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BACK PAIN GUIDELINES



BACK PAIN: HISTORY

• Hippocrates (460 BC- 375 BC) : ‘Ischiatic pain’

• Pliny (23-79 AD) ‘Sexual Intercourse is good for lower back pain, for 

weakness of the eyes, for derangement and depression 28.155

• Galen (130 AD – 210 AD) :  ‘Socles, promising to set Diodorus’ 

crooked back straight,  piled three solid stones, each four feet square, 

on the hunchbacks spine.  He was crushed and died, but he has 

become straighter than a ruler.’

Book X1 – 120 



BACK PAIN: HISTORY

‘For a pine in the back take fresh 

cow dung and fry it in vinegar and 

apply it plaster wise to the back:  

you will little think how soon it 

will give you ease.’



BACK PAIN: HISTORY

‘The slimy substance of the root  
made in a posset of ale, and given to 
drinke against the paine in the backe

gotten by any violent motion, as 
wrestling or ouermuch use of 

women, doth in foure or five days 
presently cure the same, although the 

involuntarie flowing of the seed in 
man be gotten’



BACK PAIN: HISTORY



BACK PAIN: HISTORY



BACK PAIN: HISTORY



BACK PAIN TREATMENTS

Heat TENS Manipulation Hyaluronic acid

Cold Magnets CBT Spinal cord stimulation

Massage Transcranial magnets ACT Field stimulation

Acupuncture Botox Mindfulness Hypnosis

Yoga Trigger point Facet joint injections Traction

Tai Chi Vitamin D Facet joint denervation Acupressure

Qui Gong NSAIDs Epidurals Hydrotherapy

Exercise Opiates Ergonomics Self management

Bed rest Gabapentinoids Disc replacement Herbal medicines

Corsets Diazepam Spinal fusion Inversion tables

Shoes Biologics Spinal spacers Hyperbaric O2

Orthotics MBR CFT Ozone

Laser Stem cells Ultrasound Infra red

Reiki Homeopathy Alexander Woollen underpants



Dieleman et al. US Spending on Personal Health Care and Public Health, 1996-2013 JAMA  2016

The Lancet 2016 388, 1545-1602DOI: (10.1016/S0140-6736(16)31678-6



WHY DO WE NEED CLINICAL GUIDELINES?

• To make sense of ‘Information overload’ and to keep up to date

• To ensure that effective, evidence based interventions are prioritised

• To prevent waste and harm

• To reduce variations in practice

• To provide a rational basis for referral

• To highlight areas where there is scientific uncertainty

‘Systematically developed statements to assist practitioner and patient 

decisions about appropriate health care for specific clinical 

circumstances’

Field MJ, Lohr KN. Clinical practice guidelines: directions for a new program. Washington, DC: National Academy Press; 

1990



• Radiological examinations reduced to a minimum

• Reassurance, encourage return to work

• Bed rest limited to a few days

• NSAIDs

• Pain > 3 months: consult multidisciplinary team

• Review psychosocial aspects of pain

• Physical rehabilitation

• Indications for surgery must always be specific

BACK PAIN GUIDELINES

Quebec Task Force 1987



BACK PAIN GUIDELINES

I. The Norwegian Guideline (The Norwegian Back Pain Network, 

2002)

II. New South Wales Guideline (New South Wales Therapeutic 

Assessment Group, 2002)

III. National Practice Guidelines for Physical Therapy in Patients with 

Low Back Pain (KNGF 2003)

IV. The New Zealand Guideline (New Zealand Guidelines Group, 2004)

V. The Australian Guideline (Australian Acute Musculoskeletal Pain 

Guidelines Group, 2004)

VI. European guidelines for the management of chronic nonspecific 

low back pain 2006

VII. The University of Michigan Guideline (University of Michigan Health 

System, 2010)

VIII. Low Back - Lumbar & Thoracic (Acute & Chronic) Guideline (Work 

Loss Data Institute, 2011)

IX. 2007/2009/2017 Diagnosis and Treatment of Low Back Pain: APC 

&APS

X. Low back and radicular pain: a pathway for care developed by the 

British Pain Society 2013 

XI. 2015 Evidence-Informed Primary Care Management of Low Back 

Pain – Canada

XII. 2016 NICE low back pain and sciatica guideline.

XIII. 2017 Danish low back pain guideline.



BACK PAIN GUIDELINES

• Original/de novo systematic review and meta analysis

• Reviews of systematic reviews (+/- RCTs)

• Reviews of previous guideline recommendations

1. Identifying and refining the subject area. 

2. Convening and running a guideline development group. 

3. Assessing the evidence about the clinical question or condition, 

on the basis of systematic reviews. 

4. Translating the evidence into a recommendation.

5. External review of the guideline.



SYSTEMATIC REVIEWS

• ‘No high-quality evidence shows that XXXXXXX provides pain relief for 

patients with chronic low back pain’

• There was moderate quality evidence that XXXXXXX results in larger 

improvements in pain and daily function than usual care…..



NICE GUIDELINE NG59



NICE GUIDELINE NG59

• Scope

• Guideline development group 

• Formulating questions

• PICO

• Search and analysis

• Presentation to GDG

• GDG consensus



FOREST PLOT



GDG DECISION MAKING

• Statistical significance of the primary efficacy analysis

• Magnitude of improvement in the primary efficacy outcome with 
treatment

• Results of responder analyses

• Treatment effect size compared to available treatments

• Rapidity of onset of treatment benefit

• Durability of treatment benefit

• Results for secondary efficacy endpoints

• Safety and tolerability

• Convenience

• Patient adherence

• Cost and cost effectiveness

Dworkin 2009



MINIMAL IMPORTANT 
DIFFERENCE

‘The smallest difference in score 
in the domain of interest which 

patients perceive as beneficial and 
which would mandate, in the 

absence of troublesome side effects 
and excessive cost, a change in the 

patient’s management.’
Jaeschke et al 1989



CLINICAL SIGNIFICANCE
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MID

‘It is crucial to recognize that criteria for clinically important changes 

in individuals cannot be extrapolated to the evaluation of group 

differences’

Dworkin R et al. Interpreting the clinical importance of group differences in chronic pain clinical

trials: IMMPACT recommendations. PAIN 146 (2009) 238–244



EFFECT SIZE



EFFECT SIZE

• Example:

VAS Pain 

4 (mean placebo group) – 3 (mean intervention group)
2 (standard deviation)

Effect size = 0.5

(mean SD in 9076 subjects = 1.79)



EFFECT SIZE

• Small = 0.2/0.3

• Medium = 0.5

• Large = 0.8







QUALITY



RECOMMENDATIONS

• DO NOT DO

• WEAK RECOMMENDATION

• STRONG RECOMMENDATION



TREATMENT A

• Statistically significant 

• Pain VAS short term effect size VS placebo = 0.43 (12: 3268)

• Pain VAS long term effect size VS placebo 

• Pain VAS short term effect size VS usual care 

• Pain VAS long term effect size VS usual care 

• Function : +

• Cost effective N/A

• Harms ++

OPIOIDS



TREATMENT B

• Statistically significant 

• Pain VAS short term effect size VS placebo 

• Pain VAS long term effect size VS placebo 

• Pain VAS short term effect size VS usual care 0.26 (2: 82)

• Pain VAS long term effect size VS usual care 

• Function : ++

• Cost effective 

• Harms -

YOGA



TREATMENT C

• Statistically significant 

• Pain VAS short term effect size VS placebo 

• Pain VAS long term effect size VS placebo 

• Pain VAS short term effect size VS usual care = 0.32 (6: 456)

• Pain VAS long term effect size VS usual care 

• Function : +/-

• Cost effective N/A

• Harms -

CBT



TREATMENT D

• Statistically significant 

• Pain VAS short term effect size VS placebo = 1.16 (4: 167)

• Pain VAS long term effect size VS placebo = 1.15 (3: 110)

• Pain VAS short term effect size VS usual care 

• Pain VAS long term effect size VS usual care 

• Function : +/-

• Cost effective 

• Harms -

RADIOFREQUENCY



TREATMENT E

• Statistically significant 

• Pain VAS short term effect size VS placebo = 0.42 (8: 1760)

• Pain VAS long term effect size VS placebo = 0.1 (5: 1458)

• Pain VAS short term effect size VS usual care = 0.79 (8: 1334)

• Pain VAS long term effect size VS usual care = 0.5 (3: 950)

• Function : +/-

• Cost effective +/-

• Harms -

ACUPUNCTURE



TREATMENT F

• Statistically significant 

• Pain VAS short term effect size VS placebo 

• Pain VAS long term effect size VS placebo 

• Pain VAS short term effect size VS usual care 

• Pain VAS long term effect size VS usual care = 0.68 (1: 264)

• Function : +

• Cost effective 

• Harms ++

SPINAL FUSION



TREATMENT G

• Statistically significant 

• Pain VAS short term effect size VS placebo 

• Pain VAS long term effect size VS placebo 

• Pain VAS short term effect size VS usual care = 0.2 (2: 106)

• Pain VAS long term effect size VS usual care = 0.04 (1: 101)

• Function : -

• Cost effective N/A 

• Harms -

SELF MANAGEMENT








