CS] Health Care Guideline

INSTITUTE FOR CLINICAL
SYSTEMS I MPROVEMENT

The information contained in this ICSI Health Care Guideline is intended primarily for health profes-
sionals and the following expert audiences:

e physicians, nurses, and other health care professional and provider organizations;

e health plans, health systems, health care organizations, hospitals and integrated health care
delivery systems;

medical specialty and professional societies;

researchers;

federal, state and local government health care policy makers and specialists; and
employee benefit managers.

This ICSI Health Care Guideline should not be construed as medical advice or medical opinion
related to any specific facts or circumstances. If you are not one of the expert audiences listed
above you are urged to consult a health care professional regarding your own situation and any
specific medical questions you may have. In addition, you should seek assistance from a health
care professional in interpreting this ICSI Health Care Guideline and applying it in your individual
case.

This ICSI Health Care Guideline is designed to assist clinicians by providing an analytical framework
for the evaluation and treatment of patients, and is not intended either to replace a clinician’s
judgment or to establish a protocol for all patients with a particular condition. An ICSI Health Care
Guideline rarely will establish the only approach to a problem.

Copies of this ICSI Health Care Guideline may be distributed by any organization to the
organization’s employees but, except as provided below, may not be distributed outside of the
organization without the prior written consent of the Institute for Clinical Systems Improvement,
Inc. If the organization is a legally constituted medical group, the ICSI Health Care Guideline may
be used by the medical group in any of the following ways:

e copies may be provided to anyone involved in the medical group’s process for developing and
implementing clinical guidelines;

e the ICSI Health Care Guideline may be adopted or adapted for use within the medical group
only, provided that ICSI receives appropriate attribution on all written or electronic documents;
and

e copies may be provided to patients and the clinicians who manage their care, if the ICSI Health
Care Guideline is incorporated into the medical group’s clinical guideline program.

All other copyright rights in this ICSI Health Care Guideline are reserved by the Institute for Clinical
Systems Improvement. The Institute for Clinical Systems Improvement assumes no liability for
any adaptations or revisions or modifications made to this ICSI Health Care Guideline .
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Foreword

Scope and Target Population

Adult patients age 18 and over in primary care who have symptoms of low back pain or sciatica. The focus
is on acute and chronic management, including indications for medical, non-surgical or surgical referral.
For workers' compensation patients, check with state guidelines where the patient resides and where the
injury took place, or in Minnesota, see the workers' compensation treatment parameters at http://www.doli.
state.mn.us/pdf/treatparam.pdf.

Clinical Highlights and Recommendations

e Cauda Equina Syndrome is a condition requiring emergent evaluation and surgery. A patient should
be referred immediately to the ER if any of the following emergent symptoms are present (Annotations
#1,2):

- Sudden onset or otherwise unexplained loss or changes in bowel or bladder control (retention or
incontinence)

- Sudden onset or otherwise unexplained bilateral leg weakness
- Saddle numbness

*  Anpatient should be offered an appointment within 24 hours if any of the following symptoms are present
(Annotation #2):

- Fever 38°C or 100.4°F for greater than 48 hours
- Unrelenting night pain or pain at rest

- New onset (less than six weeks) of progressive pain with distal (below the knee) numbness or
weakness of leg(s)

- Leg weakness
- Progressive neurological deficit
- Patient requests for same-day appointment

*  Lumbar spine x-rays should be considered when the following red flag indicators exist (Annotation
#4):

- Unrelenting night pain or pain at rest (increased incidence of clinically significant pathology)
- History of or suspicion of cancer (rule out metastatic disease)

- Fever above 38°C (100.4°F) for greater than 48 hours

- Osteoporosis

- Other systemic diseases

- Neuromotor or sensory deficit

- Chronic oral steroids

- Immunosuppression

www.icsi.org
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Foreword Twelfth Edition/September 2006
- Serious accident or injury (fall from heights, blunt trauma, motor vehicle accident) — this does
not include twisting or lifting injury unless other risk factors are present (e.g., history of osteopo-
rosis)
- Clinical suspicion of ankylosing spondylitis

e Red flag and psychosocial indicators should be reviewed and evaluated at each contact/visit. While
there is no outcome data related to this, an assessment that includes a subjective pain rating, functional
assessment and a clinician's objective assessment should be done at each visit. (Annotations #1,4, 10,
16, 17)

* Emphasize patient education and conservative home self-care, which includes limited bed rest, early
ambulation, postural advice, resumption of light-duty activities, use of ice and heat, anti-inflammatory
and analgesic over-the-counter medications, and early return to work or activities. (Annotation #5)

e Based on history and physical, classify symptoms by duration and location into appropriate categories:
(Annotation #10)

- Acute low back pain

- Chronic low back pain
- Acute sciatica

- Chronic sciatica

*  The natural history of low back pain is that most patients will experience improvement in four to six
weeks and will have a recurrence of low back pain in 12 months. (Annotations #5, 10)

Patients with acute low back pain should be advised to stay active and continue ordinary daily activity
within the limits permitted by the pain. For chronic back pain, there is evidence that exercise therapy
is effective. (Annotation #10)

*  Consideration should be given to epidural steroid injections if patient is being considered for surgical
interventions. Epidural steroid injections should not be done without fluoroscopic guidance. (Annota-
tion #21)

e Referrals for advanced imaging studies should be limited to patients with (Annotation #19):

- Progressive neurological deficits
- Minimal to no improvement of radicular symptoms despite six weeks of conservative treatment
- Uncontrolled pain
- Cauda Equina Syndrome
Priority Aims

1. Increase the use of the recommended conservative approach as first-line treatment — such as activity,
self-care and analgesics — for patients with low back pain.

2. Reduce unnecessary imaging studies in patients with acute low back pain.

3. Increase the appropriate assessment of patients with chronic low back pain.

4. Increase the use of appropriate outcome tools (such as Oswestry Outcome Tool or other).

www.icsi.org
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Related ICSI Scientific Documents

Related Guidelines
e Major Depression in Adults in Primary Care
* Assessment and Management of Acute Pain
e Assessment and Management of Chronic Pain

Technology Assessment Reports
e Intradiscal Electrothermal Therapy (IDET) for Low Back Pain. (#62, 2002)
¢ Acupuncture for Chronic Osteoarthritis Pain, Headache, and Low Back Pain. (#36, 2000)

*  Fluroscopically Guided Transforaminal Epidural Steroid Injections for Lumbar Radicular Pain.
(#85, 2004)

Evidence Grading

Individual research reports are assigned a letter indicating the class of report based on design type: A, B,
C,D,M,R, X.

Key conclusions are assigned a conclusion grade: I, II, III, or Grade Not Assignable.

A full explanation of these designators is found in the Supporting Evidence section of the guideline.

Disclosure of Potential Conflict of Interest

In the interest of full disclosure, ICSI has adopted the policy of revealing relationships work group members
have with companies that sell products or services that are relevant to this guideline topic. The reader should
not assume that these financial interests will have an adverse impact on the content of the guideline, but they
are noted here to fully inform readers. Readers of the guideline may assume that only work group members
listed below have potential conflicts of interest to disclose.

Michael Goertz, MD is a member of the American College of Occupational and Environmental Medicine
Guidelines Committee and Spine Work Group.

Glenn Buttermann, MD receives research support from Abbott Spine.
No other work group members have potential conflicts of interest to disclose.

ICSI's conflict of interest policy and procedures are available for review on ICSI's Web site at
http://www.icsi.org.
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Algorithm Annotations

1. Patient Calls/Presents with Low Back Pain or Sciatica/
Radiculopathy

Key Points:

e Medical screening for low back pain should be performed via triage evalua-
tion.

» If low back pain may be related to a possible work-related injury or workers'
compensation claim, it is important to follow the Worker's Compensation
Treatment Guidelines.

The patient calls the clinic or presents as a walk-in at the clinic. A medical screening should be performed
via triage evaluation for phone contact and via provider examination for walk-ins. Each medical group may
modify this proposed movement as needed.

The triage evaluation should first rule out emergent conditions such as Cauda Equina Syndrome.
General Assessment:
* Recent back procedure or epidural anesthesia
e Location of pain:
- Low back pain (does not radiate past the knee)
- Sciatica (LBP with radiation past the knee)
¢ Duration of symptoms, including date of injury or onset of symptoms:
- Six weeks or less is acute
- More than six weeks is chronic
e Ifinjury: How did injury occur?
¢ Unrelenting or severe pain
- Scale of 0 to 10, with 10 indicating most severe pain
e Other medical conditions
* History of previous back pain or surgery
¢ Psychosocial indications

For worker's compensation patients, check with state guidelines where the patient resides and where the
injury took place; or in Minnesota, see the workers' compensation treatment parameters at http://www.doli.
state.mn.us/pdf/treatparam.pdf.

(Fries, 1993; Group Health Cooperative of Puget Sound, 1984, Lahad, 1994, Park Nicollet Medical Center,
1994, State of Minnesota, 2004; Vickery, 1994)

www.icsi.org
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Patient Education Regarding Primary Prevention

Providers in clinic systems are encouraged to provide primary education through other community educa-
tion institutions/businesses to develop and make available patient education materials concerning back pain
prevention and care of the healthy back. Emphasis should be on patient responsibility, workplace ergonomics,
and home self-care treatment of acute low back pain. Employer groups should also make available reason-
able accommodations for modified duties or activities to allow early return to work and minimize the risk
of prolonged disability. Education is recommended for frontline supervisors in occupational strategies to
facilitate an early return to work and to prevent prolonged disabilities.

(National Health Promotion and Disease Prevention Objectives, 2000; National Institute of Occupational
Safety and Health [NIOSH], 1991; Snook, 1988; State of Minnesota: Workers' Compensation Treatment
Parameter Rules, 2005; Wyman, 1994)

Supporting evidence is of class: R

For other patient education resources, please see the Support for Implementation section of this guideline.

2. Emergent or Urgent?

Emergent — refer to ER for immediate evaluation

e Sudden onset or otherwise unexplained loss or changes in bowel or bladder control (retention or
incontinence)

e Sudden onset or otherwise unexplained bilateral leg weakness
*  Saddle numbness
Urgent — appointment within 24 hours:
e Fever 38°C or 100.4°F for greater than 48 hours
*  Unrelenting night pain or pain at rest

* New onset (less than six weeks) of progressive pain with distal (below the knee) numbness or
weakness of leg(s)

e Leg weakness
*  Progressive neurological deficit

e Patient requests same-day appointment

3. Evaluation Indicated?

Appointment within two to seven days if the answer to any of the following is positive:
e Exertion injury (e.g., lifting, digging, reaching)
* History of back symptoms — has been seen before, at least once
e Chronic back pain lasting longer than six weeks
*  Unexplained weight loss (greater than 10 pounds in six months)
e Over age 50

* History of cancer

www.icsi.org
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4. Primary Care Evaluation and X-Ray Indications
Key Points:
e Fear, financial problems, anger, depression, job dissatisfaction, family prob-
lems or stress can contribute to prolonged disability.
e Generally AP and LAT X rays are not helpful in the acute setting.
This includes a history and physical and consideration of psychosocial factors.

If a serious underlying disease such as cancer, Cauda Equina Syndrome, significant or progressive
neurologic deficit, or other systemic illness is present, consult or refer.

The Workers' Compensation 24-hour Hotline is 1-800-342-5354. Professionals are available to answer
questions (State of Minnesota: Department of Labor and Industry, 1995). Treatment parameters can be
found at http://www.doli.state.mn.us/pdf/treatparam.pdf.

Patient history includes:
Cancer risk factors:
e 50 years old or older
e History of cancer
e Unexplained weight loss
e Failure to improve after four to six weeks of conservative LBP therapy

If all four of the above risk factors for cancer are absent, studies suggest that cancer can be ruled
out with 100% sensitivity.

Risk factors for possible spinal infection:
e IVdruguse
e Immunosuppression
e Urinary infection
Signs or symptoms of Cauda Equina Syndrome:

*  Urinary retention (if no urinary retention, the likelihood of Cauda Equina Syndrome is less than
1 in 10,000)

e Saddle anesthesia, unilateral or bilateral sciatica, sensory and motor deficits, and abnormal
straight leg raising are all common

Signs or symptoms of neurologic involvement:
e Complaint of numbness or weakness in the legs

e Sciatica with radiation past the knee (increases the likelihood of a true radiculopathy, rather
than pain radiating only to the posterior thigh)

* Sciatica has such a high sensitivity (95%) that its absence makes lumbar disc herniation
unlikely

¢ The likelihood of disc herniation in a patient without sciatica would be 1 in 1,000

www.icsi.org
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e Because more than 95% of lumbar disc herniations occur at the L.4-5 or L5-S1 levels, the
neurologic exam should focus on the L5 and S1 nerve roots; however, upper lumbar nerve root
involvement may be suggested when pain conforms to L2, L3 or L4 dermatomal distribution
and is accompanied by anatomically congruent motor weakness or reflex changes.

Psychosocial indications:
e Belief that pain and activity are harmful
¢ "Sickness behaviors," such as extended rest
e Depressed or negative moods, social withdrawal
* Treatment that does not fit best practice
¢ Problems with claim and compensation
* History of back pain, time off or other claims
¢ Problems at work or low job satisfaction
*  Heavy work, unsociable hours
e Overprotective family or lack of support

Psychosocial indications can be barriers to recovery. Consider factors such as fear, financial problems,
anger, depression, job dissatisfaction, family problems or stress, which can contribute to prolonged
disability (Bigos, 1994; Bigos, 1992; Chan, 1993; Deyo, 1992; Gorman, 1993; Mayfield, 1974; Pope,
1991; Spitzer, 1987; Waddell, 1980). Refer to the ICSI Major Depression in Adults in Primary Care
guideline for more information.

For more information on psychosocial indications, see the New Zealand Acute Low Back Pain Guide:
Encorporating the Guide to Assessing Psychosocial Yellow Flags in Acute Low Back Pain, 2003.

See Appendix C, "Psychosocial Screening and Assessment Tools."
Physical examination should document:
Palpation for spinal tenderness
Neuromuscular testing to include:
* Ankle dorsiflexion strength
e Great toe dorsiflexion strength
e Ankle reflexes
e  Kbnee reflexes
e Sensory exam with pinprick sensation in the medial, dorsal, and lateral aspects of the foot
» Significant or progressive neuromotor deficit requires surgical consultation.

Straight leg raise (SLR) should be assessed bilaterally to evaluate for nerve root impingement, including
but not limited to disc herniation.

* Positive SLR, defined as pain in the posterior leg that radiates below the knee with the patient
lying supine and the hip flexed 60 degrees or less, is suggestive of disc herniation.

e Negative SLR rules out surgically significant disc herniation in 95% of cases.

www.icsi.org
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Laboratory evaluation

Consider a CBC (complete blood count) and erythrocyte sedimentation rate if suspicion of cancer or infec-
tion (Deyo, 1998).

Referral

Early referral to physical therapy or another trained spine therapy professional could be considered. (See
Annotation #13, "Re-evaluate and Consider Redirection," and Annotation #23, "Discuss Options and Consider
Possible Surgical or Non-Surgical Back Specialist" for details on specialties and treatments.)

e Referral could be considered when patient presents with severe incapacitating, disabling back or
leg pain; or

e Patient has significant limitation of functional or job activities.
Lumbar Spine X-ray (AP and LAT views) red flag indications

Generally AP and LAT x-rays are not useful in the acute setting but may be warranted with:
e unrelenting night pain or pain at rest (increased incidence of clinically significant pathology);
e history of or suspicion of cancer (rule out metastatic disease);
e fever above 38°C (100.4°F) for greater than 48 hours;
*  osteoporosis;
* other systemic diseases;
e neuromotor or sensory deficit;
e chronic oral steroids;
* immunosuppression;

* serious accident or injury (fall from heights, blunt trauma, motor vehicle accident) — this does
not include twisting or lifting injury unless other risk factors are present (e.g., history of osteo-
porosis); and

e clinical suspicion of ankylosing spondylitis.
Other conditions that may warrant AP or LAT x-rays:
e Over 50 years old (increased risk of malignancy, compression fracture)
*  Failure to respond to four to six weeks of conservative therapy
*  Drug or alcohol abuse (increased incidence of osteomyelitis, trauma, fracture)

Oblique view x-rays are not recommended; they add only minimal information in a small percentage
of cases, and more than double the exposure to radiation.

Supporting evidence is of classes: C, R

www.icsi.org
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5. Home Self-Care Treatment Program
Key Points:

e Low back pain is common and most patients significantly improve in four to
six weeks.

e The long-term course of low back pain is typically a return to previous activi-
ties, though often with incomplete recovery from pain.

 Patients should be re-evaluated if there is not significant improvement in one
to three weeks or if symptoms progress.

When patients are improving, they should continue self-care as outlined. Document the phone triage and
home self-care treatment in the patient's medical record (e.g., no appointment is needed at this time, patient
is improving with home self-care instructions and will call back if questions arise or condition changes)
(U.S. Department of Health, 1994).

Etiology

e Pain in the lower back is very common. It can be related to certain activities, poor posture, physical
stress or psychological stress. Ninety percent of back pain patients improve within four to six
weeks.

e Consider telling the patient that approximately two-thirds of the people who recover from a first
episode of acute low back symptoms will have another episode within 12 months. Unless the back
symptoms are very different from the first episode or the patient has a new medical condition, expect
improvement to be similar for each episode (Von Korff, 1996; Pengel, 2005, Hestbaek, 2003).

e When pain or weakness lasts longer than six weeks, more specialized treatment(s) may be needed.
For this reason it is important for the patient to keep the doctor informed of his or her progress.

e Other etiologies include pregnancy, labor, menstrual period, urinary tract problems, stomach upset
with nausea, vomiting and diarrhea.

Instruct the patient to do the following:

e Carefully introduce activities back into his or her day as he or she begins to recover from the worst
of the back pain episode. Light-duty activities and regular walking are good ways to get back into
action.

e Apply ice packs or heat as preferred on the sore area to keep the inflammation down, and short
duration in a position of comfort may be helpful.

*  Use over-the-counter anti-inflammatory medication (e.g., aspirin, ibuprofen, naproxen sodium) or
acetaminophen to help ease the pain and swelling in the lower back. If stomach complaints persist,
call your provider.

e Learn safe back exercises and make them a regular part of your lifestyle. Some studies support a
strengthening program and targeting specific muscles (Dollan, 2000; Hides, 1994; Hides, 1996;
Hodges, 1996; Saal, 1989; Saal, 1990).

e Take time to relax. Tension will only make your back feel worse.

www.icsi.org
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Instruct the patient to call back in one to three weeks if:
e  No improvement with home management
e Significant pain persists beyond a week
e Symptoms persist, worsen or progress
e Improvement in symptoms, reinforcement of self-care program

Supporting evidence is of classes: A, D

7. Continue Self-Care Program

When patients are improving, they should continue self-care as outlined in Annotation #5, "Home Self-Care
Treatment Program."

8. Is a Serious Underlying Condition Revealed?

Examples of serious conditions include: cancer, Cauda Equina Syndrome, significant or progressive neuro-
logic deficit or other systemic illness.

9. Consult or Refer

Complete a diagnostic workup or refer to the appropriate medical specialty for serious underlying condi-
tions (e.g., cancer or other systemic illness). Each medical group may have other indications for specialty
referral.

Consult or refer to neurosurgery or orthopedic surgery if:

* The patient is surgical candidate.
e Signs or symptoms of Cauda Equina Syndrome are present.

e Signs or symptoms of progressive or significant neuromotor deficit (e.g., foot drop, functional
muscle weakness such as hip flexion weakness, or quadriceps weakness) are present.

*  Neuromotor deficits persist after four to six weeks of conservative treatment (does not include minor
sensory changes or reflex changes).

*  The patient has chronic sciatica with positive SLR longer than six weeks.
Consult or refer to neurology (limited special indications):

e The patient has chronic sciatica longer than six weeks.

e The patient has atypical chronic leg pain (negative SLR).

e The patient has new or progressive neuromotor deficits.
10. Has the Patient Failed Conservative Treatment?
Key Points:

e Most patients who experience low back pain will have a recurrence within 12
months.

www.icsi.org
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Remaining active leads to a more rapid recovery with less chronic pain.

Bed rest is not recommended. If the patient must rest, bed rest should be
limited to no more than two days.

It is important to evaluate non-physical factors that may impact returning to
work or ongoing disability.

The longer term course of low back pain is typically of a return to previous
activities, though often with incomplete recovery from pain.

Conservative Treatment:

Most patients who seek attention for their back pain will improve within two weeks. Most patients
experience significant improvement within four weeks.

Approximately two-thirds of the people who recover from a first episode of acute low back symp-
toms will have another episode within 12 months. Unless the back symptoms are very different
from the first episode or the patient has a new medical condition, expect improvement to be similar
for each episode (Von Korff, 1996; Pengel, 2005, Hestbaek, 2003).

Recommend cold packs or heat as preferred by the patient (Nadler, 2002).

Recommend analgesic medication for short-term (less then three months) symptom control. Clini-
cians should consider the risk and benefits of any medication and prescribe the lowest effective dose
possible (Ehrlich, 1996; Henry, 1996; Silverstein, 2000; Nadler, 2002).

Muscle relaxants are sometimes helpful for a few days but can cause drowsiness.
Narcotic analgesics are rarely indicated.

If the patient has been involved in home care and has had an adequate trial prior to the first visit,
consider referral to a spine therapy professional on the initial visit. (See Annotation #14, "Consider
Referral to a Spine Care Specialist.")

While the work group acknowledges it is common practice to prescribe oral steroids for some
patients, at this time there is not significant primary evidence to support it.

(Little, 2001; Skargren, 1997; Atlas, 2001; Bigos, 1992; Cherkin, 1998; Deyo, 1990; Frymoyer, 1988;
Gorman, 1993; Nachemson, 1992; Spitzer, 1987; Vermont Spine Study Group, 1991; Von Korff, 1994)

Activity Recommendations:

Patients with acute low back pain should be advised to stay active and continue ordinary activity within
the limits permitted by the pain. Remaining active leads to more rapid recovery with less chronic
disability and fewer recurrent problems than either bed rest or back mobilizing exercises. [Conclusion
Grade I: See Conclusion Grading Worksheet A — Annotation #10 (Conservative Treatment)]

Activity modification
- Continue routine activity while paying attention to correct posture.

- Patients with acute low back problems may be more comfortable if they temporarily limit or
avoid specific activities known to increase mechanical stress on the spine, especially prolonged
unsupported sitting, heavy lifting, and bending or twisting the back, especially while lifting.

www.icsi.org

Institute for Clinical Systems Improvement

13



Adult Low Back Pain
Algorithm Annotations Twelfth Edition/September 2006

- Activity recommendations for the employed patient with acute low back symptoms should take
into consideration the patient's age and general health, and the physical demands of the patient's
job.

- Patients should discontinue any activity or exercise that causes spread of symptoms (peripher-
alization).

(Hilde, 2002; Malmivaara, 1995; Waddell, 1997)
e Bedrest

- Bed rest is not recommended. If the patient must rest, bed rest should be limited to no more
than two days and only as an option for patients with severe initial symptoms of primary leg
pain.

- A gradual return to normal activities is more effective and leads to more rapid improvement
with less chronic disability than prolonged bed rest for treating acute low back problems.

- Prolonged bed rest for more than four days may lead to debilitation and is not recommended
for treating acute low back problems (New Zealand Guidelines Group, 2003).

e Exercise

- Patients should discontinue any activity or exercise that causes spread of symptoms (peripher-
alization).

- Low-stress aerobic and flexibility exercises can prevent debilitation due to inactivity during
the first month of symptoms and thereafter may help to return patients to the highest level of
functioning appropriate to their circumstances.

- Recommended exercise quotas that are gradually increased result in better outcomes than telling
patients to stop exercising if pain occurs. Aerobic (endurance) programs that minimally stress
the back (walking, biking, or swimming) can be started during the first two weeks for most
patients with acute low back problems.

- Strengthening exercises for trunk muscles (especially back extensors), gradually increased, are
helpful for patients with acute low back problems (Lindstrom, 1992).

- Itis important to consult with a medical specialist, such as a qualified spine specialist, who can
evaluate individual symptoms and recommend a safe and effective program. Self-treating with
an exercise program not specifically designed for the patient may aggravate your symptoms.

- Consider referral to a formal rehab program.
(Faas, 1993; Faas, 1996; Hidos, 2001; Ljunggren, 1997; Underwood, 1998)
Self-Care Brochure (See Support for Implementation, "Other Resources Available"):

In general, brochures and information that place a greater emphasis on reducing fear and anxiety and
promoting active self-management have a greater opportunity for improving outcomes than traditional
brochures that emphasize anatomy, ergonomics and specific back exercises.

Specific content recommendations include:
* Absence of serious disease is likely when red flags are not present.

e Hurt does not equal harm.

www.icsi.org
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e There is a good prognosis for low back pain. The majority of patients experience significant
improvements in two to four weeks.

e Bedrest is not recommended and should be limited to no more than two days.

e Light activity will not further injure the spine and light activity typically helps speed
recovery.

e A progressive resumption of work and activity levels leads to better short-term and long-term
outcomes.

e Information and advice may be helpful regarding specific painful or limited activities, such as
sitting, lifting, getting up from bed.

Return to Work:

» Tell patients experiencing an episode of acute back pain that their pain is likely to improve and that
a large majority of patients return to work quickly. They should understand that complete pain relief
usually occurs after, rather than before, resumption of normal activities and their return to work
can be before they have complete pain relief. Working despite some residual discomfort poses no
threat and will not harm them.

e All persons recovering from back pain should understand that episodes of back pain may recur but
can be handled similarly to the one from which they are recovering.

e Patients can reduce the likelihood of back pain recurrence by making exercise and lifestyle changes,
as noted elsewhere.

e Consider using the following questions to guide your discussion about non-physical factors that
can significantly impact risk for ongoing disability and return to work:

- Do you enjoy the tasks involved in your job?
- Do you get along with your closest or immediate supervisor?
Follow-up Visit:

Because most patients with acute pain improve by two weeks, a conservative treatment approach is recom-
mended. Low back pain patients who are not improving or who experience significant limitation of daily
activity at home or work should contact their provider within one to three weeks of the initial evaluation.
Patients who are improving should continue home self-care.

Red flag and psychosocial indicators should be reviewed and evaluated at each contact/visit. It is the
consensus of the work group that an assessment that includes a subjective pain rating, functional assess-
ment, and a clinician's objective assessment should be done at each visit (Deyo, 1992; Deyo, 1996; State of
Minnesota: Department of Labor and Industry, 2005).

It is the consensus of the work group that patients who are improving should consider a follow-up with
their provider. The benefit is to reinforce education and lifestyle changes that have enabled the patient to
improve. This provides for outcome measures to be assessed as identified in the aims and measures sections
of the guideline.

(Wahlgren, 1997, Spitzer, 1987)

Supporting evidence is of classes: A, C, M, R
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13. Re-evaluate and Consider Redirection
Key Points:

» A spine care specialist consistently demonstrates competency in providing
therapies based on continuing education and effective techniques supported
by literature.

Choice of the trained professional will be determined by availability and preference of individual medical
providers and organization systems. The patient and/or physician should request a trained spine therapy
professional who consistently demonstrates competency in providing therapies for patients with low back
pain based on effective techniques supported by literature, as outlined in this guideline.

These therapies include education, exercise programs and appropriate use of manual/manipulative therapies.
Individuals who may have training in these therapies include physical therapists, chiropractic providers,
osteopathic or allopathic physicians (Bergquist-Ullman, 1977, Lindstrom, 1992).

The following should be considered when selecting a spine therapy professional who will effectively
evaluate and treat the lumbar spine, pelvic girdle (including SI joint), and muscle imbalances (piriformis)
(Spitzer, 1987):

Physician or Spine Therapy Professional

e Participants should be in additional training and in ongoing continuing education courses in manual
treatment of the spine

e Years of experience treating spine patients
*  Volume of patients treated for spine dysfunction in the past year
e Number of referrals an individual provider receives on a regular basis
Spine Therapy Professional
* Provides treatment interventions that include manipulation, exercise and education
e Average number of visits per episode of care for low back pain
¢ Percentage of patients who return to previous level of activity
Indications for referral include:
e failure to make improvement with home self-care after two weeks;
* severe incapacitating and disabling back or leg pain; and
e significant limitation of functional or job activities.

The professional's treatment plan should include both education and exercise. The treatment plan may
include modalities, if necessary, to enable an individual to carry out an exercise program and self-care. It
may also include limited passive treatments such as manual therapy (e.g., includes manipulation and mobi-
lization), among others. Spinal manipulation should not be done if premanipulative testing peripheralizes
symptoms.

(Ottenbacher, 1995, Shekelle, 1992, Shekelle, 1991; Shekelle, 1994)

Passive treatments are to be minimized and used only to progress an individual toward independence in
exercise and self-care. Active treatment such as exercise must be introduced within a week of initiating
passive treatments.
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Within three to four visits, the patient must display documented improvement in order to continue therapy.
If no improvement is noted, a comprehensive re-evaluation should be performed by the spine care profes-
sional for other causes of low back pain, including regional SI joint dysfunction.

Continued improvement must be documented for continued therapy. Typically no more than four to six
visits are needed.

After nine visits the primary care provider should be consulted to continue therapy.

Supporting evidence is of classes: A, M, R

15. Is Pain Chronic (Greater Than Six Weeks)?

A patient with "recurrent acute" episodes will continue a trial of conservative treatment when the current
symptoms are six weeks or less from onset. "Recurrent acute" means symptoms at some point improved,
separating the current episode from previous episodes. When the current symptoms are more than six weeks
from onset, the patient should be regarded as chronic and the provider should move to the corresponding
sections of the algorithm (box 16 and beyond). Sacroiliac joint dysfunction may be a contributor to low back
pain and radicular pain in some individuals. This needs to be considered as a potential origin of pain.

If at initial evaluation the patient is identified as chronic LBP, see Annotation #16, "Chronic Low Back Pain"
for chronic sciatica/radiculopathy see Annotation #19.

16. Chronic Low Back Pain

A comprehensive re-evaluation, including a general assessment (see Annotation #4, "Primary Care Evalu-
ation and X-Ray Indications"), should be done for patients not improving after six weeks. Most patients
with acute back pain will improve within six weeks. Back pain and sciatica that persists longer than six
weeks are defined as chronic.

An assessment that includes a subjective pain rating, functional assessment and a clinician's objective
assessment should be done.

See Appendix C, "Psychosocial Screening and Assessment Tools." See the ICSI Major Depression in Adults
in Primary Care guideline for the diagnosis and treatment of depression.

(Bigos, 1991, Fritz, 2001; New Zealand Guidelines Group, 2002; Spitzer, 1987; Pincus, 2002)

For patients not improving after six weeks, see "Lumbar Spine X-Rays (AP and LAT views) if Indicated"
in this annotation and Annotation #19, "Chronic Sciatica/Radiculopathy," for imaging considerations.

Of the 10% of patients with chronic symptoms, 90% fall into the chronic LBP category and only 10% fall
into the chronic sciatica category.

Physical factors that may lead to delayed recovery or prolonged disability include malignancy, infection,
metabolic, or a bio-mechanical condition (e.g., sacroiliac joint dysfunction [SID]) (Schwarzer, 1992; Drey-
fuss, 1994; Riddle, 2002). Consider blood testing (including CBC and ESR) if there is suspicion of cancer
or infection.

If the patient is not better, consider other etiologies for low back pain such as:
¢  Fractures
e Spondylarthopathies
e Infection

e Tumor
www.icsi.org
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e Abdominal/Pelvic pathologies

e Other sites of origin for low back pain such as facet syndrome, piriformis syndrome, stenosis, or
claudication

Lumbar Spine X Rays (AP and LAT Views) if Indicated

Patients with chronic LBP or acute low back pain who are not improving should be considered for further
diagnostic testing. (See Annotation #4, "Primary Care Evaluation and X-Ray Indications.") Oblique view
x-rays are not recommended; they add only minimal information in a small percentage of cases, and more
than double the exposure to radiation (Deyo, 1986; Liang, 1982).

Several x-ray findings are of questionable clinical significance and may be unrelated to back pain. These
findings include:

e  Single disk space narrowing
e Spondylolysis

*  Lumbarization

e Sacralization

e Schmorl nodes

*  Spina bifida occulta

* Disk calcification

e Mild to moderate scoliosis

Supporting evidence is of classes: C, M

17. Active Rehabilitation

There is strong evidence that exercise therapy is effective for chronic low back pain. However, there is
inconclusive evidence in favor of one exercise over the other — flexion, extension, fitness. [Conclusion
Grade I: See Conclusion Grading Worksheet B — Annotation #17 (Active Rehabilitation)]. High-grade
mobilization/manipulation has been shown to be effective early in treatment when followed by appropriate
active rehabilitation.

The treatment of chronic low back pain should include:

e Education (back book and advice by provider)

e Active self-management

*  Gradual resumption of normal light activities as tolerated

e Prevention — good body mechanics

* Exercise — many studies show the benefit of an exercise program with chronic low back pain
- Inconclusive evidence in favor of one exercise over the other (flexion, extension or fitness)
- Consider a graded active exercise program
- Consider specific exercises to strengthen the core trunk stabilizing muscles
- Consider intensive exercise program

(Aberg, 1984, Bergquist-Ulman, 1977; Keijsers, 1991 Spitzer, 1987)
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e Assess and manage psychosocial factors
e Multidisciplinary approach

(Abenhaim, 2000; Burton, 1999; Deyo, 1990; Frost, 1998; Hansen, 1993; Hildebrandt, 1997; Manniche,
1998; Manniche, 1991; Nelson, 1995; Nyiendo, 2000; Nyiendo, 2001, Pfingsten, 1997; Scheer, 1997; Stig,
2001; van Tulder, 1997)

Supporting evidence is of classes: A, B, C, D, M, R

19. Chronic Sciatica/Radiculopathy
Key Points:

 MRI and CT are not useful during acute sciatica unless red flag indications
are present.

See Annotation #16, "Chronic Low Back Pain," for a comprehensive physical and psychosocial evaluation,
including a subjective pain assessment functional assessment and a clinician's objective assessment.

MRI or Lumbar Spine CT Imaging Indications When Patient is a Potential Surgical
Candidate

MRI and CT generally are not useful during acute low back pain or acute sciatica unless surgery, cancer
or infection are considerations (red flag indications). If the primary care provider is uncertain whether an
MRI or CT should be ordered, consultation with an appropriate consultant when the patient meets surgical
referral criteria should be considered. (See Annotation #21, "Consider Epidural Steroid Injection Prior to
Surgical Intervention.") Each medical group may have specific arrangements for ordering CT, MRI or other
special diagnostic tests prior to referral to a surgical back specialist.

Inisolated cases of low back pain without radicular symptoms, MRI is the preferred diagnostic test. However,
in an otherwise healthy adult without a previous history of back surgery and symptoms of low back pain
with radicular symptoms, a CT scan may be as sensitive as an MRI.

The Adult Low Back Pain guideline work group has listed advantages for both CT and MRI imaging and
a list of conditions for each. This list is not meant to be comprehensive but to aid the clinician in making
a decision.

MRI Indications:

*  Major or progressive neurologic deficit (e.g., foot drop or functionally limiting weakness such as
hip flexion or knee extension)

e Cauda Equina Syndrome (loss of bowel or bladder control or saddle anesthesia)
* Progressively severe pain and debility despite conservative therapy

* Severe or incapacitating back or leg pain (e.g., requiring hospitalization, precluding walking or
significantly limiting the activities of daily living)

e 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)
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Trauma (fracture with neurologic deficit, compression fracture evaluation in elderly patients with
question of underlying malignancy, characterization in anticipation of vertebroplasty/kyphoplasty,
stress fracture or subacute spondylosis in a patient less than 18 years of age)

Severe low back pain or radicular pain, unresponsive to conservative therapy, with indications for
surgical intervention

For patients with mild to moderate claustrophobia, benzodiazepines one-hour prior to scan may be effective.
The patient will need to be accompanied by a driver.

MRI Advantages:

Better visualization of soft tissue pathology; better soft tissue contrast
Direct visualization of neurological structures

Improved sensitivity for cord pathology and for intrathecal masses
Improved sensitivity for infection and neoplasm

No radiation exposure

Safer for women who are pregnant, especially in the 1st trimester, due to no radiation exposure

CT Indications:

Major or progressive neurologic deficit (e.g., foot drop or functionally limiting weakness such as
hip flexion or knee extension)

Cauda Equina Syndrome (loss of bowel or bladder control or saddle anesthesia)
Progressively severe pain and debility despite conservative therapy

Clinical or radiological suspicion of neoplasm (e.g., lytic or sclerotic lesion on plain radiographs,
history of cancer, unexplained weight loss or systemic symptoms)

Bone tumors (to detect or characterize)

Severe or incapacitating back or leg pain (e.g., requiring hospitalization, precluding walking or
significantly limiting the activities of daily living)

CT Advantages:

Better visualization of calcified structures

Direct visualization of fractures

Direct visualization of fracture healing and fusion mass

More accurate in the assessment of certain borderline or active benign tumors
More available and less costly

Better accommodation for patients over 300 lbs. and patients with claustrophobia
Safer for patients with implanted electrical devices or metallic foreign bodies

Less patient motion — particularly useful for patients who cannot lie still or for patients who cannot
cooperate for an MRI
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Other special diagnostic tests such as myelogram, EMG (electrorayography), RNS (radio nucleoid studies),
and bone scan should be ordered as each medical group dictates and consider the preference of the specialist
when referral is planned.

(Deyo, 2001; Mazanec, 1991; Thornbury, 1993)
See Appendix D, "CT and MRI Order Sets."

Supporting evidence is of classes: C, R

21. Consider Epidural Steroid Injection Prior to Surgical Intervention

Key Points:

e Epidural steroid injections should only be considered after initial appropriate
conservative treatment program has failed.

* Successful epidural steroid injections may allow patients to advance in a
conservative treatment program.

» Epidural steroid injects should be performed under fluoroscopy with contrast
for best results.

There is limited evidence for epidural steroid injections; therefore, it is important that outcome data be
gathered in order to grow the evidence.

The goal of epidural steroid injections in patients with back or leg pain and stenosis or a herniated disc on
MRI or CT is pain control and functional improvement. Several studies have shown that a single epidural
injection affords short-term relief from pain (Wilson-MacDonald, 2005; Cannon, 2000; Weiner, 1997)
although in one randomized controlled trial, the steroid group seemed to experience a "rebound" phenom-
enon (Karpinnen, 2001 ).

There is limited evidence to support one or more epidural injections to control pain and advance appropriate
conservative therapy in attempt to delay or prevent surgical intervention. Butterman reported on 169 patients
who presented for surgical consult with a large disc herniation on MRI (Buttermann, 2004). Sixty-nine of
these patients responded to a six week non-invasive conservative therapy program. The remaining 100 were
randomized to discectomy and epidural steroid injection therapy (ESI). The ESI group received multiple
(one to three) injections performed with interlaminar approach at or above the level of the disc herniation,
and 76% of these were performed with fluoroscopy and contrast. 46% of the ESI therapy group had good or
excellent results and experienced the same decrease in pain as the discectomy group. 54% of the ESI group
crossed over and underwent surgery at an average of one to three months. This crossover group suffered
no adverse outcome as a result of this delay.

Wang et al. studied 64 patients with symptomatic lumbar disc herniation on MRI and refractory symptoms
who presented for surgery (Wang, 2002). They found that 77% of these patients avoided surgery with
multiple fluoroscopically-guided contrast-enhanced transforaminal injections at the level of the herniation.
Lutz et al., Botwin et al., and Vad et al., in less rigorous studies, also reported a 75-85% success rate with
a multiple fluoroscopically-guided transforaminal injection regimens in patients with refractory radicular
pain (Vad, 2002; Botwin, 2002; Lutz, 1998).

Riew, et al., in a prospective double blinded and randomized study, have shown that a series of injections
— one to four over a period of weeks and months — can result in a decrease in the incidence of surgery (Riew,
2000). However, this was based on findings from only 55 subjects.

www.icsi.org

Institute for Clinical Systems Improvement 21



Adult Low Back Pain
Algorithm Annotations Twelfth Edition/September 2006

Arandomized study by Arden et al., which enrolled 228 patients with sciatica, showed that up to three injec-
tions of lumbar epidural steroids (compared to sham treatment) showed a transient benefit at 3 weeks but
not at 6 to 52 weeks, and there was no benefit of repeated epidural steroid injections over a single injection
(Arden, 2005). The methods section of this paper does not indicate if the injection was done fluoroscopi-
cally or with contrast.

Based on limited data, the results appear promising. However, at this time there is insufficient evidence
for the efficacy of epidural steroid injections (Institute for Clinical Systems Improvement, 2004). Epidural
steroid injections should only be considered after initial appropriate conservative treatment program has
failed. Successful epidural steroid injections may allow patients to advance in a conservative treatment
program.

Injections should be performed under fluoroscopy and with contrast in order to deliver cortisone as close
to the disc herniation, area of stenosis, or nerve root impingement as determined by MRI or CT, and with
as little morbidity as possible (ICSI Technology Assessment Report #85, 2004). Failure of treatment may
result from a failure to deliver medications to the treatment field.

No study has shown a clear advantage of one approach (interlaminar, caudal or transforaminal), type of
cortisone or volume of injectate (Cannon, 2000; McLain, 2005). The approach needs to be individualized
to each patient.

Procedural morbidity also varies with each approach (Cannon, 2000; McLain, 2005). With interlaminar
injections there is a risk of intrathecal injection and subsequent arachnoiditis, as well as postprocedural
headaches. With transforaminal injections, patients frequently report significant — although in most cases
transient — leg pain and there is a risk of spinal cord infarction when injected above L2 (Tiso, 2004, Somayaji,
2005; Botwin, 2000).

Patient selection

e Patients should have predominantly complaints of leg pain in a dermatomal distribution with
corroborative examination findings for radiculopathy (reflex changes, possible motor weakness, and
root tension signs.) In addition, the pain should be of a severity that significantly limits function
and quality of life, and that has not responded to oral analgesic medications and other conservative
care measures.

* Corroborative neural axis imaging is required, either MRI or CT, with evidence of disk disease or
bony stenosis that fits with the clinical syndrome.

e Patients should have no contraindications to injection therapy, including:
- No signs or symptoms of active infection either systemically or locally

- No history of bleeding disorders or current use of anticoagulants such as warfarin or clopidogral;
allow the patient to "drift" to the lowest effective INR prior to procedure

- No allergies to local anesthetic agents, contrast agents, or corticosteroids
- No prior complications to corticosteroid injections
* Pregnancy is a contraindication for the use of fluoroscopy.

e Caution should be used in diabetic patients because of altered glycemic control, which is typically
transient.

e Patients with congestive heart failure need to be aware of steroid-induced fluid retention.
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e Though NSAID use is not a contraindication to injections, some practitioners discontinue NSAIDs
several days prior to injection.

Supporting evidence is of classes: A, C, D, R

23. Discuss Options and Consider Surgical or Non-Surgical Back
Specialist
Key Points:
* The appearance of a disc herniation does not rule out a course of conservative

therapy. Unless red flag indications are present, all patients should undergo
a trial of conservative therapy.

» The decision to operate is a clinical decision based on the presence of severe,
uncontrolled pain, profound or progressive neurological symptoms, or a failure
to respond to conservative therapy.

Indications for specialty referral may include:
Physiatrist/physical medicine and rehabilitation
e Chronic back pain for longer than six weeks
*  Chronic sciatica for longer than six weeks
¢ Chronic pain syndrome
*  Recurrent back pain
Medical orthopedics
e Chronic back pain for longer than six weeks
¢ Chronic sciatica for longer than six weeks
Neurology (limited special indications)
*  Chronic sciatica for longer than six weeks
e Atypical chronic leg pain (negative SLR)
* New or progressive neuromotor deficit
Occupational medicine (limited special indications)
e Difficult workers' compensation
* Disability/impairment ratings
* Return-to-work issues
Rheumatology (limited special indications)
¢ Ruled-out inflammatory arthopathy
*  Ruled-out fibrositis/fibromyalgia

* Ruled-out metabolic bone disease (e.g., osteoporosis)

www.icsi.org

Institute for Clinical Systems Improvement 23



Adult Low Back Pain
Algorithm Annotations Twelfth Edition/September 2006

(Spitzer, 1987; Vermont Spine Study Group Members,1991)
Supporting evidence is of class: R

Special diagnostic tests can be used to help clinicians decide the appropriate referral to a specialist. To
decide which test, consult with subspecialty physicians.

¢ Bone scan (limited with SPECT)

* EMG (electromyography)

*  CT enhanced myelogram

*  Myelogram

¢ RNS (radionuclide studies)
Neurosurgery or orthopedic surgery

e Patient is surgical candidate

e Cauda Equina Syndrome

*  Progressive or severe neuromotor deficit (e.g., foot drop or functional muscle weakness such as hip
flexion weakness or quadriceps weakness)

¢ Persistent neuromotor deficit after four to six weeks of conservative treatment (does not include
minor sensory changes or reflex changes)

e Chronic sciatica with positive SLR for longer than four to six weeks
e Uncontrolled pain

Patients with large, extruded, sequestered or high-signal-intensity disc herniations do not have a worse
prognosis than do patients with smaller contained disc herniations or protrusions. The presence of a disc
extrusion or sequestration is not an indication for immediate surgery (Weber, 1983; Saal, 1980; Deyo, 1990;
Vermont Spine Study Group Members, 1991; Spitzer, 1987).

e The appearance of a disc herniation on MRI/CT (including extruded/sequestered disc) does not
determine whether an individual patient will respond to conservative therapy. Assuming that the
patient's pain can be controlled and that no red flags or contraindications exist, all patients should
undergo a trial of conservative therapy (Henmi, 2002; Saal, 1996).

* The decision to operate is a clinical one, not a radiologic one, and is generally based on the pres-
ence of severe, uncontrolled pain, profound or progressive neurological symptoms, or a failure to
respond to conservative therapy (Bozzao, 1992; Gundry, 1993).

* Even though it was not discussed above, it is important to emphasize the concept that a disc hernia-
tion on MRI/CT is of relevance only with respect to specific clinical symptoms. Disc herniations
can be seen in asymptomatic patients, and one can surmise from the literature quoted that if a
patient's symptoms resolve and the disc herniation does not resorb, it will be present on the next
examination (Bush, 1992; Bozzao, 1992; Komori, 1996; Maigne, 1992; Saal, 1990; Matsubara,
1995; Buttermann, 2002; Cowan, 1992; Schumacher, 1990).

Supporting evidence is of classes: A, C, D, R
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Appendix A — Functional Ability Questionnaire

Name:

Date:

Date of Birth:
MR #:

Instructions: Circle the number (1-4) in each of the groups which best summarizes your ability.

Add the numbers and multiply by 5 for total score out of 100.
Self-care ability assessment
1. Require total care — for bathing, toilet, dressing, moving and eating
2. Require frequent assistance
3. Require occasional assistance
4. Independent with self-care
Family and social ability assessment
1. Unable to perform any — chores, hobbies, driving, sex or social activities
2. Able to perform some
3. Able to perform many
4. Able to perform all
Get up and go ability assessment
1. Able to get up and walk with assistance, unable to climb stairs
2. Able to get up and walk independently, able to climb one flight of stairs
3. Able to walk short distances and climb more than one flight of stairs
4. Able to walk long distances and climb stairs without difficulty
Lifting ability assessment
1. Able to lift up to 10# occasionally
2. Able to lift up to 20# occasionally
3. Able to lift 20#-50# occasionally
4. Able to lift over 50# occasionally
Work ability assessment
1. Unable to do any work
2. Able to work part-time and with physical limitations
3. Able to work part-time or with physical limitations
4. Able to perform normal work

Functional Ability Score

Created by Peter Marshall, MD as a member of the ICSI Chronic Pain guideline work group.

www.icsi.org

Institute for Clinical Systems Improvement

25



Adult Low Back Pain
Twelfth Edition/September 2006

Appendix B — Oswestry Low Back Pain Scale

Section 1 — Pain Intensity Section 6 — Standing

OO  Ican tolerate the pain I have without having to use painkillers. O Ican stand as long as I want without extra pain.
[0  The pain is bad but I manage without taking painkillers. [0 1canstand as long as I want but it gives me extra pain.
OO  Painkillers give complete relief from pain. OO Pain prevents me from standing for more than 1 hour.
OO  Painkillers give moderate relief from pain. OO  Pain prevents me from standing for more than 30 minutes.
OO  Painkillers give very little relief from pain. O Pain prevents me from standing for more than 10 minutes.
0  Painkillers have no effect on the pain and I do not use them. 0  Pain prevents me from standing at all.
Section 2 — Personal Care (Washing, Dressing, etc.) Section 7 — Sleeping
OO  1can look after myself normally without causing extra pain. 0  Pain does not prevent me from sleeping well.
O  Icanlook after myself normally but it causes extra pain. OO Ican sleep well only by using tablets.
O 1t is painful to look after myself and I am slow and careful. 0 Even when I take tablets, I have fewer than six hours sleep.
O Ineed some help but manage most of my personal care. 0 Even when I take tablets, I have fewer than four hours sleep.
0 1need help every day in most aspects of self-care. 0  Even when I take tablets, I have fewer than two hours sleep.
OO Ido not get dressed, wash with difficulty and stay in bed. O  Pain prevents me from sleeping at all.
Section 3 — Lifting Section 8 — Sex Life
OO  Icanlift heavy weights without extra pain. O My sex life is normal and causes no extra pain.
O 1can lift heavy weights but it gives extra pain. 0 My sex life is normal but causes some extra pain.
O  Pain prevents me from lifting heavy weights off the floor, but I OO My sex life is nearly normal but is very painful.
can manage if they are conveniently positioned, e.g., on a table. OO0 My sex life is severely restricted by pain.
O  Pain prevents me from lifting heavy weights but I can manage O My sex life is nearly absent because of pain.
light to medium weights if they are conveniently positioned. 0 Pain prevents any sex life at all.
O  Icanlift only very light weights.
O 1 cannot lift or carry anything at all. Section 9 — Social Life

My social life is normal and gives me no extra pain.
Section 4 — Walking

Pain does not prevent me walking any distance.

My social life is normal but increases the degree of pain.
Pain has no significant effect on my social life apart from
Pain prevents me walking more than 1 mile. limiting my more energenic interests, e.g., dancing, etc.
Pain prevents me walking more than 1/2 mile. Pain has restricted my social life and I do not go out as often.

Pain prevents me from walking more than 1/4 mile. Pain has restricted my social life to my home.

OO0 ooo

I can only walk using a stick or crutches. I have no social life because of pain.

Ooooooo

I an in bed most of the time and have to crawl to the toilet.

Section 10 — Traveling

Section 5 — Sitting OO  1can travel anywhere without extra pain.

OO  Ican sitin any chair as long as I like. OO  Ican travel anywhere but it gives me extra pain.

0  1can only sit in my favorite chair as long as I like. 0  Pain is bad but I manage journeys over two hours.

OO  Pain prevents me sitting more than 1 hour. O  Pain restricts me to journeys of less than one hour.

0  Pain prevents me from sitting more than 1/2 hour. [ Pain restricts me to short necessary journeys under 30 minutes.
OO  Pain prevents me from sitting more than 10 minutes. OO  Pain prevents me from traveling except to the doctor or

0  Pain prevents me from sitting at all. hospital.

Scoring (not seen by patients)

For each section the total possible score is S; if the first statement is marked, the section score = 0; if the last statement is marked, it = 5.

If all ten sections are completed, the score is calculated as follows: If one section is missed or not applicable, the score is calculated:
Example: 16  (total scored) x 100 = 32% Example: & (total scored) x 100 = 35.5%
50  (total possible score) 45  (total possible score)

Reprinted from Psychotherapy, 66, Fairbank JCT, Cooper J, Davies JB, O'Brien JP, the Oswestry Low Back Pain Disability Questionnaire,

271-73, Copyright 1980, with permission from Elsevier. L
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Appendix C — Psychosocial Screening and
Assessment Tools
Waddell's Signs

The screening and assessment tools noted below may help identify psychosocial factors for prolonged
disability and chronic pain. Treat OR refer to the appropriate mental health professional if indicated.

Waddell's Signs assesses the possibility of psychological distress or malingering or both by testing the
consistency and reproducibility of patient responses to nonorganic physical signs. Waddell demonstrates
that when three of five tests are positive, there is a high probability of nonorganic pathology. Three positive
tests identify the individual who needs further psychological assessment.

1. Tenderness: Positive is generalized tenderness overlying the entire lumbar area when skin is lightly
pinched or rolled.

2. Simulation: The object of these tests is to give the patient the impression that a specific test is being
performed when in fact it is not.

e Axial loading: Positive when LBP is reported on vertical loading over the standing patient's skull
by the examiner's hands. Neck pain is common and should be discounted.

* Rotation: Positive if LBP is reported when shoulders and pelvis are passively rotated in the same
plane as the patient stands relaxed with feet together.

3. Distraction: The object of this test is to distract the patient in such a way that a positive result under
normal testing circumstances becomes negative in the distracted patient. The most useful test involves
Straight Leg Raising (see Annotation #4, "Primary Care Evaluation and Imaging Indications"). When
the patient complains of pain doing SLR while supine but does not complain of pain doing SLR while
sitting, the test is positive. This test is commonly referred to as the "flip test."

Straight Leg Raising

Sitting

4. Regionalization: Pain distributions are a function of known anatomic pathways and structures. Inter-
pretation of the exam depends on patient giving nonanatomic or nonphysiologic responses to testing.

- Weakness: Positive test is a voluntary muscle contraction accompanied by recurrent giving way,
producing motions similar to a cogwheel. Patient may show weakness on testing but have adequate
strength spontaneously.

- Sensory: Alterations in sensibility to touch and pinprick occur in a nonanatomic pattern (stocking-
glove distribution or diminished sensation over entire half or quadrant of body).

5. Overreaction: Disproportionate verbalization, facial expression, muscle tension, tremor, collapsing or

sweating. Consider cultural variations. L.
www.iCcsl.org
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Pain Drawing
The pain drawing allows the patient to assess his or her own pain:

Name: Date:

Where is your pain now?

Mark the areas on your body where you feel the sensations described below, using the appropriate symbols.
Mark the areas of radiation, including all affected areas. Please mark an X on the area where the pain is

NOwW Worst.
Aching Numbness Pins and needles Burning Stabbing
JAVAVAN === 000 XXX 1"

Right Left

How bad is your pain?

On a scale of 1 to 10, circle your pain.

At its very worst 1e2e3e4e5e60708e0¢](
Now l]e2e3e4e5e(07e8e9e](
Overall, is your pain generally: O Improving O Same [ Worsening

Adapted with permission from Mooney V. "Evaluating low back disorders in the primary care office." J Muscu-
loskel Med 6(9):18-35, 1989.
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DSM-IV TR Screening Checklist for Depression

Consider psychosocial factors. For a diagnosis of a major depressive episode, at least five of the symp-
toms listed below must be present nearly every day for at least two weeks and represent a change from
previous functioning. At least one of the symptoms must be either be depressed mood or loss of interest
or pleasure.

1. Depressed mood

Markedly diminished interest or pleasure in all or almost all activities

Significant (greater than 5% body weight) weight loss or gain or decrease or increase in appetite
Insomnia or hypersomnia

Psychomotor agitation or retardation

Fatigue or loss of energy

Feeling of worthlessness or inappropriate guilt

Diminished concentration or indecisiveness

© *® N 0ok wN

Recurrent thoughts of death or suicide

CAGE(AID) Screening Checklist for Possibility of Alcoholism

The CAGE(AID) Screen broadens the CAGE to include other drug use.

CAGE(AID) Screen
Have you ever:

C felt you ought to cut down on your
drinking or drug use?

A had people annoy you by criticizing your
drinking or drug use?

G  felt bad or guilty about your drinking or
drug use?

E had a drink or used drugs as an eye
opener first thing in the morning to steady
your nerves or get rid of a hangover or to
get the day started?

If substance abuse is present or suspected, consider
referral for chemical dependency assessment.

www.icsi.org
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Work APGAR

Almost Some of the Hardly
always time ever
1. T am satisfied that I can turn to a fellow worker for a a a
help when something is troubling me.
2. I am satisfied with the way my fellow workers talk a d a
things over with me and share problems with me.
3. I am satisfied that my fellow workers accept and a a d
support my new ideas or thoughts.
4. I am satisfied with the way my fellow workers Q a d
respond to my emotions, such as anger, sorrow or
laughter.
5. I am satisfied with the way my fellow workers and a a d
I share time together.
*6. I enjoy the tasks involved in my job. a a d
*7. Please check the column that indicates a a (.

how well you get along with your
closest or immediate supervisor.

* Modified Work APGAR score assesses job task enjoyment. A low score means that patient rarely enjoys job tasks.
Negative responses often indicate a higher risk of chronic back pain/disability. Items 1-5 may be omitted. Items 6 and 7
usually are the most predictive for prolonged disability in low back pain patients.

Note patient’s response to the above questions.

Psychological Risk Factors
There is consensus that the following factors are important to note and consistently predict poor
outcomes:
e Belief that pain and activity are harmful
e "Sickness behaviors," such as extended rest
e Depressed or negative moods, social withdrawal
e Treatment that does not fit best practice
e  Problems with claim and compensation
* History of back pain, time off or other claims
e Problems at work or low job satisfaction
e Heavy work, unsociable hours

*  Overprotective family or lack of support

www.icsi.org
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Groups of Risk Factors

Psychosocial Risk Factors — main categories

Clinical assessment of risk factors may identify the risk of long-term disability, distress
and work loss due to:

¢ Attitudes and beliefs about back pain
e Emotions

* Behaviors

¢ Family

e Compensation issues

e Work

¢ Diagnostic and treatment issues

How to Judge If a Person Is at Risk

A person may be at risk if:
e there is a cluster of a few very salient factors, or

e there is a group of several less important factors that combine cumulatively.

Six Specific Screening Questions in Tool Kit

Suggested questions (to be phrased in treatment provider's own words):
¢ Have you had time off work in the past with back pain?
e What do you understand is the cause of your back pain?
e What are you expecting will help you?
* How is your employer responding to your back pain? Your co-workers? Your family?
e What are you doing to cope with back pain?

* Do you think you will return to work? When?

www.icsi.org
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Appendix D — CT and MRI Order Set

Order Set: CT Orders for Low Back Pain

Adult patients age 18 and over in primary care who have symptoms of low back pain or sciatica. This order

set does not include other imaging orders or other patient condition orders.

Legend:

O Open boxes are orders that a clinician will need to order by checking the box.
B Closed boxes are those orders that automatically are done for all patients and
do not require a clinician to order by checking.

Admit/Attending Information:
Admit Unit:
Attending physician:

How to contact:

Attending physician information would not be necessary in electronic ordering. How to
contact would not be actionable in electronic ordering.

Patient weight: kg
Patient height: cm

In electronic format, this would be captured in the nursing database. It would be best
handled as an order for nursing to obtain weight and height, and to document.

Sedative/Symptom Medication:
[ Pain relief:

[ benzodiazepine 5 mg by mouth 1 hour prior to procedure

Labs/Diagnostic Tests (First Day — those not performed in ED)
[1 CT of low back
Indication: (Annotation #19)
[ Progressively severe pain and debility despite conservative therapy
[1 Severe or incapacitating back or leg pain
[] Clinical or radiological suspicion of neoplasm
[] Bone tumors

[ Clinical or radiological suspicion of infection, to assess healing or recurrence of disc space infection

[] Trauma — characterization and assessment of fracture
[1 Post-operative fusion with recurrent low back pain

] Severe low back pain or radicular pain with failure to respond to conservative therapy for

more than six weeks with indications for surgical intervention
[ CT with myelography
Indication: (Annotation #19)
1 Major or progressive neurological deficit
[] Cauda Equina Syndrome
[1 Post-operative patient with history of fusion or discectomy

Clinician Signature:
Date/Time of Orders: / /

www.icsi.org
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Order Set: MRI Orders for Low Back Pain

Adult patients age 18 and over in primary care who have symptoms of low back pain or sciatica. This order
set does not include other imaging orders or other patient condition orders.

Legend:

O Open boxes are orders that a clinician will need to order by checking the box.
B Closed boxes are those orders that automatically are done for all patients and
do not require a clinician to order by checking.

Admit/Attending Information:
Admit Unit:
Attending physician:

How to contact:

Attending physician information would not be necessary in electronic ordering. How to
contact would not be actionable in electronic ordering.

Patient weight: kg
Patient height: cm

In electronic format, this would be captured in the nursing database. It would be best
handled as an order for nursing to obtain weight and height, and to document.

Sedative/Symptom Medication:
[ Pain relief:
[] benzodiazepine 5 mg by mouth 1 hour prior to procedure

Labs/Diagnostic Tests (First Day — those not performed in ED)
1 MRI of low back
Indication: (Annotation #19)
[1 Progressively severe pain and debility despite conservative therapy
[] Severe or incapacitating back or leg pain
[] Clinical or radiological suspicion of neoplasm
[] Clinical or radiological suspicion of infection, to assess healing or recurrence of disc space infection
[] Trauma — characterization and assessment of fracture
] Major or progressive neurological deficit
[] Cauda Equina Syndrome
[] Severe low back pain or radicular pain with failure to respond to conservative therapy for
more then 6 weeks with indications for surgical intervention

Clinician Signature:
Date/Time of Orders: / /
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Evidence Grading System

I. CLASSES OF RESEARCH REPORTS
A. Primary Reports of New Data Collection:
Class A: Randomized, controlled trial
Class B: Cohort study

Class C: Non-randomized trial with concurrent or historical controls
Case-control study
Study of sensitivity and specificity of a diagnostic test
Population-based descriptive study

Class D: Cross-sectional study
Case series
Case report

B. Reports that Synthesize or Reflect upon Collections of Primary Reports:

Class M: Meta-analysis
Systematic review
Decision analysis
Cost-effectiveness analysis

Class R: Consensus statement
Consensus report
Narrative review

Class X: Medical opinion
II. CONCLUSION GRADES

Key conclusions (as determined by the work group) are supported by a conclusion grading worksheet that
summarizes the important studies pertaining to the conclusion. Individual studies are classed according
to the system defined in Section I, above, and are assigned a designator of +, -, or ¢ to reflect the study
quality. Conclusion grades are determined by the work group based on the following definitions:

Grade I: The evidence consists of results from studies of strong design for answering the question
addressed. The results are both clinically important and consistent with minor exceptions at most. The
results are free of any significant doubts about generalizability, bias, and flaws in research design. Studies
with negative results have sufficiently large samples to have adequate statistical power.

Grade II: The evidence consists of results from studies of strong design for answering the question
addressed, but there is some uncertainty attached to the conclusion because of inconsistencies among the
results from the studies or because of minor doubts about generalizability, bias, research design flaws,
or adequacy of sample size. Alternatively, the evidence consists solely of results from weaker designs
for the question addressed, but the results have been confirmed in separate studies and are consistent
with minor exceptions at most.

Grade III: The evidence consists of results from studies of strong design for answering the question
addressed, but there is substantial uncertainty attached to the conclusion because of inconsistencies
among the results from different studies or because of serious doubts about generalizability, bias, research
design flaws, or adequacy of sample size. Alternatively, the evidence consists solely of results from a
limited number of studies of weak design for answering the question addressed.

www.icsi.org
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Grade Not Assignable: There is no evidence available that directly supports or refutes the
conclusion.

The symbols +, —, @, and N/A found on the conclusion grading worksheets are used to designate the quality
of the primary research reports and systematic reviews:

+ indicates that the report or review has clearly addressed issues of inclusion/exclusion, bias, generaliz-
ability, and data collection and analysis;

— indicates that these issues have not been adequately addressed;
¢ indicates that the report or review is neither exceptionally strong or exceptionally weak;

N/A indicates that the report is not a primary reference or a systematic review and therefore the quality has
not been assessed.

www.icsi.org

Institute for Clinical Systems Improvement 36



Adult Low Back Pain
Twelfth Edition/September 2006

References

Abenhaim L, Rossignol M, Valat J, et al. The role of activity in the therapeutic management of back
pain: report of the international Paris task force on back pain. Spine 2000;25:1S-33S. (Class M)

Aberg J. Evaluation of an advanced back pain rehabilitation program. Spine 1984;9:317-18. (Class
A)

Arden NK, Price C, Reading |, et al. A multicentre randomized controlled trial of epidural corticosteroid
injections for sciatica: the WEST study. Rheumatology 2005;44:1399-1406. (Class A)

Atlas SJ, Deyo RA. Evaluating and managing acute low back pain in the primary care setting. J Gen
Intern Med 2001;16:120-31. (Class R)

Bergquist-Ullman M, Larsson U. Acute low back pain in industry: a controlled prospective study with
special reference to therapy and confounding factors. ACTA Orthop Scand 1977;170 Suppl:1-117.
(Class A)

Bigos SJ, Battie MC. Risk factors for industrial back problems. Sem Spine Surg 1992;4:2-11. (Class
R)

Bigos SJ, Battie MC, Spengler DM, et al. A prospective study of work perceptions and psychosocial
factors affecting the report of back injury. Spine 1991;16:1-6. (Class B)

Bigos S, Bowyer O, Braen G, et al. In Acute Low Back Problems in Adults, clin. prac. guideline no.
14. AHCPR Publication No. 95-0642. U.S. Department of Health and Human Services, Public Health
Service, Agency for Health Care Policy and Research: 1994. (Class R)

Bigos SJ, Battie MC. Risk factors for industrial back problems. Sem Spine Surg 1992;4:2-11. (Class
R)

Botwin KP, Gruber RD, Bouchlas CG, et al. Complications of fluoroscopically guided transforaminal
lumbar epidural injections. Arch Phys Med Rehabil 2000;81:1045-50. (Class D)

Botwin KP, Gruber RD, Bouchlas CG, et al. Fluoroscopically guided lumbar transformational epidural
steroid injections in degenerative lumbar stenosis: an outcome study. Am J Phys Med Rehabil
2002;81:898-905. (Class D)

Bozzao A, Gallucci M, Masciocchi C, et al. Lumbar disk herniation: MR imaging assessment of natural
history in patients treated without surgery. Radiology 1992;185:135-41. (Class D)

Broadhurst NA, Bond MJ. Pain provocation tests for the assessment of sacroiliac joint dysfunction. J
Spinal Disord 1998;11L341-45. (Class C)

Burton AK, Waddell G, Tillotson KM, Summerton N. Information and advice to patients with back pain
can have a positive effect: a randomized controlled trial of a novel educational booklet in primary care.
Spine 1999;24:2484-91. (Class A)

Bush K, Cowan N, Katz DE, Gishen P. The natural history of sciatica associated with disc pathology: a
prospective study with clinical and independent radiologic follow-up. Spine 1992;17:1205-12. (Class
D)

Buttermann GR. Lumbar disc herniation regression after successful epidural steroid injection. J of
Spinal Dis & Tech 2002;15:469-76. (Class C)

Buttermann GR. Treatment of lumbar disc herniation: epidural steroid injection compared with disec-
tomy: a prospective, randomized study. J Bone Joint Surg 2004;86A:670-79. (Class A)

www.icsi.org

Institute for Clinical Systems Improvement 37



Adult Low Back Pain
References Twelfth Edition/September 2006

Cannon DT, Aprill CN. Lumbosacral epidural steroid injections. Arch Phys Med Rehab 2000;81:S-87-
S-98. (Class R)

Chan CW, Goldman S, listrup DM, et al. The pain drawing and Waddell's nonorganic physical signs in
chronic low-back pain. Spine 1993;18:1717-22. (Class C)

Cherkin DC, Deyo RA, Battie M, et al. A comparison of physical therapy, chiropractic manipulation,
and provision of an educational booklet for the treatment of patients with low back pain. N Engl J Med
1998;339:1021-29. (Class A)

Cowan NC, Bush K, Katz DE, Gishen P. The natural history of sciatica: a prospective radiological study.
Clin Radiol 1992;46:7-12. (Class C)

Deyo RA, Diehl AK. Lumbar spine films in primary care: current use and effects of selective ordering
criteria. J Gen Intern Med 1986;1:20-25. (Class C)

Deyo RA, Loeser JD, Bigos SJ. Herniated lumbar intervertebral disk. Ann Intern Med 1990;112:598-
603. (Class R)

Deyo RA, Phillips WR. Low back pain: a primary care challenge. Spine 1996;21:2826-32. (Class R)

Deyo RA, Rainville J, Kent DL. What can the history and physical examination tell us about low back
pain? JAMA 1992;268:760-65. (Class R)

Deyo RA, Schall M, Berwick DM, et al. Continuous quality improvement for patients with back pain. J
Gen Intern Med 2000;15:647-55. (Class D)

Deyo RA, Walsh NE, Martin DC, et al. A controlled trial of transcutaneous electrical nerve stimulation
(TENS) and exercise for chronic low back pain. N Engl J Med 1990;322:1627-34. (Class A)

Deyo RA, Weinstein JN. Low back pain. N Engl J Med 2001;344:363-70. (Class R)

Dolan P, Greenfield K, Nelson RJ, Nelson IW. Can exercise therapy improve the outcome of microdis-
cectomy? Spine 2000;25:1523-32. (Class A)

Dreyfuss P, Dreyer S, Griffin J, et al. Positive sacroiliac screening tests in asymptomatic adults. Spine
1994;19:1138-43. (Class C)

Dreyfuss P, Michaelsen M, Pauza K, et al. The value of medical history and physical examination in
diagnosing sacroiliac joint pain. Spine 1996;21:2594-602. (Class C)

Ehrlich GE. Meta-analysis: low-dose ibuprofen has the lowest gastrointestinal risk of any NSAID. ACP
J Club 1996;125:78-79. (Class not assignable)

Faas A, Chavannes AW, van Eijk J, Gubbels JW. A randomized, placebo-controlled trial of exercise
therapy in patients with acute low back pain. Spine 1993;18:1388-95. (Class A)

Faas A. Exercises: which ones are worth trying, for which patients, and when? Spine 1996;21:2874-
79. (Class M)

Fredburger JK, Riddle DL. Using published evidence to guide the examination of the sacroiliac joint
region. Phys Ther2001;81:1135-43. (Class R)

Fries JF, Koop CE, Beadle CE, et al. Reducing health care costs by reducing the need and demand
for medical services. N Engl J Med 1993;329:321-25. (Class R)

Fritz JM, George SZ, Delitto A. The role of fear-avoidance beliefs in acute low back pain: relationships
with current and future disability and work status. Pain 2001;94:7-15. (Class B)

Frost H, Lamb SE, Klaber Moffett JA, et al. A fithess program for patients with chronic low back pain:
2-year follow-up of a randomised controlled trial. Pain 1998;75:273-79. (Class A)

www.icsi.org

Institute for Clinical Systems Improvement 38



Adult Low Back Pain
References Twelfth Edition/September 2006

Frymoyer JW. Back pain and sciatica. N Engl J Med 1988;318:291-300. (Class R)

Gorman RJ. Actions and recommendations of the low back pain CQI guideline team. Park Nicollet
Foundation Bulletin 1993;37:35-48. (Class R)

Group Health Cooperative of Puget Sound. In Nurses' Guide to Telephone Triage and Health Care.
Baltimore: Williams & Wilkins, 1984. (Class not assignable)

Gundry CR, Heithoff KB. Epidural hematoma of the lumbar spine: 18 surgically confirmed cases.
Radiology 1993;187:427-31. (Class D)

Hansen FR, Bendix T, Skov P, et al. Intensive, dynamic back-muscle exercises, conventional phys-
iotherapy, or placebo-control treatment of low-back pain: a randomized, observer-blind trial. Spine
1993;18:98-108. (Class A)

Henmi T, Sairyo K, Nakano S, et al. Natural history of extruded lumbar intervertebral disc herniation.
J Med Invest 2002;49:40-43. (Class D)

Henry D, Lim LL-Y, Rodriguez LAG, et al. Variability in risk of gastrointestinal complications with individual
non-steroidal anti-inflammatory drugs: results of a collaborative meta-analysis. BMJ 1996;312:1563-
66. (Class M)

Hestbaek L, Leboeuf-Yde C, Manniche C. Low back pain: what is the long-term course? a review of
studies of general patient populations. Sur Spine J 2003;12:149-65. (Class M)

Hides JA, Jull GA, Richardson CA. Long-term effects of specific stabilizing exercises for first-episode
low back pain. Spine 2001;26:E243-48. (Class A)

Hides JA, Richardson CA, Jull GA. Multifidus muscle recovery is not automatic after resolution of acute,
first-episode low back pain. Spine 1996;21:2763-69. (Class A)

Hides JA, Stokes MJ, Saide M, et al. Evidence of lumbar multifidus muscle wasting ipsilateral to symp-
toms in patients with acute/subacute low back pain. Spine 1994;19:165-72. (Class D)

Hilde G, Hagen KB, Jamtvedt G, Winnem M. Advice to stay active as a single treatment for low back
pain and sciatica. Cochrane Database Syst Rev. 2002;(2):CD003632. Review. (Class M)

Hildebrandt J, Pfingsten M, Saur P, Jansen J. Prediction of success from a multidisciplinary treatment
program for chronic low back pain. Spine 1997;22:990-1001. (Class D)

Hodges PW, Richardson CA. Inefficient muscular stabilization of the lumbar spine associated with low
back pain: a motor control evaluation of transversus abdominis. Spine 1996;21:2640-50. (Class D)

Institute for Clinical Systems Improvement. Fluroscopically guided transforaminal epidural steroid
injections for lumbar radicular pain. #85, 2004. (Class R)

Karppinen J, Ohinmaa A, Malmivaara A, et al. Cost effectiveness of periradicular infiltration for sciatica:
subgroup analysis of a randomized controlled trial. Spine 2001;26:2587-95. (Class A)

Keijsers J, Bouter LM, Meertens RM. Validity and comparability of studies on the effects of back schools.
Physiother Theory Prac 1991;7:177-84. (Class R)

Komori H, Shinomiya K, Nakai O, et al. The natural history of herniated nucleus pulposus with radicu-
lopathy. Spine 1996;21: 225-29. (Class D)

Lahad A, Malter AD, Berg AO, Deyo RA. The effectiveness of four interventions for the prevention of
low back pain. JAMA 272:1286-91, 1994. (Class R)

Laslett M, Williams M. The reliability of selected pain provocation tests for sacroiliac joint pathology.
Spine 1994;19:1243-49. (Class C)

www.icsi.org

Institute for Clinical Systems Improvement 39



Adult Low Back Pain
References Twelfth Edition/September 2006

Liang M, Komaroff AL. Roentgenograms in primary care patients with acute low back pain: a cost-
effectiveness analysis. Arch Intern Med 1982;142:1108-12. (Class M)

Lindstrom I, Ohlund C, Eek C, et al. Mobility, strength, and fithess after a graded activity program for
patients with subacute low back pain: a randomized prospective clinical study with a behavioral therapy
approach. Spine 1992;17:641-52. (Class A)

Lindstrém |, Ohlund C, Eek C, et al. The effect of graded activity on patients with subacute low back
pain: a randomized prospective clinical study with an operant-conditioning approach. Phys Ther
1992;72:279-93. (Class A)

Little P, Roberts L, Blowers H, et al. Should we give detailed advice and information booklets to patients
with back pain?: a randomized controlled factorial trial of a self-management booklet and doctor advice
to take exercise for back pain. Spine 2001;26:2065-72. (Class A)

Ljunggren AE, Weber H, Kogstad O, et al. Effect of exercise on sick leave due to low back pain: a
randomized, comparative, long-term study. Spine 1997;22:1610-17. (Class A)

Lutz GE, Vad VB, Wisneski RJ. Fluoroscopic transforaminal lumbar epidural steroids: an outcome study.
Arch Phys Med Rehabil 1998;79:1362-66. (Class D)

Maigne J-Y, Rime B, Deligne B. Computed tomographic follow-up study of forty-eight cases of nonop-
eratively treated lumbar intervertebral disc herniation. Spine 1992;17:1071-74. (Class D)

Malmivaara AN, Hakkinen U, Aro T, et al. The treatment of acute low back pain — bed rest, exercises,
or ordinary activity? N Engl J Med 1995;332:351-55. (Class A)

Manniche C, Bentzen L, Hesselsoe, et al. Clinical trial of intensive muscle training for chronic low back
pain. Lancet 1988;31:1473-76. (Class A)

Manniche C, Lundberg E, Christensen |, et al. Intensive dynamic back exercises for chronic low back
pain: a clinical trial. Pain 1991;47:53-63. (Class A)

Matsubara Y, Kato F, Mimatsu K, et al. Serial changes on MRI in lumbar disc herniations treated
conservatively. Neuroradiology 1995;37:378-83. (Class D)

Mayfield D, McLeod G, Hall P. The CAGE questionnaire: validation of a new alcoholism instrument.
Am J Psychiatry 1974;131:1121-23. (Class C)

Mazanec DJ. Chapter 34: Low back pain syndrome. Panzer RJ, Black ER, Griner PF, eds. /n Diag-
nostic Strategies for Common Medical Problems. Philadelphia, PA: ACP Publication, 1991;327-30.
(Class R)

McLain RF, Kapural L, Mekhail NA. Epidural steroid therapy for back and leg pain: mechanisms of
action and efficacy. Spine J2005;5:191-201. (Class R)

Nachemson AL. Newest knowledge of low back pain: a critical look. Clin Orthop 1992;279:8-20.
(Class R)

Nadler SF, Steiner DJ, Erasala GN, et al. Continuous, low-level heat wrap therapy provides more efficacy
than ibuprofen and acetaminophen for acute low back pain. Spine 2002;27:1012-17. (Class A)

National Health Promotion and Disease Prevention Objectives. In Healthy People 2000. DHHS Publi-
cation No. (PHS) 91-50213. U.S. Government Printing: 104-05, 116. (Class not assignable)

National Institute of Occupational Safety and Health (NIOSH). /n Work Practices Guide for Manual
Lifting. Technical Report No. PB 91-226-274, Scientific support documentation for the revised 1991
NIOSH listing equation. Springdfield, VA: Department of Commerce, 1991. (Class not assignable)

www.icsi.org

Institute for Clinical Systems Improvement 40



Adult Low Back Pain
References Twelfth Edition/September 2006

Nelson BW, O'Reilly E, Miller M, et al. The clinical effects of intensive, specific exercise on chronic
low back pain: a controlled study of 895 consecutive patients with 1-year follow up. Orthopedics
1995;18:971-81. (Class D)

New Zealand Guidelines Group. New Zealand acute low back pain guide. Guide to Assessing Psycho-
social Yellow Flags in Acute Low Back Pain. June, 2003. (Class R)

Ng L, Chaudhary N, Sell P. The efficacy of corticosteroids in periradicular infiltration for chronic radicular
pain: a randomized, double-blind, controlled trial. Spine 2005;30:857-62. (Class A)

Nyiendo J, Haas M, Goodwin P. Patient characteristics, practice activities, and one-month outcomes
for chronic, recurrent low back pain treated by chiropractors and family medicine physicians: a practice-
based feasibility study. J Manipulative Physiol Ther 2000;23:239-45. (Class C)

Nyiendo J, Haas M, Goldberg B, Sexton G. Pain, disability, and satisfaction outcomes and predictors
of outcomes: a practice-based study of chronic low back pain patients attending primary care and
chiropractic physicians. J Manipulative Physiol Ther 2001;24:433-39. (Class B)

Ottenbacher K, Difabio RP. Efficacy of spinal manipulation/mobilization therapy: a meta-analysis.
Spine 1985;10:833-37. (Class M)

Park Nicollet Medical Center. In Nurse Guidelines for Low Back Pain (Adult), 1994. (Class R)

Pengel LHM, Herbert RD, Maher CG, Refshauge KM. Acute low back pain: systematic review of its
prognosis. BJM 2003;327:323. (Class M)

Pfingsten M, Hildebrandt J, Leibing E, et al. Effectiveness of a multimodal treatment program for chronic
low back pain. Pain 1997;73:77-85. (Class D)

Pincus T, Burton AK, Vogel S, Field AP. A systematic review of psychological factors as predictors of
chronicity/disability in prospective cohorts of low back pain. Spine 2002;27:E109-20. (Class M)

Pope MH. In Ryan JD, John JR (eds.) /n Occupational Low Back Pain: Evaluation of the Worker with
Low Back Pain. St. Louis, Missouri: Mosby-Year Book, 1991:160-63. (Class R)

Richardson CA, Snijders CJ, Hides JA, et al. The relation between the transversus abdominis muscles,
sacroiliac joint mechanics, and low back pain. Spine 2002;27:399-405. (Class D)

Riddle DL, Freburger JK. Evaluation of the presence of sacroiliac joint region dysfunction using a
combination of tests: a multicenter intertester reliability study. Phys Ther 2002;82:772-81. (Class C)

Riew KD, Yin Y, Gilula L, et al. The effect of nerve-root injections on the need for operative treatment
of lumbar radicular pain: a prospective, randomized, controlled, double-blind study. J Bone Joint Surg
Am 2000;82A:1589-93. (Class A)

Saal JA. Natural history and nonoperative treatment of lumbar disc herniation. Spine 1996;21:2S5-9S.
(Class R)

Saal JA, Saal JS. Non-operative treatment of herniated lumbar intervertebral disc with radiculopathy:
an outcome study. Spine 1989;14:431-37. (Class D)

Saal JA, Saal JS, Herzog RJ. The natural history of lumbar intervertebral disc extrusions treated
nonoperatively. Spine 1990;15:683-86. (Class D)

Scheer SJ, Watanabe TK, Radack KL. Randomized controlled trials in industrial low back pain. Part
3. Subacute/chronic pain interventions. Arch Phys Med Rehabil 1997;78:414-23. (Class M)

Schwarzer AC, Aprill CN, Bogduk N. The sacroiliac joint in chronic low back pain. Spine 1995;20:31-
37. (Class D)

www.icsi.org

Institute for Clinical Systems Improvement 41



Adult Low Back Pain
References Twelfth Edition/September 2006

Shekelle PG, Adams AH, Chassin MR, et al. Spinal manipulation for low-back pain. Ann Intern Med
1992;117:590-98. (Class M)

Shekelle PG, Adams AH, Chassin MR, et al. The appropriateness of spinal manipulation for low back
pain: project overview and literature review. Santa Monica, California: RAND Corp, 1991. (Class R)

Shekelle PG. Spine update, spinal manipulation. Spine 1994;19:858-61. (Class R)

Silverstein FE, Faich G, Goldstein JL, et al. Gastrointestinal toxicity with celecoxib vs nonsteroidal
anti-inflammatory drugs for osteoarthritis and rheumatoid arthritis: the CLASS study: a randomized
controlled trial. JAMA 2000;284:1247-55. (Class A)

Skargren El, Oberg BE, Carlsson PG, Gade M. Cost and effectiveness analysis of chiropractic and
physiotherapy treatment for low back and neck pain: six-month follow-up. Spine 1997;22:2167-77.
(Class A)

Slipman CW, Jackson HB, Lipetz JS, et al. Sacroiliac joint pain referral zones. Arch Phys Med Rehabil
2000;81:334-38. (Class D)

Snook SH. Approaches to the control of back pain in industry: job design, job placement and educa-
tion/training. /n Occupational Medicine: State of the Art Reviews, vol. 3. Philadelphia: Hanley & Belfus,
1988: 45-59. (Class R)

Somayaji HS, Saifuddin A, Casey ATH, Briggs TWR. Spinal cord infarction following therapeutic
computed tomography-guided left L2 nerve root injection. Spine 2005;30:E106-08. (Class D)

Spitzer W. Scientific approach to assessment and management of activity-related spinal disorders:
report of the Quebec Task Force on Spinal Disorders. Spine 12(7 Suppl), 1987. (Class R)

State of Minnesota. Workers' Compensation Treatment Parameter Rules. Available at: http://www.
revisor.leg.state.mn.us/arule/5221/6200.html. 2004. (Class R)

Stig LC, Nilsson @, Leboeuf-Yde C. Recovery pattern of patients treated with chiropractic spinal manipu-
lative therapy for long-lasting or recurrent low back pain. J Manipulative Physiol Ther 2001;24:288-91.
(Class D)

Thornbury JR, Fryback DG, Turski PA, et al. Disk-caused nerve compression in patients with acute
low-back pain: diagnosis with MR, CT myelography, and plain CT. Radiology 1993;186:731-38. (Class
C)

Tiso RL, Cutler T, Catania JA, Whalen K. Adverse central nervous system sequelae after selective
transforaminal block: the role of corticosteroids. Spine J 2004;4:468-74. (Class D)

Underwood MR, Morgan J. The use of a back class teaching extension exercises in the treatment of
acute low back pain in primary care. Fam Prac 1998;15:9-15. (Class A)

U.S. Department of Health and Human Services. In Acute Low Back Problems in Adults. AHCPR
Publication #95-0644. Dec 1994. (Class not assignable)

Vad VB, Bhat AL, Lutz GE, Cammisa F. Transforaminal epidural steroid injections in lumbosacral
radiculopathy: a prospective randomized study. Spine 2002;27:11-16. (Class C)

van Tulder MW, Koes BW, Bouter LM. Conservative treatment of acute and chronic nonspecific low
back pain: a systematic review of randomized controlled trials of the most common interventions. Spine
1997;22:2128-56. (Class M)

Vermont Spine Study Group Members. InVermont Program for Quality in Health Care - Spine Algo-
rithm. 1991. (Class R)

Vickery DM, Fries JF. Low back pain. InTaking Care of Yourself, 5th ed. Reading, Massachusetts:
Addison Wesley, 1994. (Class not assignable)

www.icsi.org

Institute for Clinical Systems Improvement 42



Adult Low Back Pain
References Twelfth Edition/September 2006

Von Korff M. Studying the natural history of back pain. Spine 1994;19:2014S-46S. (Class R)

Von Korff M, Saunders K. The course of back pain in primary care. Spine 1996;21:2833-37. (Class
R)

Waddell G, Feder G, Lewis M. Systematic reviews of bed rest and advice to stay active for acute low
back pain. BrJ Gen Pract 1997;47:647-52. (Class M)

Waddell G, McCulloch JA, Kummel E, Venner RM. Nonorganic physical signs in low-back pain. Spine
1980;5:117-25. (Class C)

Wabhlgren DR, Atkinson JH, Epping-Jordan JE, et al. One-year follow-up of first onset low back pain.
Pain 1997;73:213-21. (Class C)

Wang JC, Lin E, Brodke DS, Youssef JA. Epidural injections for the treatment of symptomatic lumbar
herniated discs. J Spinal Disord Tech 2002;15:269-72. (Class D)

Weber H. Lumbar disc herniations: a controlled, prospective study with ten years of observation. Spine
1983;8:131-40. (Class A)

Weiner BK, Fraser RD. Foraminal injection for lateral lumbar disc herniation. J Bone Joint Surg
1997;79-B:804-07. (Class D)

Wilson-MacDonald J, Burt G, Griffin D, Glynn C. Epidural steroid injection for nerve root compression:
a randomised, controlled trial. J Bone Joint Surg 2005;87:352-55. (Class M)

Wyman ET, Cats-Baril WL. Working it out: recommendations from a multidisciplinary national consensus
panel on medical problems in workers' compensation. JOM 1994;36:144-54. (Class R)

www.icsi.org

Institute for Clinical Systems Improvement 43



Adult Low Back Pain
Twelfth Edition/September 2006

Conclusion Grading Worksheet A — Annotation #10

(Conservative Treatment)
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Conclusion Grading Worksheet A —
Annotation #10 (Conservative Treatment)
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Conclusion Grading Worksheet B — Annotation #17

(Active Rehabilitation)
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Conclusion Grading Worksheet B —
Annotation #17 (Active Rehabilitation)

*S)[NSAI | ISBI[ JB UO JUSUBIIL} JOUDIIJAI AU} URT) dANDYJO SSI[ 10 -u0d synsal (9s1019xd Surpn[o

K10301pE1IU0O 9y} 03 onp swer3ord oS10I9Xd | WO} JUSIJJIP OU SBM UONUIAINU] :SAIPNIS dANBION- | -Ul) Apnjs 10J Pajod[ds SUOIIUIAID}
9() JO dUO JO IOARJ Ul QOUIPIA OU ST I - aInseawr dwoono | -ur dnnaderdy) papnjoul JudWILAL] MITAY (L661)
‘ured yoBQ MO[ JTUOIYD 0] dANIYJ ST [ juerrodwur ouo Jsed[ Je 0) PIeSAI YHM JUIUWILII) JOUSIDJII ‘SIDY dnn :S[eLn papnour- one | Iomog 2 ‘S0
Ade1oy) 9s1010X9 Jey) 90UOPIAD FuOnS ST AIAY]- | UBY) SANDIJJO AIOW SeM UONUIAINU[ :SIAIPNIS dANISOJ- G661 YSnoiy) yoIeas aInjero)ry- + -wo)sAg ‘IopIny, ueA

(38911 0) PIPIAU JdqUINU ‘O1jRI POOY o —"+
(pazio11v11) spuauUIULO)) S,dNO.1D) Y104 -I[YI] ‘O1RI SPPO NSLI JATIR[AI ‘[RAIIUI OUIPIJUOD A adAL

/suorsnjouo)) sioyny | ‘onjea-d ©3-9) synsay/(s)aInseo] swodnQ Arewtd | ozi§ ojdwes/parpmg uonendod [ -rend ugisog Ieq & /loyny

53

www.iCcsl.org

| Systems Improvement

Inica

Institute for ClI




Adult Low Back Pain
Twelfth Edition/September 2006

Yopa §¢> a4om dnous .ad sazis ajdung-
1Da.43-03-uonuUIUI Aq J0oU SDM SISAIDUY-
JSpupwuoy) s,dno.ary y.40 4

ured

Jyoeq MO] 10} 21eo [edrpawt snotadxd yyum ured
pliw Jo djeropowr payiodar syuanred jsow (Jjels
[0IL9SOI A1) WO} UONUI)E pue own [enbo daey
01 syuaned (e 1oy papiaoid (090101 SHLON

QUO[E ASIOIOXD JO Jey) 0} Foudq juared

-de ou sppe SNAL pue 0qade[d yim jusunean
UBY) 9AT}O0JJO 0IOW OU ST SNH.L UM JUSUIBI] -
"IOTARYQQ [ENJOR UO S}09J

JUdUIIEdI} JO UONENUNUOISIP palnbal jeyy sn

-TJEUWLIOP 9IOASS PBY dUO ‘SOPOIOJ[ JO IS J& UOTJBILLIT
urys Jourw pajodar spoafqns SNAL JO €/1 31991 H 9pIS-
$100JJ0 JUSW

-1ea1) JUBdIJIUSIS OU AIOM IO} JUSW)EAI) IOYe SYIUOW
7 e {dnoi1d 9s1019%9 ou 2y} ur ueyy dnoid os1o10X9 Ay
ur (0'0>d) 1o12q Apueoyugis je a1om ured jo Aouanb
-o13 pue ‘ured ur juswaAoidwr 9[eds Jojeue-[ensia
‘ured ur JuowaAoldwr pojRI-J[Os ‘[QAJ] ANANOE pjel
-J10s ¢sdnoiS SN weys pue SNHL onl) usam}oq syoom
 Je SOWI0d)NO Ul SOIUAIAJIP JUBIIJIUSIS OU JUOWILAI)
I0)e SYIUOW 7 J& SUI[oSeq PIEMO) PAUINol Inq 4 Joom
0} 7 yoam woiy passaidoid jey juoworordur juedsiiu
-31s pamoys sdnoi3 Inoj [[y :sewoonQ onnaderdy] -
sped Suneay jo asn pue ‘(s)

-SIA § JO JNO 7'/ JO UedW) S)ISIA APN)s ‘SI0I0Xd ‘SNHL
weys ‘SNAL onn 10j ,poos, 3q 0) punoq :douerdwo)-
SS9 sem AJurelao jo 9213op 1oy inq Apredoad
Suruonouny sem jun SNHL 2y} passend sdnoid SNHL
weys Jo %8 ‘Ajrodord Suruonouny sem jrun SNHL 11O
jey) passans sdnoid SNHL onn 2yl Jo %00 :Surpuig-
uonjezifeyidsoy snoraaid pue 3191JOp 9130[0INAU M
uonodoxd ur sdnoi8 uaam)aq sAOUAIRJIQ :dul[esed-
SOOIAIAS [BOIPAW JO 9sn pue ‘sarnseaws [edIsAyd ‘sSunex
ured ‘smjejs [eUONOUNJ POPN[OUI JUSUIIEAI} JO PUS 10}
-Je sypuowt g pue ‘Ade1dy) Jo sym § pue g Ioye ‘durjoseq
Jje soIreuuonsonb pue swWexo [eOISAYJ :JUOWISSISSY/-
juow

urw () 1oy Aep 1od X7 pasn

o1om sped Suneay awoy SANIAD
-0 snolreA Joy ornjsod uo 9d1Ape
pue SopoIjod[d SNHL Jo juaumsnl
-pe quowean 1edy 10j ym 1d X7
SHSIA ‘SM { IOJ SUOTJUDAIIU]-
A)NIQIX3]] pUB UOIIRXEB[II-SISIO
-IoXd [enuonbos 7] :os1oroXy-
(dnoi3 SNHFL weys 03 udAIS
SUOTJONI)SUI OUIes) SYM 7 [euly I0J
opowr Pa3od[as-J12s ‘SNAL I[-21m
-oundnoe ur uonoNNSUI ‘SYM 7 I10J
‘ba1j-yS1y JeUOnIULAUOD SNHL-
oouel[dWOd PIIOIUOIN-

WIOJTUN 2I0M SIUOUIRAT) IOY)0
‘A[uo SNALL Wweys ‘SNA.L Weys

+ OS10IOX? ‘ATu0 SNHL ‘OSI0I0XD +
SNAL :sdnoi ¢ 0} paziwopuey-
dn-moryjoy aredur pinom jey
SI0J0BJ I0J PIpN[IXd OS[e ‘uon
-esuodwoo Ai[Iqesip SUIAIOAI 10
Suryoes asoy) ‘osn SNA.L snoraaxd
91019p o150[0INOU pajEN[RAdUN
Asnoraard ‘oseasip Sunsxaoo
QI0AQS ‘aSeasIp 1By ‘Ioyewraoed Jo
osn ‘z]-1 oAoqe ured "xew ‘sjue|
-nSe0dnUE I0 SPIOIY)SOOIII0D JO
osn ‘100ued JO AIOISIY PIpN[OXH-

(0661) Aypmuw

Conclusion Grading Worksheet B —
Annotation #17 (Active Rehabilitation)
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7N Support for Implementation:
IC S I Adult Low Back Pain

INSTITUTE FOR CLINICAL
SYSTEMS IMPROVEMENT

This section provides resources, strategies and measurement specifications
for use in closing the gap between current clinical practice and the
recommendations set forth in the guideline.

The subdivisions of this section are:

e Priority Aims and Suggested Measures
- Measurement Specifications

e Key Implementation Recommendations

* Knowledge Products and Resources

e Other Resources Available

Copyright © 2006 by Institute for Clinical Systems Improvement
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Priority Aims and Suggested Measures

1. Increase the use of the recommended conservative approach as first-line treatment, such as activity,
self-care and analgesics, for patients with low back pain.

Possible measures of accomplishing this aim:

a. Percentage of patients with low back pain having documentation of patient education given, including
the importance of maintaining an active lifestyle (see "Other Resources Available" materials for
ordering information).

b. Percentage of patients with low back pain returning to their primary care provider for follow-up in
one to three weeks for reinforcement of treatment recommendations (see Annotation #10).

c. Percentage of patients with low back pain having documentation of recommendations to take an
anti-inflammatory or analgesic over-the-counter medication (see Annotation #10).

2. Reduce unnecessary imaging studies in patients with acute low back pain.
Possible measures of accomplishing this aim:

a. Percentage of acute low back pain patients without red flag indicators undergoing AP or LAT
x-rays (see Annotation #4).

b. Percentage of acute low back pain patients undergoing CT or MRI scan (see Annotation #19).
3. Increase the appropriate assessment of patients with chronic low back pain.
Possible measures of accomplishing this aim:

a. Percentage of patients with chronic low back pain assessed for psychosocial factors potentially
contributing to prolonged disability and chronic pain (see Appendix C).

b. Percentage of patients with chronic low back pain participating in an active rehabilitation program
or the equivalent (see Annotation #17).

4. Increase the use of appropriate outcome tools (such as Oswestry Low Back Pain Questionnaire or
other).

Possible measure of accomplishing this aim:

a. Percentage of patients with low back pain that have completed an outcome tool.

www.icsi.org
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Measurement Specifications
Possible Success Measure #2a

Percentage of acute low back pain patients without red flag indicators undergoing AP or LAT x-rays (see
notes below).

Population Definition

Patients who present to the clinic with acute low back pain (see codes below).

Data of Interest
# of people receiving AP or LAT x-rays

# of people who present to clinic with low back pain six weeks or less without red flag indicators

Numerator/Denominator Definitions

Numerator: Patients receiving AP or LAT x-ray
Include only patients who meet the criteria for the denominator.

Denominator: Patients who are within six weeks of onset of low back pain, and related symptoms as identi-
fied by the following ICD-9 codes: 720.x, 721.x, 722.x, 724.xx, 847.2, 738.4, 738.5, 738.6.

Method/Source of Data Collection

Identify patients with acute low back pain using the above diagnosis codes. Patients should be included if
the onset of symptoms was six weeks or less.

The medical record of each patient is reviewed to determine if the patient meets any of the red flag indicators.
If none of the red flag indicators are present, the chart is further reviewed for use of AP or LAT x-ray.

Time Frame Pertaining to Data Collection

The suggested time period is a calendar month.

Notes
Lumbar spine x-rays should be considered when the following red flag indicators exist:
e Unrelenting night pain or pain at rest (increased incidence of clinically significant pathology)
e Fever above 38° (100.4° F) for greater than 48 hours without obvious cause

e Progressive or new onset of neuromotor or sensory deficit (CT or MRI may be the preferred
imaging)

e Pain with distal numbness or leg weakness
¢  Loss of bowel or bladder control (retention or incontinence)
e Clinical suspicion of ankylosing spondylitis

*  Significant trauma (accident or injury other than twisting or lifting injury unless other risk factors
are present)

* History of or suspicion of cancer

www.icsi.org
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Other conditions that may warrant AP or LAT x-rays:
e Over 50 years old (increased risk of malignancy, compression fracture)
e Failure to respond after six weeks of conservative therapy

*  Drug or alcohol abuse (increased incidence of osteomyelitis, trauma, fracture)

www.icsi.org

Institute for Clinical Systems Improvement 62



Adult Low Back Pain
Twelfth Edition/September 2006

Knowledge Products and Resources

Criteria for Selecting Resources

The following resources were selected by the Adult Low Back Pain guideline work group as addi-
tional resources for providers and/or patients. The following criteria were considered in selecting these
resources.

* The site contains information specific to the topic of the guideline.

* The content is supported by evidence-based research.

*  The content includes the source/author and contact information.

* The content clearly states revision dates or the date the information was published.

* The content is clear about potential biases, noting conflict of interest and/or disclaimers as
appropriate.

Resources Available to ICSI Members Only

The following materials are available to ICSI members only. Also available is a wide variety of other
knowledge products including tool kits on CQI processes and Rapid Cycling that can be helpful. To
obtain copies of these or other Knowledge Products, go to http://www.icsi.org/knowledge.

To access these materials on the Web site you must be logged in as an ICSI member.
Educational Resources
Guideline Impact Studies
e Treatment of Low Back Pain (1997)
Process Improvement Reports (PIRs)
e Chronic Pain Focus Group (2005)
Patient Education PDFs
e Low Back Pain (Park Nicollet Health Services)

www.icsi.org

Institute for Clinical Systems Improvement 63



Adult Low Back Pain
Twelfth Edition/September 2006

Other Resources Available

in the clinical setting for chronic
back pain.

Title/Description Audience Author/Organization | Web sites/Order Information
This Web site contains clinical Health Care Agency for HealthCare http://www.ahrq.gov/
practice guidelines, quick refer- | Professionals; Research and Quality clinic/
ence guides for clinicians, and Patients and Families
consumer information (English
and Spanish) on back pain.
This Web site contains a wealth | Health Care AMA http://www.ama-assn.org
of easily accessible information | Professionals
on low back pain for physicians.
This site contains the latest in
low back pain treatment and
advances, including step-by-step
protocols and education for the
patient. This site also has mul-
tiple links to other sites.
This Web site contains a series of | Health Care Center for the http://www.cfah.org/
studies on health behavior change | Professionals Advancement of Health

Consumer information on back Patients and Mayo Clinic Oasis http://www.mayoclinic.com
health-related topics. Families

Federal government source of Patients and Families; | National Library of http://www.nlm.nih.gov/
back health-related information | Health Care Medicines MEDLINE hinfo.html

and research, related links. Professionals Plus/

National Institutes of
Health

Consumer information on back
health-related topics.

Patients and Families

Park Nicollet Health
Services

http://www.parknicollet.com/
healthadvisor/conditions/back-
pain.cfm

Internet based network
dedicated to dissemination of
back pain information for
clinicians and patients including
education, consumer
information community
resources.

Health Care
Professionals;
Patients and Families

Spine Universe in partner-
ship with American
Association of Neurologi-
cal Surgeons, Scoliosis
Research Society, AANS/
CNS Joint Section on
Disorders of the Spine and
Peripheral Nerves, Inter-
national Spinal Injection
Society, National
Association of Orthopae-
dic Nurses, National Pain
Foundation

http://www.spineuniverse.com
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Title/Description Audience Author/Organization | Web sites/Order Information

WebMD provides services for phy- | Health Care WebMD http://www.webmd.com
sicians and consumers on clinical | Professionals
processes and education. Patients and Families
The Back Book; Low back pain Patients and Families | Kim Burton and http://www.balogh.com
booklet for patients: evidence- Martin Roland Left click health and medicine;
based advice on how to deal with click on the stationery office,
backache, stay active, etc. then click on tso a-d;
Promotes positive belief and scroll to The Back Book.
reduces disability. The Back Book (pack of 10

copies). Kim Burton & Martin
Roland. 1-217-355-9331

6/2002 new edition. 23 pp. ISBN
011702 950 5. For 1 pack of 10
copies, $25.00; for 5 packs of

50 copies $85; for 20 packs of
200 copies $198.00. Only sold in
packs of 10 copies - Back Book

Low Back Pain; brochure Patients and Families | Park Nicollet http://www.icsi.org/knowledge/
Listed under Patient Education
Resources

Understanding Your Low Back; Patients and Families | Regions Hospital http://www.healthpartners.com/

brochure files/25929.pdf
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