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LBPN Care Path Aim: To develop and implement standard protocols, based on the best
evidence, that provide a consistent clinical experience for LifeBridge Health patients and allow
us to quantitatively demonstrate to payers the high‐value care we provide.
Key Points:






Document physical exam and history on initial visit, including rule‐out of red flags
Classify pain as acute, sub‐acute, or chronic
Appropriate use of imaging
Avoid narcotics as first‐line treatment
Patient education
o
o
o
o

Discourage bed rest for more than 2 days if necessary
Advise about proper use of heating pads
Encourage smoking cessation, weight control
Maintain normal activity

 Track key measures:
o
o

Overuse of imaging studies for low back pain
Tobacco screening and cessation

WHY? Rationale for Acute Low Back Pain Focus




•
•

Low back pain is the 3rd leading cause of disability in the workplace and 6th most costly
condition.i
Spinal disorders are the 4th most common primary diagnosis for office visits in the US.
Low back pain is common, can lead to substantial disability, and can become chronic.
High level of treatment variability, uncertainty about optimal treatment.
Overutilization of diagnostics and some treatment modalities. Evidence shows that many
patients diagnosed with low back pain receive excessive imaging which can lead to
unnecessary worry and unneeded surgery for these patients.

Focus:
• Acute low back pain (<6 weeks)
• Primary care setting
• Elements 1‐22 of Chou 2007 treatment protocol (see Appendix):
Chou R. 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)
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WHAT? Evidence‐Based Recommendationsii
I.

Comprehensive Patient Assessment:
• History and physical examination should aim to place the patient into 1 of 3 categories:
nonspecific low back pain, back pain potentially associated with radiculopathy or spinal
stenosis, or back pain potentially associated with another specific systemic or spinal
cause.
• Clinical evaluation of patients with low back pain should focus on identification of
features that indicate a potential serious underlying condition, radiculopathy, and
psychosocial factors associated with development of chronicity.
• Psychosocial distress is more common in patients with chronic low back pain, and
attention to this distress may be beneficial to recovery. Clinicians should evaluate
patients for psychiatric comorbid conditions, somatization, or maladaptive coping
strategies, all of which are associated with poor outcomes in patients with low back
pain.
• Smoking has been associated with low back pain.

II.

Diagnosis:
• Clinicians should classify low back pain as acute, sub‐acute, or chronic because the
trajectory for improvement varies and treatment options can differ with duration. Most
patients with acute symptoms will not require imaging tests, which should be reserved
for patients with a high pretest probability of serious underlying systemic illness,
fracture, cord compression, or spinal stenosis or for whom surgery is being considered.

III. Treatment:
• Most acute nonspecific pain will resolve over days or weeks, even without medical
intervention.
• Clinicians should discourage bed rest for more than two days, if it’s necessary, and
encourage all patients to maintain normal activity to the extent possible.
• When analgesia is necessary, acetaminophen or NSAIDs should be used as first‐line
therapy in the absence of relative contraindications. Short courses of muscle relaxants
or opioids should be used cautiously, and antidepressants may be helpful in some
patients with chronic symptoms.
• Psychosocial factors are strong predictors of low back pain outcomes. Psychosocial
distress is more common in patients with chronic low back pain, and attention to this
distress may be beneficial to recovery. Clinicians should evaluate patients for psychiatric
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comorbid conditions, somatization, or maladaptive coping strategies, all of which are
associated with poor outcomes in patients with low back pain.
•

Urgent surgical referral is indicated when infection, cancer, acute nerve compression,
or the cauda equina syndrome is suspected. Spine specialist referral may be
appropriate for patients with persistent back pain and/or leg pain.

IV. Patient Education:
• Patient education about low back pain should inform patients that back pain is
common, that the spontaneous recovery rate is more than 50%–75% at 4 weeks and
more than 90% at 6 months, and that most people do not need surgery even if they
have herniated disks. Clinicians should advise patients to maintain normal activity, to
avoid bed rest for more than two days, about proper use of heating pads (i.e., don’t
sleep with one or use one without an automatic shut‐off), and counsel patients about
quitting smoking, weight control, and the role of psychosocial distress.

Key Measures of Performance (aligned with CMS ACO/PQRS/Meaningful Use CQM measures)
1. Use of Imaging Studies for Low Back Pain (NQF #52; PQRS #312)
Domain: Efficient Use of Healthcare Resources
Cerner PowerChart Ambulatory documentation workflow: Orders placed for Xray, MRI, or CT of lower spine.
Numerator: Patients without an imaging study (plain Xray, MRI, CT scan) conducted on the date of the
outpatient or emergency department visit in the 28 days following the outpatient or emergency
department visit.
Denominator: Patients 18‐50 years of age with a diagnosis of low back pain during an outpatient or
emergency visit.

2. Tobacco Use: Screening and Cessation Intervention (ACO # 17; NQF #28; PQRS #226)
Smoking is associated with low back pain. There is good evidence that tobacco screening and brief cessation
intervention (including counseling and/or pharmacotherapy) is successful in helping tobacco users quit.
Domain: Population/Public Health
Cerner PowerChart Ambulatory documentation workflow: Document Social History; tobacco cessation
counseling‐yes; charge orders.
Numerator: Patients who were screened for tobacco use at least once within 24 months AND who received
tobacco cessation counseling intervention if identified as a tobacco user.
Denominator: All patients aged 18 years and older.

Provider Tools and Resources


Diagnostic Work‐Up Checklist
(https://www.anthem.com/provider/noapplication/f1/s0/t0/pw_b156428.pdf?refer=provider)



Evidence‐based Interventions Table – first‐line and second‐line therapies
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(https://www.anthem.com/provider/noapplication/f1/s0/t0/pw_b156429.pdf?refer=provider)
Patient/Caregiver education materials (e.g., UpToDate Patient information: Low back pain in
adults (The Basics) http://www.uptodate.com/contents/low‐back‐pain‐in‐adults‐the‐
basics?source=see_link)
NCQA Back Pain Recognition Program guidelines, 2007
http://www.ncqa.org/Portals/0/Programs/Recognition/RPtraining/BPRP_Training.pdf



LBPN Provider‐to‐Provider video on treatment for Low Back Pain (to be developed)

LBPN Contributing Experts/Team




Dr. Scott Brown, Chief, Physical Medicine and Rehabilitation, Sinai Hospital
Dr. Elvira Pasmanik
LBPN Quality Committee

Questions?
If you have questions about this Care Path or would like to connect with a specialist to discuss
further, please contact either Dr. Charles Albrecht at 410‐601‐6340, or David Baker at 410‐601‐
6666.
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APPENDIX
Note: The focus of this LBPN Care Path pertains to the acute low back
pain elements of the following guideline.
From: Chou R. 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)

See below items 1-22 in the decision tree for initial evaluation and management of
acute low back pain
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Initial evaluation of acute low back pain (LBP)
Source: Chou R. 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)
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Management of acute low back pain (LBP)
Source: Chou R. 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)
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