Orebro v v - X v v 4/5 (80%) Low
Against the use of routine imaging v v v v v v v v 8/8 Low
(100%)
Imaging only if serious pathology is suspected v v v v v v 6/8 (75%) Experts
Imaging only when the results are likely to change or direct v v v v 4/8 (50%) Low
the treatment
Imaging only if pain persists beyond a period v 1/8 Experts
(12.5%)
3 From Oliveira 2018.*
“v* = The guideline recommended (considering) the approach. “X“ = The guideline recommended against the approach. “-“= The guideline judged the evidence insufficient to justify a

recommendation on the approach. “” The guideline did not mention the approach.
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Management: non-invasive, non-pharmacological

Recent guidelines consistently recommend non-invasive, non-pharmacological
management as the preferred option for LBP (see Table 3).26 As summarised in Box
1, guidelines consistently recommend that patients are provided with education about
their condition and management options, that management includes addressing
physical activity and/or exercise, and that manual therapy should only be used as an
adjunct to other (active) evidence-based treatments.'® Multidisciplinary forms of
rehabilitation are recommended, in particular for chronic LBP where patients have
not shown improvement following monodisciplinary management. The four guidelines
that consider self-applied heat recommend its use.

Guidelines consistently recommend against the use of several potential therapies:
orthotics, traction, most electrotherapies (Percutaneous electrical nerve stimulation
(PENS), interferential therapy, therapeutic ultrasound), and kinesiotaping.

There is inconsistency in recommendations regarding the use of acupuncture: seven

of ten guidelines recommend its use, two recommend against it, and one stated that
there was insufficient evidence to recommend for or against it.
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Table 3: Recommendations of clinical guidelines for management of LBP: non-invasive, non-pharmacological

Recommendation for AUS BEL CAN DEN GER UK UK USA USA USA % agreement Highest level of
management (NSW) 20172 20158 20178 20172 (NICE) (SIGN) (ACP) (ACOEM) (VA/DoD) evidence cited
20162 20162 2019 20172 2019 2017
Avoiding bed rest v v v v v 5/5 (100%) High
Using patient education — v v v v v v v v 8/8 (100%) Moderate
advise to maintain normal
activities
(Acute LBP) v v v v v 5/8 (62.5%) Moderate
(Any duration of v v v v 4/8 (50%) Moderate
symptoms)
Using patient education — v v v v v v v 7/7 (100%) Moderate
reassurance
Using exercise therapy X v v v v v v v v v 9/10 (90%) Moderate
(Acute LBP) X v v v - 3/9 (33.3%) Moderate
(Chronic LBP) - v v v v v v 6/9 (66.7%) Moderate
Using psychosocial v v v v v v v 7/7 (100%) Moderate
therapy
(Chronic LBP) v v v v v v 6/7 (85.7%) Moderate
Using multidisciplinary v v v v v v v 717 (100%) Moderate
rehabilitation
(Chronic LBP) v v v v v v v 7/7 (100%) Moderate
(Patients not recovered v v v 3/7 (42.9%) Moderate
after monodisciplinary
approach)
Using spinal manipulation v v v v v v 8/8 (100%) High
(Acute LBP) v v v v v v 6/8 (75%) Low
(Chronic LBP) X v v v v 4/8 (50%) Low
Using massage X v - v v v v v - 6/9 (66.7%) High
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Recommendation for AUS BEL (07:\)\] DEN GER
(NSW) 20172 20152 20172 20172
20162

management

UK

(NICE)
2016°

UK USA USA
(ACOEM)
2019 2017 2019

(SIGN)  (ACP)

USA % agreement
(VA/DoD)
2017

KPH %

Highest level of
evidence cited

Using acupuncture v - v v X X v v v v 7/10 (70%) High
Orthotics X X - X X X - 5/7 (71.4%) (Against) Moderate (Against)
Traction X X X X X - 6/7 (85.7%) (Against) High (Against)
Transcutaneous electrical X X X X v X v - 6/9 (66.7%) (Against) Low (Against)
e Sl et (ER) 2/9 (22.2%) (For) Moderate (For)
Percutaneous electrical X X X X X 5/5 (100%) (Against) Moderate (Against)
nerve stimulation (PENS)
Interferential therapy X X - X X - 4/6 (66.7%) (Against) High (Against)
Ultrasound X X X X X - - 6/8 (75%) (Against) Low (Against)
Laser therapy X - - X v X 3/7 (42.9%) (Against) High (Against)
2/7 (28.6%) (For) Moderate (For)
Using heat v v v v 4/4 (100%) Moderate
Kinesiotaping X X X 3/3 (100%) (Against) Low (Against)
Promoting (early) return to v v v v v 5/5 (100%) High
work

3 From Oliveira 2018 (where provided).*

“v“ = The guideline recommended (considering) the approach. “X*“ = The guideline recommended against the approach.

recommendation on the approach. “” The guideline did not mention the approach.

“-* = The guideline judged the evidence insufficient to justify a
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Management: non-invasive, pharmacological

A recent review of guideline recommendations on the pharmacological management
of non-specific LBP in primary care included eight LBP guidelines published in 2016-
18.26 The review found:

e “Guidelines are universally moving away from recommending pharmacotherapy,
presenting the prescription of analgesics as an option that may be considered if
this is required by the patient.

e Although national clinical practice guidelines for the management of LBP are
based on the same body of scientific evidence, there are differences between
these guidelines in terms of attitude towards pharmacotherapy, analgesics of first
choice and recommendations for or against the prescription of specific
pharmacological treatments.

¢ Although best available evidence suggests paracetamol is ineffective for LBP, four
out of eight guidelines still recommend prescribing paracetamol for acute LBP.
However, two of these guidelines immediately state that no short-term effect of
this medication is to be expected. It is important to consider that the best available
evidence (Cochrane review) is mainly based on one large RCT. In the other four
guidelines, NSAIDs have become the first choice analgesics in LBP.

e The American guideline is the only guideline currently recommending skeletal
muscle relaxants as one of two first-choice options for the treatment of LBP
(together with NSAIDs); the choice between these drugs should be based on
patient preferences and risk profile. Other guidelines either make no
recommendations about muscle relaxants or advise against benzodiazepines;
however, SMRs aren’t widely available in many European countries.

¢ Most guidelines recognize only limited indications for the prescription of
antidepressants and anticonvulsants in LBP.

e Opioids are considered by all guidelines as a last resort option in case all other
pharmacological options have failed; however, prescriptions of these medications
have been increasing over recent years.” (p.146)%

These conclusions hold for the current review: among the three additional guidelines,
one recommends the use of paracetamol,®' one recommends against,®* and one is
silent on this topic.3® Similar to the American College of Physicians’ guideline, the two
additional US guidelines also recommend the use of muscle relaxants.3’: 34

Only three guidelines considered the use of herbal medicines. The Canadian
guideline specified that three herbal medicines could be considered as treatment
options for acute exacerbations of chronic LBP:?' an aqueous extract of
Harpagophytum procumbens, a combination of extract of Salix daphnoides and Salix
purpurea, or a plaster of Capsicum frutescens. Two of the American guidelines
concluded that there was insufficient evidence upon which to form a recommendation
regarding the use of herbal medicines,3! 34 aside from the use of Salix, which one
recommended against (stating that generic aspirin is preferable).?’
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Table 4: Recommendations of clinical guidelines for management of LBP: non-invasive, pharmacological

Recommendation for AUS BEL CAN DEN GER UK UK USA USA USA % agreement Highest level of

management (NSW) 2017® | 2015 2017 2017 (NICE) (SIGN) (ACP) (ACOEM) (VA/DoD) evidence cited
20167 2016° 2019  2017° 2019 2017

NSAIDs v v v v v 10/10 (100%) Moderate
Consideration of risk v v v v 8/10 (80%) Experts
factors for NSAIDs
Paracetamol X v X v X 4/9 (44.4%) (For) High (For)
5/9 (56.6%) (Against) High (Against)
(Acute LBP) X v X - 3/4 (75%) High
(Chronic LBP) X v X 1/4 (25%) High
Opioids v v v X X 6/10 (60%) (For) Moderate (For)
4/10 (40%) (Against) High (Against)
(Acute LBP) v v X - 4/6 (66.7%) Moderate
(Chronic LBP) X v 3/6 (33.3%) Moderate
Antidepressants v v 4/7 (57.1%) (For) Moderate (For)
3/7 (42.9%) (Against) Moderate (Against)
(Chronic LBP) X v v v v 4/4 (100%) Moderate
Muscle relaxants X v v v v 4/5 (80%) Moderate
(Acute LBP) X X v X v 2/4 (50%) Moderate
(Chronic LBP) X v X v v 3/4 (75%)
Antibiotics X X - - 2/4 (0%) (Against) Moderate (Against)
Herbal medicines v - - 1/3 (33.3%) NR

2 From Oliveira 2018.*

“v* = The guideline recommended (considering) the approach. “X“ = The guideline recommended against the approach. “-“= The guideline judged the evidence insufficient to justify a
recommendation on the approach. “” The guideline did not mention the approach.
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Management: invasive

Among guidelines that considered invasive options for management of LBP, there
were inconsistencies in recommendations regarding non-surgical options.

There are many different types of spinal injections performed for LBP, including facet
joint injections of anaesthetic or steroid, medial branch blocks of local anaesthetic,
intradiscal therapy using steroids or NSAIDs, prolotherapy, and trigger point
injections of local anaesthetics and a steroid, or botulinum toxin.> Four of the five
guidelines that considered spinal injections recommended against them.5 8 17.23 The
German guideline included a blanket recommendation against all percutaneous
procedures for non-specific LBP.22 The UK and Belgian guidelines recommended
against all spinal injections with the exception of radiofrequency denervation (treated
separately, see next paragraph).> 8 The NSW model of care only considered
corticosteroid spinal injections, and recommended against their use in the primary
care setting."’

For radiofrequency denervation, two guidelines recommended it be considered “for
people with chronic LBP with suspected facet joint pain when: non-surgical evidence-
based multimodal management has not worked for them, and the main source of
pain is thought to come from structures innervated by the medial branch nerve and
they have moderate or severe levels of localised back pain (rated as 5 or more on a
numeric rating scale (NRS 0- 10)) at the time of referral.”® & The Canadian guideline
found insufficient evidence to recommend for or against radiofrequency denervation.
Three guidelines recommended that epidural steroid injections could be considered
for sub-acute LBP in some cases.> & 21

Most of the included guidelines focused on non-surgical management options. There
were two that considered surgical options in some detail: the Belgian guideline, which
was largely based on the UK (NICE) guideline.® Unsurprisingly, recommendations
regarding surgical management were the same in the two guidelines. Both
recommended against spinal fusion and disc replacement for LBP, and
recommended that spinal decompression could be considered “for people with
sciatica when non-surgical treatment has not improved pain or function and their
radiological findings are consistent with sciatic symptoms.” 8
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Table 5: Recommendations of clinical guidelines for management of LBP: invasive, non-surgical and surgical

Recommendation for AUS BEL CAN DEN GER UK UK USA USA USA % agreement Highest level of

management (NSwW) 2017%@  2015* 2017® 2017* (NICE) (SIGN) (ACP) (ACOEM) (VA/DoD) evidence cited
2016 20162 2019 20172 2019 2017

Spinal injections® X X - X X 4/5 (80%) (Against) Moderate (Against)

Radiofrequency v - X v 2/4 (50%) Moderate

denervation (for chronic

LBP)

Epidural steroid injections v v X v 3/4 (75%) Moderate

(for subacute LBP)

Surgery X - X X 3/4 (75%) (Against) Experts (Against)

Spinal decompression v v 2/2 (100%) Low

Spinal fusion X X 2/2 (100%) (Against) Low (Against)

Disc replacement X X 2/2 (100%) (Against) Low (Against)

2 From Oliveira 2018.*

b facet joint injections of anaesthetic or steroid, medial branch blocks of local anaesthetic, intradiscal therapy using steroids or NSAIDs, prolotherapy, and trigger point injections of local
anaesthetics and a steroid, or botulinum toxin

“v“ = The guideline recommended (considering) the approach. “X“ = The guideline recommended against the approach. “-“= The guideline judged the evidence insufficient to justify a
recommendation on the approach. “” The guideline did not mention the approach.
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3.2 Evidence from systematic revi

The literature search identified 232 syste

KPH

ews

matic reviews published since 2015 related

to diagnosis or management of LBP, as well as guidelines and reviews of guidelines

included in the previous section, and revi
(see Figure 1).

ews of indicators included in section 3.4

Records identified through
database searching

Additional records identified
through other sources

(n=4,936) (n=29)
v v
Records after duplicates removed

(n=2,965)

v
Records screened R Records excluded

(n=2,965) " (n=2,303)

v
Full-text articles assessed Full-text articles excluded,
for eligibility > with reasons
(n=662) (n=358)

l

guidelines, 3

(n =304: 1 review of reviews, 13 reviews of guidelines, 25

Eligible studies

1 reviews of indicators, 235 reviews of interventions in
236 articles)

l

Reviews of interventions included
in best-evidence synthesis

(n=60)

Figure 1: PRISMA flow diagram’
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As this is a rapid review, we provide here a summary of the best available evidence
on each diagnosis or management modality, presenting the most recent/highest
quality systematic reviews, and provide evidence on broader categories of
management types rather than focussing on comparisons of specific techniques.
Note that many eligible systematic reviews were assessed as being of critically low-
quality using the AMSTAR-2 tool (see Appendix B); in many cases this was due to a
failure to include an explicit statement that the review methods were established prior
to the conduct of the review, and to provide a list of excluded studies and justify the
exclusions. We accessed supplementary material and protocols where publicly
available, but it is possible that additional material may exist in unpublished form, and
it is therefore unclear to what extent each critically low-quality appraisal reflects
failings in reporting, or failings in the actual conduct of the reviews.

Diagnosis

Imaging

Guidelines consistently discourage imaging unless serious pathology is suspected or
it is likely to change management, as it has not been shown to provide health
benefits for LBP patients.® In addition to this, a recent systematic review found
imaging in LBP may be associated with higher medical costs, increased healthcare
utilization and more absence from work.*°

A recent high-quality review focussing on MRI found insufficient high-quality evidence
to recommend the use of MRI to identify patients with LBP or sciatica who respond
better to particular interventions.*’

Screening and stratification

Systematic reviews summarising the evidence base for screening and stratification
tools were of low quality. Two examined the performance of commonly used
screening tools, the STarT Back tool (SBST) and the Orebro Musculoskeletal Pain
Screening Questionnaire (OMPSQ), and found that they perform poorly at assigning
higher risk scores to individuals who develop chronic pain than to those who do not,
but are better at predicting poor disability outcomes and prolonged absenteeism.*2 43

Guidelines commonly list “red flags” for underlying pathologies, which are
recommended for use in guiding diagnosis and management.?” However, there is an
absence of evidence for their accuracy. A review of 13 red flags endorsed in a total of
16 guidelines published between 2000 and 2015 and 2 extra red flags not endorsed
in any guideline, found that only 5 red flags had accuracy data from 2 or more
studies, with only 2 (“history of malignancy” and “strong clinical suspicion”)
considered to have acceptably high diagnostic accuracy for underlying malignancy.?®
Diagnostic clinical predication rules and clinical examination tests are similarly
lacking in evidence of accuracy.** 4°
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Table 6: Key systematic reviews to inform diagnosis (imaging)

Review Topic Diagnosis Search Included Review Conclusions

dates trials quality
Lemmers Imaging for LBP LBP -Oct 2017 N=14 (n=6 Critically Direct costs increase for patients undergoing X-ray (moderate-
201940 RCTs) low quality evidence). Early MRI may lead to an increase in costs

(low-quality evidence). Performing MRI or imaging (MRI or CT)
is associated with an increase in healthcare utilization (e.g.,
future injections, surgery, medication, etc.) (moderate-quality
evidence). Performing X-ray or MRI is associated with an
increase in healthcare utilization (low-quality evidence). No
significant differences between X-ray or MRI groups compared
with non-imaging groups on absence from work (moderate-
quality evidence). However, significantly greater mean absence
from work in the MRI groups in comparison with the non-imaging
groups (low-quality evidence).

Steffens Magnetic resonance LBP/sciatica -20 Jun N=8 RCTs High Review included studies which had used methods capable of

20164 imaging (MRI) 2015 identifying whether patients with a specific MRI finding had a
different treatment effect than those without the MRI finding or
with a different MRI finding. Although individual trials suggested
that some MRI findings might be effect modifiers for specific
interventions, none of these interactions were investigated in
more than a single trial. As such, no recommendation for or
against the use of MRI was made.
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Table 7: Key systematic reviews to inform diagnosis (screening and stratification)

Review

Diagnosis

Search
dates

Included
trials

Review
quality

KPH %

Conclusions

Lheureux STarT Back (SBST) LBP 1997-10 N=28 Critically low  The OMPSQ best predicted a Pain NRS >= 3 at 3 months and at
201943 and Orebro (OMPSQ) Oct 2017 6 months. The SBST and the OMPSQ are comparable to predict
screening tools an Oswestry Disability Index >= 30% at 6 months. A single study
showed no difference between the SBST and the OMPSQ to
predict absenteeism >= 30 days at 6 months. The two
questionnaires cannot be compared for “global recovery”
outcomes.
Karran Performance of Acute or -Jun 2016 N=18 Critically low SBST: performance for discriminating pain outcomes at follow-
201742 screening instruments subacute up was ‘non-informative’ and ‘acceptable’ for discriminating
LBP disability outcomes. OMPSQ: performance was ‘poor’ for
discriminating pain outcomes, ‘acceptable’ for disability
outcomes, and ‘excellent’ for absenteeism outcomes.
Verhagen Diagnostic accuracy of LBP -Jul 2016 N=7 Critically low  Of 13 red flags endorsed in a total of 16 guidelines and 2 extra
201728 red flags for red flags not endorsed in any guideline, only 5 red flags had
malignancy accuracy data from 2 or more studies, with only 2 (“history of
malignancy” and “strong clinical suspicion”) considered to have
acceptably high diagnostic accuracy for underlying malignancy.
Haskins Diagnostic clinical LBP -Jul 2013 N=15 Critically low 13 diagnostic CPRs for LBP have been derived. Only 1 tool for
20154 prediction rules identifying lumbar spinal stenosis and 2 tools for identifying
inflammatory back pain have undergone validation. Most
diagnostic CPRs for LBP are in their initial development phase
and cannot be recommended for use in clinical practice.
Hartvigsen Clinical examination for LBP -Jun 2012 N=49 Critically low  Associations between clinical tests and outcomes (subsequent
201545 prognosis pain, disability, return to work, use of health care services or

medication, or global improvement) inconsistent between
studies. In more than one third of the tests, there was no
evidence of the tests being associated with the outcome(s). Only
two clinical tests demonstrated a consistent association with at
least one of the outcomes: centralization and non-organic signs.
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Management: non-invasive, non-pharmacological

Based on the evidence, guidelines consistently recommend non-invasive, non-
pharmacological options as the first line of management of LBP."? Systematic review
evidence broadly supported this approach. Outcomes measured vary, but most
commonly included pain and/or function/disability measured using a number of
common scales (Visual Analog Scale (pain intensity), Numerical Rating Scale (pain
intensity), Oswestry disability questionnaire, Roland-Morris disability score, Quebec
disability score) as well as a smaller number of reviews reporting on global
recovery/improvement, mental health outcomes, quality of life, adverse events, and
health service utilisation.

Education/self-management

There is some evidence for reassurance education in primary care, particularly when
delivered by the primary care physician/GP.4¢ One review summarized the evidence
for care delivery by telephone, including delivery of advice, education, behaviour
modification treatment, and ongoing support, and found that telephone-based
interventions reduce pain and disability in patients with spinal pain compared to usual
care, but telephone plus face-to-face interventions are no more effective than usual
care or face-to-face interventions alone.*’

Self-management interventions typically combine group education with exercise; a
low-quality review found moderate-quality evidence that self-management programs
have a moderate effect on pain intensity, and small to moderate effect on disability.*®
The “Back School” program is an example of a self-management intervention, with a
combination of exercises and education, where lessons are given to groups of
patients, supervised by a physical therapist or medical specialist. A high-quality
review found only low to very low-quality evidence, so could draw no conclusions
about the effectiveness of this type of intervention, although results of included
studies tended to show no difference or only trivial differences in pain and disability.*°

Education through mass media campaigns appears to be associated with positive
effects on general public and health provider beliefs about LBP, but results for
disability behaviour and health service utilisation are mixed.*°

Exercise

A high-quality review conducted to inform the development of the American College
of Physicians 2017 guideline found small to moderate effects on LBP and function
associated with different types of exercise, including exercise overall, motor control
exercise, tai chi, and yoga (see Table 9).5" A more recent review and network meta-
analysis of exercise interventions for non-specific chronic LBP found low-quality
evidence that different forms of exercise were most effective in achieving specific
outcomes.®? The review found that pilates was the most effective treatment for pain,
stabilisation/motor control and resistance training were the most effective treatments
for physical function and resistance, and aerobic exercise training was the most
effective treatment for mental health. The analysis also found that exercise training
may also be more effective than therapist hands-on treatment. Physical activity may
also be of benefit for older people with non-specific chronic LBP.53
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Orthotics

No high-quality reviews were identified relating to the use of orthotics for the
management of LBP. A recent low-quality review found that at best there was low-
quality evidence for no significant difference in disability, pain, or quality of life
associated with wearing unstable shoes.>* Two other low-quality reviews found
evidence from a small number of studies suggesting reductions in discomfort and
improved quality of life associated with lumbar support,®® and reductions in pain and
disability associated with custom foot orthotics.5®

Manual therapies

While there are high-quality reviews that summarise the evidence for different
manual therapies, including spinal manipulation,®!- % massage,’'- %8 and muscle
energy technique,?® in general the quality of research relating to these types of
interventions is poor, with small studies at high risk of bias, with mixed results and
only isolated small positive effects.

Acupuncture

Recent reviews have found moderate-quality evidence for significant improvements
in pain reduction, at least in the short term, but less evidence for improvements in
function.5: 60

Electrotherapies

No high-quality reviews were identified relating to the use of electrotherapies for the
management of LBP. Reviews of the evidence for transcutaneous electrical nerve
stimulation (TENS) found that there was no difference in pain relief or functional
disability outcomes compared with control treatment for acute® or chronic®? LBP.
Another review found no high-quality evidence to suggest that therapeutic ultrasound
improves pain or quality of life for patients with chronic non-specific LBP.®3 There was
moderate-quality evidence to support a clinically important benefit in low level laser
therapy in the short term, for some participants (with shorter duration of back pain).4

Psychological therapies

There is some evidence to suggest small reductions in pain associated with
psychological therapies such as Cognitive Behavioural Therapy added to physical
therapy/exercise in management of chronic LBP.5". 65 66

Combined physical and psychological therapies

Multidisciplinary biopsychosocial rehabilitation (MBR) is an integrated intervention
that involves at least 2 of the following components: physical, psychological, social,
and occupational, and is delivered by health professionals from at least two different
backgrounds. Several systematic reviews investigated the evidence for this model of
care and found that MBR was an effective model of care for treating chronic LBP.5":
67-71 Recent high-quality reviews found low- to moderate-quality evidence that MBR
was associated with moderate improvements in pain and small improvements in
functional disability.%'- 8® An additional high-quality review of 41 RCTs found similar
results, but cautioned that the improvements in pain are only observed in the short-
and medium-term.57. 68
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Table 8: Key systematic reviews to inform non-invasive, non-pharmacological management: self-management/education

Review Topic Diagnosis  Search Included Review Conclusions
dates trials quality
Traeger Patient education in Acute, sub- -Jun 2014 N=14 RCTs Critically low There is moderate- to high-quality evidence that patient
201546 primary care acute LBP and non- education in primary care can provide long-term reassurance for
RCTs patients with acute or subacute LBP. Interventions delivered by
physicians were significantly more reassuring than those
delivered by other primary care practitioners (eg, physiotherapist
or nurse).
O’Brien Telephone-based Acute, -May 2018 RCTs, and High Moderately confident that telephone-based interventions reduce
201847 chronic non- pain and disability in patients with spinal pain compared to usual
LBP r=RCTs. care, but telephone plus face-to-face interventions are no more
N=2 acute, effective than usual care or face-to-face interventions alone.
n=4 chronic
Suman Mass media LBP -17 Dec N=18 Low All studies evaluating LBP beliefs in the general public detected
2020%° campaigns 2019 positive effects. Health care provider beliefs also consistently
improved. Results for behavioural outcomes (disability behaviour
and health utilization) were mixed and appeared dependent on
campaign characteristics and local context.
Du 201748 Self-management Chronic -Jun 2015 N=13 RCTs Critically low There is moderate-quality evidence that SMP have a moderate
programs (SMP) LBP effect on pain intensity, and small to moderate effect on
disability.
Parreira Back schools Chronic -15 Nov N=30 RCTs High Due to the low- to very low-quality of the evidence for all
20174° non- 2016 and quasi- treatment comparisons, outcomes, and follow-up periods
specific RCTs investigated, it is uncertain if Back School is effective for chronic
LBP LBP. Although the quality of the evidence was mostly very low,
the results showed no difference or a trivial effect in favour of
Back School.
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Table 9: Key systematic reviews to inform non-invasive, non-pharmacological management: Exercise

Review Topic Acute, Search Included Review Conclusions
sub-acute, dates trials quality
chronic
Owen Exercise training Non- -May 2019  N=89 Low Low-quality evidence that pilates (for pain), stabilisation/motor
2019%2 specific control and resistance training (physical function and
chronic resistance), and aerobic exercise training (mental health) are the
LBP most effective treatments for each outcome. Exercise training
may also be more effective than therapist hands-on treatment.
Chou 2017%" 9 nonpharmacologic Acute, sub- Jan 2008-  N=11 High All evidence is low strength unless specified
options inc. exercise, acute, Feb 2016  systematic Chronic LBP: effect sizes
mind—body chronic reviews, Exercise (vs. usual care):
interventions (yoga, tai  non- n=99 RCTs Pain: Small (moderate strength)
chi) radicular Function: Small (moderate strength)
LBP Motor control (vs. minimal intervention):
Pain: Moderate; Function: Small
Tai chi vs. wait list or no tai chi:
Pain: Moderate; Function: Small
Yoga vs. usual care:
Pain: Moderate; Function: Moderate
Yoga vs. education:
Pain: Small/none; Function: Small/none
Acute LBP
Exercise (vs. usual care):
Pain: No effect; Function: No effect
Vadala Physical activity (in Non- -Mar 2019  N=12 (n=7 Critically low Low-quality evidence: post-treatment data showed a trend in the
2020%3 older people) specific RCT) improvement for disability and pain.
chronic
LBP
Arnold Early (within 30 days) Acute LBP  -May 2018 N=11 Critically low Five out of 6 studies that compared early PT to delayed PT
201972 physical therapy (PT) found that early PT reduces future HSU. Random effects meta-
analysis indicated a significant reduction in opioid use, spine
injection, and spine surgery. Five studies compared early PT to
usual care and reported mixed results.
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Acute, Included Review Conclusions

sub-acute, trials quality
chronic

Shi 201873 Aquatic exercise LBP -Nov 2016 N=8 RCTs Critically low Results showed a relief of pain and physical function after
aquatic exercise. However, there was no significant
effectiveness with regard to general mental health in aquatic

group.
Wieland Yoga Chronic -11 May N=12 High?® Yoga compared to non-exercise controls results in small to
201774 non- 2016 moderate improvements in back-related function at three and six
specific months (low to moderate-quality evidence). Yoga may also be
LBP slightly more effective for pain at three and six months, however the

effect size did not meet predefined levels of minimum clinical
importance. It is uncertain whether there is any difference between
yoga and other exercise for back-related function or pain, or
whether yoga added to exercise is more effective than exercise

alone.
Saragiotto Motor control exercise Chronic -Apr 2015 N=29 RCTs Low5/High””  MCE has a clinically important effect compared with a minimal
201678 (MCE) intervention (very low- to low-quality evidence). MCE has a clinically

important effect compared with exercise plus EPA (very low- to low-
quality evidence). MCE provides similar outcomes to manual
therapies (moderate- to high-quality evidence) and provides similar
outcomes to other forms of exercises (low- to moderate-quality
evidence).
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Table 10: Key systematic reviews to inform non-invasive, non-pharmacological management: Orthotics

Review Topic Diagnosis  Search Included Review Conclusions
dates trials quality

Bai 20195 Unstable shoes Chronic -Jun 2019 N=5 Critically low  No significant difference in disability, pain or quality of life (very

LBP low- to low-quality evidence).
Dissanguan  Lumbar support LBP -Dec 2017 N=8 (n=6 Critically low Reduced discomfort and improved quality of life associated with
2018% RCTs) the use of lumbar support.
Hogan Custom foot orthotics Chronic 2005-Nov ~ N=3 (n=1 Critically low  Significant reductions in patient-reported pain and disability
2016%¢ LBP 2014 RCT) (moderate-quality evidence).
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Table 11: Key systematic reviews to inform non-invasive, non-pharmacological management: Manual therapies

Review Diagnosis  Search Included Review Conclusions

dates trials quality
Rubenstein Spinal manipulative Chronic -4 May N=47 RCTs High SMT has similar effects to other recommended therapies for
201957 therapy (SMT) LBP 2018 short term pain relief and a small, clinically better improvement

in function (moderate-quality evidence). Compared with non-
recommended therapies SMT results in small, not clinically
better effects for short term pain relief and small to moderate
clinically better improvement in function (high-quality evidence).
In general, results were similar for the intermediate and long
term outcomes as were the effects of SMT as an adjuvant

therapy.
Chou 2017%" 9 nonpharmacologic Acute, sub- Jan 2008-  N=11 High All evidence is low strength unless specified
options inc. spinal acute, Feb 2016  systematic Chronic LBP: effect sizes
manipulation, massage  chronic reviews, Spinal manipulation vs. sham: Pain: No effect; Function: Unable to
non- n=99 RCTs estimate
radicular Spinal manipulation vs. inert: Pain: Small effect
LBP Massage vs. usual care: Pain: No effect; Function: Unable to
estimate
Acute LBP
Spinal manipulation vs. sham: Pain: Unable to estimate; Function:
Small

Spinal manipulation vs. inert: Pain/Function: No effect

Furlan Massage Acute, -Aug 2014 N=25 High7& 79 Improvements in pain outcomes with massage only for short-

201558 subacute, term follow-up. Functional improvement was observed in
chronic participants with sub-acute and chronic LBP when compared
LBP with inactive controls, but only for short-term follow-up. (Low- to

very low-quality evidence)

Franke Muscle energy Non- -May 2014 N=12 RCTs  High”® The quality of research related to testing the effectiveness of
2015%° technique (MET) specific MET is poor. Studies are generally small and at high risk of bias
LBP due to methodological deficiencies. Studies conducted to date

generally provide low-quality evidence that MET is not effective
for patients with LBP.
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Table 12: Key systematic reviews to inform non-invasive, non-pharmacological management: Acupuncture

Review Topic Acute, Search Included Review Conclusions

sub-acute, dates trials quality

chronic
Xiang Acupuncture Nonspecific -Dec 2016 N=14 Low Statistically significant differences in pain reduction between
2020°%° LBP acupuncture and sham or placebo therapy immediately after

acupuncture treatment, but there were no differences in function.
Significant differences in pain reduction at follow-up, but not in
function (moderate-quality evidence).

Chou 2017%" 9 nonpharmacologic Acute, sub-  Jan 2008-  N=11 High All evidence is low strength unless specified

options: acupuncture acute, Feb 2016  systematic Chronic LBP: effect sizes
chronic reviews, Acupuncture vs. sham: Pain: Moderate; Function: No effect

non- n=99 RCTs Acupuncture vs. none: Pain: Moderate (moderate strength)
Function: Moderate (moderate strength)

radicular

LBP
Acute LBP

Acupuncture vs. sham: Pain: Small; Function: No effect
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Table 13: Key systematic reviews to inform non-invasive, non-pharmacological management: Electrotherapies

Review Diagnosis  Search Included Review Conclusions
dates trials quality
Binny Transcutaneous Acute LBP  -May 2018 N=3 Critically low  One low-quality trial provides low-quality evidence that ~30 min
2019681 Electrical Nerve treatment with TENS in an emergency-care setting provides
Stimulation (TENS) clinically worthwhile pain relief for moderate to severe acute LBP

in the immediate term compared with sham TENS. Two other
studies which administered a course of TENS over 4-5 weeks,
in more usual settings provide inconclusive evidence.

Wu 201862 TENS Chronic -Jun 2014  N=12 Critically low The efficacy of TENS was similar to that of control treatment for
back pain providing pain relief. Other types of nerve stimulation therapies
(NSTs) were more effective than TENS in providing pain relief.
TENS was more effective than control treatment in improving
functional disability only in patients with follow-up of less than 6
weeks. There was no difference in functional disability outcomes
between TENS and other NSTs.

Noori 2019%  Ultrasound Chronic -2018 N=6 RCTs Critically low  Only three of six studies found significant improvement at the
non- end of treatment in only one of several pain scales when
specific therapeutic ultrasound was compared with placebo or exercise
LBP only. Sham (placebo) ultrasound also provided significant

improvement in pain intensity. There is no high-quality evidence
that therapeutic ultrasound improves pain or quality of life in
patients with CNLBP.

Glazov Low level laser therapy  Chronic -Aug 2014 N=15 Low’” A clinically important benefit in low level laser therapy for
20164 non- CNLBP in the short term, which was only seen following higher
specific laser dose interventions and in participants with a shorter
LBP duration of back pain (moderate-quality evidence).
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Table 14: Key systematic reviews to inform non-invasive, non-pharmacological management: Psychological therapies

Review Diagnosis  Search Included Review Conclusions
dates trials quality
Zhang Group-based Chronic -Feb 2018 N=13 Critically low Long-term follow-up evaluations (=12 mos) showed large and
2019¢%6 physiotherapy-led LBP significant effect sizes. Sub-group analysis indicated that
behavioral GPBPIs group had greater short-, intermediate-, and long-term
psychological pain reduction than wait list or usual care. Compared with other
interventions (GPBPIs) active treatments, GPBPIs showed a small but significant long-
term pain reduction in patients with chronic LBP.
Hajihasani Cognitive Behavioral Chronic -Jan 2018  N=10 Low’” Although CBT + physical therapy (PT) was found to be superior
201968 Therapy (CBT) LBP to PT for pain, disability, quality of life, and functional capacity

variables in some of the included studies, no extra benefit from
CBT was documented in other investigations. The included
studies also failed to show any advantage of CBT + PT over PT
in reducing depression, and PT was even found to be superior to
CBT + PT in one high-quality study.

Chou 20175" 9 nonpharmacologic Acute, sub-  Jan 2008-  N=11 High All evidence is low strength unless specified
options inc. acute, Feb 2016 systematic Chronic LBP: effect sizes
psychological therapies  chronic reviews, Operant therapy vs. wait list: Pain: Small; Function: None
non- n=99 RCTs Cognitive-behavioral therapy vs. wait list:
radicular Pain: Moderate; Function: No effect
LBP
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Table 15: Key systematic reviews to inform non-invasive, non-pharmacological management: Combined physical and psychological therapies

Review Diagnosis  Search Included Review Conclusions
dates trials quality
Salathe Multidisciplinary Chronic Jan 2010- N=13 RCTs, Critically low MBR is an effective treatment for nonspecific LBP (moderate to
20187° biopsychosocial non- Jan 2017 prospective/ large effect sizes/p values in pain reduction, reduction in
rehabilitation specific retrospective functional disability), but there is room for improvement in cost-
LBP studies, cost effectiveness and impact on sick leave, where the evidence was
analyses less compelling.
Marin Multidisciplinary Sub-acute -13 Jul N=9 RCTs High People with subacute LBP who receive MBR will do better than if
2017%° biopsychosocial LBP 2016 they receive usual care, but it is not clear whether they do better
rehabilitation than people who receive some other type of treatment. Mainly
low to very low-quality evidence.
Chou 2017%" 9 nonpharmacologic Acute, sub- Jan 2008-  N=11 High All evidence is low strength unless specified
options inc. acute, Feb 2016  systematic Muiltidisciplinary rehabilitation vs. none
multidisciplinary chronic reviews, Pain: Moderate effect; Function: Small effect
rehabilitation non- n=99 RCTs Multidisciplinary rehabilitation vs. usual care:
radicular Pain: Moderate/small effect (moderate strength)
LBP Function: Small effect (moderate strength)
Van Erp Multidisciplinary Chronic -1 Dec N=7 RCTs Low’” MBR interventions more effective than education/advice and as
201971 biopsychosocial non- 2015 effective as physical activity interventions. MBR interventions
rehabilitation specific with a clear focus on psychosocial factors (understanding pain,
LBP unhelpful thoughts, coping styles, and goal setting) seem most
promising.
Kamper Multidisciplinary Chronic -Feb 2014 N=41 RCTs  High MBR interventions more effective than usual care (moderate-
2015°%8 biopsychosocial LBP quality evidence) and physical treatments (low-quality evidence)
Gianola rehabilitation in decreasing pain and disability. Highly recommended for
201867 reducing pain in the short- and medium-term but cannot be

recommended for long-term pain reduction since the benefit
decays rapidly.
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Management: non-invasive, pharmacological

A recent high-quality review of systemic pharmacologic therapies for LBP8° was used
as the basis for the recommendations on pharmacological management in the
American College of Physicians’ (ACP) 2017 guideline.® A more recent review of
recommendations on the pharmacological management of non-specific LBP in
primary care?® identified reviews that represented the best available evidence (most
recent review of at least moderate quality) available for anti-depressant use,®°
opioids,®' NSAIDs,?? paracetamol,®? anticonvulsants,® and muscle relaxants as at
May 2018.8% These reviews are summarised in Tables 16-19, along with a small
number of more recent relevant reviews.

NSAIDs

The results from the most recent high-quality review of the evidence including 32
RCTs® were similar to the review on which the ACP guideline was based®?: there is
moderate/high-quality evidence for small short-term reductions in pain and disability,
but review authors express caution in that improvements are small and probably not
clinically relevant.

Paracetamol

No relevant review more recent than that used as the basis for the ACP guideline®
was identified; that review found high-quality evidence for no difference between
paracetamol and placebo in pain or disability, quality of life, function, global
impression of recovery, or sleep quality.

Opioids

The most recent high-quality review found very low to low-quality evidence that
opioids can provide clinically relevant pain relief and reduction of disability, and
suggests that opioids remain a treatment option for the long-term management of
some carefully selected and monitored patients with CLBP, if the drug can induce a
clinically relevant improvement of pain and/or function with an acceptable tolerability

and safety.®” These results and conclusions are similar to the previous best available
evidence used to inform the ACP guideline.?!

Anticonvulsants

The most recent review found high-quality evidence that anti-convulsants were not
effective to reduce pain or disability in LBP or lumbar radicular pain, and were
associated with an increased risk of adverse events.?8 This does not change the
conclusions from the earlier review used as the basis for the ACP guideline.84

Muscle relaxants

No relevant review more recent than that used as the basis for the ACP guideline®
was identified; that review found high-quality evidence that muscle relaxants provide
short-term clinically significant pain relief for acute LBP.

Antidepressants

No relevant review more recent than that used as the basis for the ACP guideline®
was identified; that review found moderate-quality evidence for small improvements
in pain and function associated with duloxetine, but also moderate-quality evidence
for no effect of tricyclic antidepressants or SSRIs.
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Table 16: Key systematic reviews to inform non-invasive, pharmacological management: NSAIDs

Review Diagnosis Search Included Review quality Conclusions
dates trials

Chou Systemic Acute or Jan 2007- N=46 RCTs High®® New evidence found that nonsteroidal anti-inflammatory drugs
201780 pharmacologic chronic Nov 2016 had smaller benefits for chronic LBP than previously observed.

therapies including nonradicular For effective interventions, pain relief was small to moderate

NSAIDs or radicular and generally short-term; improvements in function were

LBP generally smaller.

Van der NSAIDs Acute -7 Jan N=32 RCTs High NSAIDs slightly more effective in short-term (< 3 weeks)
Gaag 2020 reduction of pain intensity than placebo (moderate-quality
202086 evidence). Slightly more effective for short-term improvement in

disability (high-quality evidence). Magnitude of effects is small
and probably not clinically relevant. Slightly more effective for
short-term global improvement (low-quality evidence), but
substantial heterogeneity. No clear difference in adverse events
when using NSAIDs (very low-quality evidence). No clear
difference between the proportion of participants who could
return to work after seven days (very low-quality evidence).

Rasmussen- NSAIDs Sciatica 24 Jun N=10 High Pooled mean difference showed comparable pain reduction in

Barr 2017%° 2015 the NSAIDs and placebo groups (high heterogeneity, very low-
quality evidence). NSAIDs are more effective than placebo
regarding global improvement (low-quality evidence). NSAIDs
are no more effective than placebo on disability (very low-
quality evidence). Risk for adverse effects is higher in the
NSAID group than for placebo (low-quality evidence).

Machado NSAIDs Acute or N=35 RCTs High (best NSAIDs reduced pain and disability, but provided clinically
201782 chronic available unimportant effects over placebo. Six participants needed to be
spinal pain evidence for treated with NSAIDs, rather than placebo, for one additional
NSAIDs as at participant to achieve clinically important pain reduction.
May 201826) NSAIDs increased the risk of gastrointestinal reactions.
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Table 17: Key systematic reviews to inform non-invasive, pharmacological management: acetaminophen (paracetamol)

Review Diagnosis Search Included Review quality Conclusions
dates trials

Chou Systemic Acute or Jan 2007- N=46 RCTs High®® New evidence found that acetaminophen was ineffective for
201780 pharmacologic chronic Nov 2016 acute LBP.

therapies including nonradicular

acetaminophen or radicular

(paracetamol) LBP
Saragiotto Paracetamol Non-specific N=2 High (best For acute LBP, no difference in pain or disability between
201683 LBP (acute) available paracetamol and placebo at 1 week, 2 weeks, 4 weeks, and 12

evidence for weeks (high-quality evidence). Paracetamol has no effect on

paracetamol as  quality of life, function, global impression of recovery, and sleep

at May 20182%)  quality for all included time periods (high-quality evidence). No
significant differences between paracetamol and placebo for
adverse events, patient adherence, or use of rescue
medication. No trials were identified evaluating patients with
subacute or chronic LBP.
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Table 18: Key systematic reviews to inform non-invasive, pharmacological management: opioids

Review Diagnosis Search Included Review quality Conclusions
dates trials
Chou Systemic Acute or Jan 2007- N=46 RCTs High®® For opioids, evidence remains limited to short-term trials
201780 pharmacologic chronic Nov 2016 showing modest effects for chronic LBP; trials were not
therapies including nonradicular designed to assess serious harms. For effective interventions,
opioids, tramadol and  or radicular pain relief was small to moderate and generally short-term;
tapentadol LBP improvements in function were generally smaller.
Petzke Opioids Chronic Oct 2013- N=21 RCTs High Opioids provided no clinically relevant pain relief, but a
202087 LBP May 2019 reduction of disability compared to placebo in studies with a

parallel and cross-over design (very low to low-quality
evidence). There were no clinically relevant harms with regard
to the drop out rate due to adverse and serious adverse events
by opioids compared to placebo in these studies.

Opioids provided a clinically relevant pain relief, but not a
clinically relevant reduction of disability compared to placebo in
studies with an enriched enrolment randomized withdrawal
design (very low to low-quality evidence). There were also no
clinically relevant harms with regard to the drop out rate due to
adverse and serious adverse events by opioids compared to
placebo in these studies.

Abdel Opioids Chronic -Sep N=20 RCTs Critically low There was moderate-quality evidence that opioid analgesics

Shaheed back pain 2015 (best available  reduce pain in the short term, however clinically important pain

20168 evidence for relief was not observed within the dose range evaluated (40.0-
opioids as at 240.0-mg morphine equivalents per day).

May 201826)
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Table 19: Key systematic reviews to inform non-invasive, pharmacological management: other

Review Topic Diagnosis Search Included Review quality Conclusions
dates trials
Chou Systemic Acute or Jan 2007- N=46 RCTs High®® (best New evidence found that benzodiazepines were ineffective for
201780 pharmacologic chronic Nov 2016 available radiculopathy. Skeletal muscle relaxants are effective for short-
therapies including nonradicular evidence for term pain relief in acute LBP but caused sedation. Systemic
antidepressants, or radicular anti- corticosteroids do not seem to be effective. For effective
skeletal muscle LBP depressants as interventions, pain relief was small to moderate and generally
relaxants, at May 20182%)  short-term; improvements in function were generally smaller.
benzodiazepines, Evidence is insufficient to determine the effects of antiseizure
corticosteroids, and medications.
antiseizure
Enke 2018%  Anticonvulsants Nonspecific  -Dec N=9 RCTs Low Anti-convulsants not effective to reduce pain or disability in LBP
(topiramate, LBP, 2017 or lumbar radicular pain; e.g., no effect of GB vs. placebo on
gabapentin (GB) or  sciatica or chronic LBP in the short term or for lumbar radicular pain in the
pregabalin (PG)) neurogenic immediate term (high-quality evidence). The lack of efficacy is
claudication accompanied by increased risk of adverse events from use of
of any GB, for which the level of evidence is high.
duration
Shantanna Anticonvulsants CLBP of 3 -20 Dec N=8 Low GB compared with placebo showed minimal improvement of
20178 months or 2016 (best available ~ Pain. PG compared with other types of analgesic medication
more evidence for showed greater improvement in the other analgesic group.
anticonvulsants Studies using PG as an adjuvant were not pooled due to
as at May heterogeneity, but the largest of them showed no benefit of
20182%) adding PG to tapentadol. No deaths or hospitalizations
reported. The following adverse events were more commonly
reported with GB than placebo: dizziness; fatigue; difficulties
with mentation; and visual disturbances. Number needed to
harm with 95% CI for dizziness, fatigue, difficulties with
mentation, and visual disturbances were 7, 8, 6, and 6
respectively. GRADE evidence quality very low for dizziness
and fatigue, low for difficulties with mentation, and moderate for
visual disturbances. Functional and emotional improvements
were reported by few studies and were not significant.
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Review Topic Diagnosis Search Included Review quality Conclusions
dates trials
Abdel Muscle relaxants LBP -Oct 2015 N=15 Critically low Muscle relaxants provide clinically significant pain relief in the
Shaheed (best available  short term for acute LBP (high-quality evidence). There was no
201788 evidence for as information on long-term outcomes. The median adverse event
at muscle rate in clinical trials for muscle relaxants was similar to placebo.
relaxants May There is no evidence for the efficacy of benzodiazepines in
201826) LBP. For chronic LBP, the efficacy of muscle relaxants is
largely unknown. Prolonged use of these medicines in LBP
cannot be guided by trial evidence.
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Management: invasive, non-surgical

Spinal injections

A recent high-quality review of 25 RCTs found that epidural corticosteroid injections
were probably slightly more effective than placebo in the short term at reducing leg
pain and disability in patients with lumbosacral radicular pain, although treatment
effects were small and potentially not clinically important.® A previous high-quality
review which included 78 RCTs relating to epidural injections for LBP found similar
results for radiculopathy, including that there was no effect on long-term risk of
surgery.®?2 The same review found limited evidence suggesting that epidural
corticosteroid injections are not effective for spinal stenosis or nonradicular back
pain. An additional 13 RCTs relating to facet joint injections were included, and
provided limited evidence suggesting these are not effective for presumed facet joint
pain.

Radiofrequency denervation

A recent review including 15 RCTs found that radiofrequency neurotomy was
associated with significantly greater improvement in disability, pain, and quality of life
compared with controls among patients with chronic lumbar/sacroiliac joint pain.%
The review noted however that there was significant heterogeneity in the included
evidence, and was itself rated as of critically low-quality due to a lack of a priori
design and list of excluded studies with reasons.

Adhesiolysis

Two low-quality reviews found evidence for the effectiveness of percutaneous
adhesiolysis in managing central lumber spinal stenosis® and chronic refactory low
back and lower extremity pain.®>
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Table 20: Key systematic reviews to inform invasive, non-surgical management

Review Conclusions

quality

Included
trials

Search
dates

Review

Diagnosis

Oliveira Epidural corticosteroid Lumbosacral  -25 Sep N=25 High Epidural corticosteroid injections were probably slightly more
2020°" injections radicular pain 2019 effective compared to placebo in reducing leg pain at short-term
follow-up (moderate-quality evidence). For disability, epidural
corticosteroid injections were probably slightly more effective
compared to placebo in reducing disability at short-term follow-
up (moderate-quality evidence). The treatment effects are small,
however, and may not be considered clinically important by
patients and clinicians (i.e. MD lower than 10%).
Chou Epidural, facet joint, LBP -Oct 2014 N=92 RCTs High Epidural corticosteroid injections for radiculopathy were
2015% and sacroiliac (lumbosacral (78 epidural associated with immediate improvements in pain and might be
corticosteroid radiculopathy, injections, associated with immediate improvements in function, but
injections spinal 13 facet benefits were small and not sustained, and there was no effect
stenosis, joint on long-term risk of surgery. Limited evidence suggested that
nonradicular injections, 1 epidural corticosteroid injections are not effective for spinal
back pain, or sacroiliac stenosis or nonradicular back pain and that facet joint
chronic joint corticosteroid injections are not effective for presumed facet
postsurgical injections. joint pain. There was insufficient evidence to evaluate
back pain) effectiveness of sacroiliac joint corticosteroid injections.
Chen Radiofrequency Chronic -Mar 2019 N=15RCTs Critically Significantly greater improvement in ODI scores, pain scores
2019% neurotomy lumbar and low and QoL measured by EQ-5D for RF neurotomy compared with
sacroiliac controls; however, significant heterogeneity.
joint pain Subgroup analyses: RF neurotomy significantly greater
improvement in ODI scores compared with sham treatment.
RF significantly greater improvement in pain scores compared
sham treatment or medical treatment.
For pain in the sacroiliac joint and in lumbar facet joints, RF
neurotomy achieved a significantly greater improvement in ODI
score and pain scores. The ODI score and pain score were
improved after 2 months of follow up in the analyses stratified
by follow-up duration.
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Diagnosis Search Included Review Conclusions
dates trials quality
Manchikanti ~ Percutaneous Chronic LBP  1966-Jun  N=2 RCTs Low The results showed Level Il evidence for short-term and long-
2019% adhesiolysis secondary to 2019 and 4 term improvement in pain and function with application of
lumbar observational percutaneous adhesiolysis in managing central lumbar spinal
central spinal studies stenosis.
stenosis
Helm 2016%  Percutaneous and Chronic 1966-Sep  Percutaneous: Critically Based upon 7 randomized controlled trials showing efficacy,
endoscopic refractory 2015 N=7 RCTs, 3 low with no negative trials, there is Level | or strong evidence of the
adhesiolysis low back and observational. efficacy of percutaneous adhesiolysis in the treatment of
lower Endoscopy: chronic refractory low back and lower extremity pain.
extremity N=1 RCT, 3 . . ) )
pain observational. Based upon one hlgh-quallty ranFjomlzed controllgd trial, there
is Level Il to Il evidence supporting the use of spinal
endoscopy in treating chronic refractory low back and lower
extremity pain.
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Management: surgical

A low-quality review of 24 RCTs published in 2016 found that considered together,
surgical management techniques for sciatica were associated with better outcomes
in the short term for disc herniation, and for spondylolisthesis and spinal stenosis at
short and long term.®¢ No analysis of the effectiveness of individual techniques was
conducted, however (including spinal decompression, fusion, and discectomy).

Spinal decompression

No recent reviews comparing spinal decompression with usual care or other
management options were identified. The NICE recommendation that spinal
decompression be considered for people with sciatica when non-surgical treatment
has not improved pain or function and their radiological findings are consistent with
sciatic symptoms is based on a review of evidence from nine RCTs and four cohort
studies, all of low to very low quality.®

We did not review the comparative effectiveness of methods for discectomy. The
NICE guideline notes there is controversy surrounding the choice of methods, and
suggests that this be determined by the individual surgeon and by clinical
appropriateness.®

Spinal fusion

A high-quality Cochrane review found no significant differences in pain relief or
disability reduction for fusion in addition to decompression surgery, compared with
decompression alone — which was associated with significantly less perioperative
blood loss, and required shorter operations.®”

A review of systematic reviews of lumbar spine fusion published in 2018 included 60
reviews published between 2005 and 2017, of which 33 compared fusion to non-
operative care for LBP and/or degenerative spine conditions.®® Three of the included
reviews were moderate quality; the remainder were assessed as being of low to
critically low quality. Most included the same set of four trials. The most recent
included review®® (of critically low quality) included n=6 relevant RCTs (n=609
participants), and found that lumbar fusion was not superior to an intensive,
structured exercise and CBT program at reducing pain at 1 year or disability at 1-2
years. Another critically low-quality review'® included an additional favourable trial in
their meta-analysis, and also reported no benefit of fusion in reducing disability. The
most recent included review of moderate quality was published in 2009, and
therefore was not included in the current search. That review also concluded that
there was ‘fair’ evidence for no benefit of fusion.

Disc replacement

One review of critically low quality found evidence from a mixed-treatment
comparison for a small difference favouring total disc replacement (TDR) over
exercise and cognitive behavioural therapy (CBT), although the review included only
one trial that compared TDR and exercise/CBT directly.%

The NICE recommendation that disc replacement surgery should not be offered to

people with LBP is based on a review of evidence from five RCTs and two cohort
studies, all of low to very low quality.®
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KPH %

Conclusions

Review Diagnosis  Search Included trials Review

dates quality
Fernandez Surgery: Sciatica -15 May N=12 Low
2016% microdiscectomy, 2013

open discectomy
fluoroscopic-guided
percutaneous disc
decompression for
disc herniation;
decompressive
laminectomy,
posterior-lateral
fusion for
spondylolisthesis;
partial or total
laminectomy, medial
facetectomy,
discectomy,
osteophyte removal,
hypertrophic
ligament removal or
fusion for spinal

In the short term, surgery provided better outcomes than
physical activity for disc herniation: disability, leg pain and back
pain; for spondylolisthesis: disability, leg pain, and back pain
and spinal stenosis: disability, leg pain and back pain. Long-
term and greater than 2-year post-randomisation results
favoured surgery for spondylolisthesis and stenosis, although
the size of the effects reduced with time. For disc herniation, no
significant effect was shown for leg and back pain comparing
surgery to physical activity.

stenosis.
Machado Surgery Lumbar -16 Jun N=24 RCTs High
2016% (decompression spinal 2016

surgery, interspinous stenosis

process spacer

devices)

For the effects of fusion in addition to decompression surgery,
no significant differences in pain relief at long-term, or in
disability reduction in the long-term. Decompression alone had
significantly less perioperative blood loss and required shorter
operations. For interspinous process spacer devices compared
with conventional bony decompression, similar reductions in
pain and disability.
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Diagnosis Included trials Review Conclusions

quality

At present, decompression plus fusion and interspinous process
spacers have not been shown to be superior to conventional
decompression alone.

Wang Lumbar surgery (disc Chronic Jan 1970- N=6 RCTs Critically Pooled data revealed that, compared with surgical treatment,
2016100 prosthesis, lumbar LBP Dec 2013  (n=5 lumbar low nonsurgical treatment was associated with better Oswestry
fusion) fusion) Disability Index scores. Both groups had similar Visual

Analogue Scale and Emotional Distress Scale scores as well as
General Function Scores.

Rihn 2017 Lumbar fusion; total Chronic 1990-Jan N=12 RCTs: 5 Critically On the basis of mixed-treatment comparison, with respect to
disc replacement LBP 2014 TDR vs. low?® ODI change scores, the pooled mean difference favoring fusion
(TDR) fusion; 1 TDR over exercise and CBT was 2.0 points. The pooled mean
VS. exercise difference favoring TDR over exercise and CBT was 6.4 points.
and CBT; 5 The pooled mean differences favoring TDR over fusion was 4.4
fusion vs. points.
exercise and TDR may be the most effective treatment.
CBT; 1 fusion
vs physical
therapy
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3.3 Health care delivery for lower back pain in Australia

We searched websites of Commonwealth, State and Territory health departments
and additional websites listed in the methods section for policies, reports and papers
relating to:

e Variation in health care delivery and outcomes for lower back pain in Australia.
This might include health care delivery outcomes for lower back pain including
patient experience, clinical outcomes, and use of health care resources [e.g.
length of stay, cost, health service utilisation]

e Contributors to variations in care, including service models, patient preferences or
clinical knowledge or skills.

e Descriptions or evaluations of programs or interventions used to improve health
care delivery and outcomes for lower back pain.

National

Medicare Benefits Schedule Review Taskforce: Imaging

The Diagnostic Imaging Clinical Committee — Low Back Pain conducted a review in
2016."°' The review found:
1. Patients with recent onset non-specific LBP do not need imaging.

2. Unnecessary imaging of the lower back is being requested by primary health care
practitioners (high level of multiple imaging, by wide variations in imaging by
geographical region and by evidence from the BEACH study showing requests for
imaging for more than 25% of general practice patients with initial presentations of
LBP)

3. While the published literature does not reveal a clear benefit for Magnetic Resonance
Imaging (MRI) over computed tomography (CT) in terms of diagnostic accuracy for
patients presenting with LBP, expert consensus suggests that MRI offers better
sensitivity and specificity and a superior safety profile.

4. Improvements could be made in the application of individual modalities for imaging of
LBP

5. There are significant variations, by state and region, of requesting for individual
modalities

6. There was insufficient evidence to inform an economic analysis of the use of the
available modalities in the primary care setting

Based on these findings, the Working Group recommended:

1. Consider GP-requested MRI of the lumbar-sacral spine, for defined indications, with
strategies for ensuring appropriate requesting by clinicians.

2. Consider limiting CT requesting by GPs.

3. Consider amending item descriptors to clarify the indications for low back imaging for
each modality. In particular, plain x-rays of lower back could be limited to suspected
fracture or inflammatory spondyloarthritis.

4. Limit use of multi-region radiography of the spine and, in particular, three or four area
imaging on the same day.
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NPS MedicineWise: Imaging

NPS MedicineWise provides resources and advice for health professionals who work
with patients with LBP. They recommend against imaging, and provided clinicians
with their own data for referrals for lumbosacral X-rays and CT scans, benchmarked
against their peers, in a 2018 initiative designed to reduce unnecessary imaging. In
line with most current guidelines, they also recommend:
o “Arisk stratification approach can help reduce the risk of a patient developing
chronic pain and disability.
e Education, reassurance and advice to stay active is first-line therapy for all
patients. Medicines have a limited role, but can be an adjunct to support activity.”

ACSQHC: Imaging

The First Australian Atlas of Healthcare Variation (2015) found that “the number of
MBS-funded services for CT imaging of the lumbar spine across 320 local areas
ranged from 209 to 2,464 per 100,000 people. The number of services was 11.8
times higher in the area with the highest rate compared to the area with the lowest
rate. The average number of services varied across states and territories, from 720
per 100,000 people in the Northern Territory, to 1,407 in New South Wales.”(p.92)°2

ACSQHC: Surgery

The Second Australian Atlas of Healthcare Variation (2017) found that “the number of
hospitalisations for lumbar spinal decompression across 322 local areas ranged from
30 to 156 per 100,000 people aged 18 years and over. The rate was 5.2 times as
high in the area with the highest rate compared to the area with the lowest rate. The
number of hospitalisations varied across states and territories, from 53 per 100,000
people aged 18 years and over in the Australian Capital Territory and the Northern
Territory to 103 in Western Australia.”(p.259)'% For lumbar spinal fusion, the number
of hospitalisations “ranged from 10 to 69 per 100,000 people aged 18 years and
over. The rate was 6.9 times as high in the area with the highest rate compared to
the area with the lowest rate. The number of hospitalisations varied across states
and territories, from 12 per 100,000 people aged 18 years and over in the Northern
Territory to 41 in Tasmania.”(p.271)"3

Central Australian Rural Practitioners Association (CARPA) manual

The CARPA treatment manual is reported to be commonly used in Aboriginal
Medical Centres for pain management.'®* It does not provide specific guidance for
back pain, but provides recommendations for managing acute, nerve and chronic
pain. Recommendations are:

e Aim to treat the cause of pain: Includes reassuring person, managing anxiety
about pain, encouraging active self-management, physical activity (if safe) and
appropriate medicine.

¢ Pharmacological pain relief dependent on pain level and acuteness:

o Acute/mild: paracetamol, ibuprofen if needed

o Acute/moderate: paracetamol-codeine

o Acute/severe: morphine

o Nerve pain: Tricyclic antidepressants/anti-convulsants/SNRI
antidepressants. Medical consult for advice to change treatment.

o Chronic: Address psychosocial issues, analgesics (not strong opioids),
exercise and behavioural change, hospital assessment by pain specialists.
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While the encouragement of active self-management and physical activity is in line
with current guidelines, the recommendations on the provision of pharmacotherapy
are different to those commonly provided for LBP?: paracetamol is recommended as
a first line therapy, despite the evidence that this is ineffective for LBP, and NSAIDs
are recommended only as an adjunct therapy, instead of first choice analgesics.
While there are cautions around the use of opioids, they are not framed as a last
resort option for specific patients when all other options have failed, unlike in most
LBP guidelines.

National Strategic Action Plan for Pain Management

The Australian Government Department of Health produced this national strategic
action plan in 2019.'%5 A companion document prepared by Pain Australia outlines
the evidence base for the plan.’® The plan includes lower back pain, which it notes is
the leading cause of disability worldwide. In line with current guidelines, the plan
recommends patient-centred interdisciplinary assessment and pain care, which
minimises the reliance on prescribing pain medications for chronic pain. In particular,
it advocates for a biopsychosocial approach, with multidisciplinary teams including a
physician, clinical psychologist or psychiatrist, physiotherapist or other allied health
professional such as occupational therapist, pharmacist and may include a dietician
and social worker or counsellor. Nurses are also an important part of the
multidisciplinary team. The plan notes evidence from the Electronic Persistent Pain
Outcomes Collaboration: “Patient outcomes of 60 pain services in Australia and New
Zealand that apply interdisciplinary approaches are showing significant reductions in
medication use and 75% of patients improved mental health or reduced interference
in the quality of life caused by their pain.”(p.11)'

Among the actions to achieve the goals in the plan, is to develop national clinical
guidelines on pain and support for health providers to provide best practice pain
management. The plan also includes developing best practice ‘models of care’ to
provide pathways for pain management in all communities, even those without pain
services.

A companion document to the plan prepared by Pain Australia provides a stocktake
of existing initiatives implemented by state and territory governments, primary health
networks, and other key bodies (Australian Pain Society, Faculty of Pain Medicine,
Pain Management Research Institute).'%”

State-based initiatives

Several state-based initiatives exist relating to the management of LBP, although
many of these date from before the search period for this review.

The NSW Model of Care for the management of people with acute LBP is included in
international reviews of clinical practice guidelines for LBP and in the section on
guidelines earlier in this report.'”” An earlier NSW initiative from the Therapeutic
Assessment Group provides prescribing guidelines for LBP for primary care
clinicians.'® In line with current guidelines, these recommend assessment of red and
yellow flags, referral to a multidisciplinary treatment program for chronic LBP, and
limited use of opioids. However, paracetamol is supported as first line therapy for
acute LBP, and the use of NSAIDs as first line therapy is not recommended.
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South Australia developed a series of recommendations and tools to support LBP
care in 2011."%9 Clinical decision tools and resources provide guidance including:
e Assess red and yellow flags.
e Imaging (preferably MRI) only when serious underlying condition suspected or
pain present for more than 4-6 weeks and severe enough to consider surgery.
e Provide reassurance and education.
o Encourage to stay active and avoid bed rest.
e Prescribe paracetamol and short-term NSAIDs, if poorly controlled can consider
addition Tramadol or Panadeine Forte or short-term opioid.
e Structured exercise or manual therapy or acupuncture may be worthwhile for sub-
acute LBP.
e Refer to psychologist for CBT if yellow flags predominant.

Western Australia has a model of care for spinal pain prepared in 2009.""°© The model
of care is principally centred around recommending self-management of spinal pain,
with information, advice and facilities provided by health services, the voluntary
sector and other agencies. Self-management should include a multidisciplinary
assessment and management plan, group education and training, and slow and
steady weaning from over-reliance on medication. The Western Australian model of
care notes local initiatives to improve care for people with spinal pain, including “Back
to Activity” group education and exercise delivered by physiotherapists, and hospital-
based physiotherapy triage and multidisciplinary assessment to reduce surgeon
referrals.

In Victoria, a new, primary care-based specialist service was first trialled in 2014-15
for assessing and managing LBP referrals to public hospitals.'" The service ordered
far fewer MRI scans than traditional spinal surgical clinics, with associated cost-
savings and high patient and staff satisfaction. The pilot service was awarded a
further grant from DHHS to mentor other hospitals to implement similar projects.

The MyBackPain.org website, produced by Arthritis Australia and the University of
Queensland is a consumer-facing website that provides information on acute and
chronic LBP, including tailored advice and videos on imaging and management:
including exercise, medication, and multidisciplinary treatment.
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3.4 Indicators for care improvement for lower back pain

We scanned the peer-reviewed and grey literature for audits, indicators and data
collection mechanisms to support the measurement of care improvement for lower
back pain. Note that this scan focussed on indicators specific to LBP, and not general
patient experience or outcomes. The indicators listed here should be considered in
conjunction with non-condition specific indicators such as general PREMs and
PROMs such as treatment satisfaction, satisfaction with care, HRQoL, and health
status assessments,''? and general indicators for primary health care such as
indicators of accessibility, appropriateness, acceptability, effectiveness, coordination
of care, continuity of care and safety.!'®

Indicators from guidelines

Most of the guidelines did not include indicators to support the measurement of care
improvement for lower back pain. The UK’s NICE provides a baseline audit tool
which services can use to track implementation of the guidance.® The tool lists each
recommendation, and provides fields for each for services to note their current
activity, and actions needed to implement recommendations that have not yet been
met. Three other guidelines provided monitoring indicators (see Table 22).

Table 22: Monitoring indicators from high-quality guidelines

Guideline Recommendations

Australia The number of people who present to their GP or emergency department for the first time with Acute low
(NSW)' back pain (ALBP).
The number of people who participate in a person-focussed needs assessment leading to development
of an appropriate and agreed care plan consistent with the Model of Care (MoC) for ALBP.

The number of people participating in a review of their progress and adjustment of the care plan, as
appropriate to their needs, by 12 weeks after the initial assessment.

Improved primary care satisfaction in treating ALBP.

Patient satisfaction with their experience of participation in the care provided according to this MoC.

Canada?' Changes in physician behaviour including:
* improvement in assessing red flags
« reduction in inappropriate ordering of diagnostic imaging tests
* increase in provision of appropriate education and reassurance to patients
* reduction of inappropriate recommendations regarding sick leave, bed rest, and continuing activity
* increase in provision of correct recommendations for steroids, antidepressants, and muscle relaxants
« reduction of inappropriate prescription of passive physiotherapy and injection therapy
* increase in provision of appropriate recommendations for spinal manipulation

* increase in the appropriate prescription of physiotherapy, active rehabilitation, and patient self-
management programs

* increase in the appropriate referral of patients to multidisciplinary pain clinics
* reduction in recommendations for traction

« reinforcement of the correct use of and adherence to guidelines for history taking and physical
examination; prescribing of non-steroidal anti-inflammatory drugs (NSAIDs) and acetaminophen; and
administration of heat and ice, therapeutic ultrasound, and massage therapy

UK The number of patients presenting with chronic pain
(SIGN)3® The number of patients using analgesics to manage chronic pain who receive an annual review
The number of patients on opioids and gabapentinoids who receive an annual review of their medications

The number of patients on >180 mg/day morphine or equivalent referred for specialist assessment
The number of patients referred for self-management.
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Indicators from peer-reviewed literature

Core outcome set for research and clinical practice

Several reviews and discussions of outcome measures for LBP were identified
through the peer-reviewed literature search including a series of papers from a recent
initiative4-122 to update an early core outcome set for LBP for research and clinical
practice.'?® The research group was international and multidisciplinary, and included
researchers, clinicians, and patient representatives. The group first engaged in a
consensus process to determine the core outcome domains: physical functioning,
pain intensity, health-related quality of life (HRQoL), and number of deaths.'"®
Second, the group reviewed the measurement properties of all recommended
instruments for these domains in patients with LBP (see Appendix E), highlighting
evidence in support of each tool and identifying limitations.!'4 117.119. 121 Based on
these reviews, and through the multi-round Delphi consensus process, a core
outcome set was agreed upon (see Table 23)."14. 115

Table 23: Core outcome measurement instruments for clinical trials in nonspecific LBP (Chiarotto
2018, p.490)""*

Core outcome Instrument Free of charge? Availability
domain
Physical Oswestry Disability Yes for not funded https://eprovide.mapi-trust.org/instruments/
functioning Index version 2.1a academic users; no for oswestry-disability-index
(ODI 2.1a) funded academic and

commercial users

24-item Roland http://www.rmdg.org/download.htm

Morris Disability Yes
Questionnaire
(RMDQ-24)
Pain intensity Numeric Rating Yes Included as supplemental content at
Scale (NRS): LBP http://links.lww.com/PAIN/A511

intensity over the
past week (0=no
pain, 10=worst

imaginable pain)

Health-related Short Form Health No, costs are established https://campaign.optum.com/optum-

quality of life Survey 12 (SF12) on a per study basis outcomes/ what-we-do/health-surveys/sf-
10-item PROMIS Yes 12v2-health-survey.html
Global Health http://www.healthmeasures.net/administrator/
(PROMIS-GH- components/com_instruments/uploads/
10) Global%20Health%20Scale%20v1.2%

2008.22.2016.pdf

No. of deaths A simple statement Yes
on the number of
deaths occurring in
the trial

Indicators from grey literature

We searched national and international websites as listed in the methods section for
audits, indicators and data collection mechanisms to support the measurement of
care improvement for lower back pain.
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LBP care: NICE quality standard

The NICE guideline reviewed in previous sections® has an associated quality
standard that includes quality indicators for monitoring and audit.?*

Table 24: Quality indicators for NICE quality standard for acute LBP care’?*

Quality statement Indicators

Primary care services have an
approach to risk stratification for
people® presenting with a new episode
of LBP with or without sciatica.

Structure: Evidence of a locally defined approach to risk stratification and of
systems in place to make staff aware of the approach.

People with LBP with or without
sciatica do not have imaging
requested by a non-specialist service
unless serious underlying pathology is
suspected.

Structure: Evidence of local arrangements for people with LBP with or
without sciatica to be referred for specialist opinion.

Structure: Evidence of local protocols outlining serious underlying pathology
in relation to presentations of LBP with or without sciatica.

Process: Proportion of people with LBP with or without sciatica who have
imaging requested by a non-specialist service when no serious underlying
pathology is suspected.

People with LBP with or without
sciatica are given advice and
information to self-manage their
condition.

Structure: Evidence of local arrangements to ensure that staff have access
to information and the knowledge needed to signpost to other services for
people with LBP with or without sciatica.

Process: Proportion of people with LBP with or without sciatica who are
given advice and information to self-manage their condition.

Outcome: # of repeat GP appointments for people with LBP with or without
sciatica.

Outcome: Levels of satisfaction amongst people with the management of
their LBP with or without sciatica.

People are not given paracetamol
alone, anticonvulsants or
antidepressants to LBP without
sciatica.

Structure: Evidence of local arrangements to ensure that no GP
prescriptions include paracetamol alone, anticonvulsants or antidepressants
to treat people with LBP without sciatica unless the person has other
indications for those medicines.

Process: Proportion of people with LBP without sciatica, who are given
anticonvulsants and have no other indications for them.

Process: Proportion of people with LBP without sciatica, who are given
antidepressants and have no other indications for them.

Process: Proportion of people with LBP without sciatica, who are given
paracetamol alone and have no other indications for it.

Outcome: Number of medicines-related adverse events for people with LBP
without sciatica.

People are not given opioids to treat
chronic LBP without sciatica.

Structure: Evidence of local arrangements to ensure that no GP
prescriptions include opioids to treat people with chronic LBP without
sciatica unless they have other indications for those medicines

Process: Proportion of people who are given opioids to treat chronic LBP
without sciatica and have no other indications for them.

Outcome: Number of opioids-related adverse events for people with chronic
LBP without sciatica.

People do not have spinal injections
for LBP without sciatica with the
exception of radiofrequency
denervation for people who meet the
criteria.

Structure: Evidence of local arrangements to ensure that spinal injections
are not given to people to treat LBP without sciatica, with the exception of
radiofrequency denervation for people who meet the criteria.

Process: Proportion of people who have spinal injections for LBP without
sciatica who meet the criteria for radiofrequency denervation.

#Throughout this table, “people” refers to the target group of young people and adults (aged over 16 years)

LBP care: Health Quality Ontario quality standards

Health Quality Ontario published quality standards for acute LBP care in January
2019, together with associated quality indicators (see Table 25).1%°
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Table 25: Quality indicators for Health Quality Ontario quality standards for acute LBP care'?®

Domain Quality statement Indicators

1. Clinical People with acute LBP who seek primary care receive a Process: # days from when people with LBP seek primary care to when they receive a

Assessment prompt comprehensive assessment comprehensive assessment from their primary care provider
Process: % of people with acute LBP who are referred to a spine-focused provider for any of the
following: 1. Unmanageable disabling back or leg pain, 2. Limitations from back pain that are
ongoing and substantial, 3. Symptoms that worsen with physical activity and exercise
Structural: Local availability of rapid access clinics for people with LBP

2. Diagnostic People with acute LBP do not receive diagnostic imaging Process: % of people who seek physician or emergency department care for acute LBP who

Imaging tests unless they present with red flags that suggest undergo diagnostic imaging (x-ray, CT scan, MRI, bone scan) of the spine

serious pathological disease

3. Patient Education
and Self-
Management

People with acute LBP are offered education and ongoing
support for self-management that is tailored to their needs.

Process: % of people with acute LBP who receive education and ongoing support for self-
management

Outcome: % of people with acute LBP who report feeling confident about self-managing their
LBP

4. Maintaining Usual
Activity

People with acute LBP are encouraged to stay physically
active by continuing to perform activities of daily living, with
modification if required.

Process: % of people with acute LBP who have documented discussions in their medical record
about staying physically active by continuing activities of daily living, with modifications if
required

Process: % of people with acute LBP who have documented discussions in their medical record
about continuing work or returning to work, with appropriate modifications

Process: # days from when people with acute LBP take a leave of absence from work to when
they return to work

5. Psychosocial
Information and
Support

People with acute LBP who have psychosocial barriers to
recovery (yellow flags) identified during their
comprehensive assessment are offered further information
and support to manage the identified barriers.

Outcome: % of people with acute LBP with identified psychosocial barriers to recovery who
report that their health care professional has given them information and support to manage their
identified psychosocial barriers

6. Pharmacological

People with acute LBP whose symptoms do not adequately

Process: % of people with acute LBP whose symptoms are not improving with

Therapies improve with physical activity, education, reassurance, and | nonpharmacological therapies (physical activity, education, reassurance, and self-management
self-management support are offered information on the support) who are given information by their health care provider on the risks and benefits of
risks and benefits of nonopioid analgesics to improve nonopioid analgesics for their acute LBP
mobility and function. Process: % of people who seek physician or emergency department care for acute LBP who are

prescribed an opioid medication

7. Additional People with acute LBP whose symptoms do not adequately | Process: % of people with acute LBP whose symptoms do not adequately improve with physical

Nonpharmacological
Therapies

improve with physical activity, education, reassurance, and
self-management support are offered information on the
risks and benefits of additional nonpharmacological
therapies to improve mobility and function.

activity, education, reassurance, and self-management support who receive one or more
additional nonpharmacological therapies
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LBP care: CareTrack Australia

CareTrack is part of a National Health & Medical Research Council (NHMRC)
program grant that examined the appropriateness of the care provided in Australia,
for 22 common conditions including LBP.'2¢ Ten indicators for LBP care were
developed based on clinical indicators sourced from the USA and refined and ratified
by Australian rheumatologists.

e Patients presenting with LBP had their medical history documented at
presentation

e Patients presenting with LBP had a physical examination performed and
documented at presentation

e Patients presenting with LBP had been asked about/ assessed for spine fractures
(trauma, history of previous fracture, prolonged use of steroids)

e Patients presenting with LBP had been asked about/ assessed for cancer (history
of cancer, unexplained weight loss, immunosuppression)

e Patients presenting with LBP had been asked about/ assessed for infection
(fever, IV drug use)

e Patients presenting with LBP had a neurological examination performed —
(strength, sensation and reflexes in lower limbs)

e Patients presenting with LBP had been asked about/ assessed for Cauda equina
syndrome which involves one of the following: acute onset of urinary retention,
overflow incontinence, loss of anal sphincter tone, faecal incontinence, saddle
anaesthesia

e Patients with acute LBP were NOT prescribed any of the following medications:
dexamethasone; other oral steroids; colchicine; or antidepressants

e Patients with acute LBP DID NOT receive any of the following treatments:
transcutaneous electrical nerve stimulation (TENS), lumbar corsets and support
belts, spinal traction

e Patients with acute LBP were NOT advised to rest in bed

Pain
The University of Wollongong Electronic Persistent Pain Outcomes Collaboration
aims to improve the quality of outcomes and services for people experiencing chronic
pain. The ePPOC dataset'?” consists of five levels of linked information for
standardised recording of care by pain management services — Patient, Episode,
Pathway, Service Event and Patient-Reported Outcome Measures. The PROMs
include:
e pain description (frequency);
e rating of overall change following treatment at the pain management service;
¢ rating of change in physical abilities following treatment at the pain management
service;
e work status and productivity (hours missed from work due to pain, effect of pain
on work productivity);
o utilisation of health services for pain over past three months (GPs, specialists,
allied health, ED, hospital admissions, diagnostic tests;
¢ intensity of pain (worst, least, on average, right now);
e interference of pain in past week with: general activity, mood, walking ability,
normal work, relations with other people, sleep, enjoyment of life;
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e DASS21 (depression, anxiety, stress);
¢ Pain self-efficacy;

e Pain catastrophising;

o Medication use.

The Australian Government Department of Health National Strategic Action Plan for
Pain Management (2019)'%® also intends in 2018-21 to “Develop a broad national
approach to assessment and monitoring, involving an integrated suite of validated
assessment and monitoring tools for chronic pain use by GPs, practice nurses etc.
across Australia, that combines existing best practice assessment techniques and
the sociopsychobiomedical approach. This includes consideration of assessment and
monitoring tools for priority population groups, e.g. CALD, Indigenous Australians,
children and young people.”(p.16)

Imaging

The Canadian Institute for Health Information provided their methodology for
monitoring unnecessary imaging for LBP. Rate of imaging was defined as the rate of
patients with at least one diagnostic image (defined by billing code data for X-rays,
CT scans and MRI scans) within 3/6/12 months of a family physician visit for LBP
(identified by ICD-9 diagnosis codes), excluding patients with codes for red flags (e.g.
cancer, neurological problems, specific infections, vertebral compression fractures.'?8

Opioids
The New Zealand Health Quality and Safety Commission New Zealand has opioid
Quality and Safety Markers (QSMs):129
e Process 1: Percentage of patients with documented sedation scores
e Process 2: Percentage of patients with documented bowel function monitored
e Balance: Percentage of patients with uncontrolled pain
e Outcome: Percentage of patients with opioid-related adverse drug events
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Appendix A: AGREE quality appraisal tools

The AGREE-REX includes two evaluation statements for each item: one to assess
overall quality (required) and one to asses suitability for use (optional). All items are
rated using a 7-point scale (1 [lowest quality] to 7 [highest quality]). It also includes
two overall assessment statements to apply to the whole guideline (again, one
required and one optional).

Item 1. Evidence In order for recommendations to be of high quality, they should be based on a
thorough review of the quality and results of the available evidence. In formulating the
recommendations and developing the guideline, the following issues should be addressed:

Criteria

* The guideline assesses any risk of bias related to the study designs of the supporting evidence.
* The guideline describes the consistency of the results (i.e., similarity of results across studies).
* The guideline addresses the directness of the evidence (i.e., addresses the exact interventions,
populations and outcomes of interest) to the clinical/health problem.

* The guideline indicates the precision of the results (e.g., width of confidence intervals of individual
studies or meta-analyses).

* The guideline describes the magnitude of the benefits and harms.

* The guideline assesses the likelihood of publication bias.

* The guideline addresses the possibility of confounding factors (if applicable).

* The guideline indicates the dose-response gradient (if applicable).

Item 2. Applicability to Target Users This item evaluates the degree to which the
recommendations are applicable to the guideline’s target users’ practice context. In formulating the
recommendations and developing the guideline, the following issues should be addressed:

Criteria:
* The guideline addresses a clinical/health problem that is relevant to the intended target user(s).
* There is an alignment between
o target user’s scope of practice and targeted patients/populations.
o target user’s scope of practice and recommended actions.
o the direction of the recommendations (i.e., in favour of or against a particular action) and the
trade-offs between harms and benefits.
o the definitiveness or strength of the recommendations and the trade-offs between harms and
benefits.

Item 3. Applicability to Patients/Populations This item assesses the extent to which the
anticipated outcomes of the recommended action are relevant for, and valued by, the intended
patients/populations. In formulating the recommendations and developing the guideline, the
following issues should be addressed:

Criteria:

* The guideline includes outcomes that are relevant to the targeted patients/populations. These
outcomes are often referred to as patient important outcomes, patient centered outcomes, patient
reported outcomes, or patient experience.

o Relevant outcomes were considered in the development of the evidence base.

o Recommended actions have the potential to impact outcomes relevant to patients/populations
(e.g., improve desirable patient-relevant outcomes, mitigate undesirable patient-relevant
outcomes).

* The guideline reports how the importance of outcomes to patients was determined.
* The guideline describes how to tailor recommendations for application to individual (or subsets of)
patients or populations (e.g., based on age, sex, ethnicity, comorbidities).

Item 4. Values and Preferences of Target Users Values and preferences of target users refers to
the relative importance that the target users of the guidelines (e.g., health care providers, policy-
makers, administrators) place on the outcomes of interest (e.g., survival, adverse effects, quality of
life, cost, convenience). Target user values and preferences are important to consider during the
guideline development process because they influence whether the recommendations are
acceptable and adopted into practice. In formulating the recommendations and developing the
guideline, the following issues should be addressed:

Criteria
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* Values and preferences of guideline target users, as it relates to the recommended actions, have
been sought and considered.

* Factors related to target user acceptability of the recommended actions have been considered
(e.g., the acceptability of learning new clinical skills or the need to adapt current routine).

* The guideline differentiates between recommended actions for which clinical flexibility and
individual patient tailoring is more appropriate in the decision-making process and those for which it
is less appropriate.

* The guideline describes the range of recommended actions that are acceptable to the clinical
community, including the preferred option (if relevant), and describing why it is the preferred choice.

Item 5. Values and Preferences of Patients/Populations Values and preferences of
patients/populations refers to the relative importance that the recipients of the recommended
actions place on the outcomes of interest (e.g., survival, adverse effects, quality of life, cost,
convenience). Patient or population values and preferences are important to consider during the
guideline development process because they influence whether the recommendations are
acceptable and adopted into practice. In formulating the recommendations and developing the
guideline, the following issues should be addressed:

Criteria:

+ Values and preferences of the target population (including patients, family and caregivers, if
appropriate) have been sought and considered.

* Factors related to patient/population acceptability of the recommended actions have been
considered (e.g., motivation, ability to achieve outcomes, expectations, perceived effectiveness).

* The guideline differentiates between recommended actions for which patient choice and/or values
are likely to play a large part in the decision-making process and those for which they are likely to
play a small role.

* The guideline states whether tools to assist in patient decision-making would be beneficial.

Item 6. Values and Preferences of Policy/Decision-Makers Values and preferences of
policy/decision-makers refers to the relative importance that policy stakeholders place on the
outcomes of interest (e.g., survival, adverse effects, quality of life, cost, convenience). The values
and preferences of policy stakeholders can affect the implementation of guideline recommendations
in the health care system (e.g., provision of resources or funding to support the recommended
actions). In formulating the recommendations and developing the guideline, the following issues
should be addressed:

Criteria:

« Information about the needs of policy and decision-makers has been sought and considered in the
formulation of the recommendations.

 The impact of the recommendations on policy and system-level decision-making has been
considered in the formulation of the recommendations.

 The impact of the recommendations on health equities has been considered in the formulation of
the recommendations.

 The guideline describes where changes to policy should be made to align with the
recommendations.

Item 7. Values and Preferences of Guideline Developers Values and preferences of guideline
developers refers to the relative importance that developers place on the outcomes of interest (e.g.,
survival, adverse effects, quality of life, cost, convenience). Guideline developer values can
influence the selection of outcomes of interest, the choice of guideline development methods, the
approach to integrating varying stakeholder perspectives, and the interpretation of the balance
between benefits and harms. In formulating the recommendations and developing the guideline, the
following issues should be addressed:

Criteria:

* There is a clear description of the values and preferences that guideline developers brought to the
development process.

* There is a clear description of how guideline developer values and preferences influenced their
interpretation of the balance between benefits and harms.

» The method used to integrate values and preferences, including when they differ between
stakeholders (e.g., target users, patients/population, policymakers), is described.

Item 8. Purpose Practice guidelines can be developed to achieve several implementation goals,
such as to influence health care decisions, to promote discussion in the clinical encounter, to
provide rationale to create or refine clinical policy, or to identify actions that reflect clinical or
population health goals. In formulating the recommendations and developing the guideline, the
following issues should be addressed:
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Criteria:

* The guideline recommendations align with the implementation goals of the guideline (e.g., for
advocacy, policy change, etc.).

* The anticipated impacts of recommendation adoption on individuals (e.g., patients, populations,
target users), organizations, and/or systems are described.

Item 9. Local Application and Adoption This item assesses the suitability of the guideline
recommendations for the setting, patients/population, and/or the health care system in which they
are being implemented. Guidelines that include advice or tools and resources to facilitate the
implementation of the recommendations are easier to adopt in practice. In formulating the
recommendations and developing the guideline, the following issues should be addressed:

Criteria: * The guideline describes the types and degree of change required from current practice.
* The guideline differentiates between recommendations for which local adaptation may be more or
less relevant.
* The guideline articulates relevant factors important to its successful dissemination.
* The guideline developers considered the issues that can influence the adoption of the
recommendations and provided tools and/or advice for guideline implementers related to: o How to
tailor recommendations for the local setting.
o Resource considerations needed to implement the recommendations (e.g., human resources,
equipment) and their associated costs.
o Economic analysis (e.g., cost-effectiveness or cost-utility) of recommended actions (if
appropriate).
o Competencies and/or training of personnel required to implement the recommended actions.
o Data required to implement and monitor the adoption of recommended actions.
o Strategies to overcome barriers related to provider acceptability and/or patient/population
and/or policy acceptability of the recommended actions.
o Criteria that can be used to measure recommendation implementation and quality
improvement.

OVERALL

1. 1 would recommend these guideline recommendations for use in the appropriate context.
Yes

Yes, with modifications

No

2. 1 would recommend these guideline recommendations for use in my context (optional).
Yes

Yes, with modifications

No

Page 76 of 275



Appendix B: AMSTAR 2 quality appraisal tool

KPH %

Domains marked * are considered critical domains by the authors of the AMSTAR 2.

1. Did the research questions and inclusion criteria for the review include the components of PICO?

Optional (recommended)
[ Timeframe for follow-up

For Yes:

[1 Population

[] Intervention

[1 Comparator group
[ Outcome

Yes
0 No

from the protocol?

*2. Did the report of the review contain an explicit statement that the review methods were
established prior to the conduct of the review and did the report justify any significant deviations

For Yes:

As for partial yes, plus the protocol
should be registered and should also
have specified:

[1 a meta-analysis/synthesis plan, if
appropriate, and

[1a plan for investigating causes of
heterogeneity

[ justification for any deviations from
the protocol

For Partial Yes:

The authors state that they had
a written protocol or guide that
included ALL the following:

[1 review question(s)

[1 a search strategy

[1 inclusion/exclusion criteria
[1 a risk of bias assessment

Yes
[ Partial Yes
0 No

3. Did the review authors explain their selection of the study designs for inclusion in the review?

For Yes, the review should satisfy ONE of the following:
[1 Explanation for including only RCTs

[l OR Explanation for including only NRSI

[l OR Explanation for including both RCTs and NRSI

Yes
0 No

*4. Did the review authors use a comprehensive literature search strategy?

For Partial Yes (all the For Yes, should also have (all the
following): following):

[1 searched at least 2 [1 searched the reference

databases (relevant to research | lists/bibliographies of included studies
question) [ searched trial/study registries

[1 provided key word and/or U included/consulted content experts in
search strategy the field

[1 justified publication [1 where relevant, searched for grey
restrictions (eg, language) literature

[0 conducted search within 24 months
of completion of the review

Yes
[ Partial Yes
0 No

5. Did the review authors perform study selection in duplicate?

For Yes, either ONE of the following:

[l at least two reviewers independently agreed on selection of eligible
studies and achieved consensus on which studies to include

[1 OR two reviewers selected a sample of eligible studies and
achieved good agreement (at least 80 per cent), with the remainder
selected by one reviewer

Yes
0 No

6. Did the review authors perform data extraction in duplicate?

For Yes, either ONE of the following:

[ at least two reviewers achieved consensus on which data to extract
from included studies

[1 OR two reviewers extracted data from a sample of eligible studies and
achieved good agreement (at least 80 per cent), with the remainder
extracted by one reviewer

Yes
0 No
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*7. Did the review authors provide a list of excluded studies and justify the exclusions?

For Partial Yes: For Yes, must also have:

[1 provided a list of all potentially | [1 Justified the exclusion from the [JYes
relevant studies that were read review of each potentially relevant U Partial Yes
in full text form but excluded study [1No

from the review

8. Did the review authors describe the included studies in adequate detail?

For Partial Yes (ALL the For Yes, should also have ALL the

following): following: [0Yes

[0 described populations [1 described population in detail [ Partial Yes
[1 described interventions [1 described intervention and [1No

comparator in detail (including doses
where relevant)

[1 described study’s setting

[ timeframe for follow-up

[J described comparators
[l described outcomes
[1 described research designs

*9. Did the review authors use a satisfactory technique for assessing the risk of bias (RoB) in

individual studies that were included in the review?

RCTs

For Partial Yes, must have
assessed RoB from

[1 unconcealed allocation, and
[l lack of blinding of patients
and assessors when assessing
outcomes (unnecessary for
objective outcomes such as all
cause mortality)

For Yes, must also have assessed
RoB from:

[ allocation sequence that was not
truly random, and

[1 selection of the reported result from
among multiple measurements or
analyses of a specified outcome

[JYes

[ Partial Yes

[1No

[1Includes only NRSI

NRSI

For Partial Yes, must have
assessed RoB:

[1from confounding, and
[ from selection bias

For Yes, must also have assessed
RoB:

[l methods used to ascertain
exposures and outcomes, and

[1 selection of the reported result from
among multiple measurements or
analyses of a specified outcome

Yes

U Partial Yes

[JNo

[1Includes only RCTs

10. Did the review authors report on the sources of funding for the studies included in the review?

For Yes

[1 Must have reported on the sources of funding for individual studies
included in the review. Note: Reporting that the reviewers looked for this
information but it was not reported by study authors also qualifies

Yes
0 No

*11. If meta-analysis was performed did the review authors use appropriate
combination of results?

methods for statistical

RCTs

For Yes: [1Yes

[1 The authors justified combining the data in a meta-analysis [1No

[ AND they used an appropriate weighted technique to combine study | O No meta-analysis
results and adjusted for heterogeneity if present conducted

[l AND investigated the causes of any heterogeneity

NRSI

For Yes:

[l The authors justified combining the data in a meta-analysis [0Yes

[1 AND they used an appropriate weighted technique to combine study | [1 No

results and adjusted for heterogeneity if present [1 No meta-analysis
[ AND they statistically combined effect estimates from NRSI that were conducted

adjusted for confounding, rather than combining raw data, or justified
combining raw data when adjusted effect estimates were not available
[1 AND they reported separate summary estimates for RCTs and NRSI
separately when both were included in the review
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12. If meta-analysis was performed, did the review authors assess the potential impact of RoB in
individual studies on the results of the meta-analysis or other evidence synthesis?

For Yes:

[1 included only low risk of bias RCTs
[1 OR, if the pooled estimate was based on RCTs and/or NRSI at variable
RoB, the authors performed analyses to investigate possible impact of

RoB on summary estimates of effect

[ Yes

[1No

[1 No meta-analysis
conducted

*13. Did the review authors account for RoB in individual studies when interpreting/discussing the

results of the review?

For Yes:

[1 included only low risk of bias RCTs
[ OR, if RCTs with moderate or high RoB, or NRSI were included the
review provided a discussion of the likely impact of RoB on the results

Yes
0 No

14. Did the review authors provide a satisfactory explanation for, and discussion of, any

heterogeneity observed in the results of the review?

For Yes:

[ There was no significant heterogeneity in the results

[ OR if heterogeneity was present the authors performed an investigation
of sources of any heterogeneity in the results and discussed the impact of
this on the results of the review

Yes
0 No

*15. If they performed quantitative synthesis did the review authors carry out an adequate
investigation of publication bias (small study bias) and discuss its likely impact on the results of the

review?

For Yes:

[1 performed graphical or statistical tests for publication bias and
discussed the likelihood and magnitude of impact of publication bias

Yes

[1No

[1 No meta-analysis
conducted

16. Did the review authors report any potential sources of conflict of interest

they received for conducting the review?

, including any funding

For Yes:

[1 The authors reported no competing interests OR

[1 The authors described their funding sources and how they managed
potential conflicts of interest

Yes
0 No

Rating overall confidence in the results of the review

High

No or one non-critical
weakness: the
systematic review
provides an accurate
and comprehensive
summary of the results
of the available studies
that address the
question of interest

Moderate

More than one non-
critical weakness*: the
systematic review has
more than one
weakness but no
critical flaws. It may
provide an accurate
summary of the results
of the available studies
that were included in
the review

Low

One critical flaw with
or without non-critical
weaknesses: the
review has a critical
flaw and may not
provide an accurate
and comprehensive
summary of the
available studies that
address the question
of interest

Critically low
More than one
critical flaw with or
without non-critical
weaknesses: the
review has more
than one critical flaw
and should not be
relied on to provide
an accurate and
comprehensive
summary of the
available studies
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Appendix C: Evidence tables — guidelines

Data extraction table: guideline

Bibliographic
reference

NSW Agency for Clinical Innovation. Management of people with acute low
back pain: model of care. Chatswood, NSW: Agency for Clinical Innovation;
2016.

Scope (country)

Australia (NSW)

Institution Agency for Clinical Innovation
Last search for 2014
evidence

Patient population

Patients aged 16 years and over attending a primary healthcare location (such
as general practice, emergency departments, community nursing services and
private allied health providers) reporting recent onset of LBP that has duration

of less than three months.

Diagnostic Acute low back pain

classification

Monitoring The number of people who present to their GP or emergency department for
indicators the first time with Acute low back pain (ALBP).

The number of people who participate in a person-focussed needs assessment
leading to development of an appropriate and agreed care plan consistent with

the MoC for ALBP.

The number of people participating in a review of their progress and
adjustment of the care plan, as appropriate to their needs, by 12 weeks after

the initial assessment.
Improved primary care satisfaction in treating ALBP.

Patient satisfaction with their experience of participation in the care provided

according to this MoC.

Recommendations for

diagnosis

Level of evidence

Alternative A systematic and formal history and examination NR
diagnoses including the consideration of red flags is required at the

outset to determine the pathway of care for each

individual patient.
Risk assessment & Prognostic risk stratification tools, such as the STarT NR
stratification tools Back and Orebro questionnaires, stratify patients into

low, medium or high risk groups, determining the amount

and type of treatment that they require.
Imaging Imaging is only indicated when a thorough patient history | NR

and physical examination indicates that there may be a
medically serious cause for the lower back pain.

Recommendations for

management: non-invasive, non-pharmacological

Level of evidence

Self-management

From the first assessment, each person will receive one-
on-one discussion and support of self-management,
along with electronic and paper-based education packs
that detail the best practice management.

NR

Exercise

Physical therapies will primarily be a ‘hands off’
approach. The emphasis is on self-management
assisting the patient to understand their condition and a
staged resumption of normal activities. Consultation with
team members may include a physiotherapist or practice
nurse.

NR

Orthotics

Manual therapies

Acupuncture

Electrotherapies

Acupuncture, electrotherapy modalities, massage,
traction and lumbar supports should be avoided, as
evidence suggests they offer no benefit for the person
with ALBP and their passive nature conflicts with the
contemporary active approach.

NR

Psychological
therapy

The principles of cognitive behavioural therapy are used
to ensure the patient is supported to understand the
relationship between beliefs and behaviours, and to
develop a goal-orientated plan of care.

NR
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Combined physical Evidence shows improved outcomes for people with NR
and psychological ALBP when CBT is used to inform the delivery of
physical and other therapy, helping to modify any
psychosocial drivers for pain.
Return-to-work Recommended language to use with patients: ‘Getting NR
back to work as you are able, even part-time at first, will
help you recover’
Other Review each individual’s progress at two, six and twelve NR

weeks. If there has been insufficient progress then
change the treatment plan as outlined in the MoC.

If the patient has not recovered by twelve weeks arrange
for review by a musculoskeletal specialist as outlined in
the MoC.

Recommendations for

management: non-invasive, pharmacological

Level of evidence

NSAIDs

Non-steroidal anti-inflammatory medications can be used
for short time-frames after consideration of possible
adverse reactions.

NR

Opioids

Opiates are less effective in this patient group, and
should be avoided.

NR

Paracetamol

Regular paracetamol is recommended for acute LBP.
However, both clinician and patients should be mindful
that a recent trial demonstrated it was no more effective
than a placebo plus ‘best evidence education’.

NR

Other

In the presence of persisting severe leg pain, some
complex medication regimens may support pain control.
These include tricyclic anti-depressants, anticonvulsant
agents and serotonin noradrenaline reuptake inhibitors.
However, caution is required considering the impact of
potential mood changes and somnolence.

NR

Recommendations for

management: invasive, non-surgical

Level of evidence

Spinal injections

Corticosteroid spinal injections offer only short-term pain
relief and should not be initiated in the primary care
setting.

NR

Radiofrequency
denervation

Epidurals

Other

Recommendations for

management: invasive, surgical

Level of evidence

Surgery and
prognostic factors

Spinal
decompression

Spinal fusion

Disc replacement

Other

Quality appraisal (AGREE-II) %
1. Scope & purpose 95
2. Stakeholder involvement 95
3. Rigour of development 46
4. Clarity of presentation 95
5. Applicability 71
6. Editorial independence 14
Overall assessment 67
Overall quality High
Quality appraisal (AGREE-REX) Score (1-7)
1. Evidence 3
2. Applicability to target users 7
3. Applicability to patients/populations 5
4. Values and preferences of target users 5
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5. Values and preferences of patients/populations

6. Values and preferences of policy/decision-makers

7. Values and preferences of guideline developers

8. Purpose

9. Local application and adoption

Recommended in the context for which they were developed?

Recommended in the Australian context?

< |[<L|P|lO|Wwlw|lw
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Data extraction table: guideline

Bibliographic Van Wambeke P, Desomer A, Ailliet L, Berquin A, Demoulin C, Depreitere B,

reference et al. Low back pain and radicular pain: Assessment and management.
Brussels: Good Clinical Practice (GCP); 2017.

Scope (country) Belgium

Institution Belgian Health Care Knowledge Centre

Last search for August 2015

evidence

Patient population

Aged 16 or over with low back pain without serious underlying cause or

radicular pain.

Diagnostic
classification

Low back pain without serious underlying cause: pain in the back between the
bottom of the rib cage and the buttock creases. Including acute phase from 0 to
6 weeks, sub-acute from 6 to 12 weeks and chronic from 12 weeks.

Radicular pain (including neurogenic claudication)

Monitoring
indicators

A KCE project on PROMs and PREMS indicators has started in 2016 with a
part dedicated to low back pain. This project should provide a list of indicators
to be recorded in order to monitor the quality of care delivered to low back pain
patients. More information will be available at the end of 2017 on the KCE
website. (NB: reports on the project do not provide lists of indicators, but
recommend their use and outline steps to be taken to develop and implement a

PROMs/PREM:s initiative)

Recommendations for

diagnosis

Level of evidence

Alternative
diagnoses

Always take into account differential diagnoses when
examining or reviewing patients with low back or
radicular pain, particularly if they develop new or
changed symptoms. Exclude signs suggestive of
possible serious underlying pathology (identified as red
flags)*, for example, cancer, infection, trauma,
inflammatory disease such as spondyloarthritis, or severe
neurological problems such as cauda equina syndrome.

Not applicable
(Strength of
recommendation:
Experts opinion)

Risk assessment &
stratification tools

Consider using risk stratification (with for example the
STarT Back risk assessment tool or the Orebro
Musculoskeletal Pain Screening Questionnaire, short
version) for each new episode of low back pain with or
without radicular pain. This risk stratification should not
be performed during the first 48h after the pain onset*.
The aim of the risk stratification is to inform shared
decision-making about stratified management.

*It is advised to perform the risk stratification during the
second consultation, approximately 2 weeks after onset.

Low to very low
(Strength of
recommendation:
Weak (RCTs))

Based on risk stratification, consider:

o Simpler and less intensive support for partients with low
back pain with or without radicular pain likely to improve
quickly and have a good outcome (for example,
reassurance, advice to keep active and guidance on self-
management)

o More complex and intensive support for patients with
low back pain with or without radicular pain at higher risk
of a poor outcome (for example, exercise programmes
with or without manual techniques and a psychological
intervention such as cognitive-behavioral approach).

Low to very low
(Strength of
recommendation:
Weak (RCTs))

Imaging

In the absence of red flags, do not routinely offer imaging
for people with low back pain with or without radicular
pain. Only prescribe imaging if its expected result may
lead to change management, e.g. when an invasive
intervention is being considered.

Low to very low
(Strength of
recommendation:
Weak (RCTs))

Explain to people with low back pain with or without
radicular pain that they may not need imaging, even if
they are being referred for a specialist opinion.

Not applicable
(Strength of
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recommendation:
Experts opinion)

Recommendations for

management: non-invasive, non-pharmacological

Level of evidence

Self-management

Provide each patient with advice and information, tailored
to their needs and capabilities, to help them self-manage
their low back pain with or without radicular pain, at all
steps of the treatment pathway. Include:

o Information on the benign nature of low back pain and
radicular pain

o Encouragement to continue with normal activities,
exercise included.

Moderate to very
low (Strength of
recommendation:
Experts opinion)

Exercise Consider an exercise programme (specific exercises or a | Moderate to low
combination of approaches) for people with low back pain | (Strength of
with or without radicular pain. Take patient’s specific recommendation:
needs, capabilities and preferences into account when Weak (RCTs))
choosing the type of exercise programme.
Orthotics Do not offer foot orthotics for managing low back pain Very low to
with or without radicular pain. moderate
(Strength of
recommendation:

Strong (RCTs &
cohort studies))

Do not offer rocker sole shoes for managing low back
pain with or without radicular pain.

Very low to
moderate
(Strength of
recommendation:
Strong (RCTs))

Do not offer belts or corsets for managing low back pain
with or without radicular pain.

Very low to low
(Strength of
recommendation:
Strong (RCTs))

Manual therapies

Do not offer traction for managing low back pain with or
without radicular pain.

Very low to high
(Strength of
recommendation:
Strong (RCTs))

Consider manipulation, mobilisation, or soft-tissue
techniques for managing low back pain with or without

High to very low
(Strength of

radicular pain, but only as part of a multimodal treatment | recommendation:
with a supervised exercise programme. Weak (RCTs))
Acupuncture No recommendation on acupuncture has been NA

formulated.

Electrotherapies

Do not offer transcutaneous electrical nerve stimulation
(TENS) for managing low back pain with or without
radicular pain.

Low to very low
(Strength of
recommendation:
Strong (RCTs))

Do not offer percutaneous electrical nerve stimulation
(PENS) for managing low back pain with or without

Moderate to very
low (Strength of

radicular pain. recommendation:
Strong (RCTs))

Do not offer interferential therapy for managing low back | High to low

pain with or without radicular pain. (Strength of
recommendation:

Strong (RCTs))

Do not offer ultrasound for managing low back pain with
or without radicular pain.

Very low to low
(Strength of
recommendation:
Strong (RCTs))
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Monitoring of new high quality trials laser therapy in the
management of low back pain and radicular pain.

NA

Psychological
therapy

Consider a psychological intervention using a cognitive
behavioural approach for managing low back pain with or
without radicular pain, but only as part of a multimodal
treatment™* with a supervised exercise programme.

*Psychological interventions are optional and are only
applied to certain patients at certain time period and
depending on their risk stratification

Moderate to very
low (Strength of
recommendation:
Strong (RCTs))

Combined physical
and psychological

Consider a psychological intervention using a cognitive
behavioural approach for managing low back pain with or
without radicular pain, but only as part of a multimodal
treatment™ with a supervised exercise programme.

*Psychological interventions are optional and are only
applied to certain patients at certain time period and
depending on their risk stratification

Moderate to very
low (Strength of
recommendation:
Strong (RCTs))

Consider a multidisciplinary rehabilitation programme,
which combines a physical and a psychological
component, incorporating a cognitive behavioural
approach, and which takes into account a person’s
specific needs and capabilities, for people with persistent
low back pain or radicular pain:

o when they have psychosocial obstacles to recovery or
o when previous evidence-based management has not
been effective

Moderate to very
low (Strength of
recommendation:
Strong (RCTs))

Return-to-work

Promote and facilitate return to work or normal activities
of daily living as soon as possible for people with low

High to very low
(Strength of

back pain with or without radicular pain. recommendation:
Experts opinion)
Other No recommendation was formulated on postural NA
therapies.
No recommendation was formulated on Alexander NA

technique lessons.

Recommendations for

management: non-invasive, pharmacological

Level of evidence

NSAIDs

If a medication is required for managing low back pain
with or without radicular pain (e.g. due to severity of the
pain and patients’ preferences), consider oral NSAIDs
taking into account potential differences between NSAIDs
in gastrointestinal, liver and cardio-renal toxicity and the
person’s risk factors, including age.

Moderate to very
low (Strength of
recommendation:
Weak (RCTs))

When prescribing oral NSAIDs for low back pain, think
about appropriate clinical assessment, ongoing
monitoring of the evolution of risk factors, and the use of
gastro protective treatment.*

* The Belgian GDG emphasises that gastro protective
treatment is not always needed. It depends on the kind of
NSAID (usually not for coxib), the treatment duration
(usually not in short term), and the patient’
characteristics.

NA (Strength of
recommendation:
Experts opinion)

When prescribing oral NSAIDs for low back pain, select
the lowest effective dose for the shortest possible period
of time.**

**The lowest effective dose means the lowest dose that
has an effect according to each individual patient. The
Belgian GDG stresses the risk of under- or over-dose and

NA (Strength of
recommendation:
Experts opinion)
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suggests to start in most situations with a recommended
dose, to assess the result and in case of improvement to
test a decrease of this dose.

Opioids Think about weak opioids (with or without paracetamol) NA (Strength of
for the shortest period possible for managing acute low recommendation:
back pain with or without radicular pain only if an NSAID Experts opinion)
is contraindicated, not tolerated or has been ineffective.

Do not routinely offer opioids for managing chronic low High to very low

back pain with or without radicular pain. (Strength of
recommendation:
Weak (RCTs))

Paracetamol Do not routinely offer paracetamol (as single medication) | High to very low

for managing low back pain with or without radicular pain. | (Strength of
recommendation:
Weak (RCTs))
Other Do not offer selective serotonin reuptake inhibitors (SSRI) | Moderate to very

for managing low back pain with or without radicular pain.

low (Strength of
recommendation:
Strong (RCTs))

Do not routinely offer tricyclic antidepressants or non-
selective serotonin—norepinephrine reuptake inhibitors
(SNRI) for managing low back pain with or without
radicular pain. This recommendation is applicable only for
chronic pain; the use of antidepressants is not
recommended in acute pain.

Moderate to very
low (Strength of
recommendation:
Weak (RCTs))

Do not offer anticonvulsants for managing low back pain
with or without radicular pain in absence of a neuropathic
pain component.

Moderate to low
(Strength of
recommendation:
Strong (RCTs &
cohort studies))

Do not offer skeletal muscle relaxants for managing low
back pain with or without radicular pain.

Moderate to very
low (Strength of
recommendation:
Strong (RCTs))

Do not offer antibiotics for managing low back pain with
or without radicular pain

Moderate to low
(Strength of
recommendation:
Strong (RCTs))

Recommendations for

management: invasive, non-surgical

Level of evidence

Spinal injections

Do not offer spinal injections for managing low back pain.

*No clear recommendation could be formulated on the
potential use of facet joint injections for facet joint pain
syndrome, due to the low level of evidence on the
benefits and potential harms of these injections.

Very low to
moderate
(Strength of
recommendation:
Strong)

Radiofrequency
denervation

Consider assessment for radiofrequency denervation for
people with chronic low back pain with suspected facet
joint pain when: non-surgical evidence-based multimodal
management has not worked for them, and the main
source of pain is thought to come from structures
innervated by the medial branch nerve and they have
moderate or severe levels of localised back pain (rated as
5 or more on a numeric rating scale (NRS 0- 10)) at the
time of referral.

Imaging for people with low back pain with specific facet
joint pain is NOT a prerequisite for radiofrequency
denervation.

Moderate to very
low (Strength of
recommendation:
Weak (RCTs))
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Only do radiofrequency denervation in people with
chronic low back pain after a positive response to a
diagnostic medial branch block.

NA (Strength of
recommendation:
Experts opinion)

Epidurals

Consider epidural injections of local anaesthetic and
steroid* in people with (sub)acute (at least 2-3 weeks)
and severe** radicular pain.

* Since the 1st of November 2016, only image-guided
radicular and transforaminal injections are reimbursed in
Belgium.

**Severe radicular pain should be defined on an
individual basis with the patient but a score rated as 5 or
more on a numeric rating scale (NRS 0-10) could be
considered as a reasonable yardstick.

Moderate to very
low (Strength of
recommendation:
Weak (RCTs))

Other

Recommendations for

management: invasive, surgical

Level of evidence

Surgery and

prognostic factors

Spinal
decompression

Consider spinal decompression for people with radicular
pain (at least 6-12 weeks after the onset) when non-
surgical evidence-based multimodal management has
not improved pain or function and their radiological
findings are consistent with the current clinical symptoms.

Low to very low
(Strength of
recommendation:
Weak (RCTs &
cohort studies))

Spinal fusion

Do not offer spinal fusion for people with low back pain
unless within following preconditions: o after failure of a
non-surgical evidence-based multimodal management,
and

o after evaluation in a multidisciplinary consultation and
o preferably with data registration in a register )

Low to very low
(Strength of
recommendation:
Strong (RCTs &
cohort studies))

Disc replacement

Do not offer disc replacement in people with low back
pain.

Low to very low
(Strength of
recommendation:
Strong (RCTs))

Other -

Quality appraisal (AGREE-II) Ng 2020 Lin 2020°
1. Scope & purpose 88.9 87
2. Stakeholder involvement 44.4 56
3. Rigour of development 62.5 70
4. Clarity of presentation 91.7 80
5. Applicability 35.4 60
6. Editorial independence 62.5 64
Overall assessment - 61
Overall quality - High
Quality appraisal (AGREE-REX) Score (1-7)
1. Evidence 7

2. Applicability to target users 7

3. Applicability to patients/populations 4

4. Values and preferences of target users 7

5. Values and preferences of patients/populations 4

6. Values and preferences of policy/decision-makers 4

7. Values and preferences of guideline developers 5

8. Purpose 6

9. Local application and adoption 5
Recommended in the context for which they were developed? Yes
Recommended in the Australian context? Yes

3 Lin 2020 classified high-quality guidelines as those that scored 50% or higher in stakeholder involvement,
rigour of development, and editorial independence.
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Data extraction table: guideline

Bibliographic Toward Optimized Practice (TOP) Low Back Pain Working Group. Evidence-

reference informed primary care management of low back pain: Clinical practice
guideline. Edmonton, Alberta: Toward Optimized Practice; 2015.

Scope (country) Canada

Institution Institute of Health Economics

Last search for 2014

evidence

Patient population Adults 18+

Diagnostic Acute, subacute, and chronic low back pain

classification

Monitoring Changes in physician behaviour including:

indicators « improvement in assessing red flags

« reduction in inappropriate ordering of diagnostic imaging tests

* increase in provision of appropriate education and reassurance to patients

« reduction of inappropriate recommendations regarding sick leave, bed rest,
and continuing activity

« increase in provision of correct recommendations for steroids,
antidepressants, and muscle relaxants

« reduction of inappropriate prescription of passive physiotherapy and injection
therapy

* increase in provision of appropriate recommendations for spinal manipulation
* increase in the appropriate prescription of physiotherapy, active rehabilitation,
and patient self-management programs

« increase in the appropriate referral of patients to multidisciplinary pain clinics
« reduction in recommendations for traction

« reinforcement of the correct use of and adherence to guidelines for history
taking and physical examination; prescribing of non-steroidal anti-inflammatory
drugs (NSAIDs) and acetaminophen; and administration of heat and ice,
therapeutic ultrasound, and massage therapy

Recommendations for diagnosis Level of evidence
Alternative If serious spinal pathology is excluded, manage as non- Systematic review
diagnoses specific low back pain.

Consider a diagnosis of ankylosing spondylitis, Systematic review

particularly in younger adults who, in the absence of
injury, present with a history of needing to get out of bed
at night and reduced side bending.

Refer patient with red flags indicating a high likelihood of | Expert opinion
serious underlying pathology for immediate evaluation
and treatment to an appropriate resource depending on
what is available in your region (e.g., emergency room,
relevant specialist).

The presence of Cauda Equina Syndrome is considered
to be a surgical emergency.

Schedule an urgent appointment with a physician if any Expert opinion
of the red flags are present.
Order AP and lateral plain film imaging for low back pain | Systematic review

when compression or other fracture is suspected. & expert opinion
Oblique x-rays should not be done in this circumstance.
Risk assessment & The first qualified practitioner with the ability to do a full Systematic review
stratification tools assessment (i.e., history, physical and neurological red

flags, and psychosocial yellow flags) should assess the
patient and undertake diagnostic triage.

Assess for psychosocial risk factors (yellow flags) and Systematic review
conduct a detailed review if there is no improvement.
Psychosocial risk factors include fear, financial problems,
anger, depression, job dissatisfaction, family problems, or
stress.

Reassess patients whose symptoms are not resolving. Guideline
Follow-up in one week if pain is severe and has not
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subsided. Follow-up in six weeks if not substantially
recovered. Consider further appropriate management if
serious pathology (red flag) is identified. Identify
psychosocial risk factors (yellow flags) and address
appropriately.

There is insufficient evidence to recommend for or
against using the STarT back screening tool and its
associated system of stratified care for chronic low back
pain.

Expert opinion

There is inconclusive evidence to recommend for or
against using the CORE back tool for chronic low back
pain.

Systematic review

Imaging

DO NOT order diagnostic imaging test, including x-ray,
CT, and MRI for acute low back pain (no red flags). In the
absence of red flags, routine use of x-rays is not justified
due to the risk of high doses of radiation and lack of
specificity.

Systematic review

DO NOT order imaging where the results are not going to
affect treatment.

Expert opinion

Only order imaging to clarify anatomy where the results
will direct treatment. Imaging is typically not useful except
for the following indications:

MRI indications: Major or progressive neurologic deficit
(e.g., foot drop or functionally limiting weakness such as
hip flexion or knee extension); Cauda Equina Syndrome
(sudden or progressive onset of new urinary retention,
fecal incontinence, saddle [perineal] anesthesia radicular
[leg] pain often bilateral, loss of voluntary rectal sphincter
contraction); Progressively severe pain and debility
despite non-interventional therapy; Severe or
incapacitating back or leg pain (e.g., requiring
hospitalization, precluding walking, or significantly limiting
the activities of daily living); Clinical or radiological
suspicion of neoplasm (e.g., lytic or sclerotic lesion on
plain radiographs, history of cancer, unexplained weight
loss, or systemic symptoms); Clinical or radiological
suspicion of infection (e.g., endplate destruction of plain
radiographs, history of drug or alcohol abuse, or systemic
symptoms); When there are indications for surgical
intervention or therapeutic injection in the presence of
moderate to severe low back pain or radicular pain that is
unresponsive to non-interventional therapy.

CT indications: MRl is contraindicated, Primary bone
tumors (detect or characterize), Trauma (rule out or
characterize fracture, evaluate for healing).

Systematic
reviews

Consider referral for MR if the patient has radiculopathy
(leg-dominant pain) that persists after six weeks of non-
interventional treatment.

Continue non-interventional treatment when clinical and
imaging findings correlate, and monitor for functional
improvement as non-surgical recovery is still likely,
unless symptoms progress or red flags prompt surgical
referral.

MRI indications: Major or progressive neurologic deficit
(e.g., foot drop or functionally limiting weakness such as
hip flexion or knee extension); Cauda Equina Syndrome
(sudden or progressive onset of new urinary retention,
fecal incontinence, saddle (perineal) anesthesia,
radicular (leg) pain often bilateral, loss of voluntary rectal
sphincter contraction); Progressively severe pain and

Systematic review
& cohort study
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debility despite non-interventional therapy; Severe or
incapacitating back or leg pain (e.g., requiring
hospitalization, precluding walking, or significantly limiting
the activities of daily living); Clinical or radiological
suspicion of neoplasm (e.g., lytic or sclerotic lesion on
plain radiographs, history of cancer, unexplained weight
loss, or systemic symptoms); Clinical or radiological
suspicion of infection (e.g., endplate destruction of plain
radiographs, history of drug or alcohol abuse, or systemic
symptoms); When there are indications for surgical
intervention or therapeutic injection in the presence of
moderate to severe low back pain or radicular pain that is
unresponsive to non-interventional therapy.

CT indications: MRI is contraindicated; Primary bone
tumors (detect or characterize); Trauma (rule out or
characterize fracture, evaluate for healing).

Lumbar spine x-rays may be required for correlation prior
to more sophisticated diagnostic imaging, for example
prior to an MRI scan. In this case, the views should be
limited to standing AP and lateral in order to achieve
better assessment of stability and stenosis. CT scans are
best limited to suspected fractures or contraindication to
MRI. X-rays of the lumbar spine are very poor indicators
of serious pathology. Hence, in the absence of clinical
red flags spinal x-rays are not encouraged. More specific
and appropriate diagnostic imaging should be performed
on the basis of the pathology being sought (e.g., DEXA
scan for bone density and bone scan for tumours and
inflammatory diseases).

In the absence of red flags, radiculopathy, or neurogenic
claudication, MRI scanning is generally of limited value.
Oblique view x-rays are not recommended; they add only
minimal information in a small percentage of cases and
more than double the patient’s exposure to radiation.

Expert opinion

DO NOT recommend lumbar discography in primary
care.

Discography may be relevant as a diagnostic test before
surgery in a patient with degenerative disc disease for
diagnosis of discogenic back pain. However, the patient
must have the ability to report if the pain produced by the
injection is the same as the primary complaint.
Discography is a controversial test because it:

¢ Is painful, invasive, and expert-dependent

¢ May induce further disc degeneration

o Carries the risk of neurological injury and infection

Systematic review

DO NOT recommend electrodiagnostic studies in primary
care. They should only be used as an adjunct to clinical
examination and imaging to rule out conditions that may
mimic radiculopathy. When the diagnosis of lumbar disc
herniation with radiculopathy is suspected, cross-
sectional imaging is the diagnostic test of choice.

Expert opinion

Recommendations for

management: non-invasive, non-pharmacological

Level of evidence

Self-management

Acute/subacute Educate the patient and describe the
typically benign, long-term course of low back pain.
Provide educational materials that are consistent with
your verbal advice to reduce fear and anxiety (see patient
information sheets and brochures). Other methods for
providing self-care education, such as e-mail discussion
groups and videos, are not well studied, but may also be
beneficial.

Systematic review
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Chronic Provide brief education to optimize function.
Brief education is defined as review of clinical
examination results, provision of low back pain
information and advice to stay active, and reduction of
fear and catastrophizing.

Systematic review

Chronic Recommend, if available, a structured
community-based self-management group program for a
patient interested in learning pain coping skills. These
programs are offered through chronic disease
management and chronic pain programs. Self-
management programs focus on teaching core skills,
such as self-monitoring of symptoms, to determine likely
causal factors in pain exacerbations or ameliorations,
activity pacing, relaxation techniques, communication
skills, and modification of negative ‘self-talk’ or
catastrophizing. These programs use goal setting and
‘homework assignments’ to encourage participants’ self
confidence in their ability to successfully manage their
pain and increase their day-to-day functioning. Most
community-based programs also include exercise and
activity programming, which are also recommended.
Where structured group programs are not available, refer
to a trained professional for individual self-management
counselling.

Guideline

There is inconclusive evidence to recommend for or
against back schools for acute or subacute low back
pain.

Systematic review

Exercise

Acute/subacute Advise patient to stay active and
continue his/her usual activity, including work, within the
limits permitted by the pain.

Recommend physical exercise.

Patients should limit/pace any activity or exercise that
causes spread of symptoms (peripheralization). Self-
treating with an exercise program not specifically
designed for the patient may aggravate symptoms.

Systematic review

Recommend exercise in the treatment of subacute low
back pain. The specific type of exercise may vary.
Progressive exercise is based on a number of variables
that include but are not limited to increasing physical
activity, education regarding pain, and a graded exercise
program. Emphasis should be on optimizing function and
de-emphasizing pain.

Refer patients whose pain is exacerbated by physical
activity and exercise to a spinal care specialist such as a
physical therapist, chiropractor, osteopathic physician, or
physician who specializes in musculoskeletal medicine
for individualized advice.

Patients should limit/pace any activity or exercise that
causes spread of symptoms (peripheralization). Self-
treating with an exercise program not specifically
designed for the patient may aggravate symptoms.

Systematic review

There is insufficient evidence (no evidence from SRs) to
recommend for or against yoga for acute or subacute low
back pain.

Expert opinion

Chronic Recommend exercise and therapeutic exercise.
Encourage patient to initiate gentle exercise and to
gradually increase the exercise level within his/her pain
tolerance. Sophisticated equipment is not necessary.
Other options may include unsupervised walking and
group exercise programs, such as those offered by

Systematic review
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chronic disease management programs. The peer
support of group exercise is likely to result in better
outcomes, giving patients improved confidence and
empowering them to manage with less medical
intervention.

When exercise exacerbates the patient’s pain, the
exercise program should be assessed by a qualified
physical therapist or exercise specialist.

If exercise persistently exacerbates their pain, patients
should be further assessed by a physician to determine if
further investigation, medication, treatment, or
consultation is required.

Some studies reported mild negative reactions to
exercise programs, such as increased low back pain and
muscle soreness in some patients.

Recommend therapeutic aquatic exercise for chronic low
back pain.

Systematic review

There is some evidence that Viniyoga and lyengar types
of yoga can be helpful in the treatment of chronic low
back pain.

No evidence was found to recommend other types of
yoga.

It is important to find an instructor who has experience in
working with individuals who have low back pain to avoid
further injury.

Systematic review

Orthotics

There is insufficient evidence (no evidence from SRs) to
recommend for or against back belts, corsets, non-
motorized traction, or over-the-counter TENS for chronic
low back pain.

Expert opinion

Manual therapies

Acute/subacute DO NOT use traction. Traction has been
associated with significant adverse events.

Passive treatment modalities such as traction should be
avoided as mono-therapy and not routinely be used
because they may increase the risk of illness behavior
and chronicity.

Adverse effects from traction include reduced muscle
tone, bone demineralization, and thrombophlebitis.

Systematic review

DO NOT use motorized traction for chronic low back
pain.

Systematic review

There is inconclusive evidence to recommend for or
against gravity tables (inversion/inverted traction, self-
traction, gravitational traction) for chronic low back pain.

Systematic review

Acute/subacute Patients who are not improving may
benefit from referral for spinal manipulation provided by a
spinal care specialist such as a physical therapist,
chiropractor, osteopathic physician, or physician who
specializes in musculoskeletal medicine.

Risk of serious complication after spinal manipulation is
low (estimated risk: Cauda Equina Syndrome less than
one in one million). Current guidelines contraindicate
manipulation in patients with severe or progressive
neurological deficit.

Systematic review

There is inconclusive evidence to recommend for or
against the clinical prediction rule for spinal manipulative
therapy for acute or subacute low back pain.

Systematic review

There is in