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Who we are

 Patients

 Clinicians

 Policy makers and System Administrators

 Educators

 Applied Researchers



Workshop Objectives

 Develop a framework for a multi factorial KT program for 
DI in low back pain for primary care in Alberta

 Review available utilization data on diagnostic imaging for low 
back pain

 Understanding the barriers & facilitators of appropriate use of 
DI in primary care settings

 Review the results of KT science research related to policy, 
professional and patient level interventions to align clinical 
practice with evidence-informed recommendations



Greetings



Review workshop package and 

agenda



Chatham House Rule

‘When a meeting is held under the 

Chatham House Rule participants are free 

to use the information received but neither 

the identity nor the affiliation of the 

speakers nor that of any participant may 

be revealed.’



What is the Ambassador Project?

Why primary care guidelines?



What is the Ambassador 

Program?

 A collaboration of individuals and agencies with an interest in 
improving chronic pain management in Alberta

 Aims to support primary care provider by developing provider 
knowledge and skills

 Process for moving research evidence into practice 

Ambassador Program website:

http://www.ihe.ca/research/ambassador-program/



Collaborating Organizations

http://www.albertadoctors.org/bcm/ama/ama-website.nsf/frmHome?OpenForm
http://www.albertadoctors.org/bcm/ama/ama-website.nsf/frmHome?OpenForm


- Sponsoring agency
- Ministry of Health 
- Provincial research 

funder 
- RHA
- Physician regulatory

agencies 
- Provincial medical 

guideline group (TOP)
- Provincial KT programs 
- Patient advocacy group 

- Family physicians
- Specialist physicians
- Physical therapists 
- Occupational therapists 
- Pharmacists
- Registered nurse
- Psychologists 
- Healthcare manager
- Knowledge transfer

specialist 
- HTA researchers 

HTA researchers
Clinical ambassador
Communications & KT consultant
Guideline development consultant  

Operational oversight 
Research information 
Secretariat GDG & AC

Construct the 
guideline 

Advise   SC 
on strategic 
matters; 
General 
project 
oversight 

Steering Committee (SC)

Guideline 
Development
Group (GDG) 

Advisory 
Committee (AC)

TOP 
Alberta

Guideline

Guideline development committee structure 

TOP

Toward Optimized Practice

Sign off  the guideline



GDG: multidisciplinary team,  

rural/urban representation

 South Zone: physician (1), health care 
manager (1), physical therapist (1)

 Calgary Zone: family physician (2), specialist 
physician (2), psychologist (2), occupational 
therapist (1), pharmacist (1)

 Central Zone: family physician (3), physical 
therapist (1), occupational therapist (1)

 Edmonton Zone: family physician (3), 
occupational therapist (1) nurse-manager (1)

 North Zone: physical therapist (1), nurse (1)

South Zone

Calgary   Zone

Central Zone

Edmonton 

Zone

North Zone



The trials and tribulations of 

adapting existing guidelines: 

The Alberta Ambassador 

program strategy



The Spectrum of Guideline Development 

Processes

APII

Adapts seed 
guidelines using a 
multidisciplinary 
development group

Seed guidelines 
selected for 
methodological and 
clinical relevance

GAC

Does not develop 
guidelines

Endorses current 
guidelines 
selected for 
methodological 
rigour

COMPUS

Unbundles existing 
guidelines

Systematic reviews 
conducted on 
pertinent evidence 

New guideline 
constructed with 
expert review panel 
input

American Pain 

Society

Constructs new 
guideline from 
scratch

Systematic reviews of 
primary evidence 
conducted for all 
recommendations

Multidisciplinary 
development group



Trade off: quality and resources

 Avoidance of unnecessary duplication when there are a 

number of CPGs available

 Variances in quality rating tools used to assess internal and 

external validity 

 Inconsistent rating of the strength of the evidence supporting 

the recommendation



Selecting the seed guidelines 

7 seed CPGs selected

Third filter: expert team (clinical 

relevance of acute LBP CPG’s)

Second filter: modified 

AGREE tool scores

First filter: predetermined 

inclusion criteria

9 CPGs on prevention and treatment 

(acute and chronic) LBP

58 potential clinical practice guidelines (CPGs) 

on non-malignant LBP 

(identified by a systematic search)

Predetermined inclusion criteria

• Condition: 

– Non-specific low back pain

• Population: 

– Adult patients (≥ 18 years) 

• Intervention:

– Diagnosis, non-surgical treatment, 
or prevention in primary healthcare 
settings

• Duration of pain defined as (treatment 
and diagnosis only):

– acute and sub-acute pain: pain <12 
weeks

– chronic pain: pain ≥12 weeks (IASP 
definition)

• Publication limits: from 1996 to Feb 2008

• Language: English

• Source: countries with developed 
market  economies



Formulation of the recommendations

Accept or 

accept with 

minor 

modification

Accept but 

supplement 

with expert 

opinion

Reject original 

recommendation 

and create new one 

based on expert 

opinion

Recommendations TOP AB Guideline 

(N = 50)

(GDG)

Primary 

studies cited 

in “seed” 

guidelines

Systematic 

reviews from 

special 

database

Ad hoc expert 

group 

discussions 

More information 

required  

Draft recommendations 

Parking lot recommendations 

(N = 32)

(Sub-committees)

“Seed” guideline recommendations

(N = 57)

(GDG)

7 “Seed” guidelines on LBP



Alliances and collaborations 
Endorse, promote, disseminate, and/or approve 

Target users:

Family physicians

Osteopathic physicians

Chiropractors

Physical therapists

Occupational therapists

Nurses

Pharmacists

Psychologists

Primary Care 

Networks  

Other

Alberta College Family Physicians

Alberta College of Occupational   

Therapists

Alberta College of Pharmacists

Alberta Physiotherapy Association

College and Association of Registered 

Nurses of Alberta 

College of Physical Therapists of Alberta 

Psychologists Association of Alberta 

Alberta College and Association of 

Chiropractors 

Chronic Pain Association of Canada 

(Patients’ voice)

TOP

Alberta

Guideline

Provincial 

Chronic Disease 

Management

Toward

Optimized

Practice

(TOP)

Alberta Heritage 

Foundation for 

Medical Research 

Alberta Bone & 

Joint Health 

Institute 

College of 

Physicians & 

Surgeons of 

Alberta



March 2nd 2009, Low 

Back Pain Guideline 

available on TOP 

website

www.topalbertadoctors.org/inform

ed_practice/cpgs/low_back_pain. 

html

http://www.topalbertadoctors.org/informed_practice/cpgs/low_back_pain.html


 Canadian Medical 

Association 

 College of Physical 

Therapists of Alberta

 Pain Society of Alberta 



February 1, 2010

Alberta LBP 

Guideline in the 

top ten CMA 

website

Source: 

http://www.cma.ca/index.c

fm/ci_id/89497/la_id/1.htm

?action=byMonth&value=

1&topTen=true

http://www.cma.ca/index.cfm/ci_id/89497/la_id/1.htm?action=byMonth&value=1&topTen=true


Chris Spanswick

Information and Evidence to give 

the FP confidence in tackling 

patients beliefs



Summary Guideline



Diagnostic Imaging:

for Acute Low Back Pain

For non-specific acute low back pain (no red 

flags), diagnostic imaging tests, including X-ray, 

CT and MRI, are not indicated.

In the absence of red flags, routine use of X-rays is 

not justified due to the risk of high doses of 

radiation and lack of specificity.



Emergent Cases

Patients with red flags (See Appendix A for red 

flag definitions) indicating a high likelihood of 

serious underlying pathology should be referred 

for immediate evaluation and treatment to an 

appropriate resource depending on what is 

available in your region (e.g., emergency room, 

relevant specialist.)



Diagnostic Tests:

for Chronic Low Back Pain
 In chronic low back pain, X-rays of the lumbar spine are very poor 

indicators of serious pathology. Hence, in the absence of clinical red 
flags spinal X-rays are not encouraged. More specific and appropriate 
diagnostic imaging should be performed on the basis of the pathology 
being sought (e.g. DEXA scan for bone density, bone scan for tumors
and inflammatory diseases). However, lumbar spine X-rays may be 
required prior to more sophisticated diagnostic imaging, for example 
prior to performing a CT or MRI scan. In this case, the views should be 
limited to anterior-posterior (AP) and lateral (LAT) without requesting 
oblique views.

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



Why discourage ‘routine’ 

imaging for non-specific low 

back pain?

 “MRI studies have revealed lumbar disc abnormalities in 

up to three-quarters of asymptomatic subjects, including 

those with no previous history of LBP, sciatica or 

neurogenic claudication.”  (Sheehan NJ. Postgrad Med 

J. 2010; 86: 374-8)

 “Lumbar imaging for low-back pain without indications of 

serious underlying conditions does not improve clinical 

outcomes.” (Chou R et al. Lancet 2009; 373: 463-72)



Patients expectations and beliefs

 Important to address patients 

misconceptions

 Need to emphasis the need for:

Clinical History

Clinical Examination

DI and other tests if appropriate

 The whole clinical picture.

 DI and other tests for specifics and to 

confirm or refute clinical findings.



Patients beliefs

 There is an anatomical cause of pain

 This can be “seen” by X-ray/CT/MRI

 Often activity is related to beliefs.

 Do not understand “degenerative disc 

disease”.

 Often NOT reassured by DI.

 May cloud the issue.



Guidelines

 To give the FP confidence in assessment.

 Allow addressing of beliefs early.

 Promote reactivation.

 Evidence to back up FP’s actions


