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SCOPE OF THIS DOCUMENT 
This background document outlines the methods used to update the Alberta Clinical Practice 
Guideline (CPG) for the Evidence-Informed Primary Care Management of Low Back Pain, 
which was produced as part of the second phase of the Alberta Health Technology Assessment 
(HTA) Ambassador Program. 
 

 

 

 
 
 
 

This document should be cited as: Institute of Health Economics (IHE). Ambassador Program 
guideline for the evidence-informed primary care management of low back pain, 2nd edition: 
background document. Edmonton (AB): Institute of Health Economics; 2012. Available from: 
http://www.ihe.ca/research/--the-alberta-ambassador-program/--low-back-pain/low-back-pain-
guideline/guideline-documents/  

 

 

The citation for the background document describing the methods and process used to create the 
first edition of this guideline is as follows: Institute of Health Economics (IHE). Ambassador 
Program guideline for the evidence-informed primary care management of low back pain: 
background document. Edmonton (AB): Institute of Health Economics; 2009, Revised 2010. 
Available from: www.ihe.ca/documents/Guideline100-pagerJune2010.pdf. 

http://www.ihe.ca/research/--the-alberta-ambassador-program/--low-back-pain/low-back-pain-guideline/guideline-documents/�
http://www.ihe.ca/research/--the-alberta-ambassador-program/--low-back-pain/low-back-pain-guideline/guideline-documents/�
http://www.ihe.ca/documents/Guideline100-pagerJune2010.pdf�
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ABOUT THE ALBERTA LOW BACK PAIN GUIDELINE 
 

This section contains the following information about the Alberta CPG for the Evidence-
Informed Primary Care Management of Low Back Pain, 2nd Edition. 

√ The purpose, objectives, and target audience 

√ The multidisciplinary committees involved in its production 

√ The type and location of documents available to clinicians and patients 

√ Conflict of interest and editorial independence of the Guideline Development Group 

√ Terms of use 
 

Purpose 
The purpose of the Alberta Clinical Practice Guideline (CPG) for the Evidence-Informed 
Primary Care Management of Low Back Pain, 2nd Edition, is to help Alberta clinicians make 
evidence-informed decisions about the care of adult patients (18 years of age or older) with 
nonmalignant, nonspecific low back pain. The guideline was written to provide healthcare 
professionals in community practice and patients in Alberta with guidance about the prevention, 
assessment, and treatment of low back pain. 

It is expected that providing relevant, up-to-date information to assist primary care practitioners 
in the prevention, diagnosis, and treatment of low back pain will allow more patients to be 
competently managed in the primary care setting and decrease unnecessary referrals to 
increasingly overburdened specialists. 

Objectives 
The primary objectives are as follows: 

• to increase the use of evidence-informed conservative approaches to the prevention, 
assessment, diagnosis, and treatment of patients with low back pain in primary care; 

• to promote appropriate specialist referrals and use of diagnostic tests in patients with low 
back pain; and 

• to encourage patients to engage in appropriate self-care activities. 

Target Users 
The guideline is intended to be used by any healthcare provider (e.g., family physician, 
osteopathic physician, chiropractor, physical therapist, occupational therapist, nurse, pharmacist, 
or psychologist) in a primary care setting who is responsible for the care of patients with low 
back pain. 

Multidisciplinary Participation 
Two multidisciplinary committees were involved in the development of the Alberta CPG for the 
Evidence-Informed Primary Care Management of Low Back Pain, 2nd Edition. 
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• The Steering Committee guided the collection and collation of research material, 
provided operational oversight, and acted as a secretariat to the Update Committee. 

• The Update Committee reviewed the first edition of the Alberta CPG for the Evidence-
Informed Primary Care Management of Low Back Pain and revised the 
recommendations, where necessary, to reflect current research in the management of low 
back pain. 

A Research Team of health technology assessment (HTA) researchers with methodological 
expertise from the Institute of Health Economics (IHE) assisted the Steering Committee and the 
Update Committee in developing the Alberta CPG, 2nd Edition. The profile of each committee 
participant is listed in Appendix A. A flow diagram of the development process for the Alberta 
CPG, 2nd Edition, and an outline of the roles and activities of each of the committees are 
provided in Appendix B. 

Guideline Documents 
The Alberta CPG for the Evidence-Informed Primary Care Management of Low Back Pain, 2nd 
Edition, and its companion documents are hosted by Toward Optimized Practice (TOP), the 
program responsible for provincial CPGs, through its website at 
www.topalbertadoctors.org/cpgs.php?sid=18&cpg_cats=80. The Alberta CPG, 2nd Edition, was 
posted on the TOP website on 28 November 2011. 

For clinicians 
1. Guideline 

a. A Summary of the Guideline for the Evidence-Informed Primary Care Management of 
Low Back Pain, 2nd Edition 

b. Guideline for the Evidence-Informed Primary Care Management of Low Back Pain, 2nd 
Edition 

c. Guideline for the Evidence-Informed Primary Care Management of Low Back Pain, 2nd 
Edition mobile (PDA) version 

2. Yellow flags (Source: Kendall et al. Guide to Assessing Psycho-Social Yellow Flags in 
Acute Low Back Pain ACC & NZGG, Wellington, New Zealand (2004 edition):  

a. Clinical Assessment of Psychosocial Yellow Flags 

b. What Can Be Done to Help Somebody Who Is at Risk? 

3. Canadian Guideline for Safe and Effective Use of Opioids for Chronic Non-Cancer Pain©

4. Instructional video: The 3-Minute Primary Care Low Back Examination. Script editors: 
Bombardier C, Carette S. 

. 
2010 National Opioid Use Guideline Group (NOUGG) endorsed by the College of 
Physicians and Surgeons of Alberta 

©2004 Division of Rheumatology, University of Toronto and 
Institute for Work & Health (available from www.ihe.ca/research/--ambassador-
program/primary-care-low-back-pain-examination-video/ ) 

5. Guideline for the Evidence-Informed Primary Care Management of Low Back Pain, 2nd 
Edition: Background Document (Supporting Documents and Process Description) 

http://www.topalbertadoctors.org/cpgs.php?sid=18&cpg_cats=80�
http://www.ihe.ca/research/--ambassador-program/primary-care-low-back-pain-examination-video/�
http://www.ihe.ca/research/--ambassador-program/primary-care-low-back-pain-examination-video/�
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6. Guideline for the Evidence-Informed Primary Care Management of Low Back Pain—
Background Document (Supporting Documents and Process Description)  

For patients 
1. Patient information sheets 

a. What You Should Know About Acute Low Back Pain 

b. What You Should Know About Chronic Low Back Pain 

2. Patient brochures 

a. Acute low back pain: So Your Back Hurts ... Learn What Works, What Doesn’t and How 
to Help Yourself 

b. Chronic low back pain: So Your Back Hurts ... Learn What Works, What Doesn’t and 
How to Help Yourself 

3. Instructional videos (available from www.ihe.ca/research/lbpvideo/) 

a. Acute low back pain: What to do with Low Back Pain? Get Back At It! 

b.  Chronic low back pain: Living Well with Chronic Low Back Pain 

Conflict of Interest 
All Update Committee, Steering Committee, and Research Team members completed a 
declaration of competing interest using a standard form (see Appendix S). Competing interest 
was considered to be financial or nonfinancial interest, either direct or indirect, that could affect 
the recommendations contained in the Alberta CPG. 

No competing interests were declared by members of the Update Committee, Steering 
Committee, Research Team, or special topic committees.  

Funding and Editorial Independence 
Alberta’s HTA program was established under the Health Research Collaboration Agreement 
between the Institute of Health Economics and the Alberta Ministry of Health. Funding for this 
initiative was provided by Alberta Health. 

Alberta Health Services, Calgary Zone, and Alberta Innovates – Health Solutions provided in-
kind contributions. 

The above-mentioned funders had no influence on the recommendations contained in the final 
Alberta CPG, 2nd Edition. 

Legal Aspects 
Toward Optimized Practice (TOP), the program responsible for provincial guidelines, hosts the 
Alberta CPG, 2nd Edition, and possesses the associated legal and intellectual property rights. 

The Alberta CPG, 2nd Edition, was posted on the TOP website on 28 November 2011 
(www.topalbertadoctors.org/cpgs.php?sid=18&cpg_cats=80). 

http://www.ihe.ca/research/lbpvideo/�
http://www.topalbertadoctors.org/cpgs.php?sid=18&cpg_cats=80�
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Terms of Use 
Users are free to share (copy, distribute, and transmit the work) and remix (adapt the work) 
under the following conditions: 

• Attribution. You must attribute the work in the manner specified by the author or 
licensor (but not in any way that suggests they endorse you or your use of the work). 

• Noncommercial. You may not use this work for commercial purposes. 

• Share alike. If you alter, transform, or build upon this work, you may distribute the 
resulting work only under the same or similar licence to this one. 

For any reuse or distribution, you must make clear to others the licence terms of this work. Any 
of the above conditions can be waived if you get permission from the copyright holder. The 
author’s moral rights are retained in this licence. 
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STAGE I—SET-UP 

BACKGROUND AND PLANNING 
 
 

 
 
 
 
 
 
 
 
 
Overview of the Ambassador Program 
The Alberta HTA Ambassador Program is a knowledge translation strategy that was trialled in 
Alberta Canada in 2004–2005. The first phase of the Program (the Ambassador Pilot Project), 
completed in 2005, used clinical opinion leaders to present evidence to healthcare providers on 
various treatments for chronic pain. Information about the first phase of the program is available 
from the Ambassador Program website (www.ihe.ca/research/--the-alberta-ambassador-
program/) and in a series of peer-reviewed publications.1–3 Funding for the Ambassador Pilot 
Project was provided by a capacity-building grant from the Canadian Agency for Drugs and 
Technologies in Health (formerly known as the Canadian Coordinating Office for Health 
Technology Assessment). The success of the initial Ambassador Program led to additional 
funding from Alberta Health to expand the scope of the project. 

The second phase of the program started in 2006 and focused on developing evidence-based, 
Alberta-specific CPGs for the management of two conditions: low back pain and headache. This 
second iteration of the HTA Ambassador Program built on the Ambassador Pilot Project, with 
the aims of: 

• collaborating with local champions to develop locally adapted CPGs for low back pain 
and headache, to guide clinicians through a sequential process of clinically appropriate 
treatment options that are available in their region; 

• supporting local networks in disseminating the CPGs to clinicians in Alberta; 

• updating and maintaining the HTA Ambassador website (www.ihe.ca/research/--the-
alberta-ambassador-program/) as a resource for clinicians and patients; 

Stage 1 – Set-up 

Formulate research question 

Stage II - Adaptation 

Search for and screen seed CPGs 

Assess and select seed CPGs 

Extract data into evidence tables 

Draft guideline document 

Stage III - Finalization 

Review and refine draft guideline 

Finalize and endorse guideline 

Disseminate guideline and plan update 

This section contains information on: 

√  the Ambassador Program – its genesis and 
establishment 

√  the development of the Alberta CPG 
√  the set up of the Alberta CPG update process 
√  low back pain – the epidemiology and 

economic burden as well as the knowledge 
gaps identified among primary care 
practitioners regarding its management 

http://www.ihe.ca/research/--the-alberta-ambassador-program/�
http://www.ihe.ca/research/--the-alberta-ambassador-program/�
http://www.ihe.ca/research/--the-alberta-ambassador-program/�
http://www.ihe.ca/research/--the-alberta-ambassador-program/�
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• designing and implementing an appropriate approach for evaluating the impact of the 
CPGs; 

• exploring strategies for engaging the public in HTA research transfer on the topics of low 
back pain and headache management. 

Development of the Alberta Low Back Pain Guideine 
The Alberta Ambassador Program began developing the first edition of the Alberta CPG in April 
2007. This involved adapting seven clinical practice guidelines on low back pain into a single 
guideline that spanned the continuum of care from prevention and diagnosis through to 
treatment. The process used to produce the first edition of the Alberta CPG has been described in 
more detail elsewhere.4,5 

Briefly, the following three multidisciplinary committees were formed comprising participants 
with clinical, research, and dissemination expertise (see Appendix C for profiles of each of the 
committee participants). 

• The Steering Committee (SC) provided project leadership, guided the collection and 
collation of research material, provided operational and fiscal oversight, and acted as a 
secretariat to the Guideline Development Group (GDG) and the Advisory Committee 
(AC). The SC was responsible for finalizing and signing off on the guideline. 

• The AC provided general project oversight, advised the SC on strategic matters and 
provided linkages to appropriate stakeholders. 

• The multidisciplinary GDG constructed the CPG. 
A Research Team comprising HTA researchers assisted the SC and GDG by selecting and 
appraising the published guidelines, preparing background documents, tracking decision points, 
and helping to write the final guideline. The GDG reviewed all of the background materials (the 
seven seed guidelines and their companion documents, the evidence inventory tables, and the 
quality appraisal scores) and drafted an Alberta-specific guideline during 10 half-day meetings 
(nine via videoconference and one face-to-face) over a 12-month period.4,5 

The final guideline was posted on the TOP website in March 2009. The guideline was also listed 
on the Canadian Medical Association (CMA) Infobase (April 2009) and the National Guideline 
Clearinghouse (March 2010). 

Set-up and Planning of the Alberta Low Back Pain Guideline Update 
Process 
Several activities occurred in preparation for the second edition (or update) of the Alberta CPG 
for the Evidence-Informed Primary Care Management of Low Back Pain. 

• At the completion of the first edition of the Alberta CPG in March 2009, an Update 
Committee was established to oversee the ongoing review and maintenance of the 
guideline. The committee included six former members of the GDG with expertise in the 
field (three physicians, one physical therapist, one pain specialist, and the clinical 
psychologist who chaired the GDG) plus two new members (one physician and one 
pharmacist) who had not been involved in the development of the first edition of the 
Alberta CPG. Toward Optimized Practice (TOP), the program responsible for provincial 
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guidelines, and HTA researchers from the Institute of Health Economics were responsible 
for updating the scientific content of the Alberta CPG. The Steering Committee began 
outlining a schedule and process for updating the guideline in the fall of 2010. The 
Update Committee, which was co-chaired by two members (the clinical psychologist who 
charied the GDG and a physician who participated in the GDG), became active in 
January 2011. 

• A workshop titled “Encouraging Optimal Use of Diagnostic Imaging for Low Back Pain” 
was held on 26–27 October 20106 to explore options for improving the quality of and 
access to diagnostic imaging services for low back pain in Alberta through the 
engagement of stakeholders involved in the assessment, diagnosis, treatment, and 
management of low back pain. Users of the Alberta CPG stated that the recommendations 
related to the use of diagnostic imaging were among the most difficult to implement in 
primary care practice, and that an updated version of the guideline might benefit from the 
input of radiotlogists. Feedback from workshop participants indicated the need to update 
the diagnostic imaging recommendations of the Alberta CPG.7 

• In November 2010, all former GDG and Advisory Committee members were asked to list 
any primary care assessments and treatments not included in the first edition of the 
guideline that may be relevant for patients with low back pain. The resulting list of 
assessments and interventions was initially reviewed by the two co-chairs of the Update 
Committee in December 2010, followed by full Update Committee review in January 
2011. 

About Low Back Pain 
Definition of nonspecific low back pain—acute, subacute, chronic 
Nonspecific low back pain is defined as pain, muscle tension, or stiffness that occurs between the 
rib cage and the inferior gluteal folds, with or without leg pain (sciatica), and has no identifiable 
cause.8,9 Specific back pain is associated with an identified pathological cause, such as infection, 
arthritis, fracture, or tumour.8,10 In contrast, nonspecific low back pain, which occurs in 
approximately 90% of cases in primary care settings, has no identifiable cause. It is usually 
classified according to symptom duration as acute (<6 weeks), subacute (between 6 weeks and 3 
months), or chronic (>3 months).9-11 Less than 2% of people with low back pain have potentially 
serious spine conditions that will require surgery or medical intervention.12,13 

Epidemiology of low back pain 
Estimates of prevalence and incidence for low back pain vary widely depending on the 
definitions used and the populations studied. Between 49% and 90% of people in developed 
countries will experience at least one episode of low back pain during their lifetime. The point 
prevalence and period prevalence range from 4% to 33% and from 25% to 42%, respectively.9,14–

17 Low back pain is most common among the working population, particularly men, with peak 
incidence occurring in people aged between 25 and 64 years.9 

In the United States, around 5.4 million people suffer low back pain each year.15 Back pain 
usually resolves within 2 weeks, but symptoms may linger for up to 2 months.9,11,18 However, 
24% to 80% of patients, especially those with a history of low back pain, will experience further 
episodes within a year, and over three-quarters will have a recurrence at some point in their 
lives.9,11,19 A small minority of patients, between 2% and 7%, will develop chronic low back 
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pain.9,11 A similar prevalence and clinical course for low back pain is reflected in Canadian 
data,20,21 and close to 50% of patients with chronic pain in Canada have back pain.22 A survey of 
2400 individuals revealed that the lifetime prevalence of back pain in Alberta and Saskatchewan 
was 83.8%, with 61.8% of respondents reporting that they had experienced back pain within the 
last year.23 

Clinical need/burden of disease 
The management of low back pain can be complex and costly.24 In the United States, back 
problems are associated with nearly a quarter of all lost workdays. Back pain is now the second 
leading cause of work absenteeism, with approximately 2% of American adults either 
temporarily or chronically disabled by low back pain.14 While 67% of people on sick leave from 
low back pain return to work within a week, and 90% return within 2 months,24 patients who are 
absent for longer periods have a far less sanguine prognosis. Less than 50% of patients return to 
work after 6 months, and after a 2-year absence there is virtually no chance that an individual 
will re-enter the work force.9 

Back pain’s economic burden to society largely consists of the indirect costs associated with 
work absenteeism and disablement.17 The small subgroup of patients with chronic low back pain 
is responsible for the bulk of this expenditure.17,25 Chronic pain conditions are generally 
accompanied by coincidental social, behavioural, and psychological problems that either precede 
or follow the development of the disease. This, in addition to the common presence of a financial 
disincentive to improve, a hostile work environment, and/or a dysfunctional family unit, can 
make the treatment of chronic pain complex and problematic.26–28 Consequently, individuals 
with severe, chronic pain require, on average, three times as many visits with a health 
professional and spend up to five times the number of days in hospital compared with patients 
who have mild or no pain. This high level of healthcare utilization often persists for many years 
if the condition is not resolved, making the prevention of chronicity an important aim of 
treatment.21,25 

In Alberta and Saskatchewan, close to 40% of patients with back pain seek help from a 
healthcare provider.23 Primary care physicians undertake the initial evaluation in 65% of low 
back pain cases and are often the sole healthcare provider for these patients.20,29 Thus, primary 
care practitioners play an important role in the management of patients with low back pain. 

References 
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STAGE II—ADAPTATION 

IDENTIFYING, SELECTING, AND APPRAISING 
THE SEED GUIDELINES 
 
 

This section contains information on: 

√ the rationale for choosing an adaptation approach over 
de novo guideline production 

√ the search strategy used to identify the seed guidelines 

√ the criteria used to select the seed guidelines 

√ the method and results of the critical appraisal of the 
selected guidelines and systematic review evidence 

Rationale 
CPGs are systematically developed statements that assist practitioners and patients in choosing 
appropriate interventions for specific clinical situations.1 The creation of CPGs can take different 
approaches that range from de novo development to adopting or adapting existing guidelines. 
The development and adaptation of CPGs are processes that necessitate extensive resources and 
expertise to ensure high quality outcomes.2 

The CPG adaptation process encompasses a variety of options, from accepting the entire 
guideline and its recommendations to partial acceptance of some of the guideline 
recommendations or its companion documents, with or without modification. For example, the 
Guidelines Advisory Committee3 in Ontario, Canada, endorses guidelines based primarily on the 
methodological rigour of their development process, the quality of the linkage between evidence 
and recommendations for best clinical practice, and their applicability to the local context. In 
contrast, the COMPUS4 program of the Canadian Agency for Drugs and Technology in Health 
unbundles existing guidelines, reviews and updates the pertinent evidence, and constructs a new 
guideline with input from a panel of experts. 

The adaptation process takes advantage of existing high quality CPGs while also allowing 
guideline developers to modify the guideline to meet the needs, priorities, legislation, policies, 
and resources of a targeted setting.2 Adapting pre-existing guidelines offers the advantages of 
reduced duplication, decreased resource commitment, increased efficiency, and enhanced local 
uptake. Adaptation may be applied to only one guideline or multiple guidelines. 

Preliminary literature and consultation with clinical experts in Alberta revealed the existence of 
an important body of CPGs on low back pain that could be adapted to meet local needs, thereby 
avoiding unnecessary duplication of effort in developing a guideline from scratch. In addition, it 
was thought that the adaptation approach would capitalize on the heightened interest and 

Search for and screen seed CPGs 

Assess and select seed CPGs 

Draft guideline document 

Review and refine draft guideline 

Extract data into evidence tables 

Formulate research question 

Finalize and endorse guideline 

Stage I – Set-Up 

Stage II – Adaptation 

Stage III – Finalization 

Disseminate guideline and plan update 
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receptivity of local users generated by the Ambassador Pilot Project, thereby allowing the 
production of a CPG that was more tailored and relevant to the Alberta context. 

Thus, the second phase of the Ambassador Program aimed to adapt and contextualize good 
quality international and national guidelines on the management of low back pain in the primary 
care setting to the provincial healthcare system.5,6 

Identifying Seed Guidelines 
Inclusion criteria 
Guidelines 
Guidelines (“seed” guidelines) were included if they focused on the diagnosis, conservative 
nonsurgical treatment, or prevention of nonmalignant, nonspecific low back pain and were 
designed for use in primary healthcare settings by physicians, physical therapists, chiropractors, 
occupational therapists, psychologists, nurses, physiatrists, and other healthcare providers who 
treat patients with back pain. 

Only CPGs formulated in countries with developed market economies were included since the 
health status, cultural norms, access to health care, and disease burden of individuals from 
countries with transitional or developing economies were likely to be too different from those in 
Canada to be clinically relevant. Countries deemed to have developed economies, as defined by 
the United Nations, were Australia, Canada, Japan, New Zealand, the United States of America, 
and European countries (except for those with transition economies).7 

Patient group 
Patients included individuals who were 18 years of age or older. Guidelines that referred to adult 
patients without providing a specific age range were also included. 

Condition 
For guidelines on treatment and diagnosis, the duration of pain was defined as follows: 

• acute and subacute pain: pain of less than 12 weeks’ duration 

• chronic pain: pain of at least 12 weeks’ duration 
Guidelines that referred to adult patients with “chronic pain” but that lacked a definition of 
chronic pain in terms of time period (i.e., at least 12 weeks) were also included. 

Exclusion criteria 
The following were excluded: 

• guidelines focused on inpatient interventions, such as surgical treatments 

• guidelines focused on children or adolescents, pregnant women, or patients with specific 
causes for low back pain, such as referred pain (from abdomen, kidney, ovary, pelvis, 
bladder), inflammatory conditions (rheumatoid arthritis, ankylosing spondylitis), 
infections (postherpetic neuralgia, discitis, osteomyelitis, epidural abscess), degenerative 
and structural changes (spondylosis, spondylolisthesis, gross scoliosis, kyphosis), 
fracture, neoplasm, or metabolic bone disease (osteoporosis, osteomalacia, Paget’s 
disease) 
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Literature search strategies 
For the first edition of the guideline, a preliminary systematic literature search was conducted to 
identify relevant guidelines published in English between January 1996 and February 2006. The 
search was further refined and updates were conducted in April 2006, October 2006, June 2007, 
and February 2008 (Table 1). 

For the second edition of the guideline, these searches were updated to identify relevant 
guidelines published in English between January 2001 and June 2010. An additional update 
search was conducted in October 2010. The date restriction was applied to ensure that the 
guidelines collected were current and clinically relevant. 

Medical Subject Headings (MeSH) relevant to this topic are: Low back pain, Back pain, Pain, 
Sacrococcygeal region, Sciatica. 
Table 1: Search strategy used to identify relevant low back pain seed guidelines 

Database Search Date Search Terms 

PubMed 
www.pubmed.gov 

27 October 2010 low back pain OR lower back pain OR lbp OR 
sciatica OR lumbago 
Limits: Practice Guideline OR guideline 
OR 
low back pain OR lower back pain OR lbp OR 
sciatica OR lumbago AND guideline*[title] 

CMA Infobase 
www.cma.ca/clinicalresources/practicegu
idelines 

27 October 2010 sacral; lumbago; low back pain ; lower back 
pain ; LBP ; sciatica 

National Guidelines Clearinghouse 
www.guideline.gov/ 

27 October 2010 “low* back pain”; sacral region pain ; lumbago 
pain; LBP ; sciatica 

Guidelines International Network 
www.g-i-n.net/ 

27 October 2010 “low back pain”; lower back pain; sacral region 
pain; lumbago pain ; LBP ; sciatica 

Google 
www.google.ca 

27 October 2010 "low back pain" clinical-pathways OR clinical-
decision OR guideline  
Browsed first 50 results 

Chartered Society of Physiotherapy 
www.csp.org.uk/director/members/library
andpublications/csppublications.cfm 

28 October 2010 Low back pain 

Institute for clinical systems improvement 
(Muscoskeletal guidelines page) 
www.icsi.org/guidelines_and_more/gl_os
_prot/musculo-skeletal/  

28 October 2010 Browsed page 

U.S. Preventive Services Task Force 
www.uspreventiveservicestaskforce.org/r
ecommendations.htm 

28 October 2010 Browsed page 

Backpain Europe website 
www.backpaineurope.org 

28 October 2010 Browsed website 
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Alberta Health Services Pain 
Management Programs 
www.calgaryhealthregion.ca/programs/rp
p/providers.htm 

28 October 2010 Browsed list of Clinical Practice guidelines 

Australian Gov’t—National Health and 
Medical Research Council 
Musculoskeletal Publications 
www.nhmrc.gov.au/publications/subjects/
musculoskeletal.htm 

28 October 2010 Browsed list 

University of Michigan Health System 
CME 
www.cme.med.umich.edu/iCME/ 

28 October 2010 Browsed list 

Notes:  
Truncation: The * symbol is a truncation character that retrieves all possible suffix variations of the root word; e.g., 
surg* retrieves surgery, surgical, surgeon, etc. Semicolons are used to separate search terms that were searched 
separately.  
Publication date limit: From January 2001 onward 

In some cases, Update Committee members requested additional research evidence to finalize 
some of the guideline’s recommendations. Hence, primary studies cited in the seed guidelines in 
support of their recommendations were retrieved for closer examination. For some of these 
recommendations, the database developed for the Ambassador Pilot Project, known as the IHE 
database, was searched for systematic reviews, published in English between January 2002 and 
December 2010, that focused on specific interventions for low back pain. The search strategy for 
the systematic reviews in this database is outlined in Table 2. 

“Do not know” recommendations and new interventions 
The IHE database was searched to identify recently published systematic reviews of new 
interventions that were considered important by the Steering Committee, the Update Committee, 
and members of the former GDG and Advisory Committee, but which were not covered in the 
first edition of the Alberta CPB. These included the following: lumbar discography as a 
diagnostic test, herbal medicine, aquatic execise and spa therapy, yoga therapy, touch therapy, 
spinal decompression treatment/traction, low level laser therapy, radiofrequency neurotomy, 
intramuscular stimulation, and topical non-steroidal antiinflamatory drugs (NSAIDs).  

The IHE database was also searched to identify recently published systematic reviews on 
interventions from the first edition of the Alberta CPG that were demarcated with a 
recommendation category of “do not know” as follows: 

• prevention of occurrence and recurrence of low back pain: lumbar support/back belts, 
manipulative treatment, mattresses, furniture—chairs, risk factor modification 

• acute and subacute low back pain: acupuncture, therapeutic exercise 

• chronic low back pain: spinal manipulation 
Recently published systematic reviews were similarly sought for all of the drugs listed in the 
medication table from the first edition of the Alberta CPG. 
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Table 2: Search strategy used to identify relevant systematic reviews for the IHE 
database 

Database  Search Date Search Terms 
Cochrane Database of 
Systematic Reviews 
(Wiley Interface) 

6 December 2010 ((sacral region OR lumbago) AND pain) OR low* back 
pain* OR LBP OR sciatica in Title, Abstract or 
Keywords 

PubMed 
www.pubmed.gov 

6 December 2010 #1: ((sacral region OR sacrococcygeal region OR 
lumbago) AND pain) OR ((low OR lower) AND back 
pain*) OR LBP OR sciatica 
#2: meta-analysis OR meta-anal* OR metaanal* OR 
quantitativ* review* OR quantitative* overview* OR 
systematic* review* OR systematic* overview* OR 
methodologic* review* OR methodologic* overview* 
OR (review* AND (Medline OR PubMed OR Embase 
OR Cinahl)) 
#3: #1 AND #2 OR (#1 AND (systematic[sb] OR 
meta-analysis[pt])) 

CRD Databases  
(HTA and DARE only) 
www.crd.york.ac.uk/crdweb/ 

6 December 2010 ((sacral region OR lumbago) AND pain) OR low* back 
pain OR LBP OR sciatica 

ECRI HTAISDatabase 
www.ta.ecri.org/Topics/prod/ho
me/current.aspx 

26 August 2009 sacral region AND pain 
lumbago AND pain 
low back pain OR LBP OR sciatica 

AMED (Allied and 
Complementary Medicine)  
Ovid Licensed Resource 

6 December 2010 (((sacral region OR sacrococcygeal region OR 
lumbago) AND pain) OR low$ back pain$ OR LBP 
OR sciatica) AND (systematic review OR meta 
analysis OR technology assessment) 

CINAHL 
EBSCO Licensed Resource 

6 December 2010 #1: meta analy* OR review 
#2: ((sacral region OR sacrococcygeal region OR 
lumbago) AND pain) OR low$ back pain$ OR LBP 
OR sciatica 
#3  #1 AND #2 

EMBASE 
Ovid Licensed Resource 

6 December 2010 
[Week 48, 2010] 

#1: Ovid Systematic Review Search† 
#2: ((sacral region OR sacrococcygeal region OR 
lumbago) AND pain) OR low$ back pain$ OR LBP 
OR sciatica 
#3  #1 AND #2 

Web of Science 
Licensed Resource 

8 December 2010 TS=(((sacral region OR lumbago) AND pain) OR low* 
back pain* OR LBP OR sciatica) 
AND  
TS=(meta-analysis OR meta-anal* OR metaanal* OR 
quantitativ* review* OR quantitative* overview* OR 
systematic* review* OR systematic* overview* OR 
methodologic* review* OR methodologic* overview*) 
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PsycINFO 
Ovid Licensed Resource 

6 December 2010 
[November Week 
5, 2010] 

#1: Ovid Systematic Review Search† 
#2: ((sacral region OR sacrococcygeal region OR 
lumbago) AND pain) OR low$ back pain$ OR LBP OR 
sciatica 
#3  #1 AND #2 

AETMIS 
www.aetmis.gouv.qc.ca 

6 December 2010 Browsed list of publications 

CADTH 
www.cadth.ca/index.php/en/hta/r
eports-publications/search 

6 December 2010 Back pain; LBP; sciatica 

ICES 
www.ices.on.ca/ 

6 December 2010 sacral; lumbago; “low back pain”; “lower back pain”; 
LBP; sciatica 

NZHTA 
nzhta.chmeds.ac.nz 

June 2007 Stopped producing in June 2007 
Browsed publications list  

Rehabilitation Databases 

RehabData 
www.naric.com/research/rehab/d
efault.cfm 

8 December 2010 With all the words: low back pain 
With at least one of the words: review meta-analysis 
search Medline 

Cirrie Database of International 
Rehabilitation Research 
cirrie.buffalo.edu/search/index.p
hp 

8 December 2010 Subject: back pain AND 
Subject reviews 

PEDro: The Physiotherapy 
Evidence Database 
www.pedro.fhs.usyd.edu.au 

8 December 2010 Problem: pain 
Body Part: lumbar spine, sacroiliac joint or pelvis 
Method: systematic review 

OTSeeker 
www.otseeker.com 

8 December 2010 Keywords: (low OR lower) AND back pain  
Method: systematic reviews 

SPORTDiscus 
EBSCO Licensed Resource 

8 December 2010 (Low* back pain OR backache) AND (review OR 
Medline OR search OR meta analysis) 

Notes: 
Truncation: The * and $ symbols are truncation characters that retrieve possible suffix variations of the root word; 
e.g., surg* retrieves surgery, surgical, surgeon, etc. In databases accessed via the OVID platform the truncation 
character is $. Semicolons are used to indicate terms that were searched separately. 
Publication date limit: From January 2002 onward. 
†OVID Methodology Search Filter for Systematic Reviews Only (Used for EMBASE and PsycINFO): 
1 meta-analysis.pt. 
2 (meta-anal$ OR metaanal$).mp. 
3 (((quantitativ$ adj3 review$1) OR quantitativ$) adj3 overview$).mp. 
4 (((systematic adj3 review$1) OR systematic) adj3 overview$1).mp. 
5 (((methodologic adj3 review$1) OR methodologic) adj3 overview$).mp. 
6 (integrat$ adj5 research).mp.  
7 (quantitativ$ adj3 synthes$).mp. 
8 OR/1-7 
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9 review.pt. OR (review$ OR overview$).mp. 
10 (medline OR medlars OR pubmed OR index medicus OR embase OR cochrane).mp. 
11 (scisearch OR web of science OR psycinfo OR psychinfo OR cinahl OR cinhal).mp. 
12 (excerpta medica OR psychlit OR psyclit OR current contents OR science citation index OR sciences citation 
          index).mp. 
13 (hand search$ OR manual search$).mp. 
14 ((((electronic adj3 database$) OR bibliographic) adj3 database$) OR periodical index$).mp. 
15 (pooling OR pooled OR mantel haenszel).mp. 
16 (peto OR der simonian OR dersimonian OR fixed effect$).mp. 
17 ((combine$ OR combining) adj5 (data OR trial OR trials OR studies OR study OR result OR results)).mp. 
18 OR/10-17 
19 9 AND 18 
20 8 OR 19 
21 (hta$ OR health technology assessment$ OR biomedical technology assessment$).mp. 
22 technology assessment, biomedical/ OR biomedical technology assessment/ 
23 21 OR 22 
24 20 OR 23 

Selecting the Seed Guidelines 
The initial selection of guidelines was made by one reviewer and double-checked by a second 
reviewer. Guidelines were excluded that, on the basis of their abstract, clearly did not meet the 
inclusion criteria. Copies of the full text of potentially eligible guidelines were retrieved. In some 
cases, closer examination of the full text revealed that the guideline did not meet the inclusion 
criteria. Consequently, these papers were excluded (Appendix D). When a single guideline 
development group had published more than one guideline, only the most recent version was 
used. 

In the first edition of the Alberta CPG, a dearth of guidelines on chronic low back pain led to the 
inclusion of two guidelines (Mercer et al. (2006),8 formerly G1, and Institute for Clinical 
Systems Improvement (2006),9 formerly G2) that did not match the definition of chronic low 
back pain)—both defined chronic pain as pain lasting 6 weeks or longer—as listed in the 
inclusion criteria for the Alberta CPG (i.e., pain of at least 12 weeks’ duration). Similarly, no 
new guidelines on chronic low back pain that matched the Alberta CPG definition were 
identified by the literature searches for the second edition of the Alberta CPG. Consequently, the 
Research Team included a recent, comprehensive guideline by Savigny et al. (2009)10 for review 
by the Update Committee, which defined chronic pain as pain lasting more than 6 weeks. An 
update of the Institute for Clinical Systems Improvement (2008)11 guideline, which still defined 
chornic pain as pain lasting longer than 6 weeks, was also included for review by the Update 
Committee. 

However, the Update Committee decided to exclude seed guidelines whose definition of chronic 
low back pain did not exactly match that of the Alberta CPG’s inclusion criteria (Appendix D, 
Table D.4). Therefore, the following two seed guidelines, which were initially included in the 
first edition, were also excluded by the Update Committee: Mercer et al. (2006),8 formerly G1, 
and the Institute for Clinical Systems Improvement (2006),9 formerly G2. The chronic pain 
recommendations that were derived from these two guidelines were subsequently removed from 
the second edition of the Alberta CPG. The guideline by Savigny et al. (2009)10 was also 
excluded. However, an exception was made for the updated version of G2 (Institute for Clinical 
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Systems Improvement (2008)11), which was included in the second edition of the Alberta CPG 
(only for acute low back pain) because its recommendations on acute/subacute low back pain had 
already been included in the first edition, and its definition for acute/subacute pain overlapped 
with that of the Alberta CPG. 

Critically Appraising the Seed Guidelines 
The included guidelines were assessed with respect to various aspects of methodology and 
reporting using the original Appraisal of Guidelines for Research and Evaluation (AGREE) 
instrument.12,13 Although a new edition of the tool, AGREE tool (II), was published in May 
200914,15, to maintain consistency and continuity in the guideline appraisal process, the Research 
Team decided to continue using the original AGREE tool12,13 that had been used in the first 
edition of the Alberta CPG. 

The AGREE instrument is an internationally developed, generic tool that is validated, 
transparent, and widely accepted, with satisfactory reliability for most domains. The original 
instrument has 23 key items organized into the following six domains. 

• Scope and purpose (items 1 to 3) reflects the overall aim/objective of CPG, specific 
clinical question(s), and target population. 

• Stakeholder involvement (items 4 to 7) contains representations of views of intended 
users. 

• Rigor of development (items 8 to 14) is the process used to gather and synthesize the 
evidence, and the methods used to formulate the recommendations and to update them. 

• Clarity of presentation (items 15 to 18) assesses the language and format of the CPG. 

• Applicability (items 19 to 21) refers to the organizational and cost implications of 
applying the guideline. 

• Editorial independence (items 22 to 23) indicates the independence of the 
recommendations and acknowledgement of possible conflict of interest from the GDG. 

The tool is accompanied by a detailed User Guide that explains how to score the 23 items.16 Each 
guideline is assessed by at least two (ideally four) appraisers using a four-point scale (ranging 
from 4 = “strongly agree” to 1 = “strongly disagree”) to rate each of the 23 items. These scores 
are then combined for each of the six domains and converted into standardized domain scores as 
per the following formula: 

Standardized domain score (%) =                 obtained score – minimum possible score      × 100 
       maximum possible score – minimum possible score 

The six domain scores are independent and cannot be combined into a single score. Instead, 
appraisers can provide an overall assessment of the guideline according to the following 
categories: 

• strongly recommended 

• recommended (with provisos or alterations) 

• would not be recommended 

• unsure 
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The Research Team modified the original AGREE tool to reduce the ambiguity and subjectivity 
associated with item scoring, and to enable the differentiation of good from poor quality 
guidelines. Three modifications were made as follows.17 

1. A detailed set of instructions, or dictionary, based on the original AGREE User Guide 
was constructed using logical operators (AND, OR, NOT) to quantify what constitutes a 
score of 4, 3, 2, or 1 for each of the 23 items (Appendix E). 

2. The three criteria relating to objectives, clinical question(s), and target population in the 
Scope and Purpose domain were considered mandatory for a good quality guideline. If a 
guideline scored less than 4 for any of these elements, it was excluded from further 
appraisal. Thus, all guidelines meeting these three criteria received the maximum possible 
total domain score of 12 (3 × 4), and all included guidelines achieved a standardized 
score of 100% for this domain. 

3. Seven “essential” criteria were identified for categorizing guidelines as good, moderate, 
or poor quality.18 

Item 8: Systematic search conducted 

Item 10: Methods used to formulate recommendations described 

Item 12: Link between recommendations and evidence 

Item 13: External review by experts 

Item 15: Specific, unambiguous recommendations 

Item 22: Editorial independence from funder 

Item 23: Conflicts of interest reported 

The average quality score (maximum possible of 28 [7 × 4]) was then rated as: 

 good – a score of 22 to 28 
 average – a score of 15 to 21 

 poor – a score of 0 to 14 

Seed guideline quality assessments were undertaken independently by two or three reviewers 
who discussed the dictionary with respect to the interpretation of questions prior to assessing the 
guidelines. 

Critically Appraising the Systematic Reviews on New 
Recommendations 
The Research Team critically appraised the systematic reviews found on the following new 
interventions, which were added to the Alberta CPG based on input from the Steering 
Committee, the Update Committee, and members of the former GDG and Advisory Committee: 
lumbar discography as a diagnostic test, herbal medicine, aquatic execise, spa therapy, yoga 
therapy, touch therapy, spinal decompression treatment/traction, physiotherapist-provided 
operant conditioning, short wave diathermy, therapeutic ultrasound, low-level laser therapy, 
radiofrequency neurotomy, intramuscular stimulation, and topical NSAIDs. The systematic 
reviews were assessed with respect to various aspects of methodology and reporting using an in-
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house quality appraisal checklist adapted from a number of sources (Appendix F). The checklist 
was operationalized by constructing a dictionary that explained each criterion. The two reviewers 
discussed the dictionary with respect to the interpretation of questions prior to assessing the 
reviews.  

The quality assessment was conducted independently by two reviewers. Any disagreements in 
scoring were resolved by discussion until consensus was reached. The systematic reviews were 
rated according to six essential quality criteria as good, average or poor. Critical appraisal results 
for all of the included reviews are tabulated in Appendix G. Although the results of the quality 
appraisal were examined by the Steering Committee, interventions with poor-quality systematic 
review evidence were not excluded from the Alberta CPG.  

Extracting Data 
Two reviewers extracted guideline information into standardized evidence inventory tables that 
were developed a priori. However, duplicate data extraction and cross-checking were not 
performed. The evidence inventory tables included guideline profile information (title, country, 
intervention category; e.g., prevention, acute and subacute, or chronic low back pain), a synopsis 
of the recommendations, and a list of the number and types of studies referenced by the guideline 
to support its recommendations. Discordant recommendations among guidelines were 
highlighted within the table. 

Additional research evidence and information was required, particularly when recommendations 
were overlapping, discordant, or absent. These supplementary requests by the Update 
Committee, named “parking lot” items, necessitated examination of the individual studies cited 
by the seed guideline(s) or examination of other research evidence; i.e., systematic reviews on 
low back pain identified by a supplementary literature search conducted between January 2002 
and December 2010 (for details see Table 2). An article was deemed to be a systematic review if 
it met all of the following criteria as defined by Cook et al. (1997):19 

• focused clinical question 

• explicit search strategy 

• use of explicit, reproducible, and uniformly applied criteria for article selection 

• critical appraisal of the included studies 

• qualitative or quantitative data synthesis 
Only systematic reviews that focused on adults and had a clear definition of the duration of pain 
were considered. If a published systematic review was found that focused on the intervention of 
interest but did not describe the target population or duration of pain, then the primary studies 
referred to in the review were retrieved for closer examination of the content and target 
population included, when requested by the Update Committee. When no systematic review was 
available for a specific intervention, information was considered from the most recent quasi-
systematic review(s) (defined as a review that did not critically appraise the included studies) or 
narrative review(s) (defined as a review that did not use a search strategy or critically appraise 
the included studies) listed in the systematic review database. 
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STAGE II—ADAPTATION 

GUIDELINE DEVELOPMENT PROCESS 
 
 
This section contains information on: 

√ the multidisciplinary process used to adapt the seed 
guidelines 

√ the rationale for classifying the recommendations as 
“do,” “do not do” (not recommended), and “do not 
know” 

√ the limitations of the guideline development process 

General Process 
A flow diagram of the guideline development process is provided in Appendix B (Figure B.2) 
Seven relevant new guidelines were identified by the update literature searches (Appendices D 
and H). Three guidelines focused on acute low back pain, one on chronic low back pain, and two 
on diagnostic imaging of low back pain. An update of one seed guideline, G2, which was 
incorporated in the first edition of the Alberta CPG, was also included. The modified AGREE 
tool was used to appraise all potentially eligible seed guidelines. Results were reviewed by the 
two co-chairs of the Update Committee on 13 December 2010. Three guidelines were excluded 
due to their poor quality rating (Appendices D and I). This decision, as well as the quality 
appraisal results for all of the potentially eligible seed guidelines, was presented to the Update 
Committee on 28 January 2011. An additional guideline, E1, which rated highly on the modified 
AGREE tool, was excluded because the definitions of subacute and chronic low back pain did 
not match those of the Alberta CPG (Appendices D and I).Thus, eight seed guidelines (two new 
guidelines and six, including one updated guideline, from the first edition) were used in the 
adaptation process and were included in the second edition of the guideline (Appendix H). The 
references for the excluded guidelines, together with their AGREE scores and evidence 
inventory tables, were provided to the guideline Update Committee.  

The AGREE critical appraisal results (standardized domain scores and average quality scores 
based on the seven essential criteria) for the new included seed guidelines, and also for the four 
guidelines subsequently excluded, are provided in Appendix I. Evidence inventory tables for the 
new seed guidelines were produced for the guideline Update Committee (Appendix J). Although 
the guideline E1 (Appendix D, Table D.4) was subsequently excluded after review by the Update 
Committee, its recommendations had already been tabulated and the information was kept in the 
inventory tables as reference material at the request of the Update Committee. 
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To simplify the task of reviewing the new research evidence, only those recommendations that 
were discordant with or contained more information than the Alberta CPG, or that were new 
(i.e., were not included in the first edition of the Alberta CPG), were tabulated in the evidence 
inventory tables. The recommendations from the first edition of the Alberta CPG were listed for 
reference alongside the new evidence, where applicable. Evidence inventory tables for the 
guidelines common to the first and second edition of the Alberta CPG can be found in Appendix 
G of the background document for the first edition of this guideline: Institute of Health 
Economics (IHE). Ambassador Program guideline for the evidence-informed primary care 
management of low back pain: background document. Edmonton (AB): Institute of Health 
Economics; 2009, Revised 2010. Available from: www.ihe.ca/documents/Guideline100-
pagerJune2010.pdf). 

The Update Committee reviewed all of the documents for the new seed guidelines (the 
guidelines plus their companion documents, evidence inventory tables, and AGREE scores) and 
engaged in deliberations during three half-day meetings (two via WebEx and one face-to-face) 
over a 5-month period (January to May 2011) to review and update the Alberta CPG 
recommendations. In addition, two special topic meetings were held. The first involved one half-
day, face-to-face meeting on 1 June 2011 to review and refine recommendations relating to 
clinical red flags and to referral for diagnostic imaging and surgical evaluation, to ensure they 
were relevant to Alberta practice. The meeting participants included one spine surgeon, three 
radiologists, four members of the Update Committee, and one member of the Research Team. In 
preparation for this meeting, two additional reviewers from the Institute for Work & Health, 
Ontario, were asked to use the modified AGREE tool to appraise a guideline from the Canadian 
Association of Radiologists (E4) that had been exclduded during the seed guideline selection 
process (Appendix D, Table D.3). This was done to ensure that the decision to exclude this 
national guideline was not biasd, and to provide some external validation of the critical appraisal 
methodology used in the development of the Alberta CPG (Appendix I, Table I.2). 

The second special topic meeting involved a 2-hour teleconference on 3 August 2011 to review 
any published systematic reviews relating to the pharmaceutical interventions listed in the 
Alberta CPG, with the aim of updating the information contained in the medication table. The 
meeting participants included four members of the Update Committee (three family physicians 
and one osteopathic physician), one pharmacist who was not a member of the Update 
Committee, and one member of the Research Team. Two other pharmacists, one of whom was 
not a member of the Update Committee, provided feedback via e-mail. 

The agenda and all documents were provided in advance for each meeting, and participants had 
the option of joining the face-to-face meetings via telephone if they could not attend in person. 
Each of the meetings was guided by one or both of the co-chairs. To expedite the process, 
multiple subcommittee meetings were organized to review the new research evidence and draft 
recommendations prior to the Update Committee meetings. Frequent “roundtables” were 
conducted during each meeting to ensure that all participants had a voice in the proceedings, and 
process reviews were instigated at strategic points throughout. All final decisions were made by 
consensus. 

In many cases, additional evidence was required when uncertainties or disagreements arose 
regarding interpretation of the evidence from the seed guidelines or when new interventions that 
were not included in the first edition of the guideline were considered. These requests by the 
Update Committee, named “parking lot” items, encompassed the examination of individual 

http://www.ihe.ca/documents/Guideline100-pagerJune2010.pdf�
http://www.ihe.ca/documents/Guideline100-pagerJune2010.pdf�
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research studies cited by the seed guidelines as well as additional systematic reviews on low 
back pain identified by a supplementary literature search conducted between January 2002 and 
December 2010 (Table 2). The parking lot items were referred for further analysis to ad hoc 
subcommittees comprising the co-chairs of the Update Committee, one HTA researcher, and at 
least one volunteer from the Update Committee with expertise in the relevant area. Consensus-
based decisions made by the subcommittees were then presented to the Update Committee for 
final approval. Information about the parking lot items and other miscellaneous requests made by 
the Update Committee, the deliberations of the subcommittees, and the dates when the actions 
and final approval of the recommendations took place are provided in Appendix K. 

The total number of recommendations in the second edition of the guideline was 85 (8 
prevention, 40 acute and subacute, and 37 chronic low back pain) (Figure 1). 
Figure 1: Process of formulating recommendations and resolving parking lot items 
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The Update or Steering Committees identified 62 parking lot items (five prevention, 22 acute 
and subacute, and 35 chronic low back pain) (Appendix K). Parking lot items included the “do 
not know” recommendations from the first edition of the Alberta CPG, items resulting from the 
review of the medication table, and queries about revised or new recommenations from the 
Update Committee. A summary table of the revisions made to the guideline for the second 
edition is available on Appendix L. 

A sample of a parking lot item document prepared by the Research Team for discussion in a 
subcommittee meeting is provided in Appendix M. Other parking lot item documents are 
available upon request. 

To keep track of the deliberations relating to the formulation of the Alberta CPG 
recommendations, the Steering Committee and the Research Team developed an internal 
document that included the original wording of each recommendation from the seed guidelines, 
discussions undertaken and decisions made by the subcommittees, revisions of each draft 
recommendation, and the evidence source for each recommendation. This document was 
provided to the Update Committee at each meeting and continuously updated throughout the 
guideline development process. A sample of this document is provided in Appendix N. 

The Steering Committee and the Research Team added harm statements to some 
recommendations, where appropriate; these were sourced from the original seed guideline 
recommendations or from elsewhere in the seed guidelines. Harm statements were added to the 
following new or updated recommendations. 

• acute and subacute low back pain: narcotic analgesics 

• chronic low back pain: yoga therapy, herbal medicine, injection therapy, prolotherapy as 
an adjunct treatment, and transcutaneous electrical nerve stimulation as an adjunct 
treatment 

The medication table provided in the first edition of the the Alberta CPG was adapted from the 
G6 seed guideline by a subcommittee of the GDG, in consultation with pharmaceutical experts 
who were not part of the GDG. This table was re-assessed for the second edition. Supplementary 
searches were conducted to identify published systematic reviews on the drugs mentioned in the 
medication table as well as on new drugs being considered for inclusion. Systematic reviews 
were found and reviewed for the following medications (a list of the included systematic reviews 
is provided in Appendix K, Table K.4; the full evidence summary document is available upon 
request). 

• acute and chronic low back pain: acetaminophen, NSAIDs (diclofenac and ibuprofen), 
muscle relaxants (cyclobenzaprine), COX-2 inhibitors, and topical NSAIDs 

• chronic low back pain: opioids, tricyclic antidepressants (amitriptyline and nortriptiline), 
and selective serotonin reuptake inhibitors (SSRIs) 

• somatic or radicular (neuropathic) low back pain: trazodone 

No systematic reviews were found for the following medications: duloxetine, venlafaxine, 
mirtazapine, gabapentin, and pregabalin. 
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The definitions and information regarding yellow flags that were included in the Alberta CPG 
were sourced, without modification, from the New Zealand Accident Compensation Corporation 
guideline (2003).1 No further updates to this guideline were identified by the literature searches. 

The information about red flags that was contained in the first edition of the Alberta CPG was 
adapted from two seed guidelines (G2 and G4) by a subcommittee of the GDG that comprised 
the Chair of the GDG, one HTA researcher, and two physicians. The red flags were reviewed 
and revised for the second edition of the Alberta CPG during a half-day, face-to-face, special 
topic meeting as detailed above. 

Definitions of various terms and other general clarifications required for the interventions 
covered by the seed guidelines were provided to the Update Committee. These are incorporated 
in the Alberta CPG Glossary, which is listed in Appendix O. 

Rationale and Process for Developing Recommendations 
Each recommendation from the Alberta CPG was sourced from one or multiple seed guidelines 
and was accepted, supplemented, or changed as follows. 

• Accepted, or accepted with minor modification (e.g., wording). 

• Accepted, but supplemented with expert opinion. 

• Additional information retrieved/considered: 

- accepted/changed original recommendation based only on studies included in seed 
guidelines 

- accepted/changed original recommendation based on additional evidence from 
systematic review literature search 

- supplemented additional evidence with expert opinion 

In wording the recommendations, the Update Committee, Steering Committee, and Research 
Team considered the GuideLine Implementability Appraisal (GLIA) tool,2,3 which is designed 
for appraising the implementability of CPGs. It explores different dimensions of individual 
recommendations, such as decidability, executability, effect on process of care, presentation and 
formatting, measurable outcomes, apparent validity, novelty/innovation, flexibility, and 
computability. 

In the Alberta CPG, the type of evidence (evidence source) referenced by the seed guideline(s) in 
support of the original recommendation was represented as follows (Note: Some evidence types 
are not listed because not all study designs were cited by the seed guidelines). 

• Systematic review (SR), as cited by the seed guideline or identified by the supplementary 
search for literature that was required by the GDG (first edition) or the Update 
Committee (second edition). The literature search spanned the period between January 
1996 and August 2007 for the first edition of the guideline and between Janaury 2002 and 
December 2010 for the second edition. 

• Randomized controlled trial (RCT), as cited by the seed guideline. 

• Case series (CS), as cited by the seed guideline. 

• Guideline (G), as cited by the seed guideline. 
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• Expert opinion (EO), as cited by the seed guideline, when no evidence was provided by 
the seed guideline in support of the recommendation.  

• EO (GDG): After examining other references nominated by the GDG or Update 
Committee members (i.e., CPGs that defined chronic pain as >6 weeks’ duration), or 
when no evidence from SRs was found on an intervention, a new recommendation was 
drafted based on the collective EO of the Ambassador GDG or the Update Committee. 
For evidence cited by the seed guideline(s), only the highest level of evidence was listed.  

• After examining other references nominated by GDG or Update Committee members 
(i.e., guidelines that defined chronic pain as ≥6 weeks’ duration), or when no evidence 
from SR(s) was found to support recommending an intervention, a new recommendation 
was drafted based on the collective EO of the Ambassador GDG or Update Committee. 

For evidence cited by the seed guideline(s), only the highest level of evidence was listed. For 
example, when the evidence cited by a seed guideline was from SRs and studies of other design 
(i.e., RCT, CS, or G) only SR was listed as the source. When no SR was referenced in the seed 
guideline, the evidence source was indicated in the following order: RCT, CS, G, EO. The same 
classification for the evidence source was applied when multiple seed guidelines were used to 
inform one recommendation. 

Each recommendation in the Alberta guideline came from one or more seed guidelines or SRs 
(IHE Database), or was created by the GDG, based on their collective professional opinion and 
an analysis of relevant evidence.  

Classification of Recommendations 
Although eight average to good-quality guidelines informed the second edition of the Alberta 
CPG (Appendix F), the AGREE tool could not verify the validity of the guideline 
recommendations and the underlying evidence, or reconcile differences in evidence rating scales. 
In addition, the seed guidelines were inconsistent in how they rated the quality of the evidence 
and the strength of recommendations. Also, because of time constraints, the Ambassador 
Program guideline adaptation process could not unbundle the seed guidelines to review the 
research evidence cited by the guidelines to support their recommendations. Therefore, a process 
was developed to ensure a standardized definition of the final guideline recommendations in the 
Alberta CPG (i.e., what constituted a “do”, “do not do”, or “do not know” recommendation), 
systematically meld the seed guidelines’ recommendations into consistently worded 
recommendations, and display the source (e.g., seed guideline(s), expert opinion) of the final 
recommendations in a transparent and systematic way (Appendix P). 

In the Alberta CPG, the recommendations are categorized into three groups: do, do not do (not 
recommended), and do not know (Table 3). More details on the recommendation categories are 
available in Appendix Q. 
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Table 3: Definitions for recommendation categories 

Recommendation 
Category Description 

Do 

 

The GDG or Update Committee accepted the original recommendation, which provided a 
prescriptive direction to perform the action or used the term “effective” to describe it. 

The GDG supplemented a recommendation or created a new one based on their collective 
professional opinion, which supported the action. 

A supplementary literature search found at least one systematic review presenting 
consistent evidence to support the action. 

Not recommended 

 

The GDG or Update Committee accepted the original recommendation, which provided a 
prescriptive direction “not” to perform the action, or used the term “ineffective” to describe 
it, or stated that the evidence does “not support” it. 

The GDG or Update Committee supplemented a recommendation, or created a new one 
based on their collective professional opinion, which did not support the action. 

A supplementary literature search found at least one systematic review presenting 
consistent evidence that did not support the action. 

Do not know 

? 
The GDG or Update Committee accepted the original recommendation, which did not 
recommend for or against the action, or stated that there was “no evidence,” “insufficient or 
conflicting evidence,” or “no good evidence” to support its use. 

The GDG or Update Committee supplemented a recommendation or created a new one 
based on their collective professional opinion, which was equivocal with respect to 
supporting the action. 

A supplementary literature search found either no systematic reviews or at least one 
systematic review presenting conflicting or equivocal results or stating that the evidence in 
relation to the action was “limited,” “inconclusive,” “inconsistent,” or “insufficient,” 

Limitations of the Guideline Development Process 
Using seed guidelines minimized resource commitment, and the expedited development process 
ensured the continued engagement of clinical experts. Stakeholder buy-in was also fostered by 
the contextualization process. However, several challenges were identified. 

• The AGREE tool identified well-developed and reported guidelines but could not verify 
the validity of the recommendations and the underlying evidence, or reconcile differences 
in evidence rating scales. 

• Clinical judgement was needed for overlapping, discordant, or absent recommendations. 

• The strength and quality of the underlying empirical evidence was not formally assessed 
and could not be defined by terms such as good, fair, poor, insufficient, or conflicting, 
which made categorizing the strength and type of recommendations problematic. 

• Faith in the process can be undermined by the fear of using inferior seed guidelines. 

• Recently published evidence is not necessarily incorporated. 

• Not all recommended treatment options are available in all communities, nor are all 
treatment options necessarily covered by CPGs. 
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Updating an adapted guideline posed additional challenges that became apparent during the 
revision process. 

• How to efficiently extract information from the new seed guidelines into evidence tables 
without duplicating previous effort: only new or discordant recommendations were 
extracted from the additional seed guidelines. 

• How to incorporate new seed guideline information, while preserving the accumulated 
knowledge from previous guidelines whose publication dates would otherwise render 
them obsolete: original citations were retained, new guideline references were added 
when the guideline supported the original recommendation, and any changes to original 
recommendations were highlighted within the updated guideline. 

• How to incorporate new interventions and revise recommendations rated as “do not 
know” in the original Ambassador guideline that are not addressed by the new seed 
guidelines: search for and appraise any systematic review evidence on the interventions 
and use ad hoc subcommittees to deliberate on the additional information. 

• How to form a streamlined, multidisciplinary GDG that maximizes local relevance and 
buy-in, but is also efficient: ensure continuity by using the same experienced GDG Chair, 
Steering Committee, and Research Team, together with a smaller Update Committee 
comprising some of the original GDG who are familiar with the adaptation process; 
ration expertise wisely; and clearly outline the process and responsibilities of all 
participants upfont. 
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STAGE III—FINALIZATION 

REVIEWING, EVALUATING, AND ENDORSING 
THE GUIDELINE 
 

This section contains information on: 

√ the process used to review the Alberta CPG for the 
Evidence-Informed Primary Care Management of Low 
Back Pain, 2nd Edition 

√ the evaluation of the Alberta CPG and the guideline 
development process 

√ key review criteria for assessing the CPG’s impact 

Reviewing the Alberta CPG 
The first edition of the Alberta CPG for the Evidence-Informed Primary Care Management of 
Low Back Pain (summary, guideline, and companion documents) was reviewed by various 
stakeholders (professionals with experience and interest in pain management, members of the 
GDG and their colleagues, and patients with acute and chronic low back pain) as well as two 
independent methodologists with expertise in guideline development. The Steering Committee 
and Research Team collated all feedback and incorporated it, where possible, into the Alberta 
CPG. 

For the second edition of the Alberta CPG, the Update Committee and healthcare practitioners 
from the TOP dissemination list were asked to provide feedback on the clarity of the 
recommendations, particularly the new and revised sections of the guideline, and their 
implementability in practice and, more generally, in the Alberta healthcare environment. A web-
based survey form was created to assist in providing feedback. One family physician, one 
specialist physician, two physical therapists/rehabilitation professionals, and one psychologist, 
from four of the five Alberta Health Services zones (i.e., North, Edmonton, Calgary, and South) 
provided feedback. A sample of the survey and of the responses is provided in Appendix R. 

A pilot study1 was conducted in August 2011 among 83 physical therapy students at the 
University of Alberta who were in the final year of their Masters in Physical Therapy program. 
The aim was to evaluate the utility of measuring awareness of and adherence to the Alberta CPG 
among physical therapists using previously validated vignettes. Seventy-five students responded, 
of whom 43 commented on the usefulness of the guideline: it received an average rating of 5 out 
of 10 (scale ranged from 0 = not useful to 10 = extremely useful). The following suggestions for 
improving the guideline were provided: disseminate it widely and make it more available (n=5); 
use the guideline as a teaching resource in the physiotherapy curriculum (n=4); publish the 
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guideline on a professional website (n=1); and enhance the treatment options available in the 
guideline (n=1). 

The Alberta CPG for the Evidence-Informed Primary Care Management of Low Back Pain, 2nd 
Edition, has been endorsed by the TOP program, which is funded under the Master Agreement 
between the Alberta Medical Association (AMA), Alberta Health Services, and Alberta Health. 
TOP is administered by the AMA. 

Evaluation Strategy 
Guideline development process 
The Ambassador adaptation process used to develop the first edition of the Alberta CPG was 
evaluated by an independent management consultancy firm in 2009. The evaluation aimed to 
identify the major challenges and successful strategies associated with the process; to assess the 
strengths and weaknesses of the process by benchmarking it against the ADAPTE framework,2,3 
and to identify opportunities for improvement in future iterations of the adaptation process. 

A comparison of the process, tools, and deliverables revealed a high degree of alignment 
between the Ambassador process and the ADAPTE framework.4,5 However, the Ambassador 
Program adaptation process differed from the ADAPTE method in several ways: a novel process 
was used to recruit GDG members; a more complex committee structure with altered 
responsibilities was used; the AGREE tool was modified to reduce the ambiguity and 
subjectivity of item scoring; more detailed evidence inventory tables were created; ad hoc GDG 
subcommittees were used to systematically review additional research evidence when necessary; 
standardized definitions were constructed for the types of recommendations made in the Alberta 
CPG (e.g., what constituted a “do” or “do not do” recommendation) from the overlapping 
evidence rating scales used by the seed guidelines; the principles of the GuideLine 
Implementability Appraisal tool (GLIA)6,7 were used to “word-smith” the final 
recommendations; and a more comprehensive process was used to gather feedback on the draft 
guideline. There was strong consensus among the 29 stakeholders (GDG, AC, SC, and RT 
members) interviewed in the evaluation that the process used to develop the Alberta CPG was 
sound and rigorous. 

An evaluation of the updating process used to construct the second edition of the Alberta CPG 
will not be conducted. 

Guideline impact 
Key review criteria 
The key review criteria established in the dissemination and implementation plan8 

• reach indicators for any disseminated material (guideline and its companion documents 
for clinicians and patients) 

for the first 
edition of the Alberta CPG remain applicable to the second edition. The effectiveness of the 
knowledge transfer strategy can be assessed at several levels: 

• usefulness indicators of material/resources and activities 

• use indicators, changes in practice 

• changes in patient outcomes 
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• satisfaction with visit 
Metrics for each of these include such things as number of hits on and downloads from the 
website hosting the CPG, media requests, user satisfaction, and changes in physician practice. 
Desirable changes in physician behaviour include:

• improvement in assessment of red flags 

9 

• reduction in inappropriate ordering of diagnostic imaging tests 

• increase in provision of appropriate education and reassurance to patients 

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

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

• reduction of inappropriate prescription of passive physiotherapy and injection therapy 

• increase in provision of appropriate recommendations for spinal manipulation 
• increase in the appropriate prescription of physiotherapy, active rehabilitation, and patient 

self-management programs 

• increase in the appropriate referral of patients to multidisciplinary pain clinics 

• reduction in recommendations for traction 

• reinforcement of the correct use of and adherence to guidelines for history taking and 
physical examination; prescribing of nonsteroidal anti-inflammatory drugs and 
acetaminophen; and administration of heat and ice, therapeutic ultrasound, and massage 
therapy 

Changes in practice and outcomes 
Research funding was obtained from the Canadian Institutes of Health Research to evaluate 
implementing the Alberta CPG for Evidence-Informed Primary Care Management of Low Back 
Pain via a multidisciplinary, interactive workshop.10 This ongoing project involves a series of 
workshops that involve multidisciplinary primary care clinicians participating in the Alberta 
primary care networks. The workshop content focuses on providing participants with an 
overview of the CPG recommendations and with opportunities to participate in discussions and 
skills-based experiential learning modules focused on key clinical skills and strategies to enhance 
patient acceptance and adherence. 

On 26–27 October 2010 an invitational workshop was conducted on the optimal use of 
diagnostic imaging (CT and MRI)11,12 based on recommendations from Alberta and other 
jurisdictions across Canada. The aims were: 

• to review available data on the use of diagnostic imaging for low back pain 

• to develop an understanding of the barriers to and facilitators of the appropriate use of 
diagnostic imaging in primary care settings 
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• to review the results of implementation science (knowledge translation) research related 
to implementing policy-, professional- and patient-level interventions to align clinical 
practice with evidence-informed recommendations 

• to develop a framework for a multifactorial knowledge translation program for diagnostic 
imaging in low back pain for primary care in Alberta  

Feedback from users of the Alberta CPG identified the recommendations related to the use of 
diagnostic imaging as being among the most difficult to implement in primary care practice. 
These concerns are consistent with Canadian and world literature, which indicates an overuse of 
diagnostic imaging for LBP. Workshop attendees discussed the barriers to and facilitators of 
implementation from their various perspectives (policy, patient/public, clinician, and 
system/administration) and identified potential knowledge translation strategies as a foundation 
for next steps. 
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STAGE III—FINALIZATION 

DISSEMINATING, IMPLEMENTING, AND 
UPDATING THE GUIDELINE 
 
 

This section contains information on: 

√ the potential organizational barriers to 
implementing the Alberta CPG 

√ the plan for disseminating and implementing the 
CPG within Alberta 

Potential Barriers to Guideline Uptake and Implementation 
Information on potential barriers to chronic pain management and guideline implementation was 
obtained from three surveys conducted in 2006, 2007, and 2008 as part of the Ambassador 
Program. Details on participant responses are provided in Table 4. Further details are available in 
the the methodology and process description document developed for the 1st edition of the 
Alberta CPG (available from www.ihe.ca/research/--the-alberta-ambassador-program/--low-
back-pain/low-back-pain-guideline/guideline-documents/). 

The updated recommendations in the second edition of the guideline were reviewed by members 
of the Update Committee and other healthcare practitioners from the TOP dissemination list. 
Feedback via a web-based form, which included questions about the potential barriers to 
implementing the recommendations as well as resource implications associated with 
implementing the new recommendations, was received from one family physician, one specialist 
physician, two physical therapist/rehabililtation professionals and one phychologist. A sample of 
the survey and responses is provided in Appendix R. 

Key actors 
A dissemination and implementation plan1 was developed for the first edition of the Alberta 
CPG. This document included a section on the state of practice and knowledge as well as barriers 
to change, grouped by audience. The plan also identified the key actors in the dissemination and 
implementation process. 

Physicians and other healthcare providers 
A literature review on knowledge gaps,2 which focused on practitioner compliance with CPGs on 
low back pain, stated that compliance is affected by a complex interplay of factors that influence 

Search for and screen seed CPGs 

Assess and select seed CPGs 

Draft guideline document 

Review and refine draft guideline 

Extract data into evidence tables 

Formulate research question 

Finalize and endorse guideline 

Stage I – Set-Up 

Stage II – Adaptation 

Stage III – Finalization 

Disseminate guideline and plan update 
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practitioner beliefs, attitudes, and actions. Many determinants, such as regulatory decisions, 
allocation of resources, and availability of treatment options, are out of the practitioner’s control. 

Patients 
From a physician’s perspective, agreement with guideline recommendations is a basic but not 
sufficient precondition for guideline implementation. Physicians may agree with guideline 
content but believe that guideline stipulations are not congruent with patient wishes.3 However, 
other research has shown that patients with low back pain in primary care seek assurance and 
advice.1 

Public 
The public is an audience for the Alberta CPG, but using the public can also be seen as a strategy 
to support dissemination and implementation with other decision-makers in the healthcare 
system. 

Government 
Government representation and involvement has been part of the Ambassador Program from its 
inception. These representatives are in the best position to inform the dissemination and 
implementation of the Alberta CPG within government and within the primary care networks. 

Professional associations and colleges 
Professional associations and colleges are an important means of facilitating communication 
with allied health professionals. They are also an audience in their own right, as the Alberta CPG 
might or might not align with their own intraprofessional guidelines. 

Health regions and provincial authorities 
The Ambassador Program will need to work with the informal regions within Alberta to 
customize the guidelines, with due consideration of the differences between urban and rural 
settings. 

Insurers and others 
The interest in the Alberta CPG within this audience group will vary. For example, the Workers’ 
Compensation Board may be more interested in the Guideline than the Builders’ Association. 
The intensity of dissemination and implementation within these groups will vary accordingly. 

Dissemination and Implementation Plan 
The Alberta CPG for the Evidence-Informed Primary Care Management of Low Back Pain 
dissemination plan includes the following main strategies to manage barriers. 

• Develop patient support materials (information sheets, instructional videos, website, 
brochures) and potentially a patient website with interactive teaching videos and other 
information. 

• Target dissemination to the general public (media, brochure) and provide information to 
insurers. 

• Involve partners: 

- TOP, to launch the guideline 
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- the Update Committee, to champion the CPG in their regions 

- the Bone and Joint Strategic Clinical Networks, to incorporate the Alberta CPG 

• Facilitate access to the Alberta CPG on the TOP website from sites of other Alberta 
associations and organizations. 

• Contact and connect with important stakeholders such as Alberta Health, Alberta Health 
Services, the Workers’ Compensation Board, and the primary care networks. 

• Promote the CPG to professionals through different channels such as workshops, 
teaching support for continuing medical education (CME) in faculties of medicine 
(Calgary and Edmonton), presentation at one of the rural CME sessions, participation at 
conferences and other professional meetings, publication in peer-reviewed Canadian and 
international journals, and a consensus conference. 

The timetable for dissemination of the Alberta CPG is provided in Appendix S. 
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Table 4: Potential barriers to chronic pain management and the use of care pathways and implementing the Alberta CPG 
recommendations 

Potential Barriers to the  
Use of Care Pathways1 

Potential Barriers to  
Chronic Pain Management2 

Potential Barriers to Implementing the 
Alberta CPG Recommendations3 

Guideline/Pathway factors 

Not available in form and format needed 
Not practical; too rigid 
Lack of satisfaction with the initial guideline 
or pathway  
Multiple contradictory pathways 
No obvious benefit to patients 
Unsure of its quality 
Developed with little input from physicians 
Variation in interpretation across clinicians 
and cases 

Access to guidelines 
Access to a simple algorithm to sort through different 
chronic pain models 

Simplicity is both good and bad 
Challenge of making it easy for everyone to use 
Lack of access to the specific reviewed literature 
used to construct the guidelines 
Lack of awareness about availability of 
guidelines 
Difficulty of keeping recommendations up to 
date 

Practice environment/Organizational barriers 

No institutional support 
Lack of time to use care pathways in the 
clinical setting 
The regional service model does not support 
the use of care pathways  
Challenge of allocating time for informing 
staff of new materials 
Lack of staff availability 
Lack of communication, e.g., between 
departments 
Lack of networking 

Accessibility to pain management specialists 
Accessibility to alternative and effective non-drug 
treatment modalities such as mind/body work, e.g., yoga, 
tai chi, exercise programs, and nutrition considerations 
(especially for migraine) 
Poor understanding of, and support for, a holistic mind–
body view of chronic pain, and appropriate alternative 
treatment approaches in conjunction with 
emotional/psychological support, e.g., craniosacral 
therapy, visceral release therapy, myofascial release 
therapy, acupuncture  
Lack of communication mechanisms between the various 
disciplines managing the patient 

Lack of access to interdisciplinary and chronic 
pain programs  
Lack of access in each treatment area 
Lack of availability of active rehabilitation and 
self-management programs, particularly in non-
urban/rural areas 
Full therapy facilities not always available in 
rural areas  
Organizational resistance to recommendations 
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Table 4: Potential barriers to chronic pain management and the use of care pathways and implementing the Alberta CPG 
recommendations (cont’d) 

Potential Barriers to the  
Use of Care Pathways1 

Potential Barriers to  
Chronic Pain Management2 

Potential Barriers to Implementing the 
Alberta CPG Recommendations3 

Educational environment/Knowledge barriers 

Lack of awareness about relevant pathways 
Pathways not compatible with practitioner 
values/experience 
Inconsistent interpretation and use of care 
pathways across clinicians and cases 

Poor understanding of and support for a holistic mind–
body view of chronic pain and appropriate alternative 
treatment approaches 

Inconsistencies in treatment recommendations 
throughout client/patient care history 
Discrepancies among other professionals’ 
recommendations and opinions 
Time needed to devote to updating clinicians 
Difficulties in educating physicians about new 
protocols/treatments 
Implementation may necessitate change in 
practice for some therapists 

Healthcare environment 

Lack of resources (infrastructure/information 
technology to support use of care pathways, 
funding, staff) 
Cumbersome approval process for pathways  

Limited resources (staff, funding for rehabilitation 
programs) 

Lack of availability of resources and their 
advertisement 
Lack of access to services 
Communication, e.g., between physical therapist 
and primary care physician 

Practitioner factors 

Lack of time and/or other resources 
(electronic records, information technology 
resources) 
Resistance of clinicians to trying new 
approaches and lack of physician buy-in  
Lack of interest in education 
Lack of awareness 
Lack of competence 
No obvious benefit to practice 
Pain management is directed by a doctor, not 
by a pathway 
Information overload 

Concern about patient drug-taking behaviour (e.g., abuse, 
addiction) 
Physician prescribing practices: family physicians 
frequently are not following current professional medical 
standards (they undermedicate, overmedicate, or 
medicate in a substandard fashion) 
Accurate diagnosis and subsequent appropriate treatment 
Lack of information and cohesiveness among health 
professionals when managing a patient with chronic pain 
Poor understanding of, and support for, a holistic mind-
body view of chronic pain and appropriate alternative 
treatment approaches 

Antagonism between practitioners’ opinions 
Compliance of practitioners, old routines, 
tradition, resistance to change, level of 
awareness 
Differences between patient needs and 
practitioner experience 
Time limitations (e.g., due to shortage of 
personnel) 
Time needed to obtain, review, and learn the 
guidelines 
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Table 4: Potential barriers to chronic pain management and the use of care pathways and implementing the Alberta CPG 
recommendations (cont’d) 

Potential Barriers to the 
Use of care Pathways1 

Potential Barriers to  
Chronic Pain Management2 

Potential Barriers to Implementing the 
Alberta CPG Recommendations3 

Patient factors 

Difficulties in reconciling patient preferences 
with pathway recommendations 
Patient complexity; multiple concerns 

Patient willingness to accept recommendations for 
management instead of focusing on cure 
Patient engagement and compliance with learning self-
management techniques 
Patient noncompliance with self-care as advised  
Ability to override physician opinion if current treatment 
does not seem to work 
Self-diagnosis, self-treatment, and use of nonprescription 
medications 
General misinformation among patients about chronic 
pain, especially back pain  
Patients with special conditions (dementia) 

Differences between patient needs and 
practitioner experience 
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Update Process 
For guidelines to remain valid and relevant, Toward Optimized Practice, the program responsible 
for provincial guidelines, requires that guidelines be reviewed annually and updated every two 
years if necessary. 

An Update Committee was established that is responsible for the ongoing review and 
maintenance of the Alberta CPG. The committee includes former members of the GDG with 
expertise in the field (three physicians, one physical therapist, one pharmacist, one pain specialist, 
and the clinical psychologist who chaired the GDG). Technical support will be provided by HTA 
researchers from the Institute of Health Economics. The task of the committee is to ensure that 
the currency of the guideline is maintained over time. 

Toward Optimized Practice and HTA researchers from the Institute of Health Economics will co-
lead the updating of the scientific content of the Alberta CPG. 
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APPLICABILITY OF THE GUIDELINE—ECONOMIC/COST IMPLICATIONS 
 
This section contains information on:  

√ the economic burden of low back pain 

√ the economic implications of recommendations reported in the seed guidelines 

√ potential resource implications of the Alberta CPG for the Evidence-Informed Primary 
Care Management of Low Back Pain 

General Aspects 
Low back pain is a common medical condition that is often associated with functional disability, 
and economic and social consequences that pose a substantial burden on affected individuals, the 
healthcare system, and society.1,2 The costs associated with low back pain include the direct cost 
of medical care and the indirect costs of time lost from work, disability payments, the cost of 
providing assistance, and diminished productivity.2,3 The small number of individuals with low 
back pain who become chronically disabled is responsible for approximately 80% of the cost 
associated with caring for patients with low back pain.4 Initial investment in infrastructure and 
the development of new programs for managing low back pain, such as developing an emergency 
back pain service, may add to total healthcare system costs. 

There is a general belief that medical care is based on scientific evidence and that clinical 
decisions about the assessment, diagnosis, treatment, and management of a particular condition 
should also be evidence-based. However, professionals often have their own specific clinical 
opinions that affect the use of medical services, and also their costs. 

In the management of low back pain, there is documentation of large practice variations, which 
include the overutilization of diagnostic imaging, specialist referral, and certain ineffective 
treatments, such as activity restriction.5 Adherence to CPGs may assist practitioner and patient 
decisions on appropriate health care and may also improve practice and reduce costs. Focusing on 
high users and individuals with chronic conditions might ultimately improve outcomes for these 
patients and reduce short- and long-term costs.1 

Economic Implications Reported in the Seed Guidelines 
Formal economic evaluations or cost analyses were not included in any of the seed guidelines. 
The following statements were made in the seed guidelines (Appendix H) regarding the economic 
implications of their recommendations. 

• Proper information (information/education/training [back schools]) may reduce the cost of 
back problems (G5). The power of written information is relatively weak, but it may be 
cost-effective due to its low per-person costs (G5). Regarding information from general 
activities of the media, cost-benefit aspects need to be considered, because a higher 
intensity delivery may have a higher impact on the recipient but is likely to be more 
expensive. Therefore, local circumstances and needs must be considered. Currently, 
insufficient evidence is available from randomized controlled trials and reviews to give 
specific recommendations (G5). 
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• Self-care education books based on evidence-based guidelines are recommended because 
they are an inexpensive and efficient method for supplementing clinician-provided back 
information and advice and are similar or only slightly inferior in effectiveness to such 
costlier interventions as supervised exercise therapy, acupuncture, massage, and spinal 
manipulation (G1). 

• There is no evidence that risk factor modification will reduce the incidence, prevalence, or 
socioeconomic costs of low back pain (G5). 

• Substitution of rapid magnetic resonance imaging (MRI) for X-ray evaluations in the 
primary care setting may offer little additional benefit to patients, and it may increase the 
costs of care because of the increased number of spine operations that patients are likely 
to undergo (G4, G8). Because of its high cost, the use of MRI cannot be justified for the 
screening of acute low back pain (G7). 

• Selection of appropriate radiologic imaging procedures for evaluation of patients with 
musculoskeletal disorders of the spine decreases costs and unnecessary ionizing radiation 
exposure and improves accessibility (G8). In adult patients with acute, uncomplicated 
LBP (less than 4 weeks' duration), routine use of lumbar spine conventional radiography 
is not indicated because of the very low incidence of unexpected findings on radiographs 
(only 1 in 2500 radiographs), the high radiation dose to gonads, the high cost/benefit 
ratio, and the poor association between patient findings and LBP (i.e., not specific) (G8). 
MRI or CT are useful in the detection of problems with bone and soft tissue structures. 
The choice of study depends on the current clinical question, availability of equipment, 
and costs (G8). CT is more available and less costly (G2b). 

• Several classes of medications have been shown to have moderate, primarily short-term 
benefits for patients with low back pain. Each class of medication is associated with 
unique trade-offs involving benefits, risks, and costs. For example, acetaminophen is a 
slightly weaker analgesic than NSAIDs (10 points on a 100-point visual analogue pain 
scale), but is a reasonable first-line option for treatment of acute or chronic low back pain 
because of its more favorable safety profile and low cost (G1). Factors that should be 
considered when weighing medications for low back pain include the presence of risk 
factors for complications, concomitant medication use, baseline severity of pain, duration 
of low back symptoms, and cost (G1). 

• Some interventions (such as intensive, interdisciplinary rehabilitation) may not be 
available in all settings, and costs for similarly effective interventions can vary 
substantially (G1). 

The following cost-effectiveness recommendations are provided in the seed guidelines. 

• Published data are very limited, but there is some evidence that advice to maintain usual 
activities, the provision of an education booklet, and participation in community-based 
exercises are cost-effective first-line interventions for acute low back pain (G7). An 
exercise program is more cost-effective than usual care, with lower direct and indirect 
costs (as measured by days of work lost) (G7). 
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Resource Implications of the Alberta CPG 
The updated recommendations were reviewed by members of the Update Committee and other 
healthcare practitioners from the TOP dissemination list with respect to resource implications 
associated with implementing the Alberta CPG. Feedback was received from one family 
physician, one specialist physician, two physical therapist/rehabililtation professionals and one 
phychologist. A sample of the survey and responses is provided in Appendix R (Table R.3).  

Because of time and resource constraints, a formal cost analysis or economic evaluation of the 
impact of the Alberta CPG was not conducted. Nevertheless, information derived from such 
analyses (cost of implementation of multidisciplinary treatment programs, cost of unnecessary 
imaging tests, etc.) is important and useful in the decision-making process. Studies to address the 
resource implications of the Alberta CPG are planned for the future. 
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APPENDIX A: PARTICIPANTS IN THE ALBERTA CPG UPDATE 
PROCESS 

Update Committee—Active Members 

Zone City/Site Affiliation, Discipline, Area of Expertise  

North Hinton BScPT  
Alberta Health Services Area Manager—Allied Health Services, Jasper, 
Hinton, Edson, Whitecourt, Swan Hills, Mayerthorpe, Barrhead  
Physical therapy  

Edmonton  Edmonton*†‡ MD, MSc, FCFP 
Professor, Department of Family Medicine, University of Alberta 
Primary care, guideline development, chronic disease  

Edmonton*‡ Homecare Pharmacist, BScPharm 
Alberta Health Services 
Pharmacy 

 Edmonton†  BScMLS, MHSA  
Institute of Health Economics  
Director Health Technology Assessment (HTA)  
HTA, research 

Calgary Calgary†  Paul Taenzer BSc, PhD, RPsych, Co-Chair 
University of Calgary 
Psychology, pain management 

 Calgary†‡ Ted Findlay MD, DO, CCFP, Consultant, Co-Chair 
Chronic Pain Centre, Alberta Health Services, Calgary 
Musculoskeletal chronic pain management 

 Calgary MB ChB, FRCA, FFPMRCA 
Medical leader, Calgary Pain Program, Alberta Health Services, Calgary 
Clinical Assistant Professor, Department of Anaesthesia, University of 
Calgary 
Chronic pain, anaesthesia 

 Calgary‡ MD, CCFP, FCFP 
Associate Professor Emeritus, Department of Family Medicine, 
University of Calgary 
Primary care 

South Zone Lethbridge‡ MD, FCFP 
Chinook Regional Hospital 
Chronic pain management 

*Members who were not part of the GDG for the first edition of the guideline; †Members who participated in the diagnostic 
imaging special topic committee; ‡Members who participated in the medication table special topic committee  

Special Topic Committee Members 

Zone City/Site Affiliation, Discipline, Area of expertise 

Diganostic Imaging 

Edmonton Edmonton MD, FRCPC 
University of Alberta, Associate Professor, Radiology & Diagnostic 
Imaging 
Neuroimaging  

Calgary Calgary MD, FRCP 
Radiologist, Assistant Clinical Professor, Radiology Consutlants, 
University of Calgary  
Diagnostic imaging  
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Calgary MD, FRCSC 
University of Calgary, Clinical Professor 
Orthopaedic spine surgeon 

Central Red Deer MD, FRCPC 
Central Alberta Medical Imaging Services, Red Deer 
Radiologist 
Medication Table 

Edmonton Edmonton RPh, BSc.Pharm 
Edmonton 
Consultant pharmacist 

Calgary Calgary  BSc.Pharm, ACPR 
Chronic Pain Centre, Alberta Health Services, Calgary 
Pharmacist 

Steering Committee and Research Team Members 

Zone City/Site Name Affiliation, Discipline, Area of expertise 

Calgary  Calgary  Paul Taenzer*‡ 

Co-Chair of the Update 
Committee 

BSc, PhD, RPsych 
University of Calgary 
Psychology, pain management  

Calgary  Ted Findlay*‡ 
Co-Chair of the Update 
Committee 

MD, DO, CCFP, Consultant, Co-Chair 
Chronic Pain Centre, Alberta Health Services, Calgary 
Musculoskeletal chronic pain management 

Edmonton Edmonton  Christa Harstall*†‡  BScMLS, MHSA  
Institute of Health Economics  
Director Health Technology Assessment (HTA)  
HTA, research 

 Edmonton Carmen Moga†‡§ MD, MSc  
Institute of Health Economics  
Research Associate HTA 
HTA, methodologist  

 Edmonton Ann Scott†§ BSc (Hons), PhD  
Institute of Health Economics  
Research Associate HTA 
HTA, methodologist  

 Edmonton  Liz Dennett BSc, MLIS 
Institute of Health Economics 
Information specialist 

 Edmonton Tara Schuller*‡ BA, MA 
Charis Management Consulting Inc. 
Project coordinator 

*Steering Committee members; †Research Team members; ‡Members who participated in the Update Committee meetings; 
§Members who participated in the Steering Committee meetings 
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Figure A.1: Multidisciplinary Update and special topic committee participation from the 
Alberta Health Services zones (active members) 

 

 
Source: www.albertahealthservices.ca/ahs-map-ahs-zones.pdf 

 
North Zone: rehabilitation/physical therapist (1) 

Edmonton Zone: practicing family physician (1), radiologist/neuroimaging (1*), pharmacist (1; 1*) 

Central Zone: radiologist (1*) 

Calgary Zone: family physician (1), psychologist (1), pharmacist (1*), pain specialist (1), osteopathic 
physician (1), orthopaedic spine surgeon (1*), radiologist (1*)  

South Zone: family physician (1) 

*Participants in special topic committees  

South Zone 

Calgary   Zone 

Central Zone 

Edmonton 
Zone 

North Zone 
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APPENDIX B: THE GUIDELINE UPDATE PROCESS—PARTICIPANTS AND 
ROLES 

A streamlined, multidisciplinary, collaborative process was utilized for the guideline updating 
process to ensure that expertise was rationed wisely and efficiently (Figure B.1). 
Figure B.1: Relationships among the committees in the guideline development process 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Steering Committee 
Role 

• provided research information and guided the Research Team 

• provided operational and fiscal oversight 

• acted as a secretariat to the Update Committee 

Membership 

• clinical ambassador, HTA expert, and project assistant 

The committee met by telephone, monthly or more often, as required. 

Update Committee 
Role 

• Revised the guideline recommendations and companion documents to reflect advances in 
the research evidence regarding the assessment and management of low back pain and 
considered recommendations related to treatments and interventions that would 
potentially benefit primary care in Alberta and were not included in the first edition of the 
guideline. 

Research 
Team 

Steering 
Committee 

Update 
Committee 

Ad hoc 
Subcommittees 

Special topic 
Committee 
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• Considered and assessed recommendations from the seed guidelines that were new to or 
discordant with first edition of the Alberta CPG and requested review of research 
evidence. 

• Worked in ad hoc subcommittees to analyze supplementary research evidence. 

Membership 

• This was a multidisciplinary group of primary care practitioners (i.e., a pharmacist, family 
physicians, a physical therapist, a psychologist, and a pain specialist)—most of whom 
were members of the GDG that developed the first edition of the guideline—Steering 
Committee members, and Research Team members. 

• The group was led by two co-chairs who attended the WebEx meetings as well as the 
subcommittee meetings. 

The Update Committee met twice via WebEx to assess and formulate the recommendations, by 
telephone for subcommittee meetings, and in one face-to-face meeting at the beginning of the 
update process. Some discussions were also conducted by e-mail. 

Research Team 
Role 
The Research Team played multiple roles and served various functions in the guideline update 
process, including: 

• selection and critical appraisal of published guidelines 

• preparation of background documents and evidence inventory tables 

• active leadership and participation on all committees 

• presentation of relevant research information to the Update Committee 

• co-chairing of subcommittee discussions on selected interventions 

• preparation and condensation of all the materials to expedite the review by the Update 
Committee 

• participation in the process of writing the guideline documents 
Figure B.2 outlines the guideline update process. 
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Figure B.2: The Alberta CPG update process 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Feedback from diagnostic imaging (DI) workshop identifies 
need to update DI recommendations in Alberta CPG 

Comprehensive literature search conducted to identify seed 
guidelines 

30 possible clinical practice guidelines (CPGs) identified; 
AGREE tool used to select nine quality “seed” CPGs 

Update Committee deliberations held via WebEx 

Former GDG/Advisory Committee members list useful 
interventions not included in Alberta guideline 

Guideline documents written 

Evidence inventory tables with seed CPG recommendations 
developed 

Guideline endorsed 

Guideline externally reviewed and refined  

Four seed CPGs selected based on clinical relevance  
(three new, one updated) 

Collaboration with 
provincial radiologists 
and surgeons 

Input from research 
librarians 

Collaboration with 
program responsible for 
provincial guidelines 

Input from three 
multidisciplinary 
committees (Steering 
Committee, Update 
Committee, special topic 
committees) 

Input from HTA 
researchers and 
methodologists 

Collaboration with 
primary care experts  
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APPENDIX C: PARTICIPANTS IN THE DEVELOPMENT PROCESS FOR 
THE FIRST EDITION OF THE ALBERTA CPG 

Note:  As of 1 April 2009, the nine Alberta health regions (Aspen, Calgary, Capital Health, Chinook, David 
Thompson, East Central, Northern Lights, Palliser, Peace Country) were amalgamated into a single entity, 
Alberta Health Services. 

Guideline Development Group (GDG)—Active Members 

Health Region City/Site Affiliation, Discipline, Area of Expertise  

Aspen Hinton BScPT  
Alberta Health Services—Aspen Hinton Community Health Services  
Physical Therapist Clinical Lead  
Physical therapy  

St. Paul Registered Nurse 
Geriatric  

Calgary Calgary  Paul Taenzer BSc, PhD, RPsych, Chair 
Regional Pain Program 
Alberta Health Services Calgary Health Region 
Psychology, pain management 

Calgary BHScOT 
Alberta Health Services Calgary Health Region  
Chronic Pain Centre 
Rehabilitation Program facilitator 
Occupational therapy for chronic pain 

Calgary MD, CCFP, Consultant 
Alberta Health Services Calgary Health Region 
Chronic Pain Centre 
Chronic pain management, family practice 

Calgary MB ChB, FRCA, FFPMRCA 
Medical leader, Regional Pain Program, Calgary 
Assistant Professor, Department of Anaesthesia, University of Calgary 
Pain medicine 

Calgary MD, CCFP, FCFP 
University of Calgary, Associate Professor, Department of Family Medicine 
Primary care 

Calgary  Alberta Health Services Calgary Health Region 
Chronic Pain Centre 
Psychology 

Calgary  Pharmacist, BSP 
Calgary Health Region 
Chronic Pain Centre 
Pharmacy 

Capital Edmonton BA (Hons), MD, CCFP, FCFP 
Associate Dean, Rural and Regional Health, Faculty of Medicine & Dentistry 
University of Alberta 
Rural family medicine  

Edmonton MD 
Grey Nuns Family Medicine Centre 
Primary care 

Edmonton BSc, BScOT, Occupational Therapist, 
Chronic Pain Coordinator, Community Rehabilitation, Capital Health 
Chronic pain  
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Health Region City/Site Affiliation, Discipline, Area of Expertise  

Chinook Lethbridge RPN, MSc 
Director, Acute Geriatrics and Palliative Care 
Chinook Health Region 
Geriatric medicine, pain management 

Lethbridge MD, FCFP 
Chinook Health Region 
Family medicine, chronic pain management  

David Thompson Sylvan Lake BSc, MSc, MD, FCFP 
Clinical Associate Professor, Department of Family Medicine 
University of Alberta 
Family medicine, physical medicine 

East Central Camrose BScOT 
Professional Practice Lead Occupational Therapy (Adults) 
East Central Health, Alberta Health Services 
Occupational therapist 

Camrose BScPT 
Clinical Practice Lead Physical Therapy (Adults) 
Physical Therapist: CRP Adult Camrose 
East Central Health 
Physical therapy 

Wainwright  BSc, MD, CCFP, FCFP 
Family medicine  

Palliser Medicine Hat BScPT, CAFCI 
Physical Therapist (Pain Clinic) 
Medicine Hat Regional Hospital 
Pain musculoskeletal 

 

Resigned Members 
The following individuals have withdrawn from the GDG because of time constraints and/or workload issues. 

 
Health Region City/Site Affiliation, Discipline, Area of expertise 

Peace Country Peace River MBBS 
Physician 

Calgary Calgary BPT, MScPT, FCAMT 
Calgary Chronic Pain Centre 
Physical Therapist 
Physical therapy  

Capital  Edmonton MD 
Family Doctor—General Practitioner 
Family medicine  

Edmonton MD 
Family Doctor—General Practitioner 
Family medicine  

Sturgeon Registered Nurse 
Manager for Quality/Risk Management & Utilization 
Alberta Health Services, Sturgeon Community Hospital 
Policy, Procedure and Project Development  
Nursing 

East Central Camrose BSc Pharm 
Pharmacist 
Pharmacy  
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Wetaskiwin MBBS 
Family Doctor—General Practitioner 
Family medicine 

Steering Committee and Research Team Members 

Health Region City/Site Name Affiliation, Discipline, Area of expertise 

Calgary  Calgary  Paul Taenzer*‡  
Chair of the GDG  

BSc, PhD, RPsych 
Regional Pain Program 
Alberta Health Services, Calgary Health Region 
Psychology, pain management  

Capital Edmonton  Christa Harstall*†‡  BScMLS, MHSA  
Institute of Health Economics  
Director Health Technology Assessment (HTA)  
HTA, research 

Edmonton Carmen Moga†‡ MD, MSc  
Institute of Health Economics  
Research Associate HTA 
HTA, methodologist  

Edmonton Ann Scott†‡ BSc (Hons), PhD  
Institute of Health Economics  
Research Associate HTA 
HTA, methodologist  

Edmonton  Donna Angus*‡ BEd, MSA 
Alberta Heritage Foundation for Medical Research 
Manager, Knowledge Transfer Initiatives,  
Communications and knowledge transfer  

Edmonton Harold Lopatka*‡  BSc Pharm, MHSA, PhD 
LopAlta Ltd Consulting  
Consultant 

Edmonton Tara Schuller*‡ BA 
Charis Management Consulting Inc. 
Project coordinator 

Other members of the Research Team 

Capital Edmonton Liz Dennett  BSc, MLIS 
Institute of Health Economics 
Information specialist  

Edmonton Trish Chatterley  BSc, MLIS 
Institute of Health Economics 
Information specialist 

Edmonton Zhaohui Wu MD  
Institute of Health Economics  
HTA Skills Development  
(Division of Health Technology Development Ministry 
of Health China)  
Health services research 

Edmonton Don Schopflocher  PhD 
Associate Professor & Research Statistician  
Faculty of Nursing, University of Alberta  
Epidemiologist, statistician 

*Steering Committee members; †Research Team members; ‡ Members who participated at the GDG videoconference meetings 
(up to January 2008 for Harold Lopatka) 
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Advisory Committee Members 

Name Affiliation, Discipline 

Saifee Rashiq (Chair) BM BS, MSc (Epid) DA(UK), FRCPC 
Associate Professor, Director Division of Pain Medicine 
Department of Anesthesiology and Pain Medicine, University of Alberta 

Michael Aherne MEd, CMC 
Director of Initiative Development  
Pallium Project 

Werner Becker MD, FRCPC 
Professor, Division of Neurology 
Departments of Clinical Neurosciences and Medicine  
Faculty of Medicine, University of Calgary  
Foothills Medical Centre and Chronic Pain Centre 
Alberta Health Services, Calgary Health Region 

Greta Cummings RN, PhD  
Associate Professor  
Faculty of Nursing, University of Alberta  

Christa Harstall BScMLS, MHSA 
Institute of Health Economics  
Director, Health Technology Assessment  

June Norris Manager 
Community Rehabilitation Division of Public Health 
Primary Care and Chronic Disease Management  
Alberta Health Services 

John Parboosingh MB, FRCSC 
Professor Emeritus, University of Calgary 
Consultant, Community Learning 
PEAK Project 

Sara Pereira Director 
Hospital Chronic Pain Consultation Service 
Alberta Health Services, Calgary Health Region 

Darlene Schindel 
(new member) 

RN, BScN, MHS 
Senior Advisor, Project Director 
Alberta Bone and Joint Health Institute 

Don Schopflocher PhD 
Associate Professor & Research Statistician  
Faculty of Nursing, University of Alberta  

Chris Spanswick MB ChB, FRCA, FFPMRCA 
Medical leader, Regional Pain Program Calgary 
Assistant Professor, Department of Anaesthesia, University of Calgary  

Doug Stich BSc 
Program Director  
Toward Optimized Practice 

Paul Taenzer PhD, BSc, RPsych 
Regional Pain Program 
Alberta Health Services, Calgary Health Region 
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Name Affiliation, Discipline 

Barry Ulmer Executive Director 
Chronic Pain Association of Canada 

Janet Wright Prescription Database Administrator 
Alberta College of Physicians and Surgeons 

Clarence Weppler 
(alternate) 

Manager 
Physician Prescribing Practices Department 
College of Physicians and Surgeons of Alberta 

Blair MacKinnon 
(new member) 

Dissemination Coordinator  
Primary Care Unit 
Alberta Health 

Resigned members 

Henry Borowski Director 
Health Technologies and Services Policy 
Alberta Health 

Julian Daly Program Operations Manager  
Primary Care Initiative 

Carole Estabrooks RN, PhD 
Professor 
University of Alberta, Faculty of Nursing 

Cindy Gerdes Director Programs 
SEARCH Canada 

Sarah Hayward PhD 
Chief Executive Officer 
SEARCH Canada 

Betty Jeffers BA 
Director, Primary Care Unit 
Alberta Health 

Jacques Magnan PhD 
Acting President and CEO 
Alberta Heritage Foundation for Medical Research  

Sumit Majumdar  MD, MPH 
Associate Professor, Department of Medicine, University of Alberta 

Sandra Pichler Program Director 
Primary Care Initiative  

Jennifer Rees BScPT 
Project Director Ambulatory Care Services 
Capital Health 

Rob Wedel Alberta College of Family Physicians 
Chinook Health Region  

Valerie Wiebe RN, BN, MN 
Executive Director of Medical Services 
Calgary Health Region Alberta Health Services 
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Advisory Committee Ex-officio Members 

Name Affiliation, Discipline 

Donna Angus BEd, MSA 
Alberta Heritage Foundation for Medical Research 
Manager, Knowledge Transfer Initiatives  

Egon Jonsson PhD, Professor 
School of Public Health, University of Alberta 
Community Health Sciences, University of Calgary 
Executive Director & CEO, Institute of Health Economics 

Harold Lopatka BSc Pharm, MHSA, PhD 
LopAlta Ltd. Consulting  

Tara Schuller BA 
Charis Management Consulting Inc. 
Ambassador Guideline Project Coordinator  

Resigned members 

Richard Thornley MPH, MLIS 
Manager, Evaluation 
Alberta Heritage Foundation for Medical Research 

Margaret Wanke BSc, MHSA 
Chief Executive Officer 
Charis Management Consulting Inc. 

Debbie Wilson MN, CHE 
General Manager 
St. Albert and Sturgeon Primary Care Network 
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APPENDIX D: EXCLUDED GUIDELINES (2ND EDITION) 
Table D.1: Summary of excluded guidelines 

Publication Reason for exclusion 

American Osteopathic Association. American Osteopathic Association 
guidelines for osteopathic manipulative treatment (OMT) for patients with low 
back pain. Chicago (IL): American Osteopathic Association; 2009. Available 
from: www.do-online.org/pdf/AOALowBackPainClinicalPracticeGuidelines.pdf 
and www.guideline.gov/content.aspx?id=15271 (accessed 2 May 2012). 

No definition for acute and 
chronic low back pain 
Target population (adult) not 
stated 

Bach SM, Holten KB. Guideline update: what’s the best approach to acute low 
back pain? Journal of Family Practice 2009;58(12):E1–E3. Available from: 
www.jfponline.com/pdf%2F5812%2F5812JFP_Article6.pdf (accessed 2 May 
2012). 

Summary of an excluded 
guideline (E3 in Table D.3 
below)  

Back pain – low (without radiculopathy) (CKS Topic). Last revised November 
2009. Available from: www.cks.nhs.uk/back_pain_low_without_radiculopathy#-
398891 (accessed 2 May 2012). 
Note: Updated version of an excluded guideline (1st edition): PRODIGY 
Knowledge (presently NHS Clinical Knowledge Summaries [CKS]). Guidance: 
back pain—lower. London (UK): NHS: 2004. 

Focus on low back pain in 
population 16 years of age and 
older.  
Acute pain <6 weeks; chronic 
pain >6 weeks.  

Bouwmeester W, van Enst A, van Tulder M. Quality of low back pain guidelines 
improved. Spine 2009;34(23):2562–7. 

Synthesis of guidelines  

Chou R, Loeser JD, Owens DK, Rosenquist RW, Atlas SJ, Baisden J et al. 
American Pain Society Low Back Pain Guideline Panel. Interventional therapies, 
surgery, and interdisciplinary rehabilitation for low back pain: an evidence-based 
clinical practice guideline from the American Pain Society. Spine 
2009;34(10):1066–77. 
Background paper: Chou R, Atlas SJ, Stanos SP, Rosenquist RW. Nonsurgical 
interventional therapies for low back pain: a review of the evidence for an 
American Pain Society clinical practice guideline. Spine 2009;34(10):1078–93. 

Included trials of any of the 
interventions of interest for 
low back pain of any duration. 
Definition for acute and 
chronic pain is not provided 

Dagenais S, Tricco AC, Haldeman S. Synthesis of recommendations for the 
assessment and management of low back pain from recent clinical practice 
guidelines. Spine Journal 2010;10(6):514–29. 

Synthesis of guidelines  

Davis PC, Wippold FJ II, Brunberg JA, Cornelius RS, De La Paz RL, Dormont 
D, et al., Expert Panel on Neurologic Imaging. ACR Appropriateness Criteria® 
low back pain. Reston (VA): American College of Radiology (ACR); 2008. 
Available from: www.guideline.gov/content.aspx?id=13671 and 
www.acr.org/SecondaryMainMenuCategories/quality_safety/app_criteria/pdf/Ex
pertPanelonNeurologicImaging/LowBackPainDoc7.aspx (accessed 2 May 2012).  
Note: update version of an excluded guideline (1st edition): Bradley WG Jr, 
Seidenwurm DJ, Brunberg JA, Davis PC, DE La Paz RL, Dormont D, et al. Low 
back pain. Reston (VA): American College of Radiology (ACR); 2005.  

Target population (adult) not 
stated  

Demetrious J. Guidelines in the evaluation and management of low back pain. 
North Carolina Medical Journal 2008;69(2):175. 

Not a guideline (letter to 
editor) 

Dubinsky RM, Miyasaki J. Assessment: Efficacy of transcutaneous electric nerve 
stimulation in the treatment of pain in neurologic disorders (an evidence-based 
review). Report of the Therapeutics and Technology Assessment Subcommittee 
of the American Academy of Neurology. Neurology 2010;74:173–176. Available 
from: www.neurology.org/cgi/reprint/74/2/173 (accessed May 2, 2012). 

Target population (adult) not 
stated 
Definition for acute and 
chronic pain is not provided 
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Globe GA, Morris CE, Whalen WM, Farabaugh RJ, Hawk C, Council on 
Chiropractic Guidelines and Practice Parameters. Chiropractic management of 
low back disorders: report from a consensus process. Journal of Manipulative 
Physiological Therapeutics 2008;31(9):651–8. 
Available from http://download.journals.elsevierhealth.com/pdfs/journals/0161-
4754/PIIS0161475408002765.pdf; and 
www.guideline.gov/content.aspx?id=14233 (accessed 2 May 2012). 

No definition for acute and 
chronic low back pain 
Target population (adult) not 
stated 

Haswell K, Gilmour J, Moore B. Clinical decision rules for identification of low 
back pain patients with neurologic involvement in primary care. Spine 
2008;33(1):68–73. 

Synthesis of guidelines 

Institute for Clinical Systems Improvement (ICSI). Assessment and management 
of chronic pain. Bloomington (MN): Institute for Clinical Systems Improvement 
(ICSI); 2009. Available from www.guideline.gov/content.aspx?id=15525 and 
www.icsi.org/pain__chronic__assessment_and_management_of_14399/pain__ch
ronic__assessment_and_management_of__guideline_.html (accessed 2 May 
2012). 
Note: Update version of an excluded guideline (1st edition): Institute for Clinical 
Systems Improvement (ICSI). Assessment and management of chronic pain. 
Bloomington (MN): ICSI; March 2007.  

Did not focus on low back 
pain 
Target population 
physiologically mature 
adolescents (between 16 and 
18 years) and adults 

Jackson A, Hettinga DM, Mead J, Mercer C. Using consensus methods in 
developing clinical guidelines for exercise in managing persistent low back pain. 
Physiotherapy 2009;95(4):302–11. 

Background document for 
excluded seed guideline 
Mercer et al. (2006) 

Manchikanti L, Boswell MV, Singh V, Benyamin RM, Fellows B, Abdi S, et al. 
Comprehensive evidence-based guidelines for interventional techniques in the 
management of chronic spinal pain. Pain Physician 2009;12(4):699–802. 
Available from: www.guideline.gov/content.aspx?id=15136 and 
www.painphysicianjournal.com/2009/july/2009;12;699-802.pdf (accessed 2 May 
2012). 
Note: Update version of an excluded guideline (1st edition): Boswell MV, 
Trescot AM, Datta S, Schultz DM, Hansen HC, Abdi S, et al. Interventional 
techniques: evidence-based practice guidelines in the management of chronic 
spinal pain. Pain Physician 2007;10(1):7–111. 

Target population (adult) not 
stated  

Manchikanti L, Datta S, Derby R, Wolfer LR, Benyamin RM, Hirsch JA. 
American Pain Society. A critical review of the American Pain Society clinical 
practice guidelines for interventional techniques, part 1: Diagnostic interventions. 
Pain Physician 2010;13(3):E141–74. Available from: 
www.painphysicianjournal.com/2010/may/2010;13;E141-E174.pdf (accessed 2 
May 2012).  

Focus on specific 
interventions not suitable for 
primary care  
Definition for acute and 
chronic pain is not provided 
Target population (adult) not 
stated 

Manchikanti L, Datta S, Gupta S, Munglani R, Bryce DA, Ward SP, et al. A 
critical review of the American Pain Society Clinical practice guidelines for 
interventional techniques: Part 2. Therapeutic interventions. Pain Physician 
2010;13(4):E215–64. Available from: 
www.painphysicianjournal.com/2010/july/2010;13;E215-E264.pdf (accessed 2 
May 2012).  

Definition for acute and 
chronic pain is not provided 
Target population (adult) not 
stated 

National Institute of Clinical Studies Emergency Care Community of Practice. 
Emergency care evidence in practice series. Lumbar imaging in acute non-
specific low back pain. 2008. Available from: 
www.nhmrc.gov.au/_files_nhmrc/file/nics/material_resources/lumbar_imaging_a
cute_non_specific_low_back_pain.pdf (accessed 2 May 2012). 

Target population (adult) not 
stated 
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Naumann M, So Y, Argoff CE, Childers MK, Dykstra DD, Gronseth GS, et al. 
Therapeutics and Technology Assessment Subcommittee of the American 
Academy of Neurology. Assessment: Botulinum neurotoxin in the treatment of 
autonomic disorders and pain (an evidence-based review): report of the 
Therapeutics and Technology Assessment Subcommittee of the American 
Academy of Neurology. Neurology 2008;70(19):1707–14. Available from: 
www.guideline.gov/content.aspx?id=12948 and 
www.neurology.org/cgi/reprint/70/19/1707 (accessed 2 May 2012). 

Definition for acute and 
chronic pain is not provided 

Negrini S, Giovannoni S, Minozzi S, Barneschi G, Bonaiuti D, Bussotti A, et al. 
Diagnostic therapeutic flow-charts for low back pain patients: the Italian clinical 
guidelines. Europa Medicophysica 2006;42(2):151–70. Available from: 
www.minervamedica.it/en/journals/europa-
medicophysica/article.php?cod=R33Y2006N02A0151 (accessed 2 May 2012). 

Target population (adult) not 
stated 

NHS Clinical Knowledge Summaries [CKS] Sciatica (lumbar radiculopathy). 
Last revised November 2009. Available from: 
www.cks.nhs.uk/sciatica_lumbar_radiculopathy/management/scenario_sciatica_l
umbar_radiculopathy/treatment/basis_for_recommendation#398852001 
(accessed 2 May 2012). 

Specific condition 
Target population 16 years of 
age and older.  

Nielens H, Van Zundert J, Mairiaux P, Gailly J, Van Den Hecke N, Mazina D, et 
al. Chronic low back pain. Good Clinical Practice (GCP). Brussels, Belgium: 
Belgian Health Care Knowledge Centre (KCE); 2006. Report No. 48C. Available 
from: http://orbi.ulg.ac.be/bitstream/2268/58416/1/ELE%20SAT-MUS-
DOS%20R-2814.pdf; 
http://orbi.ulg.ac.be/bitstream/2268/58416/1/ELE%20SAT-MUS-DOS%20R-
2814.pdf (accessed 2 May 2012). 

Target population (adult) is 
defined as 15 years or over for 
occupational treatment section 
and it is not defined for other 
sections of the publication 

Triano JJ. Literature syntheses for the Council on Chiropractic Guidelines and 
Practice Parameters: Methodology. Journal of Manipulative Physiological 
Therapeutic. 2008;31(9):645–50. Available from: 
http://download.journals.elsevierhealth.com/pdfs/journals/0161-
4754/PIIS0161475408002789.pdf (accessed 22 September 2011). 

Methodology paper  

Work Loss Data Institute. Low back - lumbar & thoracic (acute & chronic). 
Corpus Christi (TX): Work Loss Data Institute; 2008. Available from 
www.guideline.gov/content.aspx?id=33184&search=Behavior+therapy . 
(accessed 2 May 2012). 
Main guideline is available to subscribers from www.odg-disability.com/  
Note: Update version of an excluded guideline (1st edition): Work Loss Data 
Institute. Low back: lumbar & thoracic (acute & chronic). Corpus Christi (TX): 
Work Loss Data Institute; 2007.  

Definition for acute and 
chronic pain is not provided 
Target population (adult) not 
stated 
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Table D.2: Summary of excluded guidelines referenced by the Update Committee, 
Steering Committee, Research Team, and other sources 

Publication Reason for exclusion 

Ammendolia C, Kerr MS, Bombardier C, with the Canadian Task Force on 
Preventive Health Care. The use of back belts for prevention of occupational low 
back pain: Systematic review and recommendations. CTFPHC Technical Report 
#02-1. London, ON: Canadian Task Force; 2002. Available from: 
www.canadiantaskforce.ca/docs/CTF_BackBelts_TR_final.pdf and 
www.cmaj.ca/cgi/reprint/169/3/213 (accessed 2 May 2012). 

Target population (adult) not 
stated 

Dubinsky RM, Miyasaki J. Assessment: Efficacy of transcutaneous electric nerve 
stimulation in the treatment of pain in neurologic disorders (an evidence-based 
review). Report of the Therapeutics and Technology Assessment Subcommittee 
of the American Academy of Neurology. Neurology 2010;74(2):173-76. 
Available from: www.neurology.org/cgi/reprint/74/2/173 (accessed accessed 2 
May 2012). 

Definition for chronic pain is 
not provided 
Target population (adult) not 
stated 

Low back disorders. Occupational medicine practice guidelines: evaluation and 
management of common health problems and functional recovery in workers. 2nd 
ed. Elk Grove Village (IL): American College of Occupational and 
Environmental Medicine (ACOEM); 2007. Available from: 
www.guideline.gov/content.aspx?id=12540 (accessed 2 May 2012). 

Definition for acute and 
chronic pain is not provided 
 

NHS Quality Improvement Scotland. Acupuncture for low back pain. Evidence 
note number 24; September 2008. Available from: 
www.healthcareimprovementscotland.org/previous_resources/hta_report/evidenc
e_notes/evidence_note_24.aspx (accessed 2 May 2012). 

Target population (adult) not 
stated 
Definition for acute and 
chronic pain is provided but it 
is not clear if the definition 
was considered in developing 
the recommendations  

Table D.3: Summary of guidelines excluded after reviewing the AGREE quality appraisal 
results (Subcommittee meeting, December 13, 2010)  

Guideline, Type of Pain, Definition; Target Population; Intended Users; 
Setting; Focus  Reason for exclusion 

E2 
University of Michigan Health System. Guidelines for Clinical Care. Acute low 
back pain. Ann Arbor (MI): University of Michigan Health System; updated 
2010. Available from: www.cme.med.umich.edu/pdf/guideline/backpain10.pdf ; 
www.med.umich.edu/1info/fhp/practiceguides/back.html (accessed May 2, 
2012). 
Type of pain: Acute low back pain (pain <6 weeks) 
Target population: Adult patients (>18 years) 
Setting: Not stated  
Intended users: Family physicians, physicians different specialties, nurses, 
physician assistants 
Clinical specialty: Family physicians, general internists, 
obstetricians/gynecologists, emergency medicine physicians, neurosurgeons, 
orthopaedic surgeons, physiatrists, rheumatologists, anesthesiologists (pain 
group), adult and family nurse practitioners/physician assistants 
Focus: Diagnosis, treatment, management 

Low scores on AGREE tool 
(average quality) 
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E3 
Michigan Quality Improvement Consortium. Management of acute low back 
pain. Southfield (MI): Michigan Quality Improvement Consortium; 2008, 
revised 2010. Available from: 
www.med.umich.edu/1info/fhp/practiceguides/back/mqic.pdf and 
www.guideline.gov/content.aspx?id=16318 (accessed May 2, 2012). 
Type of pain: Acute low back pain or back-related leg symptoms for less than 6 
weeks  
Target population: Adults 
Setting: Primary care 
Intended users: Advanced practice nurses, health plans, physician assistants, 
physicians 
Clinical specialty: Family practice, internal medicine, neurology 
Focus: Diagnosis, evaluation, management, risk assessment, treatment 

Low scores on AGREE tool 
(average quality) 

E4 
Canadian Association of Radiologists. Diagnostic imaging referral guidelines. A 
guide for physicians. Ottawa (ON): Canadian Association of Radiologists; 2005. 
Available from: 
www.cehha.nshealth.ca/Services/downloads/Guidelines%20ENG.pdf (accessed 
May 2, 2012). 
Type of pain: Acute low back pain, chronic low back pain, duration of pain not 
stated 
Target population: Not stated, but has separate recommendations for children 
Setting: Not stated 
Intended users: Referring physicians including general practitioners 
Clinical specialty: Not stated 
Focus: Diagnosis 

Low scores on AGREE tool 
(poor quality) 

AGREE: Appraisal of Guidelines Research & Evaluation 

Table D.4: Summary of guidelines excluded after review by Update Committee 
(January 28, 2011)  

Guideline Reason for exclusion 

Mercer C, Jackson A, Hettinga D, Barlos P, Ferguson S, Greenhalgh S, et al. 
Clinical guidelines for the physiotherapy management of persistent low back 
pain (LBP), part 1: Exercise. London (UK): Chartered Society of Physiotherapy; 
2006. Available for purchase. 

This was G1 in the first edition of the Alberta CPG. 

Excluded from the second 
edition of the Alberta CPG 
because of the definition for 
chronic pain (i.e., persistent 
pain lasting 6 weeks or more) 

Institute for Clinical Systems Improvement (ICSI). Adult low back pain, 13th 
edition. Bloomington (MN): ICSI: 2008. 

This is G2 in the first and second editions of the Alberta CPG. 

Excluded from the second 
edition of the Alberta CPG, but 
only the recommendations on 
chronic low back pain, because 
chronic pain was defined as 
pain lasting more than 6 weeks 

E1 
Savigny P, Kuntze S, Watson P, Underwood M, Ritchie G , Cotterell M, et al. 
Low back pain: Early management of persistent non-specific low back pain. 
London: National Collaborating Centre for Primary Care and Royal College of 
General Practitioners. Available from: http://guidance.nice.org.uk/CG88 
(accessed 2 May 2012). 

Defined pain as >6 weeks 
duration, up to a period of 12 
months, which was an overlap 
of subacute and chronic low 
back pain 
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APPENDIX E: MODIFICATIONS MADE TO THE AGREE TOOL1 
Scope and Purpose (Items 1, 2, 3) 
Details of the objectives, clinical question, and target population should be stated in the abstract, 
introduction, or methods section of the guideline (see detailed scoring guidance below). If the 
first mention of any of these elements occurs in the recommendations section, the guideline 
should not receive a score of 4. All of these elements are considered mandatory for a quality 
CPG, so if a guideline scores <4 for any of these elements, you do not need to assess it further. 

As all guidelines meeting these three criteria will receive the maximum possible total domain 
score of 12 (3 × 4), the standardized domain score will not be calculated since all of the 
guidelines will achieve 100%. 

Examples of the detailed instructions constructed using logical operators (AND, OR, NOT) for 
the AGREE tool items are listed below. 

Item 7 – Piloted among target users 
4 – Guideline piloted among target users and methods reported 

3 – Guideline piloted among target users but methods not reported 

2 – Unclear 

1 – Guideline not piloted among target users 

Item 8 – Systematic methods used to search for evidence 
  Information about the search terms used, sources consulted, and date limits of the 

literature searches should be provided. 

4 – All three elements (search terms, sources, date limits) reported 

3 – Two elements reported 

2 – Unclear or only one element reported 

1 – Information about the methods used to search for evidence is not provided 

Item 16 – Different management options presented 
4 – Different management options were considered to be adequately presented if the 

comparators for each intervention were stated in the guideline (for example, 
massage therapy is more effective than relaxation therapy in patients with chronic 
low back pain) 

3 – The comparators were stated for only some of the interventions 

2 – Unclear 

1 – The comparators for the interventions were not stated 
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Item 19 – Organizational barriers discussed 
4 – Not applicable, or organizational barriers discussed and required changes are 

outlined 

3 – Organizational barriers mentioned but required changes are not outlined 

2 – Unclear 

1 – Organizational barriers not discussed 

References 
1. Scott NA, Moga C, Harstall C. Making the AGREE tool more user friendly: the feasibility 

of a user guide based on Boolean operators. Journal of Evaluation in Clinical Practice 
2009;15(6):1061–73. 
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APPENDIX F: SYSTEMATIC REVIEW QUALITY ASSESSMENT CHECKLIST 
(Adapted from various sources.1-4) 

This checklist contains six quality subsections (grey sections) that, according to the literature, 
reflect aspects considered essential for a good quality systematic review.1-4 If desired, the scores 
obtained for these six subsections can be used to categorize the review as good, average, or poor 
quality according to the number of criteria met. This additional categorization is optional. The 
rating system is flexible in that other criteria can be substituted for some or all of the six criteria 
in accordance with the priorities and opinions of the assessors. 

Study Question 
The research question should be established a priori. 

Reported: 
The objectives of the review are clearly stated in the abstract, introduction, or methods. 
Partially reported: 
The objectives of the review are stated in: 

• the abstract, introduction, or methods, but are vague or unclear; or 
• a section of the report other than the abstract, introduction, or methods. 

Not reported: 
The objectives are not stated in any section of the review. 

Inclusion/Exclusion Criteria 
The participants, interventions, outcome measures, and types of studies considered for analysis 
should be established a priori. 

Reported: 
All four elements (participants, interventions, outcome measures, types of studies) are 
reported in the abstract, introduction, or methods section of the review. 
Partially reported: 
Only three of the four elements are reported in the abstract, introduction, or methods 
section. 
Not reported: 

• Less than three of the four elements are reported in the abstract, introduction, or 
methods section; or 

• The first mention of any of these elements occurs in the results section. 

Search Strategy 
Electronic databases 

Reported: 
At least one electronic database was searched and the names of the databases are 
provided. 
Partially reported: 
At least one electronic database was searched but the names are not provided. 
Not reported: 
Electronic databases were not searched or are not mentioned in the review. 
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Other sources 
Reported: 
At least one additional resource or method, other than searching electronic databases, was 
used to identify relevant literature (e.g., pearling or review of reference lists in retrieved 
articles, hand searching of journals). 
Partially reported: 
Other resources or methods were used but details are not provided. 
Not reported: 
The review did not use other resources or methods to identify relevant literature or does 
not mention them. 

Data Extraction 
Data extraction method 

Reported: 
The data extraction process is described. 
Partially reported: 
A data extraction process is mentioned but no details are provided. 
Not reported: 
A data extraction process was not used or described. 

Quality subsection 1: At least MEDLINE and one other relevant literature database 

Yes:  
MEDLINE and one other relevant literature database were searched. 
Unclear:  
It was unclear whether MEDLINE and one other relevant literature database were 
searched because a complete list of all the electronic databases searched is not 
provided. 
No:  

• The review stated that neither MEDLINE nor another relevant literature 
database was searched; 

• Neither MEDLINE nor another relevant literature database is mentioned in 
the complete list of electronic databases searched; or 

• Only one of the two the databases (MEDLINE or one other relevant database) 
was searched. 
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Quality Assessment 
Criteria used to assess the validity of included studies 

Reported: 
A quality assessment tool or checklist was used and details are provided (e.g., name or 
source). 
Partially reported: 
A quality assessment tool or checklist was used but no details are provided. 
Not reported: 

• A quality assessment tool or checklist was not used or mentioned; or 
• Studies were only categorized according to a level of evidence hierarchy. 

Quality subsection 2: Standardized method 

Yes: 
The data categories extracted are listed or the use of a standardized data extraction 
form is mentioned. 
Unclear: 
The review states that a standardized data extraction process was used but does not 
list the data categories extracted or mention the use of a standardized data extraction 
form. 
No:  
The data categories extracted are not listed or the use of a standardized data 
extraction form is not mentioned. 

Quality subsection 3: Independent data extraction by at least two reviewers 

Yes: 
Data were extracted independently by at least two reviewers.  
Unclear: 
The number of reviewers who extracted data is not stated. 
No: 
Details of data extraction were not provided or data were extracted by: 

• only one reviewer; or 
• one reviewer and checked by another. 
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Inter-rater agreement 
Reported: 
The review mentions that a consensus method was used or provides a statement of the 
degree of difference/equivalence between the reviewers or a statistical measure of inter-
rater agreement. 
Partially reported: 
The review mentions that inter-rater agreement was measured but does not provide a 
statement of the degree of difference/equivalence or a statistical measure of inter-rater 
agreement. 
Not reported: 
The review does not provide any information on inter-rater agreement. 

Data Analysis/Synthesis 
Only ONE of the three methods for data analysis/synthesis can be assessed. Select the data 
analysis type according to the definitions below. Only score the quality subsection that pertains to 
the particular data analysis method used in the review. 

Qualitative review: 
A narrative summary of the study results with no statistical analysis or pooling of results. 
 
 
 
 
 
 
 
 
 
 
 
 
 

Quality subsection 4: Independent quality assessment by at least two reviewers 

Yes: 
The quality of the included studies was assessed independently by at least two 
reviewers.   
Unclear: 
The number of reviewers who appraised study quality is not stated. 
No: 
Studies were assessed by: 

• only one reviewer; or 
• one reviewer and checked by another. 

Quality subsection 5a: Study quality used in analysis or discussion of study results 

Yes: 
Results of the included studies are discussed or analyzed in terms of their quality.  
Unclear: 

• Study quality was assessed but is either not used at all or is only used to 
analyze some of the included studies.  

• The review mentions selective inclusion of “quality” studies, but without 
further assessment of their quality (e.g., only RCTs were included but the 
robustness of their execution was not assessed). 

No: 
• The results of the included studies are not discussed or analyzed in terms of 

their quality. 
• Study quality was not assessed. 
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Semi-quantitative review: 
Incorporates a statistical analysis of individual studies without pooling the results (e.g., relative 
risks calculated for individual study outcomes) or pooling of results using only descriptive 
statistics (e.g., median, mean, mode, frequency). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Meta-analysis: 
A pooled effect estimate is calculated for at least two studies. Reviews that contain a meta-
analysis of some studies and a qualitative analysis of the remaining studies are considered a 
“meta-analysis.” 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Quality subsection 5b: Confidence interval/measures of dispersion reported 

Yes: 
Confidence intervals or measures of dispersion (range, standard deviation, standard 
error of the mean) are reported for all relevant analyses.  
Unclear: 

• Confidence intervals or measures of dispersion are only reported for some of 
the relevant analyses.  

• Confidence intervals are reported for all relevant analyses, but the level of 
confidence is not specified (e.g., unclear whether 95% or 99% confidence 
intervals were calculated). 

• Measures of dispersion are reported for all relevant analyses but the type is 
not specified (e.g., standard deviation or standard error). 

No: 
Confidence intervals or measures of dispersion are not reported. 

Quality subsection 5c: Precision of results reported 

Yes: 
Confidence intervals are reported for all pooled effect estimates.  
Unclear: 

• Confidence intervals are reported for some but not all pooled effect estimates. 
• Confidence intervals are reported for all pooled effect estimates but the level 

of confidence is not specified (e.g., unclear whether 95% or 99% confidence 
intervals were calculated). 

No: 
Confidence intervals are not reported. 
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Test for publication bias 
Reported: 
Publication bias was analyzed or a reason provided for why it was not. 
Partially reported: 

• The review mentions analyzing publication bias but does not present the results. 
• The review states that publication bias was not analyzed but does not explain why. 

Not reported: 
There was no mention of analyzing publication bias. 

Concluding Section 
Potential methodological limitations 

Reported: 
The methodological limitations or advantages of the review are described in a separate 
section or paragraph. 
Partially reported: 
The description of the methodological limitations or advantages of the review is cursory 
(e.g., a single sentence or no separate paragraph or section). 
Not reported: 
No mention is made of the potential methodological limitations or advantages of the 
review. 

Clinical application of results 
The clinical application of results is considered adequate if all of the following four elements are 
present in the concluding section (includes discussion) or statement of the review: treatment, 
treatment effect, patient group, and comparator. 

Reported: 
All four elements are present. 
Partially reported: 
Only three of the four elements are present. 
Not reported: 
Less than three of the four elements are present. 

Quality subsection 5d: Test of study heterogeneity conducted 

Yes: 
A statistical analysis of study heterogeneity is reported for all pooled studies.  
Unclear: 

• A statistical analysis of study heterogeneity is reported for some but not all 
pooled studies. 

• Heterogeneity was examined visually or a statistical analysis of study 
heterogeneity is reported for all pooled studies, but the type of model used is 
not specified (e.g., fixed-effect or random-effects). 

No: 
A statistical analysis of study heterogeneity was not conducted. 
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Incorporation of methodological quality 
The review should take into account the methodological quality of the included studies when 
formulating the conclusions. 

Reported: 
The methodological quality of the included studies is mentioned in the concluding section 
(includes discussion) or statement of the review. 
Partially reported: 
The study types, as designated by a level of evidence hierarchy category, are mentioned in 
the concluding section (includes discussion) or statement of the review, but not the quality 
of the studies. 
Not reported: 
The methodological quality of the included studies is not mentioned in the concluding 
section (includes discussion) or statement of the review. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

Conflict of interest and funding 
Conflict of interest 

Reported: 
A statement of conflict of interest (if any) is provided. 
Partially reported: 
A conflict of interest is mentioned but details are not provided. 
Not reported: 
A statement of conflict of interest (if any) is not provided. 

Sources of funding 
Reported: 

• Funding sources are mentioned; or 
• The review was developed without external funding (e.g., authors employed by a 

university or volunteered time to produce a Cochrane Review). 
Partially reported: 
External funding is mentioned but details are not provided. 
Not reported: 
Funding sources are not mentioned. 

Quality subsection 6: Conclusions supported by results 

Yes: 
The conclusions drawn by the authors of the review are supported by the evidence 
presented in the results section. 
Unclear: 
Some, but not all, of the conclusions drawn by the authors of the review are 
supported by the evidence presented in the results section. 
No: 
The conclusions drawn by the authors of the review are not supported by the 
evidence presented in the results section. 
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Optional Quality Rating System 
The quality of systematic reviews can be assessed according to how well their methods exclude 
bias and confounding by examining: the search strategy used; how the data extraction, quality 
assessment of the included studies, and data analysis/synthesis were conducted, and; whether the 
conclusions of the review match the results. Thus, the quality of the review can be rated 
numerically with respect to the six quality subsections (grey boxes above) as follows.  

Good – six criteria met, or five criteria met and one criterion “unclear” 

Average – one criterion not met, or one criterion not met and one criterion “unclear,” or 
two criteria “unclear” 

Poor – at least two criteria not met 

N.B. For a criterion to have been “met,” it must be scored as “yes” (). For meta-analyses, the 
two applicable quality subsections (5c and 5d) are counted as a single quality criterion. Therefore, 
to meet the fifth quality criterion for meta-analyses both 5c and 5d must be scored as “yes” (). 

References 
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implemented meta-analytic procedures in chronic pain treatment meta-analyses? Clinical 
Journnal of Pain 2000;16(1):73–85. 

2. Aggressive Research Intelligence Facility – University of Birmingham. ARIF critical 
appraisal checklist. Available from: www.arif.bham.ac.uk/critical-appraisal-checklist.shtml 
(accessed 2 May 2012). 

3. University of Alberta. Evidence based medicine tool kit. Available from: 
www.ebm.med.ualberta.ca/ (accessed 2 May 2012). 
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and meta-analysis). British Medical Journal 1997;315:672–5. 

 



 74 

APPENDIX G: QUALITY ASSESSMENT RESULTS FOR SYSTEMATIC 
REVIEWS OF NEW INTERVENTIONS 

Table G.1: Critical appraisal results for systematic reviews of new interventions 

 
LLLT 

Radiofrequency 
neurotomy* Traction 

Review Characteristic Yousefi-Nooraie 
et al. (2009)1  

Niemistö et 
al. (2003)2 

Rupert et al. 
(2009)3 

Macario et 
al. (2006)4 

Clarke et al. 
(2007)5 

Study question established a priori ● ● ● ● ● 

Inclusion/ exclusion criteria ● ◐ ● ● ● 

Se
ar

ch
 

st
ra

te
gy

 Electronic databases ● ● ● ● ● 
1. At least Medline and one 
other relevant database       

Other sources  ● ● ● ◌ ● 

D
at

a 
ex

tra
ct

io
n Data extraction method ● ● ◌ ● ● 

2. Standardized method   X   
3. Independent data extraction 
by at least two reviewers   ?   

Q
ua

lit
y 

as
se

ss
m

en
t 

Criteria used to assess the validity 
of included studies ● ● ● ● ● 

4. Independent quality assessment 
by at least two reviewers    ?  

Inter-rater agreement for quality 
assessment ● ● ● ◌ ● 

D
at

a 
an

al
ys

is
/ s

yn
th

es
is

 

Qualitative review N/A ● ● ● N/A 

5a. Study quality used in analysis 
or discussion of study results      

Semi-quantitative review N/A N/A N/A N/A N/A 

5b. Confidence interval or 
measures of dispersion reported      

Meta-analysis ● N/A N/A N/A ● 

5c. Precision of results reported      

5d. Test of homogeneity conducted      

Test for publication bias ● ◌ ◌ ◌ ◌ 

C
on

cl
ud

in
g 

se
ct

io
n Potential methodological 

limitations/advantages  ◌ ◌ ◐ ● ◌ 

Clinical application of results ● ◐ ◌ ◌ ◐ 
Incorporation of methodological 
quality  ● ● ◐ ◐ ● 

6. Conclusions supported 
by results      

C
on

fli
ct

 

Conflict of interest (if any) ● ◌ ● ◌ ● 

Source of funding  ● ◌ ◌ ● ● 

R
at

in
g 

Six criteria (see grey rows above) 
6/6 

Good  
6/6 

Good 
4/6 

Average 
5/6 

Good  
6/6 

Good  
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Table G.1: Critical appraisal results for systematic reviews of new interventions (cont’d) 

 Aquatic 
therapy 

Spa 
therapy  

Herbal 
therapy POC 

Short wave 
diathermy 

Review Characteristic Waller et al.  
(2009)6  

Pittler et al. 
(2006)7 

Gagnier et al. 
(2006)8 

Bunzi et al. 
(2010)9 

Ferreira et al. 
(2003)10 

Study question established a priori ● ● ● ● ● 
Inclusion/ exclusion criteria ● ● ● ● ● 

Se
ar

ch
 

st
ra

te
gy

 Electronic databases ● ● ● ● ● 
1. At least Medline and one other 
relevant database       

Other sources  ● ● ● ● ● 

D
at

a 
ex

tra
ct

io
n Data extraction method ◌ ● ● ● ◌ 

2. Standardized method X    X 
3. Independent data extraction 
by at least two reviewers ?   X ? 

Q
ua

lit
y 

as
se

ss
m

en
t 

Criteria used to assess the validity 
of included studies ● ● ● ● ● 

4. Independent quality assessment 
by at least two reviewers ?   X  

Inter-rater agreement for quality 
assessment  ◌ ◌ ● N/A ● 

D
at

a 
an

al
ys

is
/ s

yn
th

es
is

 Qualitative review N/A N/A ● ● N/A 
5a. Study quality used in analysis 
or discussion of study results      

Semi-quantitative review ● N/A N/A N/A N/A 
5b. Confidence interval or 
measures of dispersion reported      

Meta-analysis N/A ● N/A N/A ● 
5c. Precision of results reported      
5d. Test of homogeneity conducted     X 

Test for publication bias ◌ ◌ ◌ ◌ ◌ 

C
on

cl
ud

in
g 

se
ct

io
n Potential methodological 

limitations/advantages  ● ● ● ● ◌ 

Clinical application of results ● ◐ ● ● ● 

Incorporation of methodological 
quality  ● ◐ ● ● ● 

6. Conclusions supported 
by results      

C
on

fli
ct

s 

Conflict of interest (if any) ● ● ● ◌ ◌ 

Source of funding  ● ● ● ● ● 

R
at

in
g 

Six criteria (see grey rows above) 
3/6 

Poor 
6/6 

Good  
6/6 

Good  
4/6 

Poor  
3.5/6 
Poor  
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Table G.1: Critical appraisal results for systematic reviews of new interventions (cont’d) 

 
 
Review Characteristic 

Therapeutic ultrasound Yoga therapy Lumbar discography 
Philadelphia 

Panel 
(2001)11 

Hahne et 
al. (2010)12 

Lewis et al. 
(2008)13 

Quinn et al. 
(2006)14 

Manchikanti 
et al. 

(2009)15 

Wolfer 
et al. 

(2008)16 

Study question established a priori ● ● ● ● ● ● 
Inclusion/ exclusion criteria ● ● ● ● ◐ ◐ 

Se
ar

ch
 

st
ra

te
gy

 Electronic databases ● ● ● ● ● ● 
1. At least Medline and one other 
relevant database       X 

Other sources  ● ● ● ● ● ● 

D
at

a 
ex

tra
ct

io
n Data extraction method ● ● ● ◐ ◐ ◐ 

2. Standardized method    X X X 
3. Independent data extraction 
by at least two reviewers    ? ? ? 

Q
ua

lit
y 

as
se

ss
m

en
t 

Criteria used to assess the validity 
of included studies ● ● ● ● ● ● 

4. Independent quality assessment 
by at least two reviewers       

Inter-rater agreement for quality 
assessment ● ● ◌ ● ● ● 

D
at

a 
an

al
ys

is
/ s

yn
th

es
is

 Qualitative review N/A N/A ● ● ● N/A 
5a. Study quality used in analysis 
or discussion of study results   X    

Semi-quantitative review N/A N/A N/A N/A N/A N/A 
5b. Confidence interval or 
measures of dispersion reported       

Meta-analysis ● ● N/A N/A N/A ● 
5c. Precision of results reported       
5d. Test of homogeneity conducted      X 

Test for publication bias ● ◌ ◌ ◌ ◌ ◌ 

C
on

cl
ud

in
g 

se
ct

io
n Potential methodological 

limitations/advantages  ◐ ● ◌ ◌ ◌ ◌ 

Clinical application of results ● ◐ ◐ ◌ ● ● 

Incorporation of methodological 
quality  ● ● ◌ ● ● ◐ 

6. Conclusions supported by 
results       

C
on

fli
ct

s Conflict of interest (if any) ◌ ● ◌ ◌ ● ● 

Source of funding  ● ● ● ◌ ● ● 

R
at

in
g 

Six criteria (see grey rows above) 
6/6 

Good  
6/6 

Good  
5/6 

Average 
3/6 

Poor 
4/6 

Average 
2.5/6 
Poor  

Key for quality of reporting: Reported: ●; Partially reported: ◐; Not reported: ◌; Not applicable: N/A 
Key for quality of review (grey sections of table): Yes = ; No = X; Unclear = ? 
*Radiofrequency neurotomy was excluded from the guideline by the Steering Committee. 
LLLT: Low level laser therapy; POC: Physiotherapist-provided operant conditioning 
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APPENDIX H: INCLUDED SEED GUIDELINES* 
Table H.1: Summary of included seed guidelines 

Guideline, 
Country  Type of Pain, Definition; Target Population; Intended Users; Setting; Focus 

Source Database  
Clinical Algorithms 

New G1†  
USA 
131 references 
 
Note: Include 
only 
recommendations 
on acute LBP 

Type of pain: Acute LBP (<4 weeks) and subacute/chronic LBP (>4 weeks) not associated with 
major trauma. If specific data on duration of trials were not provided, the authors relied on the 
categorization (acute or chronic/subacute) assigned by the systematic review 
Target population: Adult patients 
Setting: Primary and secondary care 
Intended users: Physicians 
Clinical specialty: Chiropractic, family practice, internal medicine, neurological surgery, pediatrics, 
physical medicine and rehabilitation, radiology 
Focus: Diagnosis, management, treatment 

Source: (GIN), PubMed, 
American College of Physicians 
(ACP) web site. 
Clinical algorithm: Available  

G2a  
Minnesota, USA 
124 references 
 
Included in the 
first edition of the 
Alberta CPG 

Type of pain: Acute LBP and sciatica ≤6 weeks; chronic LBP defined as >6 weeks 
Target population: Adult patients 18 years of age and over who have symptoms of low back pain or 
sciatica 
Setting: Primary care 
Intended users: Advanced practice nurses, allied health personnel, health care providers, health 
plans, hospitals, managed care organizations, nurses, physician assistants, physicians—chiropractic, 
family practice, internal medicine, orthopaedic surgery, physical medicine and rehabilitation, 
radiology, sports medicine 
Focus: Diagnosis, treatment 

Source: Available for purchase 
Clinical algorithm: Not available 
 
Note: Guideline referred by a 
member of the former Guideline 
Development Group 

G2b - Update 
Minnesota, USA 
105 references 
 
Note: Include 
only 
recommendations 
on acute LBP 

Type of pain: Acute LBP and sciatica ≤6 weeks; chronic LBP defined as >6 weeks 
Target population: Adult patients 18 years of age and over who have symptoms of low back pain or 
sciatica 
Setting: Primary care 
Intended users: Advanced practice nurses, allied health personnel, health care providers, health 
plans, hospitals, managed care organizations, nurses, physician assistants, physicians 
Clinical specialty: Chiropractic, family practice, internal medicine, orthopaedic surgery, physical 
medicine and rehabilitation, radiology, sports medicine 
Focus: Diagnosis, evaluation, management, treatment 

Source: National Guideline 
Clearinghouse (NGC), Institute 
for Clinical Systems Improvement 
Clinical algorithm: Available 
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G3  
USA 
3 references 
 
Included in the 
first edition of the 
Alberta CPG 

Type of pain: NA 
Target population: Adults 
Setting: Primary care settings 
Intended users: Advanced practice nurses, allied health personnel, nurses, physician assistants, 
physicians—family practice, internal medicine, orthopaedic surgery, preventive medicine 
Focus: Prevention 

Source: NGC, PubMed: 
American Family Physician 
2005;71(12):2337–8. 
Clinical algorithm: Not available 

G4  
Europe 
74 references 
 
Included in the 
first edition of the 
Alberta CPG 

Type of pain: Acute and subacute LBP, duration of pain <12 weeks 
Target population: General public adults, adult patients with LBP  
Setting: Primary care 
Intended users: Individuals or groups that are going to develop new guidelines (national or local) or 
update existing guidelines, and their professional associations that will disseminate and implement 
these guidelines; healthcare providers, health promotion agencies, industry/employers, 
educationalists, and policy-makers in Europe 
Focus: Diagnosis, treatment 

Source: Google 
Clinical algorithm: Not available 

G5  
Europe 
46 references 
 
Included in the 
first edition of the 
Alberta CPG 

Type of pain: NA 
Target population: General public adults (18 years of age and older) from the adult patients with 
LBP 
Setting: Not stated 
Intended users: Individuals or groups that are going to develop new guidelines (national or local) or 
update existing guidelines, and their professional associations that will disseminate and implement 
these guidelines; also, general public, people with LBP, healthcare providers, health promotion 
agencies, industry/employers, educationalists, and policy-makers in Europe 
Focus: Prevention 

Source: Google 
Clinical algorithm: Not available 

G6  
Alberta, Canada 
21 references 
 
Included in the 
first edition of the 
Alberta CPG 

Type of pain: Chronic LBP, pain that does not radiate past the knee, with current symptoms >12 
weeks from onset 
Target population: Adults 
Setting: Primary care practice 
Intended users: Community physician practice and multidisciplinary team members 
Focus: Assessment, diagnosis, management, and referral 

Source: Referred by professionals 
involved in the Ambassador 
Program; Google 
Clinical algorithm: Available 



 81 

 
G7  
Australia 
313 references  
 
Included in the 
first edition of the 
Alberta CPG 

Type of pain: Acute low back pain, an episode of pain present for <12 weeks 
Target population: Adults 
Setting: Primary care settings 
Intended users: Clinicians, including general practitioners, physiotherapists, chiropractors, 
osteopaths; and specialists, including rheumatologists, pain specialists, orthopaedic surgeons, pain 
specialists, rehabilitation specialists, and sports medicine specialists; health consumers; and patients 
Focus: Diagnostic, treatment 

Source: Google  
Clinical algorithm: Not available 

New G8  
Québec, Canada  
422 references for 
all conditions 
including LBP  

Type of pain: Musculoskeletal disorders of the spine including acute (<4 weeks), subacute (four to 
12 weeks), and persistent LBP (>12 weeks)  
Target population: Adult patients 
Setting: Primary care 
Intended users: Advanced practice nurses, allied health personnel, chiropractors, healthcare 
providers, health plans, hospitals, nurses, physical therapists, physician assistants, physicians 
Clinical specialty: Chiropractic, emergency medicine, family practice, geriatrics, orthopedic surgery, 
physical medicine and rehabilitation, radiology, sports medicine 
Focus: Diagnosis, evaluation, risk assessment 

Source: National Guideline 
Clearinghouse (NGC), Publication  
Clinical algorithm: Not available  

*The guidelines are not presented in any specific order. The G1, G2, etc., identifiers were randomly assigned for the purpose of organization only. 
†The seed guideline labelled G1 in the first edition of the Alberta CPG (Mercer et al., 2006) was excluded by the Update Committee because the definition of 
chronic pain (i.e., persistent pain lasting for 6 weeks or more) did not meet the inclusion criteria for the Alberta CPG (see Appendix D, Table D.4). 
CPG – clinical practice guideline; LBP – low back pain; NA – not applicable 
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(Included seed guidelines) 
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treatment of low back pain: A joint clinical practice guideline from the American College of 
Physicians and the American Pain Society. Annals of Internal Medicine 2007;147(7):478–91. 
Available from: www.annals.org/content/147/7/478.full.pdf+html (accessed 11 May 2012). 
Companion documents: 
G1b. Chou R, Huffman LH. Nonpharmacologic therapies for acute and chronic low back pain: A 
review of the evidence for an American Pain Society/American College of Physicians clinical 
practice guideline. Annals of Internal Medicine 2007;147(7):492–504. Available from: 
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Complete summary by the National Guideline Clearinghouse (NGC): Available from 
www.guideline.gov/content.aspx?id=11515 (accessed 11 May 2012). 
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a. Institute for Clinical Systems Improvement (ICSI). Adult low back pain, 12th edition. 
Bloomington (MN): ICSI: 2006. 
b. Institute for Clinical Systems Improvement (ICSI). Adult low back pain, 13th edition. 
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U.S. Preventive Services Task Force. Primary care interventions to prevent low back pain: 
brief evidence update. Rockville, MD: Agency for Healthcare Research and Quality; 2004. 
Available from www.ahrq.gov/clinic/3rduspstf/lowback/lowbackup.htm (accessed 11 May 
2012). 

G4  
Europe 

van Tulder M, Becker A, Bekkering T, Breen A, Carter T, Gil del Real MT, et al., on behalf 
of the COST B13 Working Group on Guidelines for the Management of Acute Low Back 
Pain in Primary Care. European guidelines for the management of acute nonspecific low back 
pain in primary care. Brussels: European Commission Research Directorate General; 2004. 
Available from: www.backpaineurope.org/web/files/WG1_Guidelines.pdf (accessed 11 May 
2012). 

G5  
Europe 

Burton AK, Eriksen HR, Leclerc A, Balagué F, Henrotin Y, Müller G, et al., on behalf of the 
COST B13 Working Group on Guidelines for Prevention in Low Back Pain. European 
guidelines for prevention in low back pain. Brussels: European Commission Research 
Directorate General; 2004. Available from: 
www.backpaineurope.org/web/files/WG3_Guidelines.pdf (accessed 11 May 2012). 

Companion document: Available from : 
www.backpaineurope.org/web/files/WG3_Guidelines_tables.pdf (accessed 11 May 2012) 

G6  
Alberta, 
Canada 

Calgary Health Region. Chronic pain management: guidelines for primary care practice in the 
Calgary Health Region. Calgary (AB): Calgary Health Region; 2005. 

Additional resource: 

Updated recommendations from Clinical Ambassadors. Available from: 
www.ihe.ca/research/ambassador-program/--low-back-pain/low-back-pain-evidence-in-brief-
summaries (accessed 14 May 2012). 

http://www.backpaineurope.org/web/files/WG1_Guidelines.pdf�
http://www.ihe.ca/research/ambassador-program/--low-back-pain/low-back-pain-evidence-in-brief-summaries�
http://www.ihe.ca/research/ambassador-program/--low-back-pain/low-back-pain-evidence-in-brief-summaries�
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Australian Acute Musculoskeletal Pain Group. Evidence-based management of acute 
musculoskeletal pain: acute low back pain. Chapters 4 and 9. Brisbane: Australian Academic 
Press Pty Ltd; 2003:25–62, 183–8. Available from: www.cebp.nl/media/m394.pdf (accessed 14 
May 2012). 

G8 
Québec, 
Canada 

Bussieres AE, Taylor JAM, Peterson, C. Diagnostic imaging practice guidelines for 
musculoskeletal complaints in adults-an evidence-based approach, part 3: Spinal disorders. 
Journal of Manipulative Physiology Therapy 2008;31(1):33–88. Available from: 
w3.palmer.edu/firth/Radiology%20Guidelines%203.pdf (accessed 11 May 2012). 
Complete summary by the National Guideline Clearinghouse (NGC): 
www.guideline.gov/content.aspx?id=13009 (accessed 14 May 2012). 

Details about methods, other information: Bussières AE, Peterson C, Taylor JA Diagnostic 
imaging practice guidelines for musculoskeletal complaints in adults – an evidence-based 
approach: introduction. Journal of Manipulative Physiology Therapy 2007;30(9):617–83 

 
Note: One seed guideline from the first edition of the Alberta CPG and four new seed guidelines 
were subsequently excluded after after examination by a subcommittee of clinical experts or the 
Update Committee (see Tables D.3 and D.4 in Appendix D). 

 

http://www.cebp.nl/media/m394.pdf�
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APPENDIX I: CRITICAL APPRAISAL RESULTS (MODIFIED AGREE TOOL) 
Table I.1: Standardized domain scores AGREE (%) – included seed guidelines 

AGREE Domain† 

G1* 
(USA) 

Treatment 
acute 

G2b 
(USA) 

Treatment 
acute 

G3 
(USA) 

Prevention 

G4 
(Europe) 
Treatment 

acute 

G5 
(Europe) 

Prevention 

G6 
(Canada) 
Treatment 

chronic 

G7 
(Australia) 
Treatment 

acute 

G8 
(Canada) 

Diagnostic imaging 
acute/sub-acute/ 

chronic 

Scope and purpose 100 100 100 100 100 100 100 100 

Stakeholder 
involvement 

38 58 58 50 58 58 92 100 

Rigour of development 67 55 76 73 75 33 86 100 

Clarity and 
presentation 

100 96 92 97 100 100 100 96 

Applicability 50 33 67 89 67 33 22 50 

Editorial independence 50 92 67 56 61 33 50 83 

*References for the seed guidelines are available in Appendix H. 
†The quality assessments were undertaken independently by two reviewers (three reviewers for G2 to G6).
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Table I.2: Standardized domain scores AGREE (%) – guidelines excluded by a subcommittee of clinical experts 

AGREE Domain† 

E1* 
(UK) 

Treatment chronic 

E2 
(USA) 

Treatment acute 

E3 
(USA) 

Treatment acute 

E4 
(Canada) 

Diagnostic imaging 

Scope and purpose 100 100 100 53 

Stakeholder involvement 71 58 2 32 

Rigour of development 93 45 40 24 

Clarity and presentation 100 83 50 38 

Applicability 100 61 22 22 

Editorial independence 100 67 17 13 

*References for excluded guidelines are available in Appendix D, Tables D.3 and D.4. 
†The quality assessments were undertaken independently by two reviewers (four reviewers for E4). 
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Table I.3: Average quality score based on seven designated quality criteria-included seed guidelines 

Rating 

G1* 
(USA) 

Treatment 
acute 

G2b 
(USA) 

Treatment 
acute 

G3 
(USA) 

Prevention 

G4 
(Europe) 
Treatment 

acute 

G5 
(Europe) 

Prevention 

G6 
(Canada) 
Treatment 

chronic 

G7 
(Australia) 
Treatment 

acute 

G8 
(Canada) 

Diagnostic imaging 
acute/ 

subacute/ 
chronic 

Main score 21 21 25 21.6 22.9 15 22 27 

Quality rating† Average Average Good Average Good Average Good Good 

*References for the seed guidelines are available in Appendix H. 
†Guidelines were rated on how well their methods excluded bias by examining the search strategy used, how the recommendations were formulated and 
presented, whether the recommendations were directly linked to the evidence, the external review process, and whether conflicts of interest and funding sources 
were reported. The average quality rating score (maximum possible score is 28 [7 × 4]) for these criteria is derived by dividing the sum of the scores given by 
each reviewer by the number of reviewers. The guideline is then rated as follows. 

Good – average score of 22 to 28 
Average – average score of 15 to 21 
Poor – average score 0 to 14 

 
Table I.4: Average quality score based on seven designated quality criteria-excluded seed guidelines 

Rating 

E1* 
(UK) 

Treatment chronic 

E2 
(USA) 

Treatment acute 

E3 
(USA) 

Treatment acute 

E4 
(Canada) 

Diagnostic imaging 

Main score 27.5 17.5 16 13 

Quality rating† Good Average Average  Poor 

*References for the seed guidelines are available in Appendix D, Tables D.3 and D.4. 
†Guidelines were rated as above.
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APPENDIX J: INVENTORY OF GUIDELINE RECOMMENDATIONS FROM 
NEW SEED GUIDELINES* 

In navigating the tables, please note the following. 
1. The recommendations for acute, subacute, and chronic low back pain (LBP) are grouped as follows:  

• Table J.1a – Education and patient preferences 
• Table J.1b – Prevention of recurrence of LBP 
• Table J.1c – Acute and subacute LBP—assessment and diagnostic imaging 
• Table J.1d – Acute and subacute LBP—treatment 
• Table J.1e – Chronic LBP—assessment and imaging 
• Table J.1f – Chronic LBP—treatment 

2. The Rating of Recommendation column denotes the strength of the recommendation as stated by the seed 
guideline (see Table J.2). 

3. The bolded integers in the columns under the Supporting Evidence (rightmost) section of the table represent the 
total number of discrete studies of that type cited by the guideline to support its recommendation. Thus, when 
there are multiple publications for a single study, the integers are less than the number of references listed below 
them.  

4. The recommendations from the first edition of the Alberta CPG are bolded in the tables. The nature of the 
recommendations from the new seed guidelines relative to the first edition of the Alberta CPG are noted in italics 
in the leftmost column as either providing Additional information or a New recommendation. 

5. In cases where recommendations are discordant, a brief description of the disagreement is written in italics in the 
leftmost column under the relevant item name, and identified as a Discordant recommendation. 

*References for the seed guidelines are available in Appendix H. Evidence inventory tables for the guidelines common to the first 
and second edition of the Alberta CPG can be found in Appendix G of the background document for the first edition of this 
guideline (available from: www.ihe.ca/documents/Guideline100-pagerJune2010.pdf). 
 

http://www.ihe.ca/documents/Guideline100-pagerJune2010.pdf�
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Table J.1a: Education and patient preferences 

Item Guideline/Country/Synopsis of Recommendations* Rating of 
Recommendation† 

Supporting Evidence‡ 
SR/MA NR RCT NRCS CS G Other 

Patient education TOP guideline (p. 9) (Based on G2 + G5) 
 
Practitioners should provide information or patient 
education material on back pain prevention and care of the 
healthy back that emphasizes patient responsibility and 
workplace ergonomics.  
Practitioners should emphasize that acute low back pain is 
nearly always benign and generally resolves within 1 to 6 
weeks.  
The evidence is unclear on what quantity, intensity, or 
media is optimal for delivering this information. (See patient 
pamphlet provided).  
Patient information and educational material based on a 
biomedical or biomechanical model (anatomical and 
“traditional” posture information) can convey negative 
messages about back pain and is not recommended. 

Not applicable 1 
1

4 
2–5  

3 
6–8

4 
9–12  

  1 
13 

(pain >6 weeks) 
Additional 
information  

E1 (UK)§ (p. 63) 
Include an educational component consistent with this guideline 
as part of other interventions, but do not offer stand-alone 
formal education programs. 

Not applicable 1 
14

 
 

6 
15–20

 
 

   

Patient preferences 
(pain >6 weeks) 
 
New 
recommendation  

E1 (UK)§ (p. 63) 
Take into account the person’s expectations and preferences 
when considering recommended treatments, but do not use their 
expectations and preferences to predict their response to 
treatments. 
Offer one of the following treatment options, taking into account 
patient preference: an exercise program, a course of manual 
therapy, or a course of acupuncture. Consider offering another 
of these options if the chosen treatment does not result in 
satisfactory improvement. 

Based on group consensus and generic National Institute for Health and Clinical Excellence (NICE) 
guidance on patient centred care 

*References for the seed guidelines are available in Appendix H.  
†Refer to Table J.2 for explanation of ratings.  
‡The integers listed in the Supporting Evidence columns represent the total number of discrete studies. Thus, when there are multiple publications for a single study, the integers are less than the 
number of references listed below them;  
§The reference for E1 is available in Appendix D, Table D.4. This guideline was subsequently excluded after review by the Update Committee, but its recommendations had already been tabulated 
and the information was kept in the inventory tables as reference material at the request of the Update Committee.  
CS – case series study; G – guideline; NR – non-systematic/narrative review; NRCS – non-randomized comparative study; RCT – randomized controlled trial; SR/MA – systematic review/meta-
analysis  
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Table J.1b: Prevention of recurrence of low back pain 

Item Guideline/Country/Synopsis of Recommendations* Rating of 
Recommendation† 

Supporting Evidence‡ 
SR/MA NR RCT NRCS CS G Other 

Lumbar 
support/back belts 

TOP guideline (p. 4) (Based on G3) 
? 
Neither lumbar supports nor back belts appear to be 
effective in reducing the incidence of low back pain. 

Not applicable   3 
21–23 

2 
24,25 

   

(pain >6 weeks) 
Discordant 
recommendation 

E1 (UK)§ (p. 134) 
Do not offer lumbar supports.  

Not applicable 1 
26 

      

*References for the seed guidelines are available in Appendix H. 
†Refer to Table J.2 for explanation of ratings. 
‡The integers listed in the Supporting Evidence columns represent the total number of discrete studies. Thus, when there are multiple publications for a single study, the integers are less than the 
number of references listed below them. 
§The reference for E1 is available in Appendix D, Table D.4. This guideline was subsequently excluded after review by the Update Committee, but its recommendations had already been tabulated 
and the information was kept in the inventory tables as reference material at the request of the Update Committee. 
CS – case series study; G – guideline; NR – non-systematic/narrative review; NRCS – non-randomized comparative study; RCT – randomized controlled trial; SR/MA – systematic review/meta-
analysis  
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Table J.1c: Acute and subacute low back pain—assessment and diagnostic imaging 

Item Guideline/Country/Synopsis of Recommendations* Rating of 
Recommendation† 

Supporting Evidence‡ 
SR/MA NR RCT NRCS CS G Other 

Diagnostic triage TOP guideline (p. 5) (Based on G2 & G4) 
 
The first qualified practitioner with the ability to do a full 
assessment (i.e., history taking, physical and neurological 
examination, and psychosocial risk factor assessment) 
should assess the patient and undertake diagnostic triage. 
(See Appendix A for a summary of red and yellow flags and 
for companion documents, “Clinical Assessment for 
Psychosocial Yellow Flags” and “What can be done to help 
somebody who is at risk?”, available on the TOP website.) 
If serious spinal pathology is excluded, manage as non-
specific low back pain as per the reassessment and 
treatment recommendations below. 

Not applicable 2 
27,28 

4 
3,29–31 

    2 
32,33 

Additional 
information  

G1a (USA) (p. 479) 
Clinicians should conduct a focused history and physical 
examination to help place patients with low back pain into one 
of three broad categories: non-specific low back pain, back pain 
potentially associated with radiculopathy, or spinal stenosis (see 
Glossary in Table J.3), or back pain potentially associated with 
another specific spinal cause. The history should include 
assessment of psychosocial risk factors, which predict risk for 
chronic disabling back pain. 

Strong 
recommendation 
Moderate-quality 

evidence 

8 
27,28,34,35, 

36–39 

4 
40–43 

3 
44–46 

 1 
47 

1 
48 

5 
49–53 
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Table J.1c: Acute and subacute low back pain—assessment and diagnostic imaging (cont’d) 

Item Guideline/Country/Synopsis of Recommendations* Rating of 
Recommendation† 

Supporting Evidence‡ 
SR/MA NR RCT NRCS CS G Other 

Diagnostic imaging TOP guideline (p. 9) (Based on G4)  

 
For non-specific acute low back pain (no red flags), 
diagnostic imaging tests, including X-ray, computed 
tomography (CT) and magnetic resonance imaging (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. 

Not applicable 2 
34,41 

 1 
54 

  4 
48,55–58 

 

Diagnostic imaging 
 
(acute pain <4 
weeks) 

G8 (Canada) (p. 40)  
Radiographs are not initially indicated in adult patients with 
acute uncomplicated low back pain. (Uncomplicated definition: 
non-traumatic low back pain without neurologic deficits or 
indicators of potentially serious pathologies.) 

 
B 

 
1 
34 

 
3 

59–61 

 
1 
62 

  
4 

63–66 

 
4 

67–70 

 
14 

71–84 

Additional 
information  

Special investigations are not indicated. 
Outside the setting of suspected systemic disease or neurologic 
compromise, radiography, scintigraphy, CT, and MRI add very 
little to the diagnostic evaluation of low back pain. 

B  3 
85–87 

3 
88–90 

 1 
63 

1 
67 

6 
74,75,91–94 

 Radiographs are not initially indicated in adult patient with non-
traumatic acute low back pain (<4 weeks’ duration) and sciatica 
(no red flags). 

B      3 
68,95,96 

 

Diagnostic imaging 
Re-evaluation at 4 
to 6 weeks 
New 
recommendation 
 
(Cont’d over page) 

G8 (Canada) (p 42–43)  
Adult patient re-evaluation in the absence of expected treatment 
response or worsening after 4 to 6 weeks—radiographs are 
indicated: postero-anterior (PA) (or anteroposterior (AP)), 
lateral lumbar views. 

B     2 
52,63 

 1 
97 
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Table J.1c: Acute and subacute low back pain—assessment and diagnostic imaging (cont’d) 

Item Guideline/Country/Synopsis of Recommendations* Rating of 
Recommendation† 

Supporting Evidence‡ 
SR/MA NR RCT NRCS CS G Other 

Diagnostic imaging 
Re-evaluation at 4 
to 6 weeks 
(Cont’d) 

Additional views are not routinely indicated. 
a. Lateral lumbosacral spot (if poor visualization of 

lumbosacral junction on lateral view). 
b. Oblique (rarely adds clinical information and doubles 

radiation exposure to patient; sometimes used to confirm 
presence of spondylolysis suspected from the AP and lateral 
films (also for suggestion of malignancy, fracture, etc.)). 

c. Lateral flexion films may be indicated in scoliosis 
evaluation (low reliability of lateral flexion film for 
biomechanical assessment; lateral bending films used for 
scoliosis evaluation). 

C  3 
41,85,98 

1 
62 

1 
99 

1 
100 

3 
67-69 

1 
101 

 Special investigations: MRI or CT scan 
Co-management or specialist referral recommended even if 
conventional radiographs are unremarkable AND any one of the 
following is present. 
1. In presence of a potentially serious pathology as suggested 

by the patient history, examination, and/or radiograph. 
2. After failed conservative therapy (4 to 6 weeks). 
3. If patient neurologic status is deteriorating (progressive 

deficit, disabling leg pain). 
4. If clinical signs suggest instability. Presumed instability is 

loosely defined as N10° of angulation or 4 mm of vertebral 
translation on flexion and extension lateral radiographs. 
However, diagnostic criteria, natural history, and surgical 
indications remain controversial. 

5. For preoperative planning. 

C  3 
41,102,103 

  2 
104,105 

  

Diagnostic imaging 
Complicated (red 
flags) low back pain  
(duration of pain not 
stated) 
 
Additional 
information 
 
(Cont’d over page) 

G8 (Canada), (p 43-46)  
Radiographs PA (or AP), lateral lumbar views are indicated in 
adults with complicated (i.e., “red flag”) low back pain and 
indications of contraindication to spinal manipulative therapy 
(high-velocity, low-amplitude thrust techniques) 
(relative/absolute). 
Presence of the following indicator(s) should alert the clinician 
to possible underlying pathology. (Presence of a red flag alone 
may not necessarily indicate the need for radiology.) 
 

B  3 
41,60,85 

  2 
52,63 

2 
67,96 

6 
72,74,80, 

106–108 
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Table J.1c: Acute and subacute low back pain—assessment and diagnostic imaging (cont’d) 

Item Guideline/Country/Synopsis of Recommendations* Rating of 
Recommendation† 

Supporting Evidence‡ 
SR/MA NR RCT NRCS CS G Other 

Diagnostic imaging 
Complicated (red 
flags) low back pain  
(Cont’d) 
 
(duration of pain not 
stated) 

- Patient age <20 years or >50 years, particularly with signs 
and symptoms suggesting systemic disease. 

- Absence of expected treatment response or worsening after 4 
to 6 weeks. 

- Significant activity restriction for longer than 4 weeks. 
- Non-mechanical pain (unrelenting pain at rest, constant or 

progressive signs and symptoms). 
- Suspected inflammatory spondyloarthropathies. 
- Suspected compression fracture. 
- Severe onset of pain with minor trauma in patients ≥50 years 

of age (higher risk >70 years of age), history of prolonged 
corticosteroids intake, or structural deformity. 

- Suspected neoplasia (considerable low back pain starting ≥50 
years of age, history of cancer/carcinoma in the last 15 years, 
unexplained weight loss, failure of conservative care (4 
weeks)). Other features: no relief with bed rest, erythrocyte 
sedimentation rate >50 mm/hour, sciatica, systemically 
unwell, lymphadenopathy, dermopathy (melanoma). 

- Suspected infection. 
- Suspected failed surgical fusion. 
- Progressive or painful structural deformity. 
- Abnormal laboratory examination and positive signs and 

symptoms. 
Main purpose of lumbar spine radiographs is to exclude low 
back pain caused by: malignancies (Sensitivity [Se] 0.6, 
Specificity [Sp] 0.95 to 0.99); infective spondylitis (Se 0.82, Sp 
0.57); inflammatory spondyloarthropathies (low Se for 
ankylosing spondylitis [0.25 to 0.45], but highly Sp); fractures; 
and instability (Se 0.51 to 0.99, Sp 0.68 to 0.99). High false-
positive and false-negative rates are reported when assessing 
segmental instability by radiography. 

        

 
 
 
 
(Cont’d over page) 

Additional views: Spot AP or PA angled lumbosacral, oblique 
SI views 
Additional views may be considered in the presence of 
inflammatory spondyloarthropathy symptoms, although 
sacroiliac (SI) joints are usually adequately demonstrated on AP 
lumbar spine. 

C Not provided  
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Table J.1c: Acute and subacute low back pain—assessment and diagnostic imaging (cont’d) 
 

Item Guideline/Country/Synopsis of Recommendations* Rating of 
Recommendation† 

Supporting Evidence‡ 
SR/MA NR RCT NRCS CS G Other 

Diagnostic imaging 
Complicated (red 
flags) low back pain  
(Cont’d) 
 
(duration of pain not 
stated) 

Special investigations in complicated low back pain 
Advanced imaging and specialist referral recommended even if 
conventional radiographs are unremarkable (negative). 
a. MRI is generally the preferred investigation. 
b. CT may be needed for bony details (especially multiplanar 

reformatted images). 
c. Nuclear medicine (bone scan or scintigraphy): 

1. In the presence of a potentially serious pathology as 
suggested by patient history, examination, and/or 
radiograph; 

2. In the absence of clinical improvement after 4 to 6 
weeks of therapy; 

3. If function does not improve or deteriorates; 
4. If patient neurologic status is deteriorating (progressive 

deficit, disabling leg pain); 
5. With painful or progressive structural deformity; 
6. For unstable segment (spondylolisthesis or pathological 

process); 
7. When patient has persisting signs and symptoms; 
8. In complication from treatment (possible fracture, 

new/progressive neurologic deficit, considerable pain, 
disability, etc.). 

B  3 
41,85,109 

  1 
110 

1 
95 

 

 Suspected cauda equine syndrome  
Emergency referral without imaging. If clinical findings are 
equivocal, medical referral and specialized imaging is 
recommended. 

 
B 

       

 Special investigations: 
See Special Investigations in complicated low back pain, above. 

C  1 
41 

     

 Suspected abdominal aortic aneurysm (AAA) 
Referral or special investigations:  
In non-dissecting AAAs, medical referral and ultrasound 
recommended even if conventional radiographs are negative. 

 
B 

 3 
111–113 

   1 
67 

 

+
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Table J.1c: Acute and subacute low back pain—assessment and diagnostic imaging (cont’d) 

Item Guideline/Country/Synopsis of Recommendations* Rating of 
Recommendation† 

Supporting Evidence‡ 
SR/MA NR RCT NRCS CS G Other 

Diagnostic imaging 
Specific clinical 
diagnoses 
(duration of pain not 
stated) 

G8 (Canada) (p. 41–42)  
Radiographs are not initially indicated for common causes of 
sciatica unless patient has progressive neurologic deficits or is 
>50 years of age. 

B  1 
85 

     

(A) Suspected lumbar disc herniation (LDL) 
LDL cannot be seen on conventional radiography: 
Special investigations are not initially indicated. MRI within the 
first 4 to 6 weeks of suspected LDL is necessary only if there is 
progressive neurologic deficit or intolerable pain levels despite 
conservative care, and surgical referral is planned. 

C  1 
85 

     

Additional 
information 
 

      

 (B) Suspected degenerative spondylolithesis/lateral stenosis 
Radiographs are indicated if patient has progressive neurologic 
deficits or is >50 years of age: PA or AP, lateral lumbar views. 

 
 

GPP 

 
 

Not provided  

 Special investigations are not initially indicated. C  

 (C) Suspected lumbar degenerative spinal stenosis 
Radiographs are indicated if patient has progressive neurologic 
deficits or is >50 years of age: PA or AP, lateral lumbar views. 

 
C 

 4 
41,85, 

114,115 

     

 Special investigations are not initially indicated. C        

 Suspected causes of sciatica 
(A) lumbar disc herniation 
(B) degenerative spondylolithesis/lateral stenosis 
(C) lumbar degenerative spinal stenosis 
Special investigations are not initially indicated. 

 
 
 
 

C 

  
 
 
 

1 
116 

    
 
 
 

1 
95 

 
 
 
 

1 
108 

 
 
 
 
 
 
 
(Cont’d over page) 

Comments: 
Co-management or specialist referral recommended even if 
conventional radiographs are unremarkable: 

• after failed conservative therapy (4 to 6 weeks) 
• for preoperative planning 
• if neurological status is deteriorating (progressive 

deficit, disabling leg pain) 
 
New disc extrusion and nerve root impingement may be the 
most important findings on MRI. 

Not applicable  1 
41 

 1 
99 

3 
65,66,104 

 2 
117,118 
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Table J.1c: Acute and subacute low back pain—assessment and diagnostic imaging (cont’d) 
 

Item Guideline/Country/Synopsis of Recommendations* Rating of 
Recommendation† 

Supporting Evidence‡ 
SR/MA NR RCT NRCS CS G Other 

Diagnostic imaging 
Specific clinical 
diagnoses 
(Cont’d) 
(duration of pain not 
stated) 
Additional 
information 

Substituting rapid MRI for radiographic evaluations in the 
primary care setting may offer little additional benefit to 
patients, and it may increase the cost of care because of the 
increased number of spine surgeries that patients are likely to 
undergo. 
MRI sensitivity [Se] 0.6 to1.0 and specificity [Sp] 0.72 to 0.99 
for lumbar disc herniation is slightly higher than those for CT, 
Se 0.62 to 0.9 and Sp 0.7 to 0.87, but very similar for the 
diagnosis of spinal stenosis, Se 0.9 and Sp 0.72 to 0.99. 

        

Diagnostic imaging 
(subacute pain, 4 to 
12 weeks) 
Additional 
information  

G8 (Canada) (p. 41) 
Radiographs are not initially indicated in adult patients with 
uncomplicated subacute (4 to 12 weeks duration) and no 
previous treatment trial. 
A trial of up to 4 to 6 weeks of conservative care is appropriate 
before radiographs. 

B  2 
34,119 

 1 
120 

2 
63,121 

3 
67,68,96 

5 
74,122–125 

Diagnostic imaging 
(duration of pain not 
stated) 
 
Additional 
information 
 
 
 
 
 
 
 
(Cont’d over page) 

G1a (USA) (p. 483) 
Clinicians should not routinely obtain imaging or other 
diagnostic tests in patients with non-specific low back pain. 
Background information 
Plain radiography is recommended for initial evaluation of 
possible vertebral compression fracture in selected higher risk 
patients, such as those with a history of osteoporosis or steroid 
use. 
Thermography and electrophysiological testing are not 
recommended for evaluation of non-specific low back pain (no 
reference provided). 

Strong 
recommendation, 
moderate-quality 

evidence 

 1 
41 

     

G1a (USA), (p. 483) 
Clinicians should perform diagnostic imaging and testing for 
patients with low back pain when severe or progressive 
neurological deficits are present or when serious underlying 
conditions are suspected on the basis of history and physical 
examination. 

Strong 
recommendation, 
moderate-quality 

evidence 

 5 
27,41, 

126–128 

  1 
129 

 1 
130 
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Table J.1c: Acute and subacute low back pain—assessment and diagnostic imaging (cont’d) 
 

Item Guideline/Country/Synopsis of Recommendations* Rating of 
Recommendation† 

Supporting Evidence‡ 
SR/MA NR RCT NRCS CS G Other 

Diagnostic imaging 
(Cont’d) 
 
(duration of pain not 
stated) 
 
Additional 
information 

Background information 
Prompt work-up with MRI or CT is recommended in patients 
who have severe or progressive neurological deficits or are 
suspected of having a serious underlying condition (such as 
vertebral infection, the cauda equine syndrome, or cancer with 
impeding spinal cord compression), because delayed diagnosis 
and treatment are associated with poor outcomes. 
MRI, if available, is generally preferred over CT because it does 
not use ionizing radiation and provides better visualization of 
soft tissue, vertebral marrow, and the spinal canal. 
There is insufficient evidence to guide precise recommendations 
on diagnostic strategies in patients who have risk factors for 
cancer but no signs of spinal cord compression. Proposed 
strategies generally recommend plain radiography or 
measurement of the erythrocyte sedimentation rate (a rate ≥20 
mm/hour is associated with 78% sensitivity and 67% specificity 
for cancer), with MRI reserved for patients with abnormalities 
upon initial testing. An alternative strategy is to directly 
perform MRI in patients with a history of cancer, the strongest 
predictor of vertebral cancer. 
For patients older than 50 years who have no other cancer risk 
factors, delaying imaging while offering standard treatments 
and re-evaluating within 1 month may also be a reasonable 
option. 

        

        

 G1a (USA) (p. 483)  
Clinicians should evaluate patients with persistent low back 
pain and signs or symptoms of radiculopathy or spinal stenosis 
with MRI (preferred), or with CT only if they are potential 
candidates for surgery or epidural steroid injection (for 
suspected radiculopathy). 
Background information 
Plain radiography cannot visualize discs or accurately evaluate 
the degree of spinal stenosis. However, clinicians should be 
aware that MRI or CT findings (such as bulging disc(s) without 
nerve root impingement) are often non-specific. 

Strong 
recommendation, 
moderate-quality 

evidence 

 1 
41 

     

*References for the seed guidelines are available in Appendix H. 
†Refer to Table J.2 for explanation of ratings. 
‡The integers listed in the Supporting Evidence columns represent the total number of discrete studies. Thus, when there are multiple publications for a single study, the integers are less than the 
number of references listed below them. 
CS – case series study; G – guideline; NR – non-systematic/narrative review; NRCS – non-randomized comparative study; RCT – randomized controlled trial; SR/MA – systematic review/meta-
analysis 



 98 

Table J.1d: Acute and subacute low back pain—treatment 

Item Guideline/Country/Synopsis of Recommendations* Rating of 
Recommendation† 

Supporting Evidence‡ 
SR/MA NR RCT NRCS CS G Other 

Information and 
reassurance 
 
 
 
 
 

TOP guideline (p. 6) (Based on G2 & G4) 
 
Educate the patient and describe the benign, long-term 
course of low back pain. Provide education materials that 
are consistent with your verbal advice, to reduce fear and 
anxiety and emphasize active self-management. (See the 
companion document—Patient Information Sheet.)  

Not applicable   1 
131 

1 
6 

  6 
48,55, 

132–136 

 

 
Additional 
information 

G1a (USA) (p. 484) 
Self-care education books (see Glossary in Table J.3) based on 
evidence based guidelines, such as The Back Book, are 
recommended because they are an inexpensive and efficient 
method for supplementing clinician-provided back information 
and advice, and are similar or only slightly inferior in 
effectiveness to such costlier interventions as supervised 
exercise therapy, acupuncture, massage, and spinal 
manipulation. Other methods for providing self-care education, 
such as e-mail discussion groups, layperson-led groups, videos, 
and group classes, are not as well studied. 

Not applicable  2 
137,138 

 4 
6,9,139,140 

    

Cold packs or heat TOP guideline (p. 7) (Based on G2 and GDG expert opinion) 
 
In the first 72 hours, cold packs (ice), after that, alternate 
cold and heat as per patient’s preference. 
Heat or cold should not be applied directly to the skin, and not 
for longer than 15 to 20 minutes. Use with care if lack of 
protective sensation.  

Not applicable    1 
141 

    

Superficial heat G1b (USA) (p. 498) 
There is good evidence of efficacy of superficial heat 
(application of heating pads or heated blankets) for short term 
relief of acute low back pain.  

B 1 
142 

      

Discordant 
recommendation 

Unable to estimate the net benefit of superficial cold. 
Adverse events were minor and mainly consisted of mild skin 
irritation. 

I Not provided  
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Table J.1d: Acute and subacute low back pain—treatment (cont’d) 
 

Item Guideline/Country/Synopsis of Recommendations* Rating of 
Recommendation† 

Supporting Evidence‡ 
SR/MA NR RCT NRCS CS G Other 

Multidisciplinary 
treatment programs 
 
 
Discordant 
recommendation 
due to duration of 
pain considered  

TOP guideline (p. 8) (Based on G4) 
 
Encourage early return to work. Refer patients who have 
difficulty returning to work to a multidisciplinary treatment 
program. 

Not applicable 1 
143 

    4 
133–136, 

144,145 

 

G1a, b (USA) (G11b, p. 497–498, W139) 
There is no evidence available of net benefit of interdisciplinary 
rehabilitation for acute low back pain (pain <4 weeks).  

I 2 
143,146 

      

 
Additional 
information  

(G1a (USA), p. 486–487) 
For subacute (duration 4 to 8 weeks) low back pain, intensive 
interdisciplinary rehabilitation (defined as an intervention that 
includes a physician consultation coordinated with a 
psychological, physical therapy, social, or vocational 
intervention) (see Glossary in Table J.3) is moderately effective, 
and functional restoration (see Glossary in Table J.3) with a 
cognitive–behavioural component reduces work absenteeism 
due to low back pain in occupational settings. 

Not applicable  2 
143,146 

      

Back schools TOP guideline (p. 8) (Based on G4)  

 
Back schools are not recommended for treatment of acute 
low back pain (pain <6 weeks). 
Back schools are programs of variable duration and 
intensity that include education about the anatomy and 
function of the back, as well as training on specific 
therapeutic exercises. 

Not applicable  1 
147 

    5 
48,56,132, 

134,135,144 

 

Discordant 
recommendation  

G1a, b (USA) (a. p. W120; b. p. 497, W139) 
Unable to estimate the net benefit of back schools (see Glossary 
in Table J.3) for acute low back pain (acute and subacute pain  
<12 weeks’ duration). 

I  3 
14,148–150 

      

Massage therapy TOP guideline (p. 9) (Based on G4) 

 
Massage therapy is not recommended as a treatment for 
acute low back pain. 

Not applicable  1 
151 

    4 
48,55,56, 

132 

 

Discordant 
recommendation 
 

G1a, b (USA) (a. p. W120; b. p. 495) 
Evidence is insufficient to determine the efficacy of massage 
(see Glossary in Table J.3) for acute low back pain (pain <4 
weeks’ duration). 

I 2 
152–154 
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Table J.1d: Acute and subacute low back pain—treatment (cont’d) 
 

Item Guideline/Country/Synopsis of Recommendations* Rating of 
Recommendation† 

Supporting Evidence‡ 
SR/MA NR RCT NRCS CS G Other 

Therapeutic 
exercise 
 
 
 
 
 
 
 
 
 
 
 
 
Discordant 
recommendation 
due to duration of 
pain considered  

TOP guideline (p. 10) (Based on G2, G4, and additional 
systematic reviews not cited in G2 and G4) 

? 
There is insufficient evidence to recommend for or against 
any specific kind of exercise, or the frequency/intensity of 
training. Clinical experience suggests that supervised or 
monitored therapeutic exercise may be useful following an 
individualized assessment by a spine care specialist. For 
patients whose pain is exacerbated by physical activity and 
exercise, refer to a physical therapist, chiropractor, 
osteopathic physician, or physician who specializes in MSK 
medicine for therapeutic exercise recommendations. 
Patients should discontinue any activity or exercise that 
causes spread of symptoms (peripheralization). Self-treating 
with an exercise program not specifically designed for the 
patient may aggravate symptoms. 

Not applicable  7 
48,155–160 

 4 
161–163, 

164 

  8 
48,55–56, 

133–136, 

145,165, 

166 

 

G1a,b (USA) (a: p. W119; b. p. 496) 
Supervised exercise therapy and home exercise regimens (see 
Glossary in Table J.3) have not been shown to be effective for 
acute low back pain (pain <4 weeks’ duration) and the optimal 
time to start exercise therapy after the onset of symptoms is 
unclear. 

D 1 
159,167 

      

Psychological 
interventions, 
interferential 
therapy, low-level 
laser therapy, 
ultrasonography, 
shortwave 
diathermy, yoga  
New statements/ 
recommendations  

G1a, b (USA), (a: p. 487; W119, b: p. 494, 498-499, W139) 
No evidence is available about the net benefit of the following 
interventions: psychological interventions, interferential therapy 
(see Glossary in Table J.3), low-level laser therapy (see 
Glossary in Table J.3), ultrasonography, shortwave diathermy 
(see Glossary in Table J.3), or yoga (see Glossary in Table J.3) 
for acute low back pain (pain <4 weeks). 

I   15,41, 

168,169, 

170–172, 

173–175, 

176–178, 

140, 

179–181 

2 
182,183 

  2 
184,185 
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Table J.1d: Acute and subacute low back pain—treatment (cont’d) 
 

Item Guideline/Country/Synopsis of Recommendations* Rating of 
Recommendation† 

Supporting Evidence‡ 
SR/MA NR RCT NRCS CS G Other 

Return to work 
 
New statement 

G1a (USA) (p. 484)  
Background information 
Evidence is insufficient to guide specific recommendations 
about the utility of modified work for facilitating return to work. 
For worker’s compensation claims, clinicians should refer to 
specific regulations for their area of practice. Brief 
individualized educational interventions (see Glossary in Table 
J.3) (defined as a detailed clinical examination and advice, 
typically lasting several hours over one to two sessions) can 
reduce sick leave in workers with subacute low back pain (pain 
<12 weeks). 

Not applicable    4 
186–189 

    

Narcotic analgesics 
(opioids) 

TOP guideline (p. 8) (Based on G7) 
 
There is evidence that the effect of opioid or compound 
analgesics is similar to NSAID treatment of acute low back 
pain. 
Oral opioids may be necessary to relieve severe 
musculoskeletal pain. It is preferable to administer a short-
acting agent at regular intervals, rather than on a pain-
contingent basis. Ongoing need for opioid analgesia is an 
indication for reassessment. 
In general, opioids and compound analgesics have a 
substantially increased risk of side effects compared with 
acetaminophen alone. 

Not applicable 2 
48,157 

 3 
190–192 

    

Discordant 
recommendation  
(pain <6 weeks) 

G2b (Minnesota, USA) (p. 12) 
Opioid analgesics are rarely indicated in the treatment of acute 
low back pain. There is insufficient evidence to support opioid 
use in early treatment. If used, it should be only for short-term 
intervention (less than 2 weeks) and accompanied by a 
comprehensive treatment plan.  

Not applicable  1 
193 

      

Tramadol 
New statement  

G1c (USA) (p. W153) 
Unable to estimate the net benefit of tramadol for low back pain 
(pain <4 weeks). 

Not applicable  Not provided  
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Table J.1d: Acute and subacute low back pain—treatment (cont’d) 
 

Item Guideline/Country/Synopsis of Recommendations* Rating of 
Recommendation† 

Supporting Evidence‡ 
SR/MA NR RCT NRCS CS G Other 

Antidepressants  
New statement/ 
recommendation 

G1c (USA) (p. W153) 
No evidence of net benefit of antidepressants for acute low back 
pain (pain <4 weeks). 

Not applicable  Not provided  

Antiepileptic drugs  
New statement/ 
recommendation 

G1c (USA) (p. W153) 
No evidence of net benefit of antiepileptic drugs for low back 
pain (pain <4 weeks). 

Not applicable  Not provided  

Systemic 
corticosteroids  
New statement/ 
recommendation 

G1c (USA) (p. W153)  
Systemic corticosteroids (intramuscular injection) are not 
effective for the treatment of acute low back pain (pain <4 
weeks) with a negative result on a straight-leg-raise test. 

Not applicable    1 
194 

    

*References for the seed guidelines are available in Appendix H. 
†Refer to Table J.2 for explanation of ratings. 
‡The integers listed in the Supporting Evidence columns represent the total number of discrete studies. Thus, when there are multiple publications for a single study, the integers are less than the 
number of references listed below them. 
CS – case series study; G – guideline; NR – non-systematic/narrative review; NRCS – non-randomized comparative study; RCT – randomized controlled trial; SR/MA – systematic review/meta-
analysis 
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Table J.1e: Chronic low back pain—assessment and imaging 

Item Guideline/Country/Synopsis of Recommendations* Rating of 
Recommendation† 

Supporting Evidence‡ 
SR/MA NR RCT NRCS CS G Other 

Diagnostic tests 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
(pain ≥6 weeks) 
 
Additional 
information  
 
 
 
 
 
 
 
(Cont’d over page) 

TOP guideline (p. 9) (Based on G2 + expert opinion) 
 
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 
tumours and inflammatory diseases). However, lumbar spine 
X-rays may be required prior to more sophisticated 
diagnostic imaging e.g., prior to performing a CT or MRI 
scan. In this case, the views should be limited to AP and 
lateral 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. 

Not applicable    1 
195 

  1 
97 

G2b (Minnesota, USA) (p. 18) 
MRI and CT generally are not useful in the early evaluation and 
treatment of low back pain or sciatica unless the patient has 
major or progressive neurological symptoms or there is a 
suspicion of cancer or infection. 
When indicated, MRI is the preferred diagnostic test in the 
evaluation of patients with low back pain with or without 
radiculopathy. 
CT myelography is a useful study in patients who have a 
contraindication to MRI, for whom MRI findings are 
inconclusive, or for whom there is a poor correlation between 
symptoms and MRI findings. 
Plain CT is a useful study in patients who have a contraindication 
to MRI, for whom MRI findings are inconclusive, for whom 
there is a poor correlation between symptoms and MRI findings, 
and for whom CT myelogram is deemed inappropriate. 
(Note: Indications for CT and MRI and listed on p. 19 of G2b.) 
Open Upright MRI systems, as currently configured with 0.5T 
and 0.63T magnets, are useful modalities for routine imaging of 
the lumbar spine, particularly for patients with severe 
claustrophobia, patients who cannot fit into conventional 

Not applicable  1 
196 

 2 
197,198 

1 
199 

2 
200,201 

1 
202 
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Table J.1e: Chronic low back pain—assessment and imaging (cont’d) 
 

Item Guideline/Country/Synopsis of Recommendations* Rating of 
Recommendation† 

Supporting Evidence‡ 
SR/MA NR RCT NRCS CS G Other 

(pain ≥6 weeks) 
(Cont’d) 
Additional 
information 

magnets, and patients who cannot lie flat because of severe pain. 
There is some evidence that imaging patients in the upright 
position or with axial loading (i.e., functional myelography, axial 
loaded CT or MRI, or Open Upright MRI) yields significant 
additional information in older patients with radiculopathy or 
neurogenic intermittent claudication. There is little to no 
evidence to support the use of Open Upright MRI in the detection 
of lumbar instability or in the evaluation of positional low back 
pain, and these applications should remain investigational. 

        

(pain >6 weeks) 
 
Additional 
information  

E1 (UK)§ (p. 49) 
Consider MRI when a diagnosis of spinal malignancy, infection, 
fracture, cauda equina syndrome, or ankylosing spondylitis or 
other inflammatory disorders are suspected. 
Only offer an MRI scan for non-specific low back pain within the 
context of a referral for an opinion on spinal fusion. 

Not applicable   5 
54,62,99,20

3,204 

    

(pain >12 weeks) 
 
Additional 
information 

G8 (Canada) (p. 41) 
Radiographs are not initially indicated in adult patients with 
persistent low back pain (>12 weeks duration) and no previous 
treatment trial.  
A trial of up to 4 to 6 weeks of conservative care is appropriate 
before radiographs. 

B  2 
34,119 

 1 
120 

2 
63,121 

3 
67,68,96 

5 
74,122–125 

*References for the seed guidelines are available in Appendix H. 
†Refer to Table J.2 for explanation of ratings. 
‡The integers listed in the Supporting Evidence columns represent the total number of discrete studies. Thus, when there are multiple publications for a single study, the integers are less than the 
number of references listed below them. 
§The reference for E1 is available in Appendix D, Table D.4. This guideline was subsequently excluded after review by the Update Committee, but its recommendations had already been tabulated 
and the information was kept in the inventory tables as reference material by the request of the Update Committee.  
CS – case series study; G – guideline; NR – non-systematic/narrative review; NRCS – non-randomized comparative study; RCT – randomized controlled trial; SR/MA – systematic review/meta-
analysis 
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Table J.1f: Chronic low back pain—treatment 

Item Guideline/Country/Synopsis of Recommendations* Rating of 
Recommendation† 

Supporting Evidence‡ 
SR/MA NR RCT NRCS CS G Other 

Physical and 
therapeutic exercise 
(G1: pain ≥6 weeks) 
G6: pain >12 
weeks)  

TOP guideline (p. 10) (Based on G6 and Mercer et al. (2006) 
(UK) - G1 in the first edition of the Alberta CPG; see Appendix 
D, Table D.4) 
 
Patients should be encouraged to initiate gentle exercise and 
gradually increase their exercise level within their pain 
tolerance. 
Sophisticated equipment is not necessary. Low cost 
alternatives include unsupervised walking and group exercise 
programs such as those offered through chronic disease 
management programs. The outcome for group exercise is 
likely better in terms of peer support, giving people improved 
confidence and empowering patients to manage with less 
medical intervention. 
If exercise persistently exacerbates their pain, patients should 
be further assessed by a knowledgeable physician to 
determine if further investigation, medications, other 
interventions, and/or consultation are required. 
The exercise program should also be assessed by a 
knowledgeable physical therapist or qualified exercise 
specialist if the exercises exacerbate the patient’s pain. 
Some studies reported mild negative reactions to the exercise 
program such as increased low back pain and muscle soreness 
in some patients. 

Not applicable 1 
158 

 21 
8,15,19,182

,205–221 

    

Active rehabilitation 
(pain ≥6 weeks) 
 
 
 
 
 
 
 
 
 
(Cont’d over page) 

TOP guideline (p. 10) (Based on G2) 
 
Active rehabilitation program includes: 

• education about back pain principles 
• self-management programming (see Self-management 

Programs recommendation) 
• gradual resumption of normal activities (including 

work and physical exercise) as tolerated 
• therapeutic exercise—strong evidence exists that 

therapeutic exercise is effective for chronic low back 
pain. There is no conclusive evidence as to the type of 
therapeutic exercise that is best. A client-specific, 
graded, active, therapeutic exercise program is 
recommended 

Not applicable 3 
155,157, 222 

2 
98,223 

8 
6,224–230 

2 
231,232 

4 
233–236 
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Table J.1f: Chronic low back pain—treatment (cont’d) 
 

Item Guideline/Country/Synopsis of Recommendations* Rating of 
Recommendation† 

Supporting Evidence‡ 
SR/MA NR RCT NRCS CS G Other 

Physical and 
therapeutic exercise; 
active rehabilitation  
(Cont’d) 
(pain >6 weeks) 
 
Discordant 
recommendation 

E1 (UK)§ (p. 79) 
Advise people with low back pain to exercise. 
Consider offering a structured exercise program tailored to the 
person, which should:  

• comprise up to a maximum of eight sessions over a period 
of up to 12 weeks 

• offer a supervised group exercise program, in a group of 
up to 10 people 

• offer a one-on-one supervised exercise program if a group 
program is not suitable for a particular person 

Exercise programs may include: 
• aerobic activity 
• movement instruction 
• muscle strengthening 
• postural control 
• stretching 

Not applicable 1 
167 

 8  
140,220, 

237–242 

  1 
243

Acupuncture 

 

TOP guideline (p. 11) (Based on G6) 
 
Acupuncture is recommended as a stand-alone therapy or 
as an adjunct to an overall active treatment program. 
No serious adverse events were reported in the trials. The 
incidence of minor adverse events was 5% in the acupuncture 
group. 

Not applicable 1 
244 

      

(pain >6 weeks) 
Additional 
information 

E1 (UK)§ (p. 148) 
Consider offering a course of acupuncture needling comprising 
up to a maximum of 10 sessions over a period of up to 12 
weeks. 

Not applicable 1 
245 

 4 
246–249 

   1 
250 
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Table J.1f: Chronic low back pain—treatment (cont’d) 
 

Item Guideline/Country/Synopsis of Recommendations* Rating of 
Recommendation† 

Supporting Evidence‡ 
SR/MA NR RCT NRCS CS G Other 

Transcutaneous 
electrical nerve 
stimulation (TENS) 

TOP guideline (p. 11) (Based on G6) 
 
The research evidence does not support the use of TENS as 
a sole treatment for chronic low back pain. However, 
clinical experience suggests that TENS may be useful in 
select patients for pain control to avoid or reduce the need 
for medication. A short trial (two to three treatments) using 
different stimulation parameters should be sufficient to 
determine if the patient will respond to this modality. 
Skin irritation is a common adverse event. 

Not applicable 1 
251 

      

(pain >6 weeks) 
Discordant 
recommendation 

E1 (UK)§ (p. 133) 
Do not offer TENS.  

Not applicable  3 
226,252,253 

     

Acetaminophen and 
NSAIDs 

TOP guideline (p. 11) (Based on G6 + Expert Opinion) 
 
Acetaminophen and NSAIDs are recommended. No one 
NSAID is more effective than another.  
NSAIDs are associated with mild to moderately severe side 
effects such as: abdominal pain, diarrhea, edema, dry mouth, 
rash, dizziness, headache, tiredness. There is no clear 
difference between different types of NSAIDs. (See 
Medication Table, Appendix B.)  

Not applicable 1 
254 

      

(pain >6 weeks) 
New recommendation 

E1 (UK)§ (p. 191) 
When offering treatment with an oral NSAID/COX-2 (cyclo-
oxygenase 2) inhibitor, the first choice should be either a 
standard NSAID or a COX-2 inhibitor. In either case, for people 
over 45 these should be co-prescribed with a proton pump 
inhibitor, choosing the one with the lowest acquisition cost. 

Not applicable 1 
255 

    1 
256
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Table J.1f: Chronic low back pain—treatment (cont’d) 
 

Item Guideline/Country/Synopsis of Recommendations* Rating of 
Recommendation† 

Supporting Evidence‡ 
SR/MA NR RCT NRCS CS G Other 

Epidural steroid 
injection 

TOP guideline (p. 12) (Based on G6 + Additional Evidence + 
Expert Opinion) 
 
For patients with leg pain, epidural steroid injections can be 
effective in providing short-term pain relief. 
Transient minor complications include: headache, nausea, 
pruritis, increased pain of sciatic distribution, and puncture 
of the dura. (See Medication Table, Appendix B.) 

Not applicable 4 
48,157,257, 

258 

      

(pain ≥6 weeks) 
Additional 
information 

G2b (USA) (p. 20) 
Epidural steroid injections should be performed under 
fluoroscopy with contrast for best results. 
(N.B. Patient selection criteria are listed on p. 22 of G2) 

Not applicable  1 

259 
     

Injection therapy TOP guideline (p. 14) (Based on G6) 
 
Prolotherapy 
Prolotherapy is only appropriate in carefully selected and 
monitored patients who are participating in an appropriate 
program of exercise and/or manipulation/mobilization. 
The most commonly reported adverse events were temporary 
increases in back pain and stiffness following injections. 
Some patients had severe headaches suggestive of lumbar 
puncture, but no serious or permanent adverse events were 
reported. 

Not applicable 1 
260 

      

TOP guideline (p. 14) (Based on G6) 
 
Epidural steroid injections 
For patients with leg pain, epidural steroid injections can be 
effective in providing short-term pain relief. 
Transient minor complications include: headache, nausea, 
pruritis, increased pain of sciatic distribution, and puncture of 
the dura. 

Not applicable 1 
257 

      

Discordant 
recommendation 

E1 (UK)§ (p. 148) 
Do not offer injections of therapeutic substances into the back 
for non-specific low back pain. 
(Note: Evidence relates to facet joint, prolotherapy, and 
intradiscal injections.) 

Not applicable 2 
261,262 

 1 
263 
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Table J.1f: Chronic low back pain—treatment (cont’d) 
 

Item Guideline/Country/Synopsis of Recommendations* Rating of 
Recommendation† 

Supporting Evidence‡ 
SR/MA NR RCT NRCS CS G Other 

Manual therapy TOP guideline (p. 13) (Based on G6 + Additional Evidence) 
? 
There is insufficient evidence to recommend for or against 
spinal manipulative therapy. 

Not applicable 7 
48,157, 

264–268 

      

(pain >6 weeks) 
Additional 
information 

E1 (UK)§ (p. 108, 131) 
Consider offering a course of manual therapy including spinal 
manipulation, comprising up to a maximum of nine sessions 
over a period of up to 12 weeks. 
There is an extremely low risk of serious adverse events when 
receiving spinal manipulation for non-specific low back pain. 
No evidence was found to show any increase in serious adverse 
events in people with non-specific low back pain. 

Not applicable 3 
152,269, 270 

 8 
9,20,220, 

238, 

271–274

1 
239 

 

1 
240 

 1 
241 

Laser therapy 
(pain >6 weeks) 
New recommendation  

E1 (UK)§ (p. 133) 
Do not offer laser therapy. 

Not applicable 1 
275 

      

Inferential therapy 
(pain >6 weeks) 
New recommendation 

E1 (UK)§ (p. 133) 
Do not offer inferential therapy. 

Based on consensus of guideline development group 

Therapeutic 
ultrasound 
(pain >6 weeks) 
New recommendation 

E1 (UK)§ (p. 133) 
Do not offer therapeutic ultrasound. 

Based on consensus of guideline development group 

Traction 
(pain >6 weeks) 
New recommendation 

E1 (UK)§ (p. 134) 
Do not offer traction. 

Not applicable 1 
276 
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Table J.1f: Chronic low back pain—treatment (cont’d) 

Item Guideline/Country/Synopsis of Recommendations* Rating of 
Recommendation† 

Supporting Evidence‡ 
SR/MA NR RCT NRCS CS G Other 

Combined physical 
and psychological 
treatment program 
(pain >6 weeks) 
New recommendation 

E1 (UK)§ (p. 166) 
Consider referral for a combined physical and psychological 
treatment program, comprising around 100 hours over a 
maximum of 8 weeks, for people who:  

• have received at least one less intensive treatment; and  
• have high disability and/or significant psychological 

distress. 
Combined physical and psychological treatment programs 
should include a cognitive behavioural approach and exercise. 

Not applicable   16 
277–292 

    

Selective serotonin 
reuptake inhibitors 
(SSRIs)  
(pain >6 weeks) 
New recommendation 

E1 (UK)§ (p. 192) 
Do not offer SSRIs for treating pain. 

Not applicable 1 
293 

      

Referral for surgery 
(pain >6 weeks) 
New recommendation 

E1 (UK)§ (p. 208) 
Consider referral for an opinion on spinal fusion for people who:  

• have completed an optimal package of care including a 
combined physical and psychological treatment program; 
and  

• still

Offer anyone with psychological distress appropriate treatment 
for this before referral for an opinion on spinal fusion.  
Refer the patient to a specialist spinal surgical service if spinal 
fusion is being considered. Give due consideration to the 
possible risks for that patient. 
Do not refer people for any of the following procedures: 

 have severe non-specific low back pain for which 
the patient would consider surgery.  

• intradiscal electrothermal therapy 
• percutaneous intradiscal radiofrequency; 

thermocoagulation 
• radiofrequency facet joint denervation 

Not applicable 3 
294–296 

 4 
297–300 

   1 
301 

*References for the seed guidelines are available in Appendix H. 
†Refer to Table J.2 for explanation of ratings. 
‡The integers listed in the Supporting Evidence columns represent the total number of discrete studies. Thus, when there are multiple publications for a single study, the integers are less than the 
number of references listed below them. 
§The reference for E1 is available in Appendix D, Table D.4. This guideline was subsequently excluded after review by the Update Committee, but its recommendations had already been tabulated 
and the information was kept in the inventory tables as reference material by the request of the Update Committee.  
CS – case series study; G – guideline; NR – non-systematic/narrative review; NRCS – non-randomized comparative study; RCT – randomized controlled trial; SR/MA – systematic review/meta-
analysis  
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Table J.2: Recommendation ratings used by the new seed guidelines added for the 
        second edition of the Alberta CPG* 

G1 

Recommendations and summary ratings 

A The panel strongly recommends that clinicians consider offering the intervention to 
eligible patients. The panel found good evidence that the intervention improves health 
outcomes and concludes that benefits substantially outweigh harms. 

B The panel recommends that clinicians consider offering the intervention to eligible 
patients. The panel found at least fair evidence that the intervention improves health 
outcomes and concludes that benefits moderately outweigh harms, or that benefits are 
small but there are no significant harms, costs, or burdens associated with the 
intervention. 

C The panel makes no recommendation for or against the intervention. The panel found at 
least fair evidence that the intervention can improve health outcomes, but concludes that 
benefits only slightly outweigh harms, or the balance of benefits and harms is too close 
to justify a general recommendation. 

D The panel recommends against offering the intervention. The panel found at least fair 
evidence that the intervention is ineffective or that harms outweigh benefits. 

I The panel found insufficient evidence to recommend for or against the intervention. 
Evidence that the intervention is effective is lacking, of poor quality, or conflicting, and 
the balance of benefits and harms cannot be determined.  

Grading of quality of evidence 

High Quality 
Evidence 

Evidence obtained from one or more well-designed and well-executed RCTs yielding 
consistent directly applicable results. 

Moderate Quality 
Evidence 

Evidence obtained from RCTs with important limitations. For example, biased 
assessment of the treatment effect, large loss of follow-up, unblended study, unexplained 
heterogeneity (even if it is generated from rigorous RCTs), indirect evidence originating 
from similar (but not identical) populations of interest, and RCTs with a very small N or 
observed very few events. Evidence from well designed controlled trials without 
randomization, well-designed cohort or case control analytic studies, multiple time series 
with or without intervention also fall in this category. 

Low Quality 
Evidence 

Evidence obtained from observational studies. However, on very rare occasions, it can be 
classified as moderate or even high. For example, when they yield extremely large and 
consistent estimates of the magnitude of a treatment effect or when all plausible biases 
from observational studies may be working to underestimate an apparent treatment 
effect. 

G8 

Recommendations ratings 

A At least one high-quality meta-analysis without heterogeneity, systematic reviews of 
RCTs each with small confidence interval (CI) or RCT with very small CI and/or very 
small α and ß, and directly applicable to the target population; or a systematic review of 
RCTs or a body of evidence consisting principally of well-conducted meta-analyses 
without clinically relevant heterogeneity; systematic reviews of RCTs, or RCTs with 
small CI and/or small α and ß, directly applicable to the target population and 
demonstrating overall consistency of results. 



 

 
112 

 
B A body of evidence including high-quality systematic reviews of case-control or cohort 

studies or high-quality case-control or cohort studies with very small CI and/or very small 
α and ß, directly applicable to the target population and demonstrating overall consistency 
of results; or extrapolated evidence from high-quality meta-analyses without 
heterogeneity, systematic reviews of RCTs each with small CI, or RCTs with very small 
CI and/or very small α and β; or well-conducted meta-analyses without clinically relevant 
heterogeneity; systematic reviews of RCTs, or RCTs with small CI and/or small α and β. 

C A body of evidence including well-conducted case-control or cohort studies with small CI 
and/or small α and β, directly applicable to the target population and demonstrating 
overall consistency of results; or extrapolated evidence from high-quality systematic 
reviews of case-control or cohort studies or high-quality case-control or cohort studies 
with very small CI and/or very small α and β. 

D Non-analytic studies (e.g., case reports, case series), expert opinion or extrapolated 
evidence from well-conducted case-control or cohort studies with small CI and/or small α 
and β; or evidences from meta-analyses with clinically relevant heterogeneity; systematic 
reviews of trials with large confidence intervals; trials with large CIs, and/or large α 
and/or β. 

Good practice 
point (GPP)  

Recommended best practice based on the clinical experience of the guideline development 
group, without research evidence. 

*Information about the recommendations ratings was not included in the evidence inventory tables generated for the seed 
guidelines included in the first edition of the Alberta CPG (see the background document for the first edition of this guideline: 
Institute of Health Economics (IHE). Ambassador Program guideline for the evidence-informed primary care management of low 
back pain: background document. Edmonton (AB): Institute of Health Economics; 2009, Revised 2010. Available from: 
www.ihe.ca/documents/Guideline100-pagerJune2010.pdf). 

http://www.ihe.ca/documents/Guideline100-pagerJune2010.pdf�
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Table J.3: Glossary of terms 

Back school An intervention consisting of education and a skills program, including exercise 
therapy, in which all lessons are given to groups of patients and supervised by a 
paramedical therapist or medical specialist. 

Brief individualized 
educational 
interventions 

Individualized assessment and education about low back pain problems without 
supervised exercise therapy or other specific interventions. As we defined them, brief 
individualized educational interventions differ from back schools because the former 
do not involve group education or supervised exercise. 

Exercise A supervised exercise program or formal home exercise regimen, ranging from 
programs aimed at general physical fitness or aerobic exercise to programs aimed at 
muscle strengthening, flexibility, stretching, or different combinations of these 
elements. 

Functional restoration 
(also called physical 
conditioning, work 
hardening, or work 
conditioning) 

An intervention that involves simulated or actual work tests in a supervised 
environment in order to enhance job performance skills and improve strength, 
endurance, flexibility, and cardiovascular fitness in injured workers. 

Interdisciplinary 
rehabilitation (also 
called 
multidisciplinary 
therapy) 

An intervention that combines and coordinates physical, vocational, and behavioural 
components and is provided by multiple health care professionals with different 
clinical backgrounds. The intensity and content of interdisciplinary therapy varies 
widely.  

Interferential therapy The superficial application of a medium-frequency alternating current modulated to 
produce low frequencies up to 150 Hz. It is thought to increase blood flow to tissues 
and provide pain relief and is considered more comfortable for patients than 
transcutaneous electrical nerve stimulation. 

Low-level laser 
therapy 

The superficial application to the skin of lasers at wavelengths between 632 and 904 
mm in order to apply electromagnetic energy to soft tissue. Optimal treatment 
parameters (wavelength, dosage, dose intensity, and type of laser) are uncertain. 

Massage Soft tissue manipulation, using the hands or a mechanical device, through a variety of 
specific methods. The pressure and intensity used in different massage techniques vary 
widely. 

Radiculopathy Dysfunction of a nerve root associated with pain, sensory impairment, weakness, or 
diminished deep tendon reflexes in a nerve root distribution. 

Self-care education 
book 

Reading material (books, booklets, or leaflets) that provide education and self-care 
advice for patients with low back pain. Although specific content varies, self-care 
books are generally based on principles from published clinical practice guidelines and 
encourage a return to normal activity, adoption of a fitness program, and appropriate 
lifestyle modification, and they provide advice on coping strategies and managing 
flares. 

Shortwave diathermy Therapeutic elevation of the temperature of deep tissues by application of short-wave 
electromagnetic radiation with a frequency range between 10 and 100 MHz. 

Spinal stenosis Narrowing of the spinal canal that may result in bony constriction of the cauda equina 
and the emerging nerve roots. 

Yoga An intervention distinguished from traditional exercise therapy by the use of specific 
body positions, breathing techniques, and an emphasis on mental focus. Many styles of 
yoga are practiced, each emphasizing different postures and techniques. 
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APPENDIX K: SUMMARY OF PARKING LOT ITEMS 
RECOMMENDATIONS ACCEPTED OR REJECTED BY THE UPDATE COMMITTEE BASED ON SUPPLEMENTARY 
INFORMATION REVIEWED AND DISCUSSED IN SUBCOMMITTEE MEETINGS 

Table K.1: Primary prevention║ 

Intervention* 
(Recommendation 
sourced from seed 
guideline from Alberta 
CPG, 1st Edition, new 
seed guideline(s), or 
systematic reviews 
(IHE Database)) 

Parking Lot Item(s) and Other 
Miscellaneous Requests by the 
Update Committee; SC Actions  

Subcommittee Meetings 

Final Decision by the 
Subcommittee and Update 

Committee; Evidence Source Review/Discussion/Deliberation‡# Expertise of Participants 
Lumbar support/ back 
belts 
(do not know—TOP 
CPG 2009) 
G3 (USA) 

January to March 2011. 
Supplementary search for SRs on 
lumbar support/back belts.§ 

18 March 2011. Reviewed one SR.1 Decision 
to change from “do not know” to “do not 
do”; do not recommend lumbar supports; 
remove back belts from title. 

Osteopathic physician  
Pain management and psychology  
HTA research 

24 March 2011. Accepted by 
Update Committee as “do not do.” 
 
RCT (G3) + SR (IHE database) 

Manipulative 
treatment 
(do not know—TOP 
CPG 2009) 
G5 (USA) 

January to March 2011. 
Supplementary search for SRs on 
manipulative treatment (spinal 
manipulative treatment, spinal 
mobilization).§ 

18 March 2011. No SR was found on spinal 
manipulative therapy or spinal mobilization 
for LBP prevention. Recommendation status 
quo “do not know.” Title changed to: Spinal 
manipulative therapy or spinal mobilization. 
Slight wording change to recommendation. 

Osteopathic physician  
Pain management and psychology  
HTA research 

24 March 2011. Accepted by 
Update Committee as status quo. 
 
RCT (G5)  

Risk factor 
modification 
(do not know—TOP 
CPG 2009) 
G3 (USA) 

January to March 2011. 
Supplementary search for SRs on 
risk factor modification (i.e., 
smoking cessation, reduced alcohol 
consumption, weight reduction).§ 

18 March 2011. No SR was found on 
modifiable risk factors: smoking cessation, 
reduced alcohol consumption, weight 
reduction for LBP prevention. However, 
information from three SRs2–4 was used to 
refine the recommendation. New phrase 
added on overweight/obesity and smoking. 
Changed wording from “no good evidence” 
to “insufficient evidence.” 

Osteopathic physician 
Pain management and psychology 
HTA research 

24 March 2011. Accepted by 
Update Committee, with the 
proposed modifications, as status 
quo. 
 
SR (G3, IHE Database) 

Mattresses 
(do not know—TOP 
CPG 2009) 
G5 (USA) 

January to March 2011. 
Supplementary search for SRs on 
mattresses.§ 

18 March 2011. No SR was found on any 
specific type of mattress for LBP prevention. 
Recommendation status quo “do not know.” 
Change title to: any specific type of mattress. 

Osteopathic physician  
Pain management and psychology  
HTA research 

24 March 2011. Accepted by 
Update Committee as status quo. 
 
RCT (G5)  

Furniture - chairs 
(do not know—TOP 
CPG 2009) 
G5 (USA) 

January to March 2011. 
Supplementary search for SRs on 
furniture/chairs.§ 

18 March 2011. No SR was found on any 
specific type of chair for LBP prevention. 
Recommendation status quo “do not know.” 
Change title to: any specific type of chair. 

Osteopathic physician  
Pain management and psychology 
HTA research 

24 March 2011. Accepted by 
Update Committee as status quo. 
 
CS (G5)  
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Table K.2: Acute and subacute low back pain 

Intervention* 
(Recommendation 
sourced from seed 

guideline from Alberta 
CPG, 1st Edition, new 

seed guideline(s), or 
systematic reviews 
(IHE Database)) 

Parking Lot Item(s) and Other 
Miscellaneous Requests by the 
Update Committee; SC Actions 

Subcommittee Meetings 

Final Decision by the 
Subcommittee and Update 

Committee; Evidence Source Review/Discussion/Deliberation‡ Expertise of Participants 

Diagnostic triage 
(do—TOP CPG 2009) 
G2a (MN, USA) 
G4 (Europe)  
G1 (USA) 
G2b (MN, USA) 
 

28 January 2011. Update Committee 
face-to-face meeting. Review 
supporting evidence from G1 
(USA); (start with SRs, and if not 
enough research evidence review the 
RCTs and/or other studies 
referenced by G1). Advice will be 
sought from the radiologist as 
needed. 

1 June 2011. Diagnostic imaging meeting. 
Reviewed TOP CPG 2009 recommendation. 
Keep recommendation as is. 

Osteopathic physician  
Pain management and psychology  
Practicing family physician  
Radiologist 
Spine surgeon 
HTA research 

5 August 2011. Accepted by SC. 
 
SR (G2, G4) 

  10 June 2011. Reviewed eight SRs5–12 
referenced in G1. Keep recommendation as 
is. Add wording on diagnosing ankylosing 
spondylitis based on information from one 
SR.10 

Osteopathic physician 
Pain management and psychology 
HTA research 

 

  June 2011. Review seed guidelines 
for information on ankylosing 
spondylitis; add ankylosing 
spondylitis to the diagnostic triage 
recommendation. 

NA 
24 June 2011. Statement drafted by 
osteopathic physician based on one SR 
referenced in G110; accepted by SC. 

NA SR (G1) 

Analgesia 
G4 (Europe) 
G7 (Australia) 
G1 (USA) 
G2b (MN, USA)  

28 January 2011. Update Committee 
face-to-face meeting. Review 
medication table. 
May 2011. Supplementary search 
for SRs on drugs included in the 
TOP CPG.§ 
July–August 2011. Under review by 
a subcommittee of pharmaceutical 
experts and physicians. Two 
pharmacists were not part of the 
Update Committee. 

3 August 2011. Reviewed three SRs on 
acetaminophen, NSAIDs, and muscle 
relaxants.13–16 Insufficient evidence exists for 
the effectiveness of acetaminophen for acute 
and subacute LBP. Sequence acetaminophen 
(1st line) and NSAIDs (2nd line) is based on 
expert opinion of common usage and 
potential risks/side effects. Recommendation 
unchanged. Added footnotes in the 
medication table. 

Pharmacy 
Practicing family physician 
Osteopathic physician 
HTA research 

3 August 2011. Recommendation 
and information in the medication 
table status quo. 
 
SR (G1, G2b, G4, G7, SR-IHE 
database) 
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Multidisciplinary 
treatment programs 
(do—TOP CPG 2009) 
G4 (Europe) 
G1 (USA) 

28 January 2011. Update Committee 
face-to-face meeting. Review one 
SR from G1 (USA) for 
appropriateness of setting (primary 
care versus occupational). 

3 June 2011. Reviewed one SR17 from G1. 
SR evidence supports using the 
recommendations as proposed in G1. Keep 
recommendation as is. 

Osteopathic physician 
Pain management and psychology 
HTA research 

20 June 2011. Accepted by SC. 
 
SR (G1) 

Therapeutic 
ultrasound 
New recommendation 
G1 (USA) 

28 January 2011. Update Committee 
face-to-face meeting. Supplementary 
search for SRs on therapeutic 
ultrasound.§ 
May 2011. New published SR 
referenced by member of the Update 
Committee. 

11 May 2011. Reviewed two SRs.18–20 There 
is not enough evidence to recommend for or 
against therapeutic ultrasound for acute and 
subacute LBP. Add “do not know." 
22 July 2011. New SR21 reviewed. Based on 
the results, decision to label “do not do.” 

Osteopathic physician 
Pain management and psychology 
Rehabilitation/Physical therapist 
HTA research 

22 July 2011. Decision of SC to 
label “do not do.” 
 
RCT (G1) + SR (IHE database) 

Epidural steroids 
(do not do—TOP CPG 
2009) 
G4 (Europe) 

August 2011. Supplementary search 
for SRs on epidural steroids.§ 

18 August 2011. No SR met the predefined 
inclusion criteria. 

Osteopathic physician 
Pain management and psychology 
HTA research 

10 August 2011. Decision to add a 
statement on fluoroscopy. 
18 August 2011. Decision of SC to 
keep the “do not do” for acute LBP 
and “do not know” for subacute 
LBP. 
 
SR (G4) 
 
 

 28 January 2011 Update Committee 
face-to-face meeting. Investigate 
role of fluoroscopy.  
July 7, 2011. Search for guidelines 
on fluoroscopy used when providing 
treatment with epidural sterioid 
injections. 

11 July to 10 August 2011. E-mail 
correspondence. Reviewed recommendations 
from G2b (update seed guideline), two 
CPGs22,23 and four case series studies24–27 
referenced in CPG.22 Decision to add the 
following statement: fluoroscopy does 
improve/verify accuracy; and even in the 
most experienced hands epidural injections 
can be misplaced. 

Pain specialist 
Pain management and psychology 
HTA research 

Narcotic analgesics 
(opioids) 
G7 (Australia) 
G1 (USA) 
G2b (MN, USA) 

28 January 2011. Update Committee 
face-to-face meeting. Review 
medication table. 
May 2011. Supplementary search 
for SRs on drugs included in the 
TOP CPG.§ 
July–August 2011. Under review by 
a subcommittee of pharmaceutical 
experts and physicians. Two 
pharmacists were not part of the 
Update Committee. 

3 August 2011. Reviewed two SRs.28,29 No 
evidence was found for using opioids for 
acute and subacute LBP. Add note on 
medication table that opiates are occasionally 
used for more severe pain. 

Pharmacy 
Practicing family physician 
Osteopathic physician 
HTA research 

28 January 2011. Recommendation 
changed from “do” to “do not 
know.” This status was maintained 
after review of the research evidence 
by the pharmaceutical experts. 
 
SR (G1, G2b, G7, SR-IHE 
database) 
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Therapeutic exercise 
(do not know—TOP 
CPG 2009) 
G2a (MN, USA) 
G4 (Europe) 
G2b (MN, USA)  

January to May 2011, including 
face-to-face Update Committee 
meeting on 28 January 2011. 
Supplementary search for SRs on 
therapeutic exercise.§ 

11 May 2011. Reviewed four SRs.30–33 
Decision to leave recommendation as it is. It 
was noted, however, that there is growing 
evidence for acute and subacute LBP. 

Osteopathic physician 
Pain management and psychology 
Rehabilitation/Physical therapist 
HTA research 

18 May 2011. Accepted by Update 
Committee as status quo. 
 
SR (G2, G4, IHE database) 

Acupuncture 
(do not know—TOP 
CPG 2009) 
G7 (Australia) 

January to March 2011. 
Supplementary search for SRs on 
acupuncture.§ 

18 March 2011. Reviewed one SR.34 
Recommendation status quo “do not 
know.”.Modified wording for consistency of 
“do not know” recommendations throughout 
the guideline. 

Osteopathic physician 
Pain management and psychology 
HTA research 

24 March 2011. Accepted by 
Update Committee as “do not 
know.” 
 
SR (G7, IHE database) 

Adjuvant therapies: 
antidepressants & 
anticonvulsants 
New recommendation 
G1 (USA) 

May 2011. Supplementary search 
for SRs on drugs included in the 
TOP CPG.§ 
July to August 2011. Under review 
by a subcommittee of 
pharmaceutical experts and 
physicians. Two pharmacists were 
not part of the Update Committee. 

3 August 2011. No SR was found for using 
antidepressants and anticonvulsants for acute 
and subacute LBP. 

Pharmacy 
Practicing family physician 
Osteopathic physician 
HTA research 

28 January 2011. Recommendation 
“do not know.” 
 
EO (G1) 

Back schools 
(do not do—TOP CPG 
2009) 
G4 (Europe) 
G1 (USA) 

28 January 2011. Update Committee 
face-to-face meeting. Review SRs 
cited in new seed guideline G1 
(USA). Supplementary search for 
SRs on back schools.§ 

11 May 2011. Reviewed one SR35,36 and two 
quasi-SRs37,38 referenced in G1. No new SR 
was found on back schools for acute and 
subacute LBP. Change recommendation 
from “do not do” to “do not know.” 

Osteopathic physician 
Pain management and psychology 
Rehabilitation/Physical therapist 
HTA research 

18 May 2011. Accepted as “do not 
know” by Update Committee. 
 
SR (G1)  

Herbal medicine 
New recommendation 

January to March 2011. 
Supplementary search for SRs on 
herbal medicine.§ 

18 March 2011. Reviewed one SR.39,40 
Check further whether Devil’s claw includes 
natural NSAID compounds. Drafted a “do 
not know” recommendation, due to 
insufficient evidence for herbal medicine for 
acute and subacute LBP. 

Osteopathic physician 
Pain management and psychology 
HTA research 

24 March 2011. Accepted as “do not 
know” by Update Committee. 
 
SR (IHE database) 

Low level laser 
therapy 
New recommendation 
G1 (USA) 

January to March 2011; January 28, 
2011. Update Committee face-to-
face meeting. Supplementary search 
for SRs on low level laser therapy.§ 

11 May 2011. Reviewed one SR.41 
Recommendation “do not know,” due to 
insufficient evidence. 

Osteopathic physician 
Pain management and psychology 
Rehabilitation/Physical therapist 
HTA research 

18 May 2011. Approved as “do not 
know” by Update Committee. 
 
RCT (G1) + SR (IHE database) 
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Massage therapy 
(do not do—TOP CPG 
2009) 
G4 (USA) 
G1 (USA)  

28 January 2011. Update Committee 
face-to-face meeting. Review SRs 
referenced in G1 (USA). Check for 
new SRs on massage therapy.§ 

11 May 2011. Reviewed publications cited 
by G1 (one summary of SRs42 and one SR43) 
and one new SR.44 Change recommendation 
from “do not do” to “do not know,” due to 
insufficient evidence. 

Osteopathic physician 
Pain management and psychology 
Rehabilitation/Physical therapist 
HTA research 

18 May 2011. Approved as “do not 
know” by Update Committee. 
 
SR (G1, IHE database) 

Operant conditioning 
provided by a 
physiotherapist 
New recommendation 

28 January 2011. Update Committee 
face-to-face meeting. Supplementary 
search for SRs on psychological 
interventions.§ 

11 May 2011. Reviewed one SR.45 Add 
definition of physiotherapy-provided operant 
conditioning† to the Glossary. 
Recommendation “do not know,” due to 
insufficient evidence. 

Osteopathic physician 
Pain management and psychology 
HTA research 

18 May 2011. Approved as “do not 
know” by Update Committee. 
 
SR (IHE database) 

Short wave diathermy 
New recommendation 
G1 (USA) 

28 January 2011. Update Committee 
face-to-face meeting. Supplementary 
search for SRs on short wave 
diathermy.§ 

11 May 2011. Reviewed one SR.46 
Recommendation “do not know,” due to 
insufficient evidence. 

Osteopathic physician 
Pain management and psychology 
Rehabilitation/Physical therapist 
HTA research 

18 May 2011. Approved as “do not 
know” by Update Committee. 
 
RCT (G1) + SR (IHE database) 

Topical NSAIDs 
New recommendation 

28 January 2011. Update Committee 
face-to-face meeting. Supplementary 
search for SRs on topical NSAIDs.§ 

July to August 2011. Under review 
by a subcommittee of 
pharmaceutical experts and 
physicians. Two pharmacists were 
not part of the Update Committee. 

3 August 2011. One SR was found14,15 that 
included one RCT on using topical NSAIDs 
for acute and subacute LBP. 
Recommendation “do not know,” due to 
insufficient evidence. 

Pharmacy 
Practicing family physician 
Osteopathic physician  
HTA research 

18 August 2011. Approved as “do 
not know” by SC. 
 
SR–IHE database 

Interferential current 
therapy 
New recommendation 

28 January 2011. Update Committee 
face-to-face meeting. Supplementary 
search for SRs on interferential 
current therapy.§ 

11 May 2011. No SR was found to respond 
to predefined inclusion criteria. 
Subcommittee determined this is a “do not 
know,” due to insufficient evidence. 

Osteopathic physician 
Pain management and psychology 
Rehabilitation/Physical therapist 
HTA research 

18 May 2011. Approved as “do not 
know” by Update Committee. 
 
EO (GDG) 

Touch therapy 
New recommendation 

January to March 2011. 
Supplementary search for SRs on 
touch therapy.§ 

18 March 2011. No SR was found to respond 
to predefined inclusion criteria. 
Subcommittee determined this is a “do not 
know,” due to insufficient evidence. 

Osteopathic physician 
Pain management and psychology 
HTA research 

24 March 2011. Approved as “do 
not know” by Update Committee. 
EO (GDG) 

Yoga therapy 
New recommendation 

January to March 2011. 
Supplementary search for SRs on 
yoga.§ 

18 March 2011. No SR was found on yoga 
for acute and subacute LBP. Subcommittee 
determined this is a “do not know,” due to 
insufficient evidence. 

Osteopathic physician  
Pain management and psychology  
HTA research 

24 March 2011. Approved as “do 
not know” by Update Committee. 
EO (GDG) 
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Table K.3: Chronic low back pain 

Intervention* 
(Recommendation 
sourced from seed 

guideline from Alberta 
CPG, 1st Edition, new 

seed guideline(s), or 
systematic reviews 
(IHE Database)) 

Parking Lot Item(s) and Other 
Miscellaneous Requests by the 
Update Committee; SC Actions 

Subcommittee Meetings 

Final Decision by the 
Subcommittee and Update 

Committee; Evidence Source Review/Discussion/Deliberation‡ Expertise of Participants 

Diagnostic tests 
(do—TOP CPG 2009) 
G2a (MN, USA) 

28 January 2011. Update Committee 
face-to-face meeting. Defer for 
radiologists input. 
Remove the seed guideline G2a 
(USA) from the 1st edition of the 
TOP CPG evidence source (duration 
of chronic LBP >6 weeks); use G2a 
as evidence for the expert opinion. 

1 June 2011. Diagnostic imaging meeting. 
Reviewed TOP CPG 2009 recommendation. 
Recommendation changed slightly, updated 
evidence source. 

Osteopathic physician 
Pain management and psychology 
Practicing family physician 
Radiologist 
Spine surgeon 
HTA research 

5 August 2011. Accepted by SC 
 
EO (GDG) 

Physical exercise and 
therapeutic exercise 
(do—TOP CPG 2009) 
Mercer et al. (2006) 
(UK) (G1 in the first 
edition of the Alberta 
CPG; see Appendix D, 
Table D.4) 
G6 (Alberta Canada) 

28 January 2011. Update Committee 
face-to-face meeting. Supplementary 
search for SRs on therapeutic 
exercise.§ Particularly if they 
mention specific interventions (such 
as aerobics, stretching, etc.).  
Remove the seed guideline G1 (UK) 
from from 1st edition of the TOP 
CPG evidence source (duration of 
chronic LBP >6 weeks).  

11 May 2011. Reviewed seven SRs.30–32,47–51 
No specific evidence used. Therapeutic and 
physical exercise split into two separate 
recommendations. Physical exercise: slight 
modification of the recommendation. 
Therapeutic exercise removed from title, 
third bullet in active rehabilitation TOP CPG 
2009 modified slightly. Definition of 
therapeutic exercise to be added to the 
Glossary.  

Osteopathic physician 
Pain management and psychology 
Rehabilitation/Physical therapist 
HTA research 

18 May 2011. Split of 
recommendation and wording 
approved by the Update Committee. 
Physical exercise: 
SR (G6) 

Therapeutic exercise: 
EO (GDG)  

Therapeutic aquatic 
exercise 
New recommendation 

January to March 2011. 
Supplementary search for SRs on 
aquatic exercise.§ 

18 March 2011. Reviewed one SR52 and 
drafted new recommendation. Add definition 
for therapeutic aquatic exercise in the 
Glossary.† 

Osteopathic physician 
Pain management and psychology 
HTA research 

24 March 2011. Accepted by Update 
Committee as “do.” 
 
SR (IHE database) 
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Yoga therapy 
New recommendation 

January to March 2011. 
Supplementary search for SRs on 
yoga.§ 
24 March 2011. Update Committee 
meeting. Add definition of yoga 
types in Glossary.† 
28 July 2011. Recommendation sent 
to two yoga consultants (physical 
therapists) for review. 

18 March 2011. Reviewed two SRs50,53 and 
drafted new recommendations: Viniyouga 
and Iyengar yoga: “do”; other types of yoga 
“do not know.” 
June 2011. Reviewed one quasi-systematic 
review54 that provides more information 
about safety. 
4 August 2011. Recommendation reviewed 
by physical therapist (email correspondence) 
who suggested a statement be included about 
involvement of an experienced therapist to 
avoid further injury. 

Osteopathic physician 
Pain management and psychology 
HTA research 
Physical therapist (August 4 2011) 

12 August 2011. Accepted by SC. 
 
SR (IHE database) 

Acetaminophen and 
NSAIDs 
(do—TOP CPG 2009) 
 
G6 (Alberta Canada) 

28 January 2011. Update Committee 
face-to-face meeting. Review 
medication table.  
May 2011. Supplementary search 
for SRs on drugs included in the 
TOP CPG.§ 
July to August 2011. Under review 
by a subcommittee of 
pharmaceutical experts and 
physicians. Two pharmacists were 
not part of the Update Committee. 

3 August 2011. Reviewed three SRs.13–16 
Recommendation unchanged. Add in table 
statement about COX-2 inhibitors (i.e., 
celecoxib) require special authorization for 
Blue Cross coverage, i.e., patients with a 
history of severe complications. 

Pharmacy 
Practicing family physician 
Osteopathic physician 
HTA research 

3 August 2011. Recommendation 
and information in the medication 
table status quo. 
24 August 2011. Accepted by SC. 
 
SR (G6, IHE database) 

Antidepressants 
(tricyclics) 
(do—TOP CPG 2009) 
G6 (Alberta Canada) 

January 28, 2011 Update Committee 
face-to-face meeting. Review 
medication table (tryciclics and 
trazodone). May 2011. 
Supplementary search for SRs on 
drugs included in the TOP CPG.§ 
July-August 2011. Under review by 
a subcommittee of pharmaceutical 
experts and physicians. Two 
pharmacists were not part of the 
Update Committee. 

3 August 2011. Reviewed two SRs.55,56 
Recommendation on tricyclic antidepressants 
(amitriptyline, nortriptyline) and trazodone 
status quo: “do.” 

Pharmacy 
Practicing family physician 
Osteopathic physician 
HTA research 

24 August 2011. Accepted by SC. 
 
SR (G6, IHE database) 
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Opioids 
(do—TOP CPG 2009) 
G6 (Alberta Canada) 

28 January 2011. Update Committee 
face-to-face meeting. Review 
medication table.  
May 2011. Supplementary search 
for SRs on opioids included in the 
TOP CPG.§ 
July to August 2011. Under review 
by a subcommittee of 
pharmaceutical experts and 
physicians. Two pharmacists were 
not part of the Update Committee. 

3 August 2011. Reviewed two SRs.28,29 
Recommendation status quo. Medication 
table: add note about Canadian Guideline for 
Safe Use of Opioids for Chronic Non-cancer 
pain, available at: 
http://nationalpaincentre.mcmaster.ca/opioid/ 

Pharmacy 
Practicing family physician 
Osteopathic physician 
HTA research 

24 August 2011. Accepted by SC. 
 
SR (G6, IHE database) 

Herbal medicine 
New recommendation 

January to March 2011. 
Supplementary search for SRs on 
herbal medicine.§ 
24 March 2011. Update Committee 
meeting. Review regulations for 
devil’s claw and salix. 

18 March 2011. Reviewed one SR.39,40 
Check further whether devil’s claw includes 
natural NSAID compounds. Drafted a “do” 
recommendation. 

Osteopathic physician 
Pain management and psychology 
HTA research 

18 August 2011. SC refined and 
accepted the recommendation. 
 
SR (IHE database) 

 24 March 2011. Update Committee 
meeting. Pharmacist to review the 
regulations for devil’s claw and 
salix. 
August 2011. SC. Check whether 
salix and capsicum have “trade 
names.” 

NA 
11 to 17 August. Email correspondence with 
pharmacist. Refined recommendation. 

Osteopathic physician 
Pain management and psychology 
Pharmacist 
HTA research 

 

Injection therapy 
New recommendation 

28 January 2011. Update Committee 
face-to-face meeting. Investigate 
systematic reviews on injection 
therapy from the excluded UK 
CPG.57  

5 July 2011. Reviewed two SRs.58,59 Include 
common adverse events in the 
recommendation; check list of adverse events 
with pain specialist. 

Osteopathic physician 
Pain management and psychology 
Pain specialist 
HTA research 

24 August 2011. Accepted by SC. 
 
SR (IHE Database) 

Epidural steroid 
injections 
(do—TOP CPG 2009) 
G6 (Alberta Canada) 

28 January 2011. Update Committee 
face-to-face meeting. Investigate 
role of fluoroscopy. 
22 June 2011. Ask participants at 
the diagnostic imaging meeting on 1 
June 2011 whether it is helpful to 
add a note about fluoroscopy. 
7 July 2011. Search for guidelines 
on fluoroscopy used when providing 
treatment with epidural steroid 
injections.  

11 July to 10 August 2011. E-mail 
correspondence of the subcommittee. 
Reviewed recommendations from G2b 
(update seed guideline), two CPGs22,23 and 
four case series studies24–27 referenced in 
CPG.22 
10 August 2011. Decision to add a statement 
that fluoroscopy does improve/verify 
accuracy and that even in the most 
experienced hands epidural injections can be 
misplaced. 

Pain specialist 
Pain management and psychology 
HTA research 

12 August 2011. Accepted by SC. 
 
SR (G6) 

http://nationalpaincentre.mcmaster.ca/opioid/�
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Referral for surgical 
opinion on spinal 
fusion 
New recommendation  
E1 (UK)** 

28 January 2011. Update Committee 
face-to-face meeting. Decision to 
use the information from the 
excluded UK CPG57 as expert 
opinion. Defer for spinal surgeon 
input. 

1 June 2011. Diagnostic imaging meeting. 
Reviewed recommendation developed based 
on the recommendation from UK CPG.57 

Osteopathic physician 
Pain management and psychology 
Practicing family physician 
Radiologist 
Spine surgeon 
HTA research 

12 August 2011. Accepted by SC. 
 
EO (GDG)  

Selective serotonin 
reuptake inhibitors 
(SSRIs) 
New recommendation  

28 January 2011. Update Committee 
face-to-face meeting. Add 
recommendation on selective 
serotonin reuptake inhibitors (SSRI). 
Consult with psychiatrist about 
SSRIs. 
May 2011. Supplementary search 
for SRs on SSRIs.§ 
July to August 2011. Under review 
by a subcommittee of 
pharmaceutical experts and 
physicians. Two pharmacists were 
not part of the Update Committee. 

3 August 2011. Reviewed one SR.55,56 
New recommendation on selective serotonin 
reuptake inhibitors (SSRI): “do not do.” 

Pharmacy 
Practicing family physician 
Osteopathic physician 
HTA research 

24 August 2011. Accepted by SC. 
 
SR (IHE database) 

Motorized traction 
New recommendation 
E1 (UK)** 

28 January 2011. Update Committee 
face-to-face meeting. Review one 
SR60 referenced in the excluded UK 
guideline.57 Supplementary search 
for SRs on traction.§ 
24 March 2011. Update Committee 
meeting. Review SRs more closely 
regarding potential evidence for 
harm. 

18 March 2011. Reviewed two SRs.60,61 The 
evidence is equivocal, but there are some 
reports of adverse effects. Drafted 
recommendation. Label “do not do.” 

3 June 2011. Subcommittee reviewed SRs 
and decided to keep recommendation as is. 

Osteopathic physician 
Pain management and psychology 
HTA research 

10 June 2011. Accepted by SC. 
 
SR (IHE database) 

Prolotherapy 
(do—TOP CPG 2009) 
G6 (Alberta Canada) 

13 July 2011. SC. Reevaluate 
research evidence. Check whether a 
Cochrane review on prolotherapy 
has been published recently. 

NA 
The Cochrane review on prolotherapy 
published in 2007,59 which was referenced 
by the seed guideline G6, was updated; the 
literature search conducted in July 2009 
found no new randomized controlled trials to 
include in the review. Cochrane review 
conclusions are status quo. 

NA 22 July 2011. SC: Split 
recommendation. 
Prolotherapy is not recommended as 
a sole treatment (“do not do”). 
SR (G6) 

   Prolotherapy as an adjunct 
treatment. Change from “do” to “do 
not know,” the original 
recommendation from TOP CPG 
2009. 
EO (G6) 
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Lumbar discography 
as a diagnostic test 
New recommendation 

January to March 2011. 
Supplementary search for SRs on 
discography as a diagnostic test.§ 
18 March 2011. Review three SRs 
initially excluded; check for 
information on adverse events. 

18 March 2011. No SR was found by 
literature search to respond to predefined 
inclusion criteria. 
10 June 2011. Reviewed two SRs.62,63 One 
SR64 does not focus on discography as 
diagnostic test. Decision to label “do not 
know.” 

Osteopathic physician 
Pain management and psychology 
HTA research 

10 June 2011. Approved as “do not 
know” by SC. 
 
SR (IHE database) 

Therapeutic 
ultrasound 
New recommendation 
E1 (UK)** 

28 January 2011. Update Committee 
face-to-face meeting. Supplementary 
search for SRs on therapeutic 
ultrasound.§ 
May 2011. New published SR 
referenced by member of the Update 
Committee. 

11 May 2011. Reviewed one old SR,18,19 
decision to recommend against the 
intervention (“do not do”). 
22 July 2011. New SR21 reviewed, 
recommendation unchanged. 

Osteopathic physician 
Pain management and psychology 
Rehabilitation/Physical therapist 
HTA research 

22 July 2011. Decision to label “do 
not do” by SC. 
 
SR (IHE database) 

Low level laser 
therapy 
New recommendation 
G1 (USA) 

January to March 2011. 
Supplementary search for SRs on 
low level laser therapy.§ 
28 January 2011. Update Committee 
face-to-face meeting. Check for new 
SRs.§ 

11 May 2011. Reviewed one SR.41 
Recommendation “do not know,” due to 
insufficient evidence. 

Osteopathic physician 
Pain management and psychology 
Rehabilitation/Physical therapist 
HTA research 

18 May 2011. Approved as “do not 
know” by Update Committee. 
 
SR (IHE database) 

Spa therapy 
New recommendation 

16 February 2011. SC member 
meeting. Review one SR on spa 
therapy identified by the search 
conducted for aquatic exercise.§  
24 March 2011. Update Committee. 
Add definition spa therapy in the 
Glossary.† 

18 March 2011. Reviewed one SR.65 There is 
some evidence that spa therapy may be 
effective for treating patients with chronic 
LBP. 

Osteopathic physician 
Pain management and psychology 
HTA research 

24 March 2011. Accepted by the 
Update Committee. 
22 July 2011. Accepted as “do not 
know” by the SC. 
 
SR (IHE database) 

Spinal manipulation 
(do not know—TOP 
CPG 2009) 
G6 (Alberta Canada) 

January to March 2011. 
Supplementary search for SRs on 
spinal manipulation/manual 
therapy.§ 
22 March 2011. SC member 
meeting. Referenced a new 
published SR66,67 for review. 
18 May 2011. Update Committee 
meeting. Review the quality of SR;68 
use GRADE approach. 

18 March 2011. Reviewed one SR.68 Change 
title to spinal manipulative treatment (SMT) 
or spinal mobilization (MOB). Decision to 
involve rehabilitation/ physical therapist and 
review again. 

Osteopathic physician 
Pain management and psychology 
HTA research 

18 July 2011. Accepted as “do not 
know” by the SC. 
 
SR (G6, IHE database) 

22 March to 20 April 2011. E-mail 
correspondence; review one new SR.66,67 Pools 
results from various spinal manipulative therapy 
interventions: manipulation, mobilization, other 
interventions: naprapathy (manipulation, 
mobilization, massage, stretching), traditional 
bone setting, orthomanual or osteopathic 
therapy, bone setting including mobilization, 
etc. Focuses on patients with subacute and 
chronic LBP. No separate results provided for 
chronic LBP. 
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  11 May 2011. Reviewed one SR.68 Drafted 
recommendation: The preponderance/the 
balance of the evidence for efficacy, 
including recent high-quality trials, and the 
estimated very low risk of serious adverse 
events, support SMT and MOB as viable 
options for the treatment of chronic LBP. 
SMT and MOB are at least as effective as 
other efficacious and commonly used 
interventions. 

Osteopathic physician 
Pain management and psychology 
Rehabilitation/Physical therapist 
HTA research 

 

10 June 2011. Reviewed one SR,68 including 
the evidence-grading by authors and by the 
Ambassador research team. GRADE 
approach will not provide more information. 
Most of the RCTs included in the review are 
of poor quality, include a small number of 
participants and provide inconsistency of 
results. Decision: status quo; 
recommendation, “do not know.” 

Osteopathic physician 
Pain management and psychology 
HTA research 

Buprenorphine 
transdermal system  
New recommendation 

24 March 2011. Update Committee 
meeting. Investigate whether the 
new treatment buprenorphine 
transdermal system should be added 
to the opioids section. Review two 
RCTs referenced by pharmacist, 
member of the Update Committee. 

13 May 2011. Reviewed two RCTs.69,70 
There is not enough research evidence to 
make a recommendation. 

Pain specialist 
Pharmacist 
HTA research 

18 May 2011. Accepted as “do not 
know” by Update Committee. 
 
EO (GDG) 

Serotonin–
norepinephrine 
reuptake inhibitors 
(SNRIs) 
Venlafaxine and 
duloxetine 
New recommendation 
(medication table)  

May 2011. Supplementary search 
for SRs on SNRIs (venlafaxine and 
duloxetine).§ 
July to August 2011. Medication 
table under review by a 
subcommittee of pharmaceutical 
experts and physicians. Two 
pharmacists were not part of the 
Update Committee. 

3 August 2011. No SR was found of 
venlafaxine and duloxetine for patients with 
chronic LBP. SNRIs are recommended based 
on expert opinion. Add SNRIs to neuropathic 
pain section in the medication table as third 
or fourth line. One SR71 on duloxetine for 
treating neuropathy or chronic pain was 
published in 2009, however, it does not focus 
on LBP. Presently, duloxetine is covered 
only for diabetic peripheral neuropathic pain. 
Add recommendation on duloxetine as “do 
not know,” due to insufficient evidence (no 
published SR that focuses on LBP). 

Pharmacy 
Practicing family physician 
Osteopathic physician 
HTA research 

24 August 2011. Duloxetine: 
Approved as “do not know” by SC.   
EO (GDG)  

Interferential current 
therapy 
New recommendation 

28 January 2011. Update Committee 
face-to-face meeting. Supplementary 
search for SRs on interferential 
current therapy.§ 

11 May 2011. No SR was found to respond 
to predefined inclusion criteria. 
Subcommittee determined this is a “do not 
know,” due to insufficient evidence. 

Osteopathic physician 
Pain management and psychology 
Rehabilitation/Physical therapist 
HTA research 

May 18, 2011. Approved as “do not 
know” by Update Committee. 
 
EO (GDG) 
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Intramuscular 
stimulation 
New recommendation 

January to March 2011. 
Supplementary search for SRs on 
intramuscular stimulation.§ 

11 May 2011. No SR was found to respond 
to predefined inclusion criteria. 
Subcommittee determined this is a “do not 
know,” due to insufficient evidence. 

Osteopathic physician 
Pain management and psychology 
Rehabilitation/Physical therapist 
HTA research 

18 May 2011. Approved as “do not 
know” by Update Committee. 
 
EO (GDG)  

Topical NSAIDs 
New recommendation 

28 January 2011. Update Committee 
face-to-face meeting. Supplementary 
search for SRs on topical NSAIDs.§ 

July to August 2011. Under review 
by a subcommittee of physicians 
and pharmaceutical experts. Two 
pharmacists were not part of the 
Update Committee. 

3 August 2011. No SR was found on topical 
NSAIDs for chronic LBP. Recommendation 
“do not know,” due to insufficient evidence. 

Pharmacy 
Practicing family physician 
Osteopathic physician 
HTA research 

18 August 2011. Approved as “do 
not know” by SC. 
 
EO (GDG) 

Touch therapy 
New recommendation 

January to March 2011. 
Supplementary search for SRs on 
touch therapy.§ 

18 March 2011. No SR was found on touch 
therapy for chronic LBP. Recommendation 
“do not know,” due to insufficient evidence. 

Osteopathic physician 
Pain management and psychology 
HTA research 

24 March 2011. Approved as “do 
not know” by Update Committee. 
 
EO (GDG) 

Gabapentin and 
pregabalin 
(TOP CPG 2009 
medication table) 

28 January 2011. Update Committee 
face-to-face meeting. Review 
medication table.  
May 2011. Supplementary search 
for SRs on gabapentin and 
pregabalin.§ Check the coverage of 
pregabalin at the provincial level. 
July to August 2011. Under review 
by a subcommittee of 
pharmaceutical experts and 
physicians. Two pharmacists were 
not part of the Update Committee. 

3 August 2011. No SR was found of 
gabapentin and pregabalin for chronic 
neuropathic LBP. Keep both drugs in the 
medication table. Add note that, on occasion, 
other agents are successfully used. At this 
time, the provincial formulary does not cover 
pregabalin. 

Pharmacy 
Practicing family physician 
Osteopathic physician 
HTA research 

24 August 2011. Approved by SC. 

Radiofrequency 
neurotomy 
New recommendation 

January to March 2011. 
Supplementary search for SRs on 
radiofrequency neurotomy.§ 

11 May 2011. Reviewed two SRs72,73 on 
radiofrequency neurotomy for chronic LBP. 
Treatment determined as “do not know,” due 
to insufficient evidence. 

Osteopathic physician 
Pain management and psychology 
HTA research 

17 June 2011. SC decision to 
remove the recommendation. 

Patient preferences 
New recommendation  

28 January 2011. Update Committee 
face-to-face meeting. Review 
recommendations from the Alberta 
Health Act consultation report 
“Putting People First,” and decide 
what needs to be included in the 
guideline.  

NA 
Revised by SC members. 

NA 18 August 2011. SC decision to 
include the statement in the 
introductory section of the Alberta 
guideline, 2nd Edition.  
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IHE - Institute of Health Economics; NA – not applicable (i.e., no parking lot items or other miscellaneous requests); RCT – randomized controlled trial; SC – Steering Committee (see role and 
membership in Appendices A and B); SR – systematic review; TOP – Toward Optimized Practice; Update Committee (see role and membership in Appendices A and B) 
Parking lot item—Any activity that involved review of individual studies referenced in the seed guideline(s), systematic reviews published between January 2002 and December 2010, or other 
requests that were required by the Update Committee before a final decision could be made. 
*Interventions are listed in the same order in which they are written in the Alberta CPG. Original recommendations from the seed guidelines are listed in Appendix J. 
†See Glossary in Appendix J, Table J.2 and Appendix O. 
‡Detailed information on the searches conducted and on data extraction from studies is available upon request. 
§The systematic search included systematic reviews focused on low back pain that were published between January 2002 and December 2010. 
║References for the seed guidelines are available in Appendix H. 
#The number of SRs may vary if there were multiple publications of the same study.  
**The reference for E1 is available in Appendix D, Table D.4. This guideline was subsequently excluded after review by the Update Committee, but its recommendations had already been tabulated 
and the information was kept in the inventory tables as reference material at the request of the Update Committee.  
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Table K.4: List of systematic reviews found in the IHE database for new drugs  
        and interventions listed in the medication table from the Alberta CPG,  
        1st Edition 

Medication/Type of Back Pain Systematic Reviews‡ 

Acetaminophen/paracetamol  
(acute and chronic LBP)* 

Davies RA, Maher CG, Hancock MJ. A systematic review of paracetamol for non-
specific low back pain. European Spine Journal 2008;17(11):1423–30. 
Roelofs PD, Deyo RA, Koes BW, Scholten RJ, van Tulder MW. Non-steroidal anti-
inflammatory drugs for low back pain. Cochrane Databaseof Systematic Reviews 
2008;(1):CD000396. 
Roelofs PD, Deyo RA, Koes BW, Scholten RJ, van Tulder MW. Nonsteroidal anti-
inflammatory drugs for low back pain: an updated Cochrane review. Spine 
2008;33(16):1766–74. 

NSAIDs: diclofenac and ibuprofen  
(acute and chronic LBP)* 

Roelofs PD, Deyo RA, Koes BW, Scholten RJ, van Tulder MW. Non-steroidal anti-
inflammatory drugs for low back pain. Cochrane Databaseof Systematic Reviews 
2008;(1):CD000396. 
Roelofs PD, Deyo RA, Koes BW, Scholten RJ, van Tulder MW. Nonsteroidal anti-
inflammatory drugs for low back pain: an updated Cochrane review. Spine 
2008;33(16):1766–74. 

Muscle relaxants: cyclobenzaprine  
(acute and chronic LBP)* 

van Tulder MW, Touray T, Furlan AD, Solway S, Bouter LM. Muscle relaxants for non-
specific low-back pain. Cochrane Database of Systematic Reviews 2003(4):CD004252. 

Opioids 
(chronic LBP)* 

Kuijpers T, van Middelkoop M., Rubinstein SM, Ostelo R, Verhagen A, Koes BW, et al. 
A systematic review on the effectiveness of pharmacological interventions for chronic 
non-specific low-back pain. European Spine Journal 2010. 
Martell BA, O'Connor PG, Kerns RD, Becker WC, Morales KH, Kosten TR, et al. 
Systematic review: opioid treatment for chronic back pain: prevalence, efficacy, and 
association with addiction. Annals of Internal Medicine 2007;146(2):116–27. 

Tricyclic antidepressants: 
amitriptyline and nortriptyline  
(chronic LBP)* 

Schnitzer TJ, Ferraro A, Hunsche E, Kong SX. A comprehensive review of clinical trials 
on the efficacy and safety of drugs for the treatment of low back pain. Journal of Pain and 
Symptom Management 2004;28(1):72–95. 

Trazodone  
(somatic or radicular [neuropathic] 
LBP)* 

Urquhart DM, Hoving JL, Assendelft WW, Roland M, van Tulder MW. Antidepressants 
for non-specific low back pain. Cochrane Database of Systematic Reviews 
2008;(1):CD001703. 

Anticonvulsants: gabapentin and 
pregabalin* 

– 

Mirtazapine* – 

Selective serotonin reuptake 
inhibitors (SSRIs)  
(chronic LBP)† 

Urquhart DM, Hoving JL, Assendelft WW, Roland M, van Tulder MW. Antidepressants 
for non-specific low back pain. Cochrane Database of Systematic Reviews 
2008;(1):CD001703. 

COX-2 inhibitors  
(acute and chronic LBP)† 

Roelofs PD, Deyo RA, Koes BW, Scholten RJ, van Tulder MW. Non-steroidal anti-
inflammatory drugs for low back pain. Cochrane Database of Systematic Reviews 
2008;(1):CD000396. 
Roelofs PD, Deyo RA, Koes BW, Scholten RJ, van Tulder MW. Nonsteroidal anti-
inflammatory drugs for low back pain: an updated Cochrane review. Spine 
2008;33(16):1766–74. 

Topical NSAIDs (acute and chronic 
LBP)† 

Roelofs PD, Deyo RA, Koes BW, Scholten RJ, van Tulder MW. Non-steroidal anti-
inflammatory drugs for low back pain. Cochrane Database of Systematic Reviews 
2008;(1):CD000396. 
Roelofs PD, Deyo RA, Koes BW, Scholten RJ, van Tulder MW. Nonsteroidal anti-
inflammatory drugs for low back pain: an updated Cochrane review. Spine 
2008;33(16):1766–74. 
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Table K.4: List of systematic reviews found in the IHE database for new drugs 
        and interventions listed in the medication table from the Alberta CPG,  
        1st Edition (cont’d) 
 

Medication/Type of Back Pain Systematic Reviews 

Venlafaxine† – 

Duloxetine† – 
*Medications included in the medication table of the Alberta CPG, 1st Edition. 
†New drugs. 
‡For details on the literature search strategy, general inclusion criteria, and literature selection process, see Sections B and D of 
Appendix M. 
Note: The full evidence summary document is available upon request. 
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APPENDIX L: LIST OF NEW AND REVISED RECOMMENDATIONS IN THE 
ALBERTA GUIDELINE, 2ND EDITION 

 
Prevention of occurrence and recurrence of low back pain 
Lumbar supports Changed from “Do not know”  
Acute and subacute low back pain 
Diagnostic triage/Ankylosing spondylitis  New recommendation   
Referral for magnetic resonance imaging and possible 
surgical opinion for radiculopathy New recommendation  

Therapeutic ultrasound New recommendation   

Systemic steroids New recommendation   
Epidural steroids Changed from “Do not do” for radicular pain  ? 
Multidisciplinary treatment programs Changed from “Do” for acute LBP ? 
Narcotic analgesics (opioids) Changed from “Do”  ? 
Adjuvant therapies: anticonvulsants New recommendation  ? 
Back schools Changed from “Do not do”  ? 
Herbal medicine  New recommendation  ? 
Low-level laser therapy New recommendation ? 
Massage therapy Changed from “Do not do”  ? 
Modified work duties for facilitating return to work New recommendation ? 
Operant conditioning provided by a physiotherapist New recommendation ? 
Short-wave diathermy New recommendation ? 
Topical non-steroidal anti-inflammatory drugs  New recommendation ? 
Interferential current therapy New recommendation ? 
Touch therapies  New recommendation ? 
Yoga therapy New recommendation ? 
Chronic low back pain 
Therapeutic aquatic exercise New recommendation   
Yoga therapy (Viniyoga & Iyengar) New recommendation   
Non-steroidal anti-inflammatory drugs  Added proton pump inhibitors recommendation   
Herbal medicine New recommendation   
Injection therapy New recommendation   
Referral for surgical opinion on spinal fusion New recommendation   

Selective serotonin reuptake inhibitors New recommendation   

Motorized traction New recommendation   

Prolotherapy* Changed from “Do”  &? 

Transcutaneous electrical nerve stimulation*  Changed from “Do”  &? 
Lumbar discography as a diagnostic test New recommendation  ? 
Therapeutic ultrasound New recommendation  ? 
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Buprenorphine transdermal system  New recommendation ? 
Low-level laser therapy New recommendation ? 
Spa therapy New recommendation ? 
Intramuscular stimulation New recommendation ? 
Interferential current therapy New recommendation ? 
Topical non-steroidal anti-inflammatory drugs  New recommendation ? 
Touch therapies New recommendation ? 

*Changed to “Do Not Do” for sole treatment and “Do not know” for combined treatment 
 – Do;  – Do not do; ? – Do not know. 
“Do not know” refers to lack of evidence or conflicting or equivocal results from published literature 
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APPENDIX M: SAMPLE OF THE ADDITIONAL INFORMATION PROVIDED 
TO THE UPDATE COMMITTEE AND SUBCOMMITTEES 

 
AMBASSADOR PROGRAM – LBP UPDATE PARKING LOT ITEMS 

 
MASSAGE THERAPY 

 
Massage therapy recommendations 
 
TOP guideline (p. 9) (Based on G4) (one systematic review and four guidelines) 
Massage therapy is not recommended as a treatment for acute low back pain. 
________________________________________________________________________________________________________ 
 
G1a, b (USA) (G1a. p. W120; G1b. p. 495) (two systematic reviews; one of them, Furlan et al. (2004), is referenced in G4) 
Evidence is insufficient to determine efficacy of massage for acute low back pain (pain <4 weeks’ duration).  
Massage is defined as soft tissue manipulation, using the hands or a mechanical device, through a variety of specific methods. The 
pressure and intensity used in different massage techniques vary widely. 

 

Guideline Update Committee Meeting, 28 January 2011. 
Question:  
Research team to review systematic reviews referenced in G1a and b, and to search IHE database 
for new systematic reviews. Keep current recommendation if nothing new found.  

Action:  
Subcommittee to review systematic reviews cited in G1a and b, and any others identified in the 
IHE database. 

Subcommittee:  
Three members of the Update Committee (including both co-Chairs) and one member of the 
Research Team.  
 
Additional information on massage therapy for acute and subacute (<12 
weeks’ duration) low back pain 

Section A 

Table M.1 provides information abstracted from two quasi-systematic reviews referenced in the 
seed guideline G1 (USA): Chou R, Qaseem A, Snow V, Casey D, Cross T, Shekelle P, et al. for 
the Clinical Efficacy Assessment Subcommittee of the American College of Physicians and the 
American College of Physicians/American Pain Society Low Back Pain Guidelines Panel. 
Diagnosis and Treatment of Low Back Pain: A Joint Clinical Practice Guideline from the 
American College of Physicians and the American Pain Society. Annals of Internal Medicine 
2007;147(7):478–91. (Table M.1). 
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Section B 

Table M.2 provides information abstracted from the systematic reviews retrieved from a literature 
search (Section D) conducted by the IHE librarians. 

Section C 

Table M.3 provides a summary of excluded reviews. 

Section D 

Table M.4 provides information from the original literature research conducted by the IHE 
librarians. 
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Section A 
Table M.1: Summary of data from systematic reviews on massage therapy for acute and subacute low back pain (LBP) cited in G1a, b 

Review  Summary  

Cherkin DC, Sherman KJ, Deyo RA, Shekelle 
PG. A review of the evidence for the 
effectiveness, safety, and cost of acupuncture, 
massage therapy, and spinal manipulation for 
back pain. Annals of Internal Medicine 
2003;138(11):898–907. 
 
Cited in G1a,b (USA)* 

Review of systematic reviews and new published randomized controlled trials. Not a systematic review. No critical appraisal 
of the included studies. 
Does not provide separate analysis for acute and subacute LBP. Age of the population not stated. 
Authors’ conclusion: 
Initial studies have found therapeutic massage to be effective for persistent back pain. 
Although some forms of massage involve substantial force, massage is generally considered to have few adverse effects. 
Possible contraindications for massage include deep venous trombosis, burns, skin infections, eczema, open wounds, bone 
fractures, and advanced osteoporosis; however reports of serious adverse effects (such as bone fractures and liver rupture) 
are extremely rare. Some patients may have allergic reactions to oils used by massage therapists. 

Furlan AD, Brosseau L, Imamura M, Irvin E. 
Massage for low-back pain: a systematic review 
within the framework of the Cochrane 
Collaboration Back Review Group. Spine 
2002;27(17):1896–910. 
 
Cited in G1a,b (USA)* and G4 (Europe)† 

Systematic review. 
Was updated by the same authors in 2008. See Table M.2. 
Studies included: 

- Acute LBP: one quasi-RCT study (quality score: poor) published in 1984, population adults, duration of pain <14 
days. Note: the study was excluded from the update review because the massage therapy was not judged to be 
appropriately delivered as it is in practice—it uses massage as a control group for another active intervention. 
Authors’ conclusion: no difference between the groups in any outcome assessment. Both treated and control 
patients (faradic current group) improved rapidly during observed period. 

- Subacute and chronic LBP: Two RCTs, without providing separate results for subacute LBP. 

*G1a (USA): Chou R, Qaseem A, Snow V, Casey D, Cross T, Shekelle P, et al., for the Clinical Efficacy Assessment Subcommittee of the American College of Physicians and 
the American College of Physicians/American Pain Society Low Back Pain Guidelines Panel. Diagnosis and treatment of low back pain: A joint clinical practice guideline from 
the American College of Physicians and the American Pain Society. Annals of Internal Medicine 2007 Oct 2;147(7):478–91. Available from: 
www.annals.org/content/147/7/478.full.pdf+html (accessed 14 May 2012) 

G1b (USA): Chou R, Huffman LH. Nonpharmacologic therapies for acute and chronic low back pain: A review of the evidence for an American Pain Society/American College 
of Physicians Clinical Practice Guideline. Annals of Internal Medicine 2007;147(7):492–504. Available from: www.annals.org/content/147/7/492.full.pdf+html (accessed 14 May 
2012). 
†G4 (Europe): van Tulder M, Becker A, Bekkering T, Breen A, Carter T, Gil del Real MT, et al., on behalf of the COST B13 Working Group on Guidelines for the Management 
of Acute Low Back Pain in Primary Care. European guidelines for the management of acute nonspecific low back pain in primary care. Brussels: European Commission Research 
Directorate General; 2004. Available from: www.backpaineurope.org/web/files/WG1_Guidelines.pdf (accessed 11 May 2012). 
.
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Section B 
Systematic Reviews on Massage Therapy Retrieved by the IHE 
Literature Search 
Inclusion criteria 

• Intervention. Massage therapy 

• Condition. Acute and subacute nonmalignant, nonspecific low back pain. Duration of pain 
defined as: 

- acute and subacute pain: pain <12 weeks (The International Association for the 
Study of Pain [IASP] definition) 

• Target population. Patients 18 years of age or older. Reviews that refer to adult patients 
without providing a specific age range were also included. 

• Type of study. Systematic reviews focused on one or multiple interventions for the 
treatment of low back pain. An article was deemed to be a systematic review if it met all 
of the following criteria, as defined by Cook et al.:

1
 

- focused clinical question 

- explicit search strategy 

- use of explicit, reproducible, and uniformly applied criteria for article selection 

- critical appraisal of the included studies 

- qualitative or quantitative data synthesis 

• Publication limits: from October 2003 onward 

• Language: English 

Exclusion criteria 
• Systematic reviews focused on inpatient treatments such as surgical therapies. 

• Systematic reviews focused on diagnosis or treatment of specific causes for low back pain 
such as referred pain (from abdomen, kidney, ovary, pelvis, bladder), inflammatory 
conditions (rheumatoid arthritis, ankylosing spondylitis), infections (neuralgia post-
herpetic, discitis, osteomyelitis, epidural abscess), degenerative and structural changes 
(spondylosis, spondylolisthesis, gross scoliosis, and/or kyphosis), fracture, neoplasm, 
metabolic bone disease (osteoporosis, osteomalacia, Paget’s disease). 

• Quasi-systematic reviews and narrative reviews. A review was considered to be quasi-
systematic if it used a systematic search strategy to identify literature, but did not use a 
quality tool or checklist to critically appraise the included studies. Narrative reviews were 
evidence syntheses that reported neither a systematic search strategy nor a method of 
appraising the quality of the included studies. 
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Literature selection process 
Articles were excluded that, on the basis of their abstract, clearly did not meet the inclusion 
criteria. Copies of the full text of potentially eligible studies were retrieved. In some cases, when 
the full text of the article was retrieved, closer examination revealed that it did not meet the 
inclusion criteria specified by the protocol. Consequently these papers were excluded (Section C, 
Table M.3). 

When two or more systematic reviews had identical comparators and patient populations, only 
the most recently published review was included, unless it was less comprehensive and of poorer 
quality than the earlier review. 

For reference, when there were no systematic reviews available on the topic of interest, a 
summary of the conclusions from excluded quasi-systematic reviews regarding lumbar 
supports/back belts was provided, when available. 

Literature search strategy 
The abstracts of English language articles of possible systematic reviews focused on low back 
pain published between January 2002 and December 2010 were reviewed. The search strategy is 
outlined in Appendix 2. Only systematic reviews published between October 2003 and December 
2010 were considered for inclusion, as the searches conducted for the G4 (Europe) seed 
guideline2 for acute and subacute LBP covered the period from 1966 to October 2003. 
References 
1. Cook DJ, Mulrow CD, Haynes RB. Systematic reviews: synthesis of best evidence for 

clinical decisions. Annals of Internal Medicine 1997;126(5):376–80. 

2. G4 (Europe): van Tulder M, Becker A, Bekkering T, Breen A, Carter T, Gil del Real MT, 
et al. on behalf of the COST B13 Working Group on Guidelines for the Management of 
Acute Low Back Pain in Primary Care. European guidelines for the management of acute 
nonspecific low back pain in primary care. Brussels: European Commission Research 
Directorate General; 2004. Available from: 
www.backpaineurope.org/web/files/WG1_Guidelines.pdf (accessed 7 May 2012). 
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Table M.2: Summary of data from systematic reviews on massage therapy for acute (<4 weeks’ duration) low back pain 

Review Study Population 
Comparison/Outcome/ 

Intervention Details Relevant Results/Authors’ Conclusions* 

Furlan et al. (2008)1,2  

Objective: 
To assess the effectiveness 
of massage thereapy in 
patients with nonspecific 
low back pain (LBP)* 
Studies reviewed: 
13 randomized controlled 
trials (RCTs); one RCT 
focused on acute LBP 
(published in Hong Kong, 
China, 2004); the other 
RCTs included patients 
with subacute and chronic 
low back pain or chronic 
low back pain 
Financial support: 
Internal, Institute for 
Work & Health, Canada 

Included patients: 
Total number:  
N13RCTs=1596; nRCTacute LBP*= 61 
(nintervention=32; ncontrol=29)  
Condition*:  
Acute nonspecific LBP, duration 
of pain <4 weeks 
Age*: 
Adults, mean age: 45.81 years 
Race*: Not stated, but assume 
all Chinese 
Exclusion criteria: 
RCTs that included subjects with 
specific cause of LBP: infection, 
neoplasm, metastasis, 
osteoporosis, rheumatoid 
arthritis, fracture, inflammatory 
process, or radicular syndrome 

Intervention: 
Massage defined as soft-tissue manipulation 
using hands or a mechanical device 
Massage technique:* Acupressure consisting of 
the application of a light to medium finger press 
with 3% lavender oil, with grape seed oil as the 
massage lubricant on eight (four bilateral) fixed 
acupoints for 2 minutes each: San-Jiao-Shu 
(UB22), Shen-Shu (UB23), Da-Chang-Shu 
(UB25), and Wei-Zhong (UB40); for 35 to 40 
minutes, eight times over a 3-week period. 
Before massage: 10 minutes relaxation with a 
digital Electronic Muscle Stimulator delivered 
by five pairs of electrode pads on five bilateral 
acupoints. 
Comparisons:* 
Usual care only (not described in detail). 
Outcomes measured:* 
Primary outcome: Pain 
Secondary outcomes: Function, adverse events 
Provider:* 
Nurse trained in Chinese Medicinal Nursing. 
Precision of the acupressure was confirmed by 
deqi. 
Setting:* 
Community centre, old-age home and Women’s 
Workers Association 

Efficacy/Effectiveness (acute LBP):* 
Massage as a component of a combined therapy (where 
the effects of massage could be extracted separately, or the 
addition of massage was compared to the other treatments 
without massage): 
One RCT with a high risk of bias (n=61) showed that 
acupuncture massage added to a course of usual care was 
better than usual care alone for measures of pain in the 
short-term follow-up but not for measures of function in 
short-term follow-up (Follow-up: 1 week?). The 
acupuncture massage group had 39% greater reduction in 
pain intensity than the usual care group at 1 week after the 
end of treatment (p=0.0001). There was no statistically 
significant difference in measures of daily activities 
between the two groups. 
Safety*: No adverse events observed. 
Comments: Authors do not provide separate results of 
massage for acute, subacute, and chronic LBP. No 
information is available from RCTs on populations with 
subacute LBP. Three RCTs included mixed population of 
subacute and chronic LBP. 
In the RCT focusing on acute LBP the treatment group 
received relaxation acupoint stimulation with electrodes 
followed by acupressure. 
The authors of the review identified the following flaws of 
the RCT on acute LBP: no report on allocation 
concealment, patients and providers not blinded to 
intervention and assessment; co-intervention not described, 
16% lost to follow-up.  

1Furlan AD, Imamura M, Dryden T, Irvin E. Massage for low-back pain. Cochrane Database of Systematic Reviews 2008(4):CD001929. 
2Furlan AD, Imamura M, Dryden T, Irvin E. Massage for low back pain: an updated systematic review within the framework of the cochrane back review group. Spine 2009; 
34(16):1669–1684. Update of the systematic review cited in G1 (USA). 
*Only results related to acute LBP (one RCT) have been extracted. 
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Section C 
Table M.3: Summary of excluded reviews on massage therapy for acute and subacute (pain <12 weeks’ duration) 

low back pain (LBP) (listed in alphabetical order of first author) 

Study Study Type Reason for Exclusion 

Brown M, Hay-Smith J, Dean S, Taylor W. Comments on 
article by Lewis and Johnson: The clinical effectiveness of 
therapeutic massage for musculoskeletal pain: a systematic 
review. Physiotherapy 2007;93(1):78–9. 

Letter  Not a systematic review. Comments on systematic review by Lewis & Johnson (2006). 

Ernst E, Furlan A. A systematic review of massage for low 
back pain. Focus on Alternative & Complementary Therapies 
2003;8(1):58–9. 

Letter  Not a systematic review. Comments on systematic review by Furlan et al. (2002). 

Lewis M, Johnson MI. The clinical effectiveness of 
therapeutic massage for musculoskeletal pain: a systematic 
review. Physiotherapy 2006;92(3):146–158. 

Systematic review  The review focuses on multiple conditions, including LBP. Definition of pain duration and 
age of participants in the studies not stated. No separate analysis for studies on LBP. 

Louw Q, Morris L, Sklaar J. Evidence of physiotherapeutic 
interventions for acute LBP patients. South African Journal 
of Physiotherapy 2007;63(3):7–14. 

Review of 
systematic 
reviews 

Not a systematic review. 

Moyer CA, Rounds J, Hannum JW. A meta-analysis of 
massage therapy research. Psychological Bulletin 
2004;130(1):3–18. 

Quasi-systematic 
review  

Not a systematic review—no critical appraisal of the included studies. 
Does not focus on LBP. 
The review pooled results from studies on various conditions. 

Quittan M. Management of back pain. Disability and 
Rehabilitation 2002;24(8):423–434. 

Narrative review  Not a systematic review. 

Woodward AH. Re: Furlan AD, Imamura M, Dryden T, Irvin 
E . Massage for low back pain: an updated systematic review 
within the framework of the Cochrane Back Review Group. 
Spine 2010;35(7):843–844. 

Letter  Not a systematic review. Comments on systematic review by Furlan et al. (2008). 
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Section D 
The original literature search was conducted by the IHE research librarian between 3 May 2004 
and 21 May 2004, and the latest update search was conducted on 6 December 2010 (Table M.4). 

Medical Subject Headings (MeSH) relevant to this topic are: low back pain; back pain; pain, 
sacrococcygeal region; sciatica. 
Table M.4: Databases and search terms used in the search strategy 

Database  Search Date Search Terms 

Cochrane Database of 
Systematic Reviews  
(Wiley Interface) 

6 December 2010 ((sacral region OR lumbago) AND pain) OR low* back 
pain* OR LBP OR sciatica in Title, Abstract or 
Keywords 

PubMed 
www.pubmed.gov 

6 December 2010 #1: ((sacral region OR sacrococcygeal region OR 
lumbago) AND pain) OR ((low OR lower) AND back 
pain*) OR LBP OR sciatica 
#2: meta-analysis OR meta-anal* OR metaanal* OR 
quantitativ* review* OR quantitative* overview* OR 
systematic* review* OR systematic* overview* OR 
methodologic* review* OR methodologic* overview* 
OR (review* AND (Medline OR PubMed OR Embase 
OR Cinahl)) 
#3: #1 AND #2 OR (#1 AND (systematic[sb] OR meta-
analysis[pt])) 

CRD Databases  
(HTA and DARE only) 
www.crd.york.ac.uk/crdweb/ 

6 December 2010 ((sacral region OR lumbago) AND pain) OR low* back 
pain OR LBP OR sciatica 

ECRI HTAISDatabase 
www.ta.ecri.org/Topics/prod/ho
me/current.aspx 

26 August 2009 sacral region AND pain 
lumbago AND pain 
low back pain OR LBP OR sciatica 

AMED (Allied and 
Complementary Medicine) 
Ovid Licensed Resource 

6 December 2010 (((sacral region OR sacrococcygeal region OR lumbago) 
AND pain) OR low$ back pain$ OR LBP OR sciatica) 
AND (systematic review OR meta analysis OR 
technology assessment) 

CINAHL 
EBSCO Licensed Resource 

6 December 2010 #1: meta analy* OR review 
#2: ((sacral region OR sacrococcygeal region OR 
lumbago) AND pain) OR low$ back pain$ OR LBP OR 
sciatica 
#3  #1 AND #2 

EMBASE 
Ovid Licensed Resource 

6 December 2010 
[Week 48, 2010] 

#1: Ovid Systematic Review Search† 
#2: ((sacral region OR sacrococcygeal region OR 
lumbago) AND pain) OR low$ back pain$ OR LBP OR 
sciatica 
#3  #1 AND #2 
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Web of Science 
Licensed Resource 

8 December 2010 TS=(((sacral region OR lumbago) AND pain) OR low* 
back pain* OR LBP OR sciatica) 
AND  
TS=(meta-analysis OR meta-anal* OR metaanal* OR 
quantitativ* review* OR quantitative* overview* OR 
systematic* review* OR systematic* overview* OR 
methodologic* review* OR methodologic* overview*) 

PsycINFO 
Ovid Licensed Resource 

6 December 2010 
[November Week 
5, 2010] 

#1: Ovid Systematic Review Search† 
#2: ((sacral region OR sacrococcygeal region OR 
lumbago) AND pain) OR low$ back pain$ OR LBP OR 
sciatica 
#3  #1 AND #2 

AETMIS 
www.aetmis.gouv.qc.ca 

6 December 2010 Browsed list of publications 

CADTH 
www.cadth.ca/index.php/en/hta/r
eports-publications/search 

6 December 2010 Back pain; LBP; sciatica 

ICES 
www.ices.on.ca 

6 December 2010 sacral; lumbago; “low back pain”; “lower back pain”; 
LBP; sciatica 

NZHTA 
nzhta.chmeds.ac.nz 

June 2007 Stopped producing in June 2007 
Browsed publications list  

Rehabilitation Databases 

RehabData 
www.naric.com/research/rehab/d
efault.cfm 

8 December 2010 With all the words: low back pain 
With at least one of the words: review meta-analysis 
search Medline 

Cirrie Database of International 
Rehabilitation Research 
cirrie.buffalo.edu/search/index.p
hp 

8 December 2010 Subject: back pain AND 
Subject reviews 

PEDro: The Physiotherapy 
Evidence Database 
www.pedro.fhs.usyd.edu.au 

8 December 2010 Problem: pain 
Body Part: lumbar spine, sacroiliac joint or pelvis 
Method: systematic review 

OTSeeker 
www.otseeker.com 

8 December 2010 Keywords: (low OR lower) AND back pain  
Method: systematic reviews 

SPORTDiscus 
EBSCO Licensed Resource 

8 December 2010 (Low* back pain OR backache) AND (review OR 
Medline OR search OR meta analysis) 

Notes: 
Truncation: The * and $ symbols are truncation characters that retrieve possible suffix variations of the root word; 
e.g., surg* retrieves surgery, surgical, surgeon, etc. In databases accessed via the OVID platform the truncation 
character is $. Semicolons are used to indicate terms that were searched separately. 
Publication date limit: From January 2002 onward. 
†OVID Methodology Search Filter for Systematic Reviews Only (Used for EMBASE and PsycINFO): 
1 meta-analysis.pt. 
2 (meta-anal$ OR metaanal$).mp. 
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3 (((quantitativ$ adj3 review$1) OR quantitativ$) adj3 overview$).mp. 
4 (((systematic adj3 review$1) OR systematic) adj3 overview$1).mp. 
5 (((methodologic adj3 review$1) OR methodologic) adj3 overview$).mp. 
6 (integrat$ adj5 research).mp.  
7 (quantitativ$ adj3 synthes$).mp. 
8 OR/1-7 
9 review.pt. OR (review$ OR overview$).mp. 
10 (medline OR medlars OR pubmed OR index medicus OR embase OR cochrane).mp. 
11 (scisearch OR web of science OR psycinfo OR psychinfo OR cinahl OR cinhal).mp. 
12 (excerpta medica OR psychlit OR psyclit OR current contents OR science citation index OR sciences citation 
          index).mp. 
13 (hand search$ OR manual search$).mp. 
14 ((((electronic adj3 database$) OR bibliographic) adj3 database$) OR periodical index$).mp. 
15 (pooling OR pooled OR mantel haenszel).mp. 
16 (peto OR der simonian OR dersimonian OR fixed effect$).mp. 
17 ((combine$ OR combining) adj5 (data OR trial OR trials OR studies OR study OR result OR results)).mp. 
18 OR/10-17 
19 9 AND 18 
20 8 OR 19 
21 (hta$ OR health technology assessment$ OR biomedical technology assessment$).mp. 
22 technology assessment, biomedical/ OR biomedical technology assessment/ 
23 21 OR 22 
24 20 OR 23 
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APPENDIX N: SAMPLE OF THE DOCUMENT USED TO TRACK UPDATE COMMITTEE DELIBERATIONS 
Highlighting Yellow = New items or questions/outstanding items 

Summary of Recommendations – Treatment of Acute and Subacute LBP 

Item Guideline/Country/Synopsis of Recommendations 

Discussion/Decision  
(no change, revision of recommendation, 

subcommittee-parking lot) 
Recommendation: status quo or 

changes/Evidence source  

Prevention of occurrence and recurrence of low back pain 

Furniture—
Chairs  

TOP CPG 2009 (Alberta, Canada) (p. 5) (Based on CS, 
G5) 
? 
There is insufficient evidence to recommend for or against 
any specific chairs for prevention of low back pain.  

18 March 2011: Subcommittee meetin  
Research team: no new published systematic 
reviews were found that focus on mattresses 
for prevention of LBP.  
24 March 2011: Update Committee 
meeting: Status quo (“do not know”) 
accepted. 

Recommendation: status quo. 
There is insufficient evidence to recommend for or 
against any specific type of chair chairs for 
prevention of low back pain.  
CS (G5) 

Acute and subacute low back pain 

Back schools TOP CPG 2009 (Alberta, Canada) (p. 8) (Based on SR, 
G4)  

 
Back schools are not recommended for treatment of 
acute low back pain (pain <6 weeks). 
Back schools are programs of variable duration and 
intensity that include education about the anatomy and 
function of the back as well as training about specific 
therapeutic exercises. 

28 January 2011: Update Committee 
meeting: Look for more recent SR’s. 
Parking lot: Research team to review SRs 
referenced in G1 and check for new SRs 
(IHE database). Keep current 
recommendation if nothing new. 
15 March 2011: Research evidence 
reviewed by research team: one Cochrane SR 
(2004) was identified by the search.  
11 May 2011: Subcommittee meeting. 
Change recommendation from “do not do” to 
“do not know.” 
18 May 2011: Update Committee meeting: 
accepted as “do not know.” 

There is insufficient evidence to recommend for or 
against back schools for acute or subacute low 
back pain (see Glossary). 
SR (G1) 
Glossary: Back schools—An intervention 
consisting of education and a skills program, 
including exercise therapy, in which all lessons are 
given to groups of patients and supervised by a 
paramedical therapist or medical specialist. 

Discordant 
recommendation  

G1a, b (USA) (a. p. W120; b. p. 497, W139) 
Unable to estimate the net benefit of back schools for acute 
low back pain (acute and subacute pain <12 weeks’ 
duration). 

Chronic low back pain 

Intramuscular 
stimulation  

New intervention/recommendation  Steering Committee: Parking lot Research 
Team to search IHE database for SRs.  
28 January 2011:Update Committee 
meeting 
11 May 2011: Subcommittee meeting: No 
SR/ review was found.  
18 May 2011: Update Committee meeting: 
accepted as “do not know.” 

No evidence (SR) was found to support 
recommending intramuscular stimulation for 
chronic low back pain. 
EO (Update Committee) 

CPG: clinical practice guideline; CS: case series; EO: expert opinion; G1, G4, G5: seed guidelines (see references in Appendix H); SR: systematic review 
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APPENDIX O: GLOSSARY 

GLOSSARY OF TERMS USED IN THE ALBERTA CPG FOR THE EVIDENCE-INFORMED 
PRIMARY CARE MANAGEMENT OF LOW BACK PAIN, 2ND EDITION* 

Acupuncture  An intervention consisting of the insertion of needles at specific acupuncture points. 
Acute and subacute low 
back pain 

Pain present for fewer than 3 months. 

Back schools  An intervention consisting of education and a skills program, including exercise 
therapy, in which all lessons are given to groups of patients and supervised by a 
paramedical therapist or medical specialist. 

Behaviour treatment 
(BT) & 
Cognitive behavioural 
treatment (CBT)  

BT: There are three behavioural treatment approaches: operant, cognitive, and 
respondent. Each of these focuses on the modification of one of the three response 
systems that characterize emotional experiences: behaviour, cognition, and 
physiological reactivity. 
CBT: A range of therapies based on psychological models of human cognition, 
learning, and behaviour.  

Brief individualized 
educational 
interventions 

Individualized assessment and education about low back pain problems without 
supervised exercise therapy or other specific interventions. Brief educational 
interventions differ from back schools because they do not involve group education 
or supervised exercise. 

Chronic low back pain Pain present for more than 3 months. 

Exercise Therapeutic exercises are prescribed according to the results of an individual patient 
assessment, and recommendations are based on the specific impairments identified. 
Supervised exercise programs and formal home exercise regimens range from 
programs aimed at general physical fitness or aerobic exercise to programs aimed at 
muscle strengthening, flexibility, stretching, or different combinations of these 
elements. 

Functional restoration 
(also called physical 
conditioning, work 
hardening, or work 
conditioning) 

An intervention that involves simulated or actual work tests in a supervised 
environment in order to enhance job performance skills and improve strength, 
endurance, flexibility, and cardiovascular fitness in injured workers. 

Interdisciplinary 
rehabilitation (also 
called multidisciplinary 
therapy) 

An intervention that combines and coordinates physical, vocational, and behavioural 
components and is provided by multiple health care professionals who have different 
clinical backgrounds. The intensity and content of interdisciplinary therapy varies 
widely. 

Interferential current 
therapy 

The superficial application of a medium-frequency alternating current modulated to 
produce low frequencies up to 150 Hz. It is thought to increase blood flow to tissues 
and provide pain relief, and is considered more comfortable for patients than 
transcutaneous electrical nerve stimulation. 

Intramuscular 
stimulation 

Uses very thin needles to “dry needle” affected areas without the injection of any 
substance. IMS differs from acupuncture in its application because needle insertion is 
indicated by physical signs as opposed to the predetermined meridians of 
acupuncture. IMS is based on known scientific, neurophysiological principles. 
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Low-level laser therapy The superficial application to the skin of lasers at wavelengths between 632 and 904 
nm, in order to apply electromagnetic energy to soft tissue. Optimal treatment 
parameters (wavelength, dosage, dose-intensity, and type of laser) are uncertain. 

Lumbar provocation 
discography 

A procedure that is used to characterize the pathoanatomy and architecture of the 
intervertebral disc and to determine whether the intervertebral disc is a source of 
chronic low back pain. 

Lumbar supports  External devices designed to reduce spinal mobility. 

Massage Soft tissue manipulation, using the hands or a mechanical device, through a variety of 
specific methods. The pressure and intensity used in different massage techniques 
vary widely. 

Motorized traction  An intervention involving drawing or pulling in order to stretch the lumbar spine. 
Various methods are used, usually involving a harness around the lower rib cage and 
the iliac crest, with the pulling action done using free weights and a pulley, motorized 
equipment, inversion techniques, or an overhead harness. 

MRI Magnetic resonance imaging; an imaging technique used to image internal structures 
of the body, particularly the soft tissues, without use of radiation. 

Multidisciplinary 
therapy 
(multidisciplinary 
treatment programs)  

See Interdisciplinary rehabilitation. 

Nonspecific low back 
pain 

Pain occurring primarily in the back with no signs of a serious underlying condition 
(such as cancer, infection, or cauda equina syndrome), spinal stenosis or 
radiculopathy, or another specific spinal cause (such as vertebral compression 
fracture or ankylosing spondylitis). Degenerative changes on lumbar imaging are 
usually considered nonspecific, as they correlate poorly with symptoms. 

Osteopathic physician  A physician whose training incorporates the diagnosis, treatment, prevention and 
rehabilitation of musculoskeletal conditions. Osteopathic manual therapy, including 
manipulation, can be an important part of treatment. 

Physiotherapy-provided 
operant conditioning  

Operant conditioning is defined as a time contingent, graduated increase in activity, 
including goal setting and the education and reinforcement of positive pain 
behaviours, with the ultimate aim of decreasing disability and increasing function. 

Prevention of 
occurrence of low back 
pain 

Reduction of the incidence (first-time onset) of low back pain or the risk of new cases 
appearing, i.e., primary prevention. 

Prevention of recurrence 
of low back pain 

Reduction of the occurrence of a new episode of low back pain after a symptom-free 
period in patients who have previously experienced low back pain, i.e., secondary 
prevention. 

Progressive (muscle) 
relaxation  

A technique which involves the deliberate tensing and relaxation of muscles in order 
to facilitate the recognition and release of muscle tension. 

Prolotherapy  Injections of irritant solutions to strengthen lumbosacral ligaments. 
Proton pump inhibitor  A type of drug that reduces the production of stomach acid and is used to treat 

indigestion and stomach ulcers. 
Radiculopathy Dysfunction of a nerve root associated with pain, sensory impairment, weakness, or 

diminished deep tendon reflexes in a nerve root distribution. The most common 
symptom of lumbar radiculopathy is sciatica. Sciatica is defined as pain radiating 
down the leg below the knee in the distribution of the sciatic nerve, suggesting nerve 
root compromise due to mechanical pressure or inflammation. 
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Red flags Clinical (i.e., physical) features that may alert to the presence of serious but relatively 
uncommon conditions or diseases requiring evaluation. Such conditions include 
tumours, infection, fractures, and neurological damage/disease. 

Short-wave diathermy Therapeutic elevation of the temperature of deep tissues by application of short-wave 
electromagnetic radiation with a frequency range between 10 MHz and 100 MHz. 

Spa therapy An intervention involving several interventions, including mineral water bathing, 
usually with heated water, and other interventions such as massage and exercise, 
typically while staying at a spa resort. 

Spinal care specialist A physical therapist, chiropractor, osteopathic physician, or physician who 
specializes in musculoskeletal medicine. 

Spinal fusion A procedure that involves fusing together two or more vertebrae in the spine, using 
either bone grafts or metal rods 

Spinal manipulative 
therapy 

Application to the spinal joints of high-velocity, low-amplitude manual thrusts 
slightly beyond the passive range of joint motion. 

Spinal mobilization Application to the spinal joints of manual force that does not involve a thrust, within 
the passive range of joint motion. 

TENS Transcutaneous electrical nerve stimulation: use of a small, battery-operated device 
to provide continuous electrical impulses via surface electrodes, with the goal of 
providing symptomatic relief by modifying pain perception. 

Therapeutic aquatic 
exercise 

Active exercise in warm water, such as aqua-aerobics and aqua-jogging. 

Therapeutic ultrasound  The use of externally applied sound waves to generate heat in specific parts of the 
body. 

Touch therapies Energy-based complementary therapies, including healing touch, therapeutic touch, 
and Reiki. 

Yellow flags Psychosocial and sociological factors that increase the risk of developing or 
perpetuating long-term disability and work loss associated with low back pain. 

Yoga  An intervention distinguished from traditional exercise therapy by the use of specific 
body positions, breathing techniques, and an emphasis on mental focus. Many styles 
of yoga are practiced, each emphasizing different postures and techniques.  
Iyengar yoga: A type of hatha yoga that makes use of a variety of props so that 
perfect alignment is obtained regardless of physical limitations. 
Viniyoga: A type of hatha yoga customized by the practitioner for each individual. 
Other types of hatha yoga include: Ashtanga, Kripalu, Bikram, Anusara. 
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APPENDIX P: PROCESS USED TO FORMULATE RECOMMENDATIONS 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

MORE INFORMATION 
REQUIRED 

ACCEPT OR ACCEPT WITH 
MINOR MODIFICATION 

(E.G., WORDING) 

Accept original 
recommendation from 
seed guideline with 
only minor wording or 
other changes to make 
it applicable to the 
Alberta healthcare 
system. 

REJECT ORIGINAL 
RECOMMENDATION AND 
CREATE NEW ONE BASED 

ON EXPERT OPINION 

The original 
recommendation was 
rejected and a new one 
was drafted based on 
the collective expert 
opinion of the 
Ambassador GDG or 
the Update Committee. 

ACCEPT BUT SUPPLEMENT 
WITH EXPERT OPINION 

Accept original 
recommendation from 
seed guideline but 
modify or supplement 
with additional 
information/ 
recommendations based 
on the collective expert 
opinion of the 
Ambassador Guideline 
Development Group 
(GDG) or the Update 

 

ACCEPT/CHANGE ORIGINAL 
RECOMMENDATION BASED 

ONLY ON STUDIES 
INCLUDED IN SEED 

GUIDELINES 

The GDG or Update 
Committee accepted or 
changed the original 
recommendation after 
examining additional 
systematic reviews on 
LBP identified by a 
supplementary 
literature search. An 
example of this would 
be the addition of 
weight reduction to risk 
factor modification for 
prevention. This was 
only added after a 
subjective assessment 
of the additional 
evidence. 

SUPPLEMENT ADDITIONAL 
EVIDENCE WITH EXPERT 

OPINION 

After examining the 
individual studies cited 
by the seed guideline, 
or additional systematic 
reviews on LBP 
identified by a 
supplementary 
literature search, the 
original 
recommendation was 
rejected and a new one 
was drafted based on 
the collective expert 
opinion of the 
Ambassador GDG or 
the Update Committee. 

REJECT ORIGINAL 
RECOMMENDATION 
AND CREATE NEW 

ONE BASED ON 
EXPERT OPINION 

 

ACCEPT/CHANGE ORIGINAL 
RECOMMENDATION BASED 
ON ADDITIONAL EVIDENCE 

FROM  LITERATURE SEARCH 

After examining the 
individual studies cited 
by the seed guideline, 
or additional systematic 
reviews on LBP 
identified by a 
supplementary 
literature search, the 
subcommittee modified 
the original 
recommendation based 
on the collective expert 
opinion of the 
Ambassador GDG or  
the Update Committee. 

ADDITIONAL INFORMATION 
RETRIEVED/CONSIDERED 

Seed Guideline Recommendation 

Seed Guideline on Low Back Pain (LBP) 
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APPENDIX Q: RECOMMENDATION CATEGORIES 
  Definitions for Do, Do Not Do, Do Not Know 

DO 
Recommendations sourced from seed guidelines 
When the Ambassador Update Committee accepted the gist of the original recommendation in 
the seed guideline(s), the original wording was preserved where possible. Thus, 
recommendations were classified as “DO” when the original guideline recommended or provided 
a prescriptive direction to perform the action, or used the term “effective” to describe it. 

The seed guidelines used different systems to grade or categorize the level of evidence supporting 
each recommendation and the strength or type of recommendation made. However, generally all 
of the guidelines recommended an action or described it as effective when this statement was 
supported by: 

• results from at least one study of strong design for answering the question addressed, 
• generally consistent results from multiple studies of strong design for answering the 

question addressed, or 
• the clinical experience of the guideline development group. 

Recommendations not sourced from seed guidelines 
New recommendations were classified as “DO” when a supplementary literature search found at 
least one relevant systematic review presenting consistent evidence to support the action from a 
minimum of two critically appraised primary studies of at least moderate quality (as assessed by 
the authors of the review) or five primary studies of undefined quality.* 

Expert Opinion 
When the Ambassador Update Committee supplemented a recommendation or created a new one 
based on expert opinion, it was classified “DO” when the collective professional opinion of the 
Committee supported the action. 

DO NOT DO (Not Recommended) 
Recommendations sourced from seed guidelines 
When the Ambassador Update Committee accepted the gist of the original recommendation in 
the seed guideline(s), the original wording was preserved where possible. Thus, 
recommendations were classified as “DO NOT DO” when the original guideline recommended 
against or provided a prescriptive direction not to perform the action, used the term “ineffective” 
to describe it, or stated that the evidence did “not support” it. 

The seed guidelines used different systems to grade or categorize the level of evidence supporting 
each recommendation and the strength or type of recommendation made. However, generally all 
of the guidelines recommended against performing an action or described it as ineffective when 
this statement was supported by: 

• results from at least one study of strong design for answering the question addressed, 
• generally consistent results from multiple studies of strong design for answering the 

question addressed, or 



 

 175 

• the clinical experience of the guideline development group. 

Recommendations not sourced from seed guidelines 
New recommendations were classified as “DO NOT DO” when a supplementary literature search 
found at least one relevant systematic review presenting consistent evidence that did not support 
the action from a minimum of two critically appraised primary studies of at least moderate 
quality (as assessed by the authors of the review) or five primary studies of undefined quality.* 

Expert Opinion 
When the Ambassador Update Committee supplemented a recommendation or created a new one 
based on expert opinion, it was classified “DO NOT DO” when the collective professional 
opinion of the Committee did not support the action. 

DO NOT KNOW 
Recommendations sourced from seed guidelines 
When the Ambassador Update Committee accepted the gist of the original recommendation in 
the seed guideline(s), the original wording was preserved where possible. Thus, 
recommendations were classified as “DO NOT KNOW” when the original guideline did not 
recommend for or against the action or stated that there was “no evidence”, “insufficient or 
conflicting evidence”, or “no good evidence” to support its use. 

The seed guidelines used different systems to grade or categorize the level of evidence supporting 
each recommendation and the strength or type of recommendation made. However, generally all 
of the guidelines stated that evidence for a particular action was lacking or insufficient when: 

• effectiveness was demonstrated in a general sense but not specifically for back pain, 
• the studies were of poor quality, inappropriately designed to answer the question 

addressed, or presented conflicting results, which precluded the determination of 
effectiveness or the balance of benefits and harms, 

• only one study of any design was available, or 
• no studies of any design were available. 

Recommendations not sourced from seed guidelines 
New recommendations were classified as “DO NOT KNOW” and worded as follows. 

• “No evidence was found to recommend” the action: when a supplementary literature 
search found no relevant systematic reviews. 

• “There is insufficient evidence to recommend” the action: when a supplementary 
literature search found at least one relevant systematic review presenting evidence from 
primary studies that were of poor quality, exhibited significant heterogeneity in the 
populations studied or methods used, were inappropriately designed to answer the 
question addressed, or presented conflicting or equivocal results. 

Recommendations unchanged by new seed guidelines 
Recommendations listed as DO NOT KNOW in the original low back pain guideline: 

• were changed to DO when a supplementary literature search found at least one relevant 
systematic review presenting consistent evidence to support the action from a minimum 
of two critically appraised primary studies of at least moderate quality (as assessed by the 
authors of the review) or five primary studies of undefined quality*; 
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• were changed to DO NOT DO when a supplementary literature search found at least one 
relevant systematic review presenting consistent evidence that did not support the action 
from a minimum of two critically appraised primary studies of at least moderate quality 
(as assessed by the authors of the review) or five primary studies of undefined quality*; 

• remained as DO NOT KNOW when a supplementary literature search found either no 
relevant systematic reviews or at least one relevant systematic review presenting 
conflicting or equivocal results or stating that the evidence in relation to the action was 
“limited”, “inconclusive”, “inconsistent”, or “insufficient”. 

Expert Opinion 
When the Ambassador Working Committee supplemented a recommendation or created a new 
one based on expert opinion, it was classified “DO NOT KNOW” when the collective 
professional opinion of the Committee was equivocal with respect to supporting the action. 

*The number of studies is arbitrary and is not supported by literature. 
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APPENDIX R: FEEDBACK ON GUIDELINE DOCUMENTS 
Sample of the web-based survey form 
 



 

 178 

Table R.1: Suggestions for improving the guideline and guideline—summary from Update 
                   Committee members and other healthcare practitioners (n=5) 

Question  Feedback  

Is the 
recommendation 
clear? If not, 
where can it be 
improved? 

Ankylosing spondylitis (acute and subacute low back pain [LBP])  
The term “younger adult” is not clear. 
Clarify that this might be a consideration in the absence of any obvious clinical history (i.e., 
overuse, injury, etc.). 
Multidisciplinary treatment programs (acute and subacute LBP) 
The two thoughts in this recommendation (subacute back pain and the occupational setting) 
should be separated. 
Epidural steroids (acute and subacute LBP) 
Put chronic LBP and no radiculopathy in here, as well as in the chronic section. 
Delete the technical stuff about fluoroscopy and complications. It doesn't add value. 
Narcotic analgesiscs (opioids) (acute and subacute LBP)  
The first two sentences are contradictory. 
Do not know recommendations (acute and subacute LBP) 
Why the distinction between insufficient evidence and no evidence? Why not lump them 
together and say no evidence for or against? 
Therapeutic aquatic exercise (chronic LBP) 
Yes (three responses). No (one response). 
Yoga therapy (chronic LBP) 
The reader may not understand the taxonomy of yoga schools—delete the word 'Hatha'. 
Acetaminophen and NSAIDs (chronic LBP) 
Should mention that the use of acetaminophen and NSAIDS (more than 2 days/week, 
approximately) can cause medication overuse headache in patients who are headache prone. 
Antidepressants (chronic LBP) 
Should be reworded to acknowledge that although SSRI's may not exert a direct influence on 
pain, they may help depression and other emotional disorders that may arise subsequent to 
the onset of chronic pain. 
Injection therapy (chronic LBP) 
Should define “careful selection”. 
Herbal therapy (chronic LBP) 
Need to specify a brand name followed by “or exact equivalent” for each because of the 
variability in compounding. 
Referral for surgical opinion on spinal fusion (chronic LBP) 
Define what "psychological distress" and "appropriate treatment" mean. 
The literature on spinal fusion is not supportive of its being an effective treatment for chronic 
LBP. This is a highly contentious recommendation that could do much harm. 
Do not know recommendations (chronic LBP) 
Why the distinction between insufficient evidence and no evidence? Why not lump them 
together and say no evidence for or against? 
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Question  Feedback  

Will this 
recommendation 
result in changes 
in usual care? If 
yes, explain. 

Lumbar supports (prevention) 
It might change the way care is generally provided; there is a strong belief in the value of 
these belts among patients. 
Ankylosing spondylitis (acute and subacute LBP) 
There will be a flood of X-rays and blood tests to rule out this diagnosis. 
Give better direction to front line professionals, with better evidence. 
Most physicians are not aware of these two indicators. 
Multidisciplinary treatment programs (acute and subacute LBP) 
This is not part of typical/usual care for acute/subacute LBP in my practice. 
This is not available for most. 
Therapeutic ultraound (acute and subacute LBP) 
Those who profit from it will continue it, believing it to be non-harmful. 
Epidural steroids (acute and subacute LBP) 
Not available in rural areas. 
Narcotic analgesiscs (opioids) (acute and subacute LBP)  
This recommendation isn't strong enough to alter anyone's thinking. Opioids are commonly 
used in the acute situation. 
Do not know recommendations (acute and subacute LBP) 
Massage is a frequent therapy for acute back pain. 
Yoga therapy (chronic LBP) 
The precision of the recommendation is helpful. 
Injection therapy (chronic LBP) 
There is enhanced clarity of when this will work. 
Herbal therapy (chronic LBP) 
This will come as news to most allopaths. 
Physicians should refer a patient to their pharmacist to review the appropriateness of these 
therapies. 
Motorized traction (chronic LBP) 
Traction is a frequent treatment with chiropractry. 
Therapeutic ultrasound (chronic LBP) 
Ultrasound is a frequent adjuvant to physiotherapy. 
Prolotherapy (chronic LBP) 
Enhanced specificity will reduce use. 
Do not know recommendations (chronic LBP) 
Enhanced clarity will help with change. 

 



 

 180 

Table R.2:  Barriers to implementing the Alberta CPG recommendations summary from 
Update Committee members and other healthcare practitioners (n=5) 

Question  Feedback  

Are there 
barriers to the 
implementation 
of this 
recommendation? 
If yes, describe. 

Lumbar supports (prevention) 
Commonly held beliefs. 
Ankylosing spondylitis (acute and subacute LBP) 
Education and incorporating a change into practice. 
Therapeutic ultrasound (acute and subacute LBP) 
Education and change of practice.  
Epidural steroids (acute and subacute LBP) 
Those who profit from them will continue to solicit referrals. 
Availability—access could be limited in rural communities. 
Narcotic analgesiscs (opioids) (acute and subacute LBP) 
The recommendation isn't compelling enough for practitioners to take it seriously. There is 
high demand for adequate analgesia. 
Do not know recommendations (acute and subacute LBP) 
Local belief and patterns of care. 
Therapeutic aquatic exercise (chronic LBP) 
Lack of access to a pool could pose a barrier. 
Yoga therapy (chronic LBP) 
This will deter most people from trying yoga, since there are currently no Viniyoga 
practitioners in Alberta, and Iyengar yoga studios are not common. 
Finding the precise yoga type that is helpful and the cost. 
Injection therapy (chronic LBP) 
Access to this therapy is limited in rural Alberta. 
Additional cost to the patient or system. 
Referral for surgical opinion on spinal fusion 
Access to this type of surgery is limited. 
Therapeutic ultrasound (chronic LBP) 
More active interventions—more therapist time. 
Prolotherapy (chronic LBP) 
Access to this therapy is limited. 
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Table R.3:  Resource implications associated with implementing the Alberta Guideline, 2nd 
Edition 

Question  Feedback  

Are there any 
resource 
implications 
associated with 
implementing this 
recommendation? 
If yes, explain. 

Ankylosing spondylitis (acute and subacute LBP) 
There will be a flood of xrays and blood tests to rule out this diagnosis. 
Multidisciplinary treatment programs (acute and subacute LBP) 
There probably aren't enough intensive rehabilitation options in many parts of Alberta that 
are accessible in the 4- to 8-week window. 
Access to this type of clinic is not feasible in the vast majority of rural facilities. 
This is currently available only through the Workers’ Compensation Board. 
Therapeutic ultraound (acute and subacute LBP) 
More intensive time commitment from the therapist. 
Epidural steroids (acute and subacute LBP) 
Require availability of service within a reasonable time. 
Acetaminophen and NSAIDs (chronic LBP) 
Additional cost to the patient or system through second prescription. 
Injection therapy (chronic LBP) 
Access to this therapy is limited in rural Alberta. 
Additional cost to the patient or system. 
Word this too loosely and the numbers of these procedures will escalate rapidly. 
Referral for surgical opinion on spinal fusion 
Access to this type of surgery is limited. 
Therapeutic ultrasound (chronic LBP) 
More active interventions—more therapist time. 
Prolotherapy (chronic LBP) 
Access is limited. 

Other comments: 
No comments were made about the red flags or the Glossary. 
Therapeutic exercise (acute and subacute LBP, unchanged recommendation) 
Good delineation between general and therapeutic exercise. 

Medication table 
Repetition of information—the only difference is cyclobenzaprine. 
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APPENDIX S: GUIDELINE DISSEMINATION TIMETABLE 
Low Back Pain Guideline GANTT chart (to 31 December 2011) 

ID Task Name Start Finish
May

1 31/08/201117/05/2011Finalize recommendations

4 30/06/201117/05/2011Clear out parking lot

5 30/06/201117/05/2011“GLIA-ize” recommendations

7 30/12/201130/06/2011Update guideline documents/tools

21 30/09/201130/09/2011TOP publication of guideline 

Q2 11 Q3 11
Jun Jul

8

9

11

31/08/201130/06/2011Guideline summary (1-pager) incl. 
algorithm, medication table.

31/08/201130/06/2011Guideline (10-pager)

31/08/201101/08/2011Clinical Assessment of Yellow 
Flags

10 31/08/201101/08/2011Mobile version (palm pilot)

12 31/08/201101/08/2011Patient handouts (chronic and 
acute LBP)

13 31/08/201101/08/2011What can be done to help 
somebody at risk?

14

15

16

30/12/201103/10/2011Background document (100-
pager)

30/09/201101/09/2011Piloting (with radiologists?)

30/12/201102/05/2011Governance 

18

17 30/12/201102/05/2011Steering committee meetings

03/10/201103/10/2011GDG sunset meeting?

6

2 01/06/201101/06/2011DI subcommittee meeting

3 18/05/201118/05/2011GDG Meeting

31/08/201101/07/2011GDG approval of final 
recommendations (via 2-3 emails)

19

20

22

30/12/201130/06/2011Dissemination

31/08/201130/06/2011Update dissemination plan

30/12/201103/10/2011Newsletters to prof. associations 
& colleges?

23 30/12/201103/10/2011Government (AHW, AHS)

24

25

30/12/201103/10/2011Patients

30/12/201103/10/2011Insurers & others

26 29/07/201131/05/2011Evaluation (Doug Gross)

Q4 11
Aug Sep Oct Nov Dec
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APPENDIX T: DECLARATION OF COMPETING INTEREST FORM 
 

 
 

Declaration of Competing Interest 
 
 

Project Name:   Low Back Pain Guidelines in Primary Care 
 

 
1. I agree to have my name acknowledged as a contributor on the development of the guideline on low 

back pain. 

    Yes     No   
 

If not, please be assured that we would respect your preference. 
 
2. If yes, please list name, degrees, position, title and affiliation as you wish them to appear in the 

guideline. 
 

Name:            

Degrees:            

Position Title:           

Affiliation:            

Area of expertise:                             
 

All contributors are required to disclose circumstances which could be perceived to be a competing 
interest. 

Competing interest is considered to be financial interest or non-financial interest, either direct or indirect 
that could affect the recommendations contained in this guideline. 

Please note that declaring financial and/or non-financial competing interest helps us to fully inform our 
stakeholders about this aspect and does not mean that the person would not be in a position to act as an 
expert, or that his/her contributions would be incorrect or biased. 

If you have any questions or concerns, please contact Christa Harstall, Director HTA, by e-mail at 
charstall@ihe.ca. 

 

Continued on Page 2 
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Potential competing interest NO YES 

Ownership of stock, stock options or other financial instruments of a product’s 
manufacturer or manufacturers of competitive products (excluding mutual fund 
ownership). 

  

Honoraria or other compensation from a manufacturer or a special interest group for 
writing a publication or participating in the development of the guideline. 

  

Grant, honoraria or other compensation from a manufacturer or a special interest group 
for conducting research 

  

Currently, or within the last 2 years: 
• Consultancy or employment with a manufacturer or a special interest group. 
• Speaker fees, educational grants and/or travel assistance provided by a 

manufacturer or a special interest group.  
• Any other direct or indirect relationship with a manufacturer or a special interest 

group which could be perceived to be a competing interest. 

  

 
If yes to any of the above or if there is any other potential competing interest, please describe below: 

              

              

              
 
 
 
 
               
Signature        Date 
 
         
Printed Name 
 
 
 
 
 
Thank you for completing this form. Please return the form by mail or fax to: 
 
Institute of Health Economics 
Attention: HTA 
1200, 10405 Jasper Avenue 
Edmonton, Alberta, Canada  T5J 3N4 
Fax: (780) 448-0018 


	Abbreviations
	Scope of this Document
	About the Alberta Low Back Pain Guideline
	Purpose
	Objectives
	Target Users
	Multidisciplinary Participation
	Guideline Documents
	For clinicians
	For patients

	Conflict of Interest
	Funding and Editorial Independence
	Legal Aspects
	Terms of Use

	Stage I—Set-Up
	Background and Planning
	Overview of the Ambassador Program
	Development of the Alberta Low Back Pain Guideine
	The final guideline was posted on the TOP website in March 2009. The guideline was also listed on the Canadian Medical Association (CMA) Infobase (April 2009) and the National Guideline Clearinghouse (March 2010).
	Set-up and Planning of the Alberta Low Back Pain Guideline Update Process
	About Low Back Pain
	Definition of nonspecific low back pain—acute, subacute, chronic
	Epidemiology of low back pain
	Clinical need/burden of disease

	References

	Stage II—Adaptation
	Identifying, Selecting, and Appraising the Seed Guidelines
	Rationale
	Identifying Seed Guidelines
	Inclusion criteria
	Exclusion criteria
	Literature search strategies

	Selecting the Seed Guidelines
	Critically Appraising the Seed Guidelines
	Critically Appraising the Systematic Reviews on New Recommendations
	Extracting Data
	References

	Stage II—Adaptation
	Guideline Development Process
	General Process
	Rationale and Process for Developing Recommendations
	Classification of Recommendations
	Limitations of the Guideline Development Process
	References

	Stage III—Finalization
	Reviewing, Evaluating, and Endorsing the Guideline
	Reviewing the Alberta CPG
	Evaluation Strategy
	Guideline development process

	The Ambassador adaptation process used to develop the first edition of the Alberta CPG was evaluated by an independent management consultancy firm in 2009. The evaluation aimed to identify the major challenges and successful strategies associated with...
	A comparison of the process, tools, and deliverables revealed a high degree of alignment between the Ambassador process and the ADAPTE framework.4,5 However, the Ambassador Program adaptation process differed from the ADAPTE method in several ways: a ...
	An evaluation of the updating process used to construct the second edition of the Alberta CPG will not be conducted.
	Guideline impact

	On 26–27 October 2010 an invitational workshop was conducted on the optimal use of diagnostic imaging (CT and MRI)11,12 based on recommendations from Alberta and other jurisdictions across Canada. The aims were:
	to review available data on the use of diagnostic imaging for low back pain
	to develop an understanding of the barriers to and facilitators of the appropriate use of diagnostic imaging in primary care settings
	to review the results of implementation science (knowledge translation) research related to implementing policy-, professional- and patient-level interventions to align clinical practice with evidence-informed recommendations
	to develop a framework for a multifactorial knowledge translation program for diagnostic imaging in low back pain for primary care in Alberta
	Feedback from users of the Alberta CPG identified the recommendations related to the use of diagnostic imaging as being among the most difficult to implement in primary care practice. These concerns are consistent with Canadian and world literature, w...
	References

	Stage III—Finalization
	Disseminating, Implementing, and Updating the Guideline
	Potential Barriers to Guideline Uptake and Implementation
	Key actors

	Dissemination and Implementation Plan
	Update Process
	References

	Applicability of the Guideline—Economic/Cost Implications
	General Aspects
	Economic Implications Reported in the Seed Guidelines
	Resource Implications of the Alberta CPG
	References

	Appendix A: Participants in the Alberta CPG Update Process
	Appendix B: The Guideline Update Process—Participants and Roles
	Appendix C: Participants in the Development Process for the First Edition of the Alberta CPG
	Appendix D: Excluded Guidelines (2nd Edition)
	Appendix E: Modifications Made to the AGREE Tool1
	References

	Appendix F: Systematic Review Quality Assessment Checklist
	References

	Appendix G: Quality Assessment Results for Systematic Reviews of New Interventions
	Table G.1: Critical appraisal results for systematic reviews of new interventions (cont’d)
	References

	Appendix H: Included Seed Guidelines*
	References

	Appendix I: Critical Appraisal Results (modified AGREE tool)
	Appendix J: Inventory of Guideline Recommendations from New Seed Guidelines*
	+ Table J.1c: Acute and subacute low back pain—assessment and diagnostic imaging (cont’d)
	References

	Appendix K: Summary of Parking Lot Items
	References

	Appendix L: List of New and Revised Recommendations in the Alberta Guideline, 2nd Edition
	Appendix M: Sample of the Additional Information Provided to the Update Committee and Subcommittees
	Ambassador Program – LBP Update Parking Lot Items
	Massage Therapy
	Section A
	Section B
	Inclusion criteria
	Exclusion criteria
	References

	Section C
	Section D

	Appendix N: Sample of the Document Used to Track Update Committee Deliberations
	Appendix O: Glossary
	References

	Appendix P: Process Used to Formulate Recommendations
	Appendix Q: Recommendation Categories
	Appendix R: Feedback on Guideline Documents
	Appendix S: Guideline Dissemination Timetable
	Appendix T: Declaration of Competing Interest Form

