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Abstract 

Study Design: Multi-round wiki-based Delphi expert panel survey.  

Objective: To provide proof of concept for an alternative method for creating sets of 
nationally-agreed point-of-care clinical indicators, and obtain consensus among end-user 
groups on ‘appropriate care’ for the assessment, diagnosis, acute and ongoing care of people 
with low back pain (LBP). 

Summary of Background Data: The provision of inappropriate and low value care for LBP 
is a significant healthcare and societal burden. Vague clinical practice guideline (CPG) 
recommendations can be difficult to apply and measure in real world clinical practice, and a 
likely barrier to ‘appropriate care’.  

Methods: Draft ‘appropriate care’ clinical indicators for LBP were derived from CPG 
recommendations published between 2011 and 2017. Included CPGs were independently 
appraised by two reviewers using the Appraisal of Guidelines for Research and Evaluation 
(AGREE-II) instrument. Headed by a Clinical Champion, a 20-member Expert Panel 
reviewed and commented on the draft indicators over a three-round modified e-Delphi 
process using a collaborative online wiki. At the conclusion of each review round, the 
research team and the Clinical Champion synthesised and responded to experts’ comments 
and incorporated feedback into the next iteration of the draft indicators.  

Results: From seven CPGs and six qualitative meta-syntheses, 299 recommendations and 
themes were used to draft 42 ‘appropriateness’ indicators. In total, 17 experts reviewed these 
indicators over 18 months. A final set of 27 indicators comprising screening and diagnostic 
processes (n=8), assessment (n=3), acute (n=5) and ongoing care (n=9), and two which 
crossed the acute-ongoing care continuum. Most indicators were geared towards 
recommended care (n = 21, 78%), with the remainder focused on care to be avoided.  

Conclusion: These 27 LBP clinical indicators can be used by healthcare consumers, 
clinicians, researchers, policy makers/funders and insurers to guide and monitor the provision 
of ‘appropriate care’ for LBP.  

Keywords: Consensus;  Low Back Pain; Standards of Care;  Delphi Technique;  Practice 
Guideline; Medicine, Clinical;  Decision Support,  Clinical;  Point-of-Care Systems; Delivery 
of Health Care; Health information, Consumer 

Level of Evidence: 4 

Copyright © 2021 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.



Mini Abstract/Précis 

Clinical practice guideline recommendations and a multi-round wiki-based Delphi expert 
panel survey were used to develop 27 clinical indicators for 'appropriate' low back pain care. 
Our clinical  indicators may be used by healthcare consumers, clinicians and other  
stakeholders to guide and monitor provision of ‘appropriate care’ for low back pain.   

The manuscript submitted does not contain information about medical device(s)/drug(s).   

Australian National Health and Medical Research Council (NHMRC) Program Grant 
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Introduction 

Low back pain (LBP) is a common and costly condition1, 2, and the single largest contributor 
to the global burden of disability3. LBP care should be evidence-based and ‘appropriate’ 
(consistently in-line with clinical practice guideline [CPG] recommendations4) to optimise 
patient outcomes, reduce harm, and lower healthcare costs5, 6. However, in practice, variation 
in LBP care exists across a range of healthcare sectors, including primary care, specialist 
settings and emergency departments7, 8. For example, LBP care discordant with CPGs has 
been estimated at 28% in Australia9 and 32% in the United States of America10. One reason 
for this evidence-to-practice gap could be that clinicians have difficulty using CPGs because: 
there are a multitude of them for the one condition11, care practice recommendations can 
differ among them11,12, they are voluminous documents that are not user-friendly11, 
development processes typically lack detail and transparency12, and concerns around the 
strength of the evidence base underpinning CPG recommendations11,12, and distrust of 
whether developers have undisclosed specialty-specific or other interests13.  

By way of their standardised structure and specificity, point-of-care clinical indicators, 
derived from CPG recommendations and collectively assembled as a clinical standard4, can 
provide a clearer definition of ‘appropriate care’ for clinicians , consumers and other 
stakeholders, and provide an infrastructure for measuring the care that is provided14, 15. In 
this, the STANDING Collaboration study, we aimed to provide proof of concept for an 
alternative method for creating sets of nationally-agreed evidence-based standards and point-
of-care clinical indicators, and obtain consensus among end-user groups on ‘appropriate care’ 
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for the diagnosis, assessment, and acute and ongoing care of people with LBP. This paper 
reports on the LBP indicator characteristics and review processes used to develop them.  

Methods 

The STANDING Collaboration methods have been published elsewhere16; this study aimed 
to: 

A. provide proof of concept for an alternative method to typical approaches for creating 
sets of nationally-agreed evidence-based standards and clinical indicators, and  

B. obtain consensus among stakeholder groups on ‘appropriate care’ for the assessment, 
diagnosis, acute and ongoing care of people with LBP - which is the focus of this 
paper.  

Clinical ‘appropriateness of care’ LBP indicators were developed using a two-stage process:  

i. Initial content development - sourcing, selecting and searching relevant CPGs; 
extracting all concepts from each CPG together with the relevant text in which they 
appeared (original recommendation); tabulating common concepts to select, drafting 
and formatting the proposed clinical indicators based on identified concepts; 

ii. Review processes - the indicators were reviewed by an external Expert Panel. 

Initial content development 

Source, select and search relevant CPGs 

Clinical indicators were drawn initially from the latest (2011-2017 inclusive) relevant LBP 
CPGs16, 17 and qualitative meta-syntheses of people’s experiences of LBP and the health care 
services where they were managed18, 19. A systematic search was undertaken of national-level 
Australian20, and international21-24 CPGs. Relevant professional medical college and 
association CPGs were also searched, as well as those published at state or professional level 
and in international journals. Details of the search strategy are provided in SDC 1, 
http://links.lww.com/BRS/B820. In order to describe the quality of the evidence sources from 
which clinical indicators were derived, two members of the Research Team (LKW, JHS) 
independently appraised CPGs using the AGREE-II (Appraisal of Guidelines for Research 
and Evaluation II) tool25. In addition, searches were adapted to scope the international 
literature for relevant qualitative meta-syntheses, which were evaluated against the 
“Enhancing transparency in reporting the synthesis of qualitative research” (ENTREQ) 
statement26.    

Select, draft and format proposed indicators 

Recommendations (and their key underlying concepts) from each CPG were collated and 
used to inform the content of the proposed clinical indicators. Firstly, CPG recommendations 
were extracted verbatim, along with their documented Grading of Recommendations 
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Assessment, Development and Evaluation (GRADE) or level of evidence (as recorded by the 
source CPG) and compiled in a Microsoft Excel spreadsheet. In instances where there was 
more than one guideline for a recommendation, we recorded all GRADE scores and levels of 
evidence. Similar recommendations across CPGs were grouped together to minimise 
duplication and crafted into a standardised clinical indicator format. Each indicator was 
written in plain English, one concept at a time, commencing with the inclusion criteria 
followed by the compliance action 16, 17. Indicators were arranged according to phases of care 
(i.e., screening, assessment, diagnosis, acute care, ongoing care) so that together they 
constituted a clinical standard amendable to inclusion as a clinical tool over the patient 
journey. 

Not all recommendations published in CPGs became indicators. Recommendations were 
classified independently by the two reviewers (LKW, JHS; with any discrepancies discussed 
to reach consensus) and excluded based on the following criteria: 

 certainty of the wording of the recommendation (i.e., 'may' and 'could' statements 
were excluded; 'should' and 'must' statements were included);  

 vague guiding or aspirational statements and those without recommended actions; or 

 conflicting recommendations from less recent CPGs (i.e., if based on outdated source 
evidence) and those with lower AGREE-II scores. 

Expert recruitment and review processes 

Reviews were first conducted within our Research Team via email, and subsequently by our 
Clinical Champion (CGM) and Expert Panel members (RB, GLM, PBO, IL, AMB, HS, IAH, 
SJ, AD, KF, MH, KF, CN, PC, RD, DK) on a purpose-designed wiki (The Project Factory 
Pty Ltd, software development company, Sydney, Australia27); the format of which was 
informed by the findings of our stakeholder engagement and analysis16 and lessons from our 
CareTrack Kids wiki implementation17. Potential Expert Panel candidates were targeted via 
advertisements through professional and consumer organisations (e.g., direct email requests 
to members, media releases and articles within newsletters), and the professional networks of 
the Research Team’s contacts and collaborators. Our Expert Panel was recruited based on 
their interest, scope of practice and clinical/consumer experience (e.g., renown, member of an 
organisation, recommendation, years of experience, willingness to participate, availability, 
interest)17, 28 and with the aim of achieving a mix of at least two members of the following: 
clinicians (general practitioners, medical specialists, allied health professionals, nurses), 
researchers, policymakers or public health specialists or healthcare quality improvement 
experts, and consumers with lived LBP and/or relevant systems experience. Expert Panel 
members were required to declare their conflicts of interest, which were taken into account 
by the Research Team when considering their feedback on the indicators (SDC 2, 
http://links.lww.com/BRS/B821). 

The reviews consisted of a maximum of three rounds to balance the Expert Panel’s workload 
and study scope. In the first round, drafts of proposed clinical indicators, and the 
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recommendations on which they are based, were posted to the wiki, to which the Expert 
Panel members were registered and had access provided. Research Team members posed 
specific questions to the Expert Panel members about individual indicators to highlight 
inconclusive or conflicting CPG recommendations, or to clarify definitions for inclusion 
criteria and compliance actions. In particular, consumer members of the Expert Panel were 
asked to review the plain English wording of clinical indicators and a linked glossary of 
terms to ensure that content was appropriately targeted to the consumer audience. Expert 
Panel members completed their assignments independently to minimise ‘group-think’. 
Research Team members (LKW, JHS, PDH, WBR) collated the feedback and revised the 
content, structure and format of each indicator. Reviewers provided comments on indicators 
in relation to the three key criteria: evidence, feasibility and importance (SDC 3, 
http://links.lww.com/BRS/B822), made recommendations (i.e., inclusion, inclusion with 
amendments, exclusion, hold), and suggested edits in real time. Research Team members 
collated Expert Panel feedback and liaised with the Clinical Champion to make final 
recommendations for that version regarding the inclusion, content, structure and format of 
indicators. The Clinical Champion and Expert Panel were asked to provide supporting 
references when considering and responding to each of their suggestions. All Expert Panel 
members’ comments and recommendations were logged, classified and presented in 
subsequent rounds with an explanation as to why they were or were not incorporated into the 
next iteration. 

Ethical approvals 

Human Research Ethics Committee approval was granted from the University of South 
Australia (protocol number 0000035183). All Expert Panel participants provided informed 
consent and completed a Conflicts of Interest (COI) declaration prior to participation, which 
was recorded and managed according to an established protocol (SDC 2, 
http://links.lww.com/BRS/B821). 

Results 

Initial content development 

From the systematic searches, 13 relevant evidence sources were identified comprising 7 
CPGs 29-35 and 6 qualitative meta-syntheses 36-41 (SDC 1, http://links.lww.com/BRS/B820). 
Two qualitative syntheses 40, 41 were excluded based on poor reporting (SDC 4, 
http://links.lww.com/BRS/B823). From the remaining evidence sources, 320 CPG 
recommendations were extracted. Twenty-one CPG recommendations were excluded (7%, 
SDC 5, http://links.lww.com/BRS/B824) as they were contradictory to those in more recent 
and/or higher quality CPGs (n=12/21, 57%), a conflicting recommendation/low level 
evidence (n=3, 14%), general information (n=2, 10%), inconclusive evidence (i.e., no clear 
consensus among CPGs; n=2, 10%), and insufficient evidence (n=2, 10%). The remaining 
299 recommendations were used to formulate 42 draft indicators which were supported by 20 
themes from the qualitative syntheses (SDC 6, http://links.lww.com/BRS/B825).  
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Review processes 

Reviewers 

A panel of 17 (85%) Expert Panel members completed indicator reviews. The largest 
representation on the Expert Panel were professionals from a ‘Medicine’ speciality (n=8, 
47%) and most panel members were university-employed (Table 1).  

Review processes and products 

Seventeen experts posted 546 comments to the wiki, which ran from July 2017 to November 
2018. Three review rounds were undertaken, with Clinical Champion verification sought 
after the final review round had concluded. Each review round was run for a four-week 
period, with a completion reminder sent to participants at the two and three-week timepoints. 
Over three-quarters of comments (n=424, 78%) were posted in the first review round, and the 
majority of all Expert Panel comments were classified (by the posting Expert Panel member, 
using one of four pre-specified drop-down categories) as ‘definitional/clarifying/detail’ 
(n=328, 60%) or ‘supporting’ (n=130, 24%) (Table 2).  

Eighty-seven changes were made in response to Expert Panel comments; nearly two-thirds 
occurred in Round 1 (n=55, 63%)(Table 3). There were 56 occasions of indicators being 
reworded, half of which occurred in the first review round (n=28, 50%). In addition, 13 
indicators were merged (all in Round 1), three were deleted (all of which related to perceived 
low value invasive procedures; epidural injection of local anaesthetic and steroid, 
radiofrequency denervation, surgical review and potential spinal decompression), and two 
were reordered (both in Round 3). No new indicators were proposed. Ten new references 
were suggested, all in the first round of review, in support of the proposed indicators; these 
comprised four special issue opinion pieces or narrative reviews42-45, three CPGs46-48, two 
systematic reviews49, 50, and a randomised controlled trial51. In addition, two refuting studies, 
a systematic review52 and randomised controlled trial53, were adopted and used to exclude an 
indicator in response to Round 1 expert feedback.  

Over the review rounds, the 42 draft indicators were refined to a final list of 27 (Table 4). 
Most of the 27 indicators focused on ongoing care for LBP (n=9, 33%) and diagnostic or 
screening processes (n=8, 30%)(Table 5). Nineteen indicators (70%) were based on CPG 
recommendations that reported their underpinning grade/strength or levels of evidence; with 
less than a third of the indicator set characterised by strong grades/strength of 
recommendations (n=3, 16%) and/or levels of evidence (n=5, 26%). Just under a quarter of 
the indicator set (n=6, 22%) focused on LBP care that should not be provided, such as 
unnecessary imaging and investigations (indicators 8 and 11), inappropriate prescribing of 
medicines (indicators 19 and 23), non-evidence-based and low value treatment modalities 
(indicators 24 and 27). Key concepts covered by the final indicator set (Box 1) included: 
undertaking a comprehensive and targeted history and examination to identify serious or 
specific conditions (indicators 1, 2, 4, 5, 6, 7), and factors which may delay recovery 
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(indicator 3); providing education and advice (indicators 12 and 14); partnering with patients 
to co-develop a management and monitoring plan for ongoing review of progress using 
validated measures and those that are meaningful to the patient (indicators 9, 10, 13), and 
appropriate on-referral (e.g. for serious/specific conditions, physical and/or psychological 
treatment programmes) (indicators 15 and 26) (Table 4). 

Operational definitions (glossary terms) are included as SDC 7, 
http://links.lww.com/BRS/B826.  

Discussion 

This study reports the development and refinement of 27 ‘appropriate care’ clinical indicators 
for LBP from guideline evidence, qualitative syntheses and an Expert Panel. Our indicators 
were applicable across all aspects of the LBP patient journey; with a predominating focus on 
ongoing care, and diagnostic and screening processes, and some coverage of acute care and 
assessment. Seventy percent of indicators were based on CPG recommendations that reported 
their underpinning grade/strength or levels of evidence, the minority of which were based on 
strong grades/strength of recommendations (n=3, 16%) and/or levels of evidence (n=5, 26%). 

Just under a quarter of the indicator set focused on LBP care that should not be provided, 
such as unnecessary imaging and investigations, inappropriate prescribing of medicines, non-
evidence-based and low value treatment modalities. Key concepts covered by our indicators 
were: undertaking a comprehensive and targeted history and examination (to identify serious 
or specific conditions, and factors which may delay recovery); providing education and 
advice; partnering with consumers to co-develop a management and monitoring plan for 
ongoing review of progress using validated measures and those that are meaningful to the 
person; and appropriate on-referral (e.g. for serious/specific conditions, physical and/or 
psychological treatment programmes). Many of these care concepts have been highlighted as 
key areas for improvement by national54, 55 and international56, 57 organisations, and 
incorporated in recommendations aimed at promoting appropriate/high value care and 
reducing low value care58. LBP care that is more concordant with CPG recommendations 
results in better patient outcomes and lower costs5, 6.  

Our indicators are geared towards capturing information about processes of care, whereas 
existing indicator sets are typically outcome-orientated14; for example, in recent years, 
outcome indicators have been developed for older adults with LBP59, and to identify 
neuropathic pain in LBP-related leg pain60. Outcomes are important metrics in their own 
right, however process indicators are a more direct measure and usually more sensitive to 
differences or changes in the quality of healthcare provision61. As such, our indicators may 
have inherent utility as a means by which the appropriateness of their LBP care can be 
investigated and benchmarked by individual health practitioners, consumers and local 
jurisdictional-level or national bodies; this can be achieved by applying the indicators in 
audits of medical records8, 62, case study scenarios and vignettes63, patient simulation 
exercises64, and integrated consumer personal health record portals65, 66 to determine 
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adoption. In addition, clinical adoption LBP process indicator data can be used to identify 
care gaps and report on the effectiveness of strategies aimed at improving healthcare 
quality67, 68. Further, embedding clinical process indicators within electronic medical and 
personal health records would help facilitate the speed and ease with which clinicians’ and 
consumers’ adoption data can be documented and accessed at scale4. As a final step, our 
indicators could serve as a framework for electronic decision-support systems that guide 
healthcare practitioners and consumers in informed, shared decision-making and a LBP care 
partnership in the delivery of appropriate LBP care69, 70, and digital devices that provide tools 
for consumers and clinicians to track and monitor self-management strategies and 
outcomes71-73.  

Our methodology employed a transparent and multiple-round modified-eDelphi process, 
which aimed to contextualise the recommendations in published CPGs according to the three 
tenets of evidence-based practice: research evidence (CPGs), clinician expertise, and 
consumer preferences and values; and to log all feedback and track how decisions were made 
on the content and format of the final set of indicators. Despite this, there are several caveats 
to our findings. Firstly, the systematic searches for indicator evidence sources were 
conducted in 2017, and only experts from a limited number of disciplines in Australia were 
invited to review them; this may limit the applicability and generalisability of the indicators 
to other contexts, especially across international health systems which vary in their structure, 
culture and funding models. We did not encounter panellists with strongly held or vastly 
conflicting beliefs which made it possible for us to reach agreement on all indicators. 
Nonetheless, the potential for this, especially when recruiting expert panel members across 
multiple disciplines and healthcare contexts, represents a limitation of the Delphi method for 
this purpose. However, our indicator set could still be used as a basis from which to develop 
further indicators using contemporary guidelines and which are relevant to international 
settings. Secondly, the indicators are also a product of the evidence sources from which they 
originated; as such, one-third of our indicators are based on CPG recommendations without a 
stated grade or level of evidence. While the nature of feedback sought during the Expert 
Panel reviews speaks to the content and face validity of our LBP indicators, they have not yet 
been pilot tested in real-world clinical settings for performance. In addition, our approach is 
applicable for clinical conditions where multiple CPGs already exist; for others, an adapted 
process which relies on the systematic identification, appraisal and synthesis of credible 
primary evidence sources would need to be adopted.    

This study was designed as a proof-of-concept study to explore whether it was possible to use 
a wiki-based Delphi expert panel survey method to obtain consensus and create point-of-care 
clinical indicators on ‘appropriate care’ for the diagnosis, assessment, acute and ongoing care 
of people with LBP. While it is beyond the scope of this paper to formally report on the 
feasibility and acceptability of our approach, lessons from this study could be adapted to 
other consensus-based recommendations, such as clinical practice guidelines. When 
developing or updating future iterations of LBP indicators and recommendations, we would 
advocate for broader stakeholder engagement to ensure a larger critical mass and 
international representation on expert review panels, as well as more involvement of people 
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with lived experience. In addition, the use of quantitative scoring and ranking approaches 
during review rounds could assist to refine the indicators to a core set. The inclusion of 
practical issues in indicator care recommendations, as well as consumer perspectives using 
methods to ensure an equitable voice, should be prioritised to maximise their clinical 
relevance and person-centredness74. 

Conclusion 

From 13 evidence sources, consisting of 299 CPG recommendations and themes, experts 
reached consensus on a set of 27 indicators that covered all aspects of LBP care; and key 
concepts around undertaking a comprehensive and targeted history and examination, 
providing education and advice, partnering with consumers to co-develop a management and 
monitoring plan for ongoing review of progress using validated and person-centred measures, 
and appropriate on-referral. Our LBP clinical indicators can be used by healthcare consumers, 
clinicians, researchers and policy makers/funders to guide and monitor the provision of 
appropriate care for LBP; and there would be value in testing how the indicators are 
operationalised in these settings. 

Key Points 

 27  clinical  indicators,  derived from clinical practice guideline recommendations, 
were reviewed  and  approved by an expert panel as  representative  of appropriate 
care for low back pain. 

 A multi-round wiki-based Delphi expert panel survey method can be used to reach  
consensus on appropriate care for low back pain. 

 These  point-of-care clinical indicators  can be used by healthcare consumers, 
clinicians, researchers, policy makers/funders and insurers to guide and monitor the 
provision of ‘appropriate care’ for low back pain.   
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Figure Legend 

Figure 1: Box 1. Key concepts of ‘appropriate care’ for LBP. 
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Table 1. Professional groups (subspecialties) and primary employers of Expert Panel 
members. 

Expert Panel  members - professional information N % 

   

Professional group   

Medicine 8 47% 

 Medicine (Rheumatology)* 2 25% 

 Medicine (Sports Medicine)* 2 25% 

 Medicine (General Practice)* 1 13% 

 Medicine (Orthopaedics)* 1 13% 

 Medicine (Pain Medicine)* 1 13% 

 Medicine (Radiology)* 1 13% 

Physiotherapy 6 35% 

Nursing 1 6% 

Health Economics 1 6% 

Health consumer 1 6% 

   

Primary employer/affiliation   

University^ 11 65% 

Regulatory body 2 12% 

Public health service 1 6% 

Private health service 1 6% 

Consumer organisation 1 6% 

Research institute# 1 6% 

* Subspecialty percentages presented as a proportion of the Medicine professional group.  

^ N=2 also held clinical roles 

# N=1 also held a clinical role 
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Table 2. Expert Panel comment type per review round.  

LBP comment 
type 

Round 1 
comments 

(N=17 Expert 
Panel completions) 

Round 2 
comments 

(N=10 Expert 
Panel 

completions) 

Round 3 
comments 

(N=5 Expert 
Panel 

completions) 

TOTAL n 

(% of total 
overall 

comments*) 

 N % N % N %  

Definitional/clarif
ying/detail 

244 58% 48 70% 36 68% 328 (60) 

Supporting  115 27 % 7 10% 8 15% 130 (24) 

Refuting 56 13% 10 15% 5 9% 71 (13) 

Other 9 2% 4 6% 4 8% 17 (3) 

TOTAL  

(% of total 
overall 
comments) 

424 78% 69 13% 53 10% 

546 (100) 

* rounded to the nearest % 

 

 

Table 3. Summary of indicator and evidence source changes made per review round. 

Indicator and evidence source changes made Round 1 Round 2 Round 3 TOTAL 
(%*) 

Rewording 28 17 11 56 (64) 

Merging existing indicators 13  0  0 13 (15) 

New references proposed/adopted 12  0  0 12 (14) 

Deletion of an indicator  1  2  0     3 (3) 

Reordering of indicators  0  0  2    2 (2) 

Splitting into two indicators  1  0  0    1 (1) 

TOTAL (% of changes made) 55 (63%) 19 (22%) 13 (15%) 87 (100) 

* rounded to the nearest % 
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Table 4. Final set of STANDING Collaboration indicators for LBP, presented according to 
their supporting evidence sources, and the underpinning grade/strength of recommendations 
and levels of evidence 

ID Phase of 
care 

Low back pain (LBP) 
indicator 

Evidence 
source 

Grade / strength 
of 

recommendation* 
(as reported by 

evidence source) 

Level of 
evidence*  

(as 
reported 

by 
evidence 
source) 

1 Diagnosis People with LBP are 
assessed using a 
diagnostic triage 
approach to exclude 
non-spinal causes and 
allocate patients to one 
of four categories: 

i. specific spinal 
pathology (< 1% of 
cases), for example: 

- cauda equina 
syndrome, 

- spinal infection, 

- cancer (“spinal or 
other malignancy”), 

- vertebral fracture, 

- inflammatory 
arthritis (e.g. axial 
or other 
spondyloarthritis) 

ii. radicular 
syndrome (approx. 
5-10% of cases), or 

iii. non-specific 

(1) 

(2) 

(3) 

(4) 

(5) 

(6) 

A(1) Strong(1) 
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LBP (NSLBP) 

iv. other, for 
example: 

- referred visceral 
pain (disease of 
pelvic organs - 
prostatitis, 
endometriosis, 
chronic pelvic 
inflammatory 
disease; renal 
disease 
nephrolithiasis, 
pyelonephritis, 
perinephric abscess; 
gastrointestinal 
disease - 
pancreatitis, 
cholecystitis, 
penetrating ulcer), 

- viral syndrome, 

- vascular 
conditions (e.g. 
femoral artery 
occlusion, aortic 
aneurysm), 

- hip pathology. 

2 Diagnosis People with LBP have 
a detailed history taken 
to identify those at 
higher likelihood of 
serious and/or specific 
conditions. The 
features considered can 
include: 

– past medical 
history (e.g. 
previous recent 

(2) 

(3) 

(7) 

(5) 
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medical procedures 
(especially spinal 
injections), 
previous 
malignancy, 
medication history 
especially 
corticosteroid use, 
comorbidities e.g. 
diabetes, previous 
spinal surgery, 
chronic/persistent 
pain condition) 

 –onset and 
progress (e.g. 
trauma) 

–presence of 
bladder/bowel 
symptoms and 
saddle anaesthesia 

–distribution and 
type of pain 

–lower limb 
weakness or 
sensory disturbance 

–fevers or sweats. 

3 Diagnosis People with LBP are 
assessed at the first 
visit for factors which 
may delay recovery 
(e.g. psychological, 
mental health, 
occupational, legal), 
and reassessed at 
subsequent visits. 

(1) 

(8) 

(4) 

(2) 

(3) 

(7) 

B(1) 

Weak(8) 

Moderate(1
) 

Low(8) 

4 Diagnosis People with LBP have 
a thorough examination 

(2)   
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performed to identify 
those at higher 
likelihood of serious 
and/or specific 
conditions, which may 
include: 

 – testing for 
motor weakness 
or sensory 
disturbance 

 – gait / posture 
observation 

 – assessment of 
lumbar range of 
motion 

 – straight leg 
raise 

 – palpation. 

Note: These 
examination items form 
part of the overall 
assessment of the 
clinical presentation to 
help determine if there 
is a problem beyond 
the spine (e.g., lumbar 
range of motion to 
screen for 
nonmechanical pain 
that is unrelated to 
movement, palpation 
for abdominal 
pulsations indicating 
potential visceral 
causes). 

(3) 

(7) 

5 Diagnosis People with LBP and 
leg pain and/or 

(5)   
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neurological symptoms 
should receive a lower 
limb neurological 
examination (including 
straight leg raise) when 
first identified, and 
have symptoms and 
signs monitored during 
subsequent visits. 

6 Diagnosis People with LBP with 
suspicion of spinal 
infection or cauda 
equina syndrome are 
immediately referred to 
a neurosurgeon or an 
emergency department. 

(1) 

(3) 

(5) 

 Strong(1) 

7 Diagnosis People with LBP where 
there is strong clinical 
suspicion of cancer 
(spinal malignancy), 
axial spondyloarthritis 
(or other inflammatory 
condition) or fracture 
are referred early to the 
appropriate medical 
practitioner. 

(1) 

(3) 

(5) 

 Strong(1) 

8 Diagnosis People with a new 
episode of NSLBP, 
without suggestion of a 
serious and/or specific 
underlying cause do not 
receive the following 
potentially harmful 
investigations: 

 – imaging 
(including x-
rays, CT scans, 
MRI scan, bone 
scans, 
fluoroscopy, 
myelography, 

(8) 

(4) 

(3) 

(7) 

(5) 

Strong(8) Moderate(8
) 
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CT 
myelography, 
thermography, 
discography) 

 – laboratory 
testing 
(including 
blood tests, 
urine analysis) 

 – 
electrodiagnosti
c studies or 
electrophysiolo
gical testing 
(such as nerve 
conduction 
studies, 
electromyograp
hy, Current 
Perception 
Threshold 
(CPT) 
evaluation). 

9 Assessment People who present to 
primary care with 
NSLBP are provided 
with measures, relevant 
to agreed goals, to use 
at intervals throughout 
the course of treatment 
to monitor progress 
(e.g. exercise tolerance 
and/or ability to 
undertake usual 
activities and work for 
function). 

(1) 

 

A(1) Strong(1) 

10 Assessment People with NSLBP 
who are commencing 
multi-disciplinary care 
are provided with 
validated multi-

(1) 

(7) 

 Expert 
opinion(1) 
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dimensional self-report 
questionnaires to use to 
help design their 
program, and measure 
and report progress. 

11 Assessment People with radicular 
symptoms do not 
receive evaluation with 
MRI or CT scan unless 
the results are likely to 
influence their 
management (e.g. 
investigation of 
progressive 
neurological 
deterioration). 

(2) 

(3) 

(7) 

  

12 Acute care People with 
acute/subacute NSLBP 
are offered information 
on the condition 
including: 

 – it is common 
and can be 
uncomfortable, 
frustrating and 
affect your 
mood, 

 – your spine is 
strong and 
resilient 

 – the overall 
favourable 
prognosis for 
low back pain 

 – pain does not 
always mean 
that there is 
damage (pain is 
a protective 

(8) 

(1) 

(4) 

(3) 

(7) 

(2) 

(9) 

(10) 

(11) 

(12) 

Strong(8) Moderate(8
) 

Theoretical/
Foundation
al 
Evidence(1)
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experience 
created by the 
nervous system 
which processes 
the signals 
coming from 
the body along 
with many other 
bits of 
information 
simultaneously)
, 

 – that bed rest 
should be 
avoided, rather, 
pace your 
activities at 
home and work 

 – that most 
cases improve 
without 
treatment within 
a matter of 
weeks or 
months, 

 – self-
management 
strategies are 
recommended 
in the first 
instance (as 
more 
intensive/invasi
ve treatments 
may not work 
or may be 
harmful) 

 – minor 
setbacks in your 
function or pain 
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are to be 
expected, but 
these are 
usually 
transient, and 

– that almost all of 
the things that are 
found on imaging 
scans (such as disc 
degeneration, disc 
bulges, protrusions, 
annular fissures and 
facet joint arthritis) 
are: 

- common in people 
without LBP and 
usually related to 
ageing, 

- not good 
predictors of a 
person's level of 
pain or ability to 
function, 

- not necessarily a 
contributor to the 
pain experience, 
and 

- not usually helpful 
in determining what 
care is needed. 

13 Acute care People with LBP are 
active in shared-
decision making with 
respect to: 

 – the decision to 
perform 
investigations 

(4) 

(7) 

(9) 

(10) 

(11) 
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 – discussing 
expectations 
and preferences 
when 
considering 
recommended 
treatments 

 – potential 
value and 
benefits, risks 
and costs 

 – developing a 
management 
plan. 

(12) 

14 Acute care 

 

People with NSLBP 
(and their carers) are 
provided with 
information and advice 
(written, online, audio, 
interactive, culturally-
sensitive and 
opportunity to discuss) 
to promote self-
management, 
including: 

 – 
encouragement 
to remain active 
at work and at 
home, as much 
as possible, by 
pacing 
activities; 

 – keep moving 
gently in a way 
that you enjoy 
(e.g. short 
walks, 

(8) 

(4) 

(3) 

(7) 

(2) 

(9) 

(10) 

(11) 

(12) 

Strong(8) Moderate(8
) 

 

Copyright © 2021 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.



stretches); 

 – adopt some 
relaxation 
strategies if 
your pain is 
becoming more 
bothersome or 
mood being 
affected; 

 – seek health 
professional 
advice if you 
are concerned 
or need 
additional 
support; and 

 – use of heat 
wraps/therapy 
for short-term 
symptomatic 
relief. 

15 Acute care People with NSLBP 
who haven’t responded 
to appropriate primary 
care are considered for: 

 – reassessment 
in accordance 
with history and 
examination 
findings, and/or 

 – referral to a 
rheumatologist, 
and/or 

 – imaging, 
and/or 

 – 

(3) 

(7) 

(5) 

(6) 
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multidisciplinar
y and/or 
interdisciplinary 
rehabilitation 
programs. 

16 Acute care People with NSLBP 
who do not improve 
with self-managed care 
may receive a short 
course of manual 
therapy (e.g. 2-4 week 
trial) as an adjunct to 
their self-managed 
care. 

(8) 

(1) 

(4) 

(3) 

(7) 

(2) 

(13) 

(14) 

Strong(8, 13) 

A(1) 

Moderate(8
) 

Strong(1) 

Low quality 
evidence(13
) 

17 Ongoing 
care 

People with 
persistent/chronic 
NSLBP are advised to 
be physically active 
and/or exercise, either 
individually or in a 
group, according to 
programmes which 
include: 

 – type / mode 
determined in 
partnership with 
the patient (e.g. 
of functional 
relevance), 

 – appropriate 
dose (i.e. 
frequency/inten
sity of training), 

 – supervision, 

(8) 

(1) 

(4) 

(3) 

(7) 

(2) 

(15) 

Strong(8) 

A(1) 

C(1) 

Moderate(8
) 

Strong 
(exercises - 
progressive 
endurance 
exercise 
and fitness 
activities; 
trunk 
coordinatio
n, 
strengtheni
ng and 
endurance 
exercises; 
centralisati
on and 
direction 
preference 
exercises 
and 
procedures)
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and 

 – progression. 

(1) 

Weak 
(exercises – 
flexion)(1) 

18 Acute/Ong
oing care 

People with NSLBP 
who are prescribed 
medicines are: 

 – educated on 
the quality use 
of medicines 
(including 
individual 
expectations, 
preferences, 
comorbidities, 
balance of risks 
and benefits, 
potential for 
and how to 
manage side 
effects) 

 – commenced at 
the lowest 
effective dose 
for the shortest 
possible period 
of time. 

(4) 

(3) 

(7) 

 

  

19 Acute/Ong
oing care 

People with NSLBP are 
not offered paracetamol 
alone for pain 
management. 

(4) 

 

  

20 Ongoing 
care 

People with NSLBP 
may be offered non-
steroidal anti-
inflammatory drugs 
(NSAIDs) or skeletal 
muscle relaxants. 

(8) 

(4) 

(3) 

(7) 

(13) 

Weak(8, 13) Moderate(8, 
13) 
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21 Ongoing 
care 

People with NSLBP 
who have not 
responded to simpler 
pain relief options 
(including non-drug 
strategies) after 2-4 
weeks and who have 
been assessed as low 
risk of adverse 
outcome, may be 
offered opioids for 
short term use, and 
with a plan and follow-
up for when to cease. 

(13) 

(14) 

(16) 

(4) 

(8) 

(17) 

Weak(13, 14) 

Strong(8) 

A(16) 

 

Moderate-
quality 
evidence(13
) 

Low(8) 

3 (follow-up 
plan)(16) 

4 (short-
term opioid 
use, 
weighing of 
benefits and 
harms) (16) 

22 Ongoing 
care 

People with NSLBP 
who are on long term 
opioid therapy (longer 
than 6 weeks) are 
considered for referral 
for assessment by a 
pain medicine 
specialist. 

(16) 

(17) 

 

A(16) 

 

4(16) 

23 Ongoing 
care 

People with NSLBP are 
not offered the 
following medications 
for their LBP: 

 – Antibiotics 

 – 
Anticonvulsants 

 – Duloxetine 

 – Glucosamine 

 – Medicinal 
cannabis 

 – Selective 
serotonin 

(4) 

(3) 

(8) 

Weak(8) Moderate(8
) 
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reuptake 
inhibitors 
(SSRIs) and 
selective 
serotonin-
norepinephrine 
reuptake 
inhibitors 
(SNRIs) (e.g 
Duloxetine) 

 – Systemic 
glucocorticoids 

 – Tricyclic 
antidepressants. 

24 Ongoing 
care 

People with NSLBP are 
not offered the 
following for their 
LBP: 

 – acupuncture 

 – traction 

 – participation 
in back school 

 – Biofield 
therapies, such 
as Reiki, 
therapeutic 
touch 

 – intramuscular 
stimulation (i.e. 
dry needling) 

 – craniosacral 
massage or 
therapy 

 – spa therapy 

(8) 

(1) 

(4) 

(3) 

(7) 

(2) 

(14) 

(18) 

(19) 

(20) 

Weak(8) 

D(1) 

Low(8) 

Conflicting 
evidence(1) 
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 – shock-wave 
treatment 

 – orthoses and 
braces (such as 
belts, corsets, 
foot orthotics, 
lumbar 
supports, rocker 
sole shoes, 
chairs, 
mattresses, 
gravity tables) 

 – injections of 
therapeutic 
substances, 
including 
selective nerve 
root blocks 
(SNRBs), 
prolotherapy, 
sacroiliac joint 
injection, 
zygapophyseal 
(facet) joint 
blocks, trigger 
point injections 

 – invasive 
procedures 
(such as 
radiofrequency 
ablation, 
radiofrequency 
facet joint 
denervation, 
lumbar 
discography, 
manipulation 
under general or 
joint 
anaesthesia, 
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shortwave 
diathermy) 

 – surgery (such 
as spinal fusion, 
disc 
replacement, 
vertebroplasty, 
laminectomy, 
epiduroscopy, 
kyphoplasty, 
nucleus pulpous 
replacement, 
interspinal 
spacers, 
sacroiliac joint 
fusion, 
implantation of 
spinal cord 
stimulators) 

 – thermal 
intradiscal 
procedures 
(such as 
intradiscal 
electrothermal 
annuloplasty 
(IDET), 
percutaneous 
intradiscal 
radiofrequency 
thermocoagulati
on (PIRFT), 
percutaneous 
radiofrequency 
disc 
decompression) 

 – electrotherapy 
(such as 
interferential 
therapy, laser 
therapy, 
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percutaneous 
electrical nerve 
simulation 
(PENS), 
transcutaneous 
electrical nerve 
stimulation 
(TENS), 
ultrasound, 
iontophoresis, 
phonophoresis, 
electrical 
stimulation) 

 – biofeedback, 
including 
electromyograp
hic biofeedback.

25 Ongoing 
care 

People with NSLBP 
have their clinical 
progress reviewed: 

– within 1-2 weeks 
for acute/sub-acute 
LBP 

– within 2-4 weeks 
for chronic LBP. 

(1) 

(4) 

(3) 

(2) 

A(1) Strong(1) 

26 Ongoing 
care 

People with NSLBP 
that is resistant or 
unresponsive to 
primary care are 
reassessed and 
considered for referrals 
to: 

– specialist 
consultation (e.g. 
rheumatology, pain 
medicine) 

– physical and/or 
psychological 

(8) 

(4) 

(3) 

(7) 

(6) 

(5) 

Weak(8) Moderate(8
) 
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treatment 
programme (multi-
disciplinary). 

27 Ongoing 
care 

People with 
symptomatic central 
spinal canal stenosis do 
not have epidural 
injections for 
neurologic 
claudication. 

(8) 

(4) 

(3) 

(7) 

Weak(8) Moderate(8
) 

 

* CPG recommendations were extracted verbatim, along with their documented Grading of 
Recommendations Assessment, Development and Evaluation (GRADE) or level of evidence  
(as recorded by the source CPG) 
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Table 5. Summary of LBP indicator characteristics.  

Indicator characteristic Number of indicators (%) 

Phase of care    

Diagnostic/screening processes 8 

Assessments 3 

Acute care 5 

Ongoing care 9 

Acute/ongoing care 2 

Total  27 

CPG recommendation grade/strength    

Not reported / unknown 11 

Mixed 5 

Weak 4 

A 4 

Strong 3 

CPG recommendation level of evidence    

Not reported / unknown 8 

Mixed 6 

Moderate 6 

Strong 5 

Expert 1 

Total* 19 

* 16 of the 19 indicators reported both the CPG recommendation grade/strength and level of 
evidence.  
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