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ABSTRACT

Introduction: Low back pain (LBP) is a com-
mon reason for adults to seek medical care and
is associated with important functional limita-
tion and patient burden. Yet, heterogeneity in
the causes and presentation of LBP and a lack of
standardization in its management impede
effective prevention and treatment.

Methods: We conducted a modified Delphi
study to generate consensus statements for the
diagnosis, management, and prognosis of LBP.
A panel of five experts proposed 19 statements
that were subsequently evaluated by physicians
who treat LBP in their everyday clinical practice.
Physicians were asked to validate statements in
the form of a web survey assessing level of
agreement on a five-point Likert-like scale.
Results: Consensus (C 70% agreement) was
obtained for all 19 statements. Strength of
agreement and physician comments high-
lighted the importance of pain management,
but also strategies to ameliorate functional
limitation and prevent future LBP episodes.
Respondents favored multidisciplinary approa-
ches and multimodal management for LBP,
although there was some ambiguity as to how
multidisciplinary strategies could be feasibly
incorporated into daily practice. Finally, the
results indicated some conflict regarding the use
of imaging for the diagnosis of LBP and how to
classify LBP for targeted treatment.
Conclusion: The results of this study provide a
summary of favored clinical practice for the
management of chronic LBP. While the con-
sensus statements were generally agreeable to
survey respondents, some areas of ambiguity,
including how to increase the feasibility of
multidisciplinary strategies, when and how to
use diagnostic imaging in LBP, and LBP classi-
fication, necessitate clarification in future stud-
ies and guidelines.
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Key Summary Points

Why carry out this study?

Low back pain is very common and is now
the leading cause of disability worldwide,
with high costs and extensive health care
use.

Low back pain is a common condition,
with effects on well-being and impact on
quality of life, and often low satisfaction
with the treatments provided.

The objective of this study is to analyze
the management of LBP in Italy and
compare it with guideline
recommendations.

What was learned from the study?

Physicians strongly agree with the use of
multidisciplinary-multimodal approaches
to provide comprehensive therapy that
not only addresses pain, but also improves
function.

The study highlighted the role of
‘‘personalized medicine’’ in patient
management based on pain intensity,
pain characteristics, specific pain
generators, function, and quality of life.

Future efforts might include a content
analysis designed to detect geographical
differences in clinical practice and
perceptions.

DIGITAL FEATURES

This article is published with digital features,
including a summary slide, to facilitate under-
standing of the article. To view digital features
for this article go to https://doi.org/10.6084/
m9.figshare.14039168.

INTRODUCTION

Low back pain (LBP) is a broad diagnostic term
that encompasses a range of pathologies char-
acterized by pain and discomfort below the
costal margin and above the inferior gluteal
folds [1, 2]. LBP will affect one in two adults at
some point during their lifetime, with peak
prevalence among adults 40–50 years of age [1]
and significant prevalence among the elderly
[3]. LBP can occur secondary to various
pathologies [4, 5] or as a recurrent idiopathic
pathology of the lumbar spine associated with
pain and functional limitation. LBP is further
classified based on the duration of symptoms as
acute (4 weeks), subacute (4–12 weeks), or
chronic ([3 months) [6]. Acute LBP is one of
the most common reasons for adults to seek
medical care. It becomes chronic in at least 10%
of patients, with chronic LBP affecting approx-
imately 6% of adults aged 20–69 years (inci-
dence of 9.4 per 1000 person-years) [7]. In 2010,
the World Health Organization ranked LBP as
the sixth most burdensome condition, and in
another report described LBP as the top cause of
morbidity worldwide [8].

Despite its high incidence and prevalence
and substantial global impact, chronic LBP
remains poorly understood and difficult to
diagnose, and is treated or prevented with
variable efficacy [9]. With regard to its diagno-
sis, several guidelines have been proposed for
detecting LBP and associated red flags, but there
is little consensus regarding which red flags to
endorse. There is some evidence supporting the
diagnostic accuracy of red flags related to spinal
fractures and spinal malignancies, but data are
lacking regarding red flags for other conditions
such as infection and ankylosing spondylitis. In
terms of treatment, several evidence-based
guidelines are available for the management of
acute and chronic LBP. However, adherence to
these recommendations and patient treatment
satisfaction are low [10]. Studies suggest that
more than a quarter of LBP care is inappropriate
[11] and that care is generally insufficient in
patients with comorbidities.

Given the current state of clinical LBP man-
agement, the goal of this modified Delphi study
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was to generate a series of consensus statements
characterizing appropriate clinical practice for
LBP; assess the degree to which physicians agree
or disagree with these statements; and ulti-
mately provide recommendations for improv-
ing clinical practice for LBP.

METHODS

Study Design

This study utilized a modified Delphi study
design (structured Delphi consensus plus a
qualitative feedback component) and was con-
ducted over a period of 6 months from July to
December 2019. Similar methods have been
applied in previous studies to achieve consensus
of opinion in a real-world context, including in
health care environments [12, 13].

Consensus topics were elaborated by a sci-
entific board composed of five experts in the
area of pain medicine across a variety of spe-
cialties, including two pain physicians, one
orthopedic surgeon, one specialist in rehabili-
tative medicine, and one general practitioner.
The scientific board conducted an initial dis-
cussion at a face-to-face focus group based on a
review of the literature and examination of
national and international guidelines. At this
meeting, the board elaborated 19 statements for
use in a web-based survey to be administered to
members of the board and an expanded panel of
physicians who treat LBP in different care set-
tings. Statements were designed to focus on
possible disparities between clinical practice
and guideline recommendations and on con-
troversial ideas in LBP management. A complete
list of these statements and the supporting
bibliography are provided in Table 1. The results
of the survey were analyzed and discussed at a
final face-to-face meeting at the end of the
6-month study period.

Survey

The survey consisted of 19 statements (S) graded
on a five-point Likert-like scale (1 = ‘‘completely
disagree’’; 2 = ‘‘mostly disagree’’; 3 = ‘‘somewhat

Table 1 Survey statements

1 It’s essential to recognize the specific mechanisms that

operate as pain generator in each patient to find a

specific target of the therapeutic approach to

control pain

2 Individual and psychosocial risk factors (such as

female sex, younger age, high BMI, stress,

depression, anxiety, and job dissatisfaction) are

significantly associated with the transition from

acute to chronic LBP. In their absence, patients can

have healing reassurance; on the contrary, their

presence conditions the care and the frequency of

follow-up

3 Imaging isn’t recommended for LBP within the first

6 weeks unless there are red flags

4 The use of a multidisciplinary and multimodal

approach is essential to avoid diagnostic and

management errors

5 Pain mechanisms must be considered when making a

diagnostic classification to become a specific target

of the therapeutic approach to control pain

6 LBP patients should be classified clinically as

experiencing either nociceptive, neuropathic, mixed,

or resulting in a central sensitization pain

7 In LBP, mechanisms of neuropathic pain include

mechanical and inflammatory processes. In most

cases, a complex interplay between these

mechanisms is required to sustain the pain

8 Pain relief is the main target in LBP management

9 The goals of treatment for chronic LBP are to reduce

pain, regain function, and prevent future

exacerbations

10 Multidisciplinary and multimodal approaches

represent the strategy to solve the problem of

nonresponsive pain

11 NSAIDs and/or paracetamol represent the treatment

of first choice in the pharmacological approach for

the patient with LBP

12 In LBP with radiculopathy, corticosteroids are

partially efficacious for pain control
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agree’’; 4 = ‘‘mostly agree’’; or 5 = ‘‘totally
agree’’). Survey statements addressed pain gen-
erators in LBP (S1, 5–7), individual risk factors
(S2), LBP diagnosis (S3), and LBP treatment
divided into the following categories: treatment
goals (S8, 9), pharmacological (S11–13, 15, 17),
non-pharmacological (S18, 19), surgical (S14),
and multidisciplinary/multimodal (S4, 10, 16).
Respondents were asked to express their degree
of agreement or disagreement with each of the
19 statements and were subsequently invited to

justify or explain their selection in an open
comment section following each statement.
Contact information for eligible physicians was
extracted from a private national database; a
survey invitation was sent via email, and the
survey was accessed using a password-protected
web link. Respondents were given a response
deadline of 5 weeks from receipt of the survey.

Ethical Statement

The present study was not subject to approval
by an ethical committee, as per national law
and pertinent international guidelines. All sur-
vey responses were anonymized and handled
via remote dispersed geographical participation.

Statistical Analysis

Anonymized survey responses were tabulated
descriptively for the overall cohort and by
physician specialty. Consensus was achieved
when at least 70% of responses to a given
statement were scored 3–5. Major consensus
was determined when at least 99% of responses
were scored 3–5. Open-ended responses were
categorized thematically for each question by
an independent observer. Descriptive statistical
analyses were performed using STATA 14.1
software (StataCorp LLC, College Station, TX,
USA).

RESULTS

Respondent Characteristics

A total of 121 physicians were invited to par-
ticipate in the web survey. Of these, 89 (74%)
responded before the deadline. Respondents
included 39 pain specialists (44%), 16 physia-
trists (18%), 13 orthopedic surgeons (15%), 11
general practitioners (12%), 4 occupational
physicians (4.5%), 3 neurosurgeons/neurolo-
gists (3.5%), 1 rheumatologist (1%), 1 biotech-
nologist (1%), and 1 gynecologist (1%).

Table 1 continued

13 In moderate to severe unresponsive acute LBP,

without recovery of function, opioid use is

recommended in combination with NSAIDs and/

or paracetamol

14 Surgical treatment, including minimally invasive

procedures, disk surgery, and spinal fusion should be

used in selected patients

15 Combining opioids with other drugs has been shown

to be more effective in managing pain than opioids

alone

16 In chronic LBP, unresponsive to previous therapies, a

multimodal approach is recommended, including

strong opioids, myorelaxants, non-pharmacological

therapies, and minimally invasive procedures

17 Antidepressants and anticonvulsants are

recommended in patients with neuropathic pain for

their analgesic properties

18 Early physical therapy following a new primary care

consultation is associated with reduced risk of

subsequent health care compared with delayed

physical therapy

19 Multidisciplinary rehabilitation of patients with

chronic LBP also includes educational and

cognitive-behavioral approaches

The supporting bibliography for these statements can be
found as supplementary material. BMI body mass index,
LBP low back pain, NSAIDs nonsteroidal anti-inflamma-
tory drugs
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Survey Consensus

Consensus (C 70% scores 3–5) was obtained for
all 19 survey statements. The distributions of
responses to each survey item are detailed in
Table 2. Emergent themes in each statement
category are summarized in Table 3.

Pain Generators (S1, 5–7)
In the pain generator category, the highest
consensus was achieved for S5 (98%): ‘‘Pain
mechanisms must be considered when making
a diagnostic classification to become a specific
target of the therapeutic approach to control
pain.’’ Agreement was generally good for other
statements in this category (90% for S1 regard-
ing the importance of recognizing pain gener-
ators for therapeutic targeting; 90% for S6
regarding LBP mechanism-based classification;
and 93% for S7 regarding the mechanistic nat-

ure of neuropathic LBP). Comment responses to
S1 frequently suggested that it is not always
possible to identify the principal pain mecha-
nism. In many cases, pain is driven by multiple
mechanisms, and the tools in everyday clinical
practice are often insufficient to distinguish
classifications such as ‘‘central sensitization
pain’’ (S6).

Individual Risk Factors (S2)
Although 78% of respondents agreed that indi-
vidual and psychosocial risk factors influence
the transition from acute to chronic LBP
(Fig. 1), the response comments reflected dis-
cord regarding what those risk factors were (e.g.,
age, female sex). Other responses affirmed the
importance of psychosocial factors for the sub-
jective experience of pain.

Diagnosis (S3)
S3 was associated with the lowest degree of
consensus in the whole survey (76%). This
statement addressed the use of imaging for LBP
in the first 6 weeks after diagnosis in the
absence of red flags. Some physicians stated that
imaging was necessary to proceed with treat-
ment or as a part of routine care; others indi-
cated that 6 weeks was too long to wait and
proposed shorter wait periods before imaging;
and in one case a physician proposed extending
the wait period to 8–12 weeks (Fig. 2).

Treatment Goals (S8, 9)
Agreement with S8 and S9 was high, at 94% and
100% consensus, respectively. In qualitative
responses, one emergent theme was that S8
(‘‘Pain relief is the main target of LBP manage-
ment’’) did not include other equally important
goals such as activities of daily living/patient
function, as expressed in S9. Accordingly, there
was unanimous consensus that LBP manage-
ment should equally weight pain relief, func-
tional improvement, and future prevention
(S9).

Pharmacological Approach (S11–13, 15, 17)
Eighty-four percent of respondents agreed that
NSAIDs/paracetamol are the first-choice phar-
macological treatment in patients with LBP

Table 3 Summary trends in statement categories

Disagree
mean (SD)

Agree
mean
(SD)

Pain generators in LBP (Q1,

5–7)

7% (4%) 93%

(20%)

Environmental and personal

factors (Q2)

22% (-) 78% (-)

Diagnosis (Q3) 24% (-) 76% (-)

Goals of treatment (Q8, 9) 3% (2%) 97%

(22%)

Pharmacological therapy

(Q11–13, 15, 17)

11% (2%) 89%

(11%)

Surgical treatment (Q14) 1% (-) 99% (-)

Non-pharmacological therapy

(Q18, 19)

8% (6%) 92%

(10%)

Multimodal and

multidisciplinary approaches

(Q4, 10, 16)

9% (4%) 91%

(18%)

LBP low back pain, SD standard deviation
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(S11; Fig. 3). Respondents who disagreed with
this statement qualified in their comments that
the first-choice treatment depended on pain
type/location and severity, and some high-
lighted the questionable efficacy of paracetamol

for LBP in clinical studies. The highest degree of
consensus in this category was achieved for S15
(98%), which emphasized the superior efficacy
of combining other pharmacological therapy
with opioids as opposed to treatment with

Fig. 1 S2: individual and psychosocial risk factors and the transition from acute to chronic LBP

Fig. 2 S3: imaging is not recommended for LBP within the first 6 weeks unless there are red flags

Pain Ther (2021) 10:589–604 595



opioids alone in LBP. However, this pattern of
responses did not represent general support of
opioid use in LBP: in response to S13, 85% of
physicians agreed with the use of opioids in
combination with NSAIDs/paracetamol in
patients with moderate to severe refractory LBP.

In the comment responses, respondents noted
that there was a low level of evidence for opioid
use in chronic LBP and that opioids should be
avoided, especially as long-term therapy, and
only considered when all other therapies fail
(Fig. 4).

Fig. 3 S11: NSAIDs/paracetamol as first-line treatment for LBP

Fig. 4 S13: opioid use in combination with NSAIDs and/or paracetamol in moderate to severe unresponsive acute LBP
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With regard to other pharmacological treat-
ments, 83% agreed with S12 about the use of
corticosteroids in LBP with radiculopathy, and
94% agreed with S17 about the use of antide-
pressants and anticonvulsants to treat neuro-
pathic pain. Among respondents who disagreed
with S12, a majority cited a lack of robust evi-
dence for the efficacy of corticosteroids in LBP
with radiculopathy and clinical observations
that, at best, corticosteroids offered modest,
short-lived efficacy if any at all.

Non-Pharmacological Therapy (S18, 19)
Eighty-six percent of respondents affirmed that
early physical therapy was useful for reducing
the risk of needing subsequent health care in
patients with LBP (S18). Respondents who dis-
agreed with this statement argued that the
utility of physical therapy depended on the
origin and type of pain. Some stated that
physical therapy was not necessarily indicated
in the acute phase of injury and could actually
worsen the problem in some cases, whereas
others argued that there was poor evidence for
the utility of physical therapy in the rehabili-
tative phase (although 1 respondent noted that
available guidelines recommend physical ther-
apy in chronic LBP). Above all else, there was a
general lack of consensus regarding what was
meant by ‘‘physical therapy’’: there were men-
tions of physical rehabilitation, physical exer-
cise, ‘‘soft’’ activities, and physio-kinesitherapy.

In contrast, 99% of respondents agreed about
the inclusion of educational and cognitive-be-
havioral approaches in the multidisciplinary
management of LBP (S19), even if there was
some ambiguity about how these approaches
could be implemented in a routine clinical
setting.

Surgical (S14)
There was 99% agreement regarding S14, which
recommended the targeted use of surgical pro-
cedures including minimally invasive proce-
dures, disk surgery, and spinal decompression
and/or fusion to treat LBP (‘‘in selected
patients’’).

Multimodal and Multidisciplinary Approach
(S4, 10, 16)
S16 regarded multimodal treatment (e.g., mul-
tiple pharmacological, non-pharmacological,
and interventional approaches) of chronic LBP
and made specific mention of strong opioids
and minimally invasive surgical treatment.
Although 90% of respondents agreed with the
statement, those who disagreed asserted a poor
level of evidence for strong opioids in LBP and
the need to use minimally invasive procedures
in a targeted manner (i.e., only where expressly
indicated). Some of these ideas were echoed in
the responses to S4, which stated that a multi-
modal/multidisciplinary approach was neces-
sary to avoid diagnostic and management errors
(82% consensus). Respondents asserted that a
multimodal or multidisciplinary approach can
be useful but is not always indicated, empha-
sizing the impracticality of applying a multi-
disciplinary/multimodal approach in all cases of
LBP. In the comments section, respondents
expressed that these approaches were more
logical in cases of persistent pain refractory to
conventional therapeutic or unimodal approa-
ches. Consistent with this sentiment, there was
100% consensus with the statement, ‘‘Mul-
tidisciplinary and multimodal approaches rep-
resent the strategy to solve the problem of non-
responsive pain’’ (S10).

DISCUSSION

This study generated a series of 19 statements
regarding appropriate practices for the real-
world clinical diagnosis and management of
LBP. Literature-supported statements were
derived from the consensus of an expert panel
and subsequently validated by survey in a larger
sample of physicians with various specialties.
Given the highly heterogeneous nature of LBP,
statement feedback often advised tailoring care
on an individual basis, for example depending
on the duration of a patient’s symptoms, type
and origin of LBP, and individual patient char-
acteristics. Physicians were generally in favor of
a multidisciplinary approach, but often expres-
sed ambiguity regarding the feasibility of
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multidisciplinary management strategies in
routine clinical care.

Pain Generators

Major consensus was achieved regarding the
importance of making a diagnostic classifica-
tion and identifying targets of therapy (S1 and
S5, respectively), consistent with the proposed
ACTTION-APS Pain Taxonomy (AAPT) [14] for
classifying pain, which includes pain mecha-
nism as one of the five dimensions that must be
considered when making a diagnostic classifi-
cation. Yet, the response comments to S1 and S5
reflected discord about mechanism categories
and the feasibility of making these distinctions
in a clinical setting. LBP is a highly heteroge-
neous disorder that can result from a variety or
combination of pathological causes. A previous
Delphi survey study categorized LBP pain types
as either predominantly nociceptive, neuro-
pathic, or central sensitization pain [15]. While
respondents in our survey agreed that LBP can
be classified clinically as nociceptive, neuro-
pathic, central sensitization pain, or mixed (S6),
respondents qualified in the comment respon-
ses that they did not necessarily agree with
including central sensitization pain as a cate-
gory, saying that it was too broad and often a
contributing factor in many pain states. Given
the frequently mixed nature of pain in patients
with LBP, and to improve the feasibility of pain
classification in a real-world context, physicians
should select a category that reflects the most
prominent characteristics of a patient’s pain
and use this category to guide subsequent
treatment decisions.

Diagnosis

The correct diagnosis of LBP should include a
thorough history with screening for early red-
flag symptoms and a general physical exami-
nation. In some cases, local anesthetic blocks
and responses to initial treatment can provide
valuable information that can contribute to a
more specific diagnosis while respecting ethical
considerations and providing pain relief. In the
event that a patient presents with severe or

progressive neurological deficits or when serious
underlying conditions are suspected, other
diagnostic modalities including lumbar radiog-
raphy, magnetic resonance imaging (MRI),
computed axial tomography (CT), and elec-
tromyography may be indicated. In our survey,
the statement yielding the lowest degree of
consensus was, ‘‘Imaging isn’t recommended for
LBP within the first 6 weeks unless there are red
flags’’ (S3), and this poor agreement among
physicians was also reflected in comment
responses. Of note, general practitioners and
orthopedic surgeons were the most likely to
disagree with S3 and advocated early imaging,
probably because imaging in the early stage of
diagnosis is used to guide specialist referral and
determine the necessity of orthopedic inter-
vention, respectively. The American College of
Radiology does not recommend LBP imaging
within the first 6 weeks unless there are red flags
[5]. In contrast, the National Institute for
Health and Care Excellence (NICE) guidelines
[16] advise against routine imaging in a non-
specialist setting for people with LBP, with or
without sciatica, and only support imaging in
specialist settings of care for people with LBP
with or without sciatica if the result is likely to
change treatment. The British Pain Society also
recommends that only clinicians able to inter-
pret the resulting images should make requests
for MRI for radicular symptoms [17]. In general,
MRI is too sensitive and not specific enough to
allow screening for onward referral and is
therefore not cost-effective in LBP. In studies of
degenerative lumbar stenosis, MRI abnormali-
ties correlate poorly with symptoms and can be
detected in 20–67% of asymptomatic patients
[18, 19]. Similar ambiguity has been reported for
facet joint pain.

Treatment

Treatment Goals
Unanimous consensus was obtained regarding
the statement, ‘‘The goals of treatment of
chronic LBP are to reduce pain, regain function,
and prevent future exacerbations’’ (S9), whereas
less definitive agreement was obtained for the
statement, ‘‘Pain relief is the main target in LBP
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management’’ (S8). Those who disagreed with
the latter statement cited the importance of
function or activities of daily living in patients
with LBP. These results parallel a field-wide shift
away from the traditional perspective of pain as
a nuisance symptom and towards viewing LBP
as a comprehensive syndrome that requires
management in-kind [5, 6, 15, 20–29].

Pharmacological Management of LBP
Different guidelines are available for the phar-
macological treatment of acute and subacute
LBP [6]. Pharmacological management gener-
ally utilizes paracetamol and NSAIDs as first-line
treatment for most patients. Indeed, the use of
anti-inflammatory agents has emerged as
important [30], as well as opioids, tricyclic
antidepressants, and anticonvulsants, depend-
ing on the type of LBP and patient history.
Ibuprofen has long been touted as a mainstay of
LBP management [31]. A recent Delphi study
has focused the attention of clinicians on the
use of multimodal analgesia for moderate to
severe acute pain in the case of LBP as well [32].
Muscle relaxants are also commonly employed
as second-line therapy in patients with refrac-
tory pain.

An important theme arising from the com-
ment responses was that the first-choice therapy
for LBP often depends on the severity of pre-
senting pain and the origin of pain. After the
failure of first-line therapy with NSAIDs and/or
paracetamol, some guidelines recommend a
short cycle of opioids [6], whereas the NICE
guideline advises against opioid use entirely
[16]. In our survey, most respondents agreed
that the use of a combination opioid and
NSAID/paracetamol was appropriate in moder-
ate to severe acute refractory LBP, but qualified
that opioid therapy should never be offered as
first-line therapy, especially because opioids do
not necessarily work on the pain generator.
Rather, respondents favored the use of non-
opioid options such as muscle relaxants, non-
pharmacological therapy, and minimally inva-
sive surgery (when indicated) in a multimodal
approach to refractory pain [33]. Clinicians
should only consider prescribing a short-term
opioid, even in multimodal combination with
paracetamol or a NSAID [34], if the potential

benefits outweigh the risks for individual
patients, and only after a realistic discussion of
possible risks and benefits [6].

Corticosteroids are controversially indicated
in some instances of LBP [26, 35–37]. In LBP
with radiculopathy, corticosteroids are com-
monly added for pain control despite a previous
study demonstrating a modest improvement in
function but no improvement in pain after a
short course of oral steroids among patients
with acute radiculopathy due to a herniated
lumbar disk [35]. In our survey, most respon-
dents agreed that corticosteroids have partial
efficacy in acute radiculopathy. Justifications
offered by respondents reaffirmed that corti-
costeroids are not always effective, especially as
monotherapy, but are used frequently and
inappropriately in LBP. Respondents also indi-
cated that they had difficulty justifying the use
of corticosteroids for radicular pain in the
absence of supporting literature.

Despite consensus in response to S17
regarding the use of antidepressants and anti-
convulsants for the management of neuro-
pathic pain, the main reasons for disagreement
were that the onset of pain relief, while mod-
erate, can take several weeks, and furthermore
that these agents can be associated with several
unpleasant or intolerable side effects. There are
clear indications for these medications in pure
neuropathic pain [38]; however, literature evi-
dence for the use of anticonvulsants in LBP,
with or without a neuropathic component, is
less robust [39, 40]. Unfortunately, the reliabil-
ity of available studies is questionable given a
notoriously high rate of false-negative findings
in trials for neuropathic pain [41] and in light of
widespread clinician preference for these medi-
cations in chronic LBP. Anticonvulsants and
antidepressants are among the most highly sold
pharmacological agents for chronic pain.
Accordingly, physicians should consider these
medicines in cases where a neuropathic pain
generator is thought to account for a majority
of LBP symptoms [24, 42, 43].

Non-Pharmacological Approaches to LBP
Non-pharmacological approaches to LBP typi-
cally include acupuncture, spinal manipulation,
psychotherapy, and others [6]. The American
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College of Physicians (ACP) published a 2017
guideline that utilized the ACP grading system
to generate a systematic review of randomized
controlled trials published through April 2015
on noninvasive pharmacological and non-
pharmacological treatments for LBP [6]. Non-
pharmacological treatments were strongly rec-
ommended as first line in patients with chronic
LBP, with proposed options including exercise,
multidisciplinary rehabilitation, acupuncture,
mindfulness-based stress reduction, tai-chi,
yoga, motor control exercises, progressive
relaxation, electromyography biofeedback, low-
level laser therapy, operant therapy, cognitive-
behavioral therapy, and spinal manipulation. A
recent systematic review provided a useful
overview of these options in a context of
chronic LBP [44]. Unfortunately, most non-
pharmacological therapies for chronic LBP are
associated with small to moderate and usually
short-term effects on pain [45]. In our survey,
S18 addressed an association between early
physical therapy following a new primary care
consultation and risk reduction for subsequent
health care. This statement achieved major
consensus but with varying degrees of agree-
ment, possibly due to the absence of a shared
guideline defining a common and clear inter-
pretation of the term ‘‘physical therapy.’’
Respondents specifically disagreed about the
use of physical therapy in the acute phase of
LBP and in patients with high-intensity pain,
suggesting that the benefits of early physical
therapy are unclear and depend on the type of
LBP. In some cases, immediate pharmacological
therapy that provides some degree of pain relief
can improve the feasibility and efficacy of early
physical therapy.

Respondents were in almost unanimous
agreement about the utility of educational and
cognitive-behavioral interventions as part of an
effective multidisciplinary approach in chronic
LBP (S19). Cognitive-behavioral approaches
target both physical and psychosocial symp-
toms related to pain, help patients develop
coping skills, and augment the outcome bene-
fits associated with physical therapy [46].
Unfortunately, there are significant barriers to
adopting cognitive-behavioral approaches in
clinical practice due to feasibility and time

constraints. Moreover, cognitive-behavioral
methods, in general, are not reimbursed by the
national health systems. This may partly
explain noncompliance with recommendations
for the use of cognitive-behavioral interven-
tions in clinical practice [46].

Surgical (Orthopedic) Intervention
Current guideline recommendations advise
surgical (orthopedic) treatment only in cases of
chronic LBP refractory to pharmacotherapy or
other management. In some cases, procedures
such as spinal decompression, spinal fusion,
and arthroplasty may be necessary [47]. In our
survey, almost all respondents agreed that sur-
gical treatment, including minimally invasive
procedures, should only be recommended in
patients with specific indications (S14). Impor-
tantly, structural changes on imaging alone are
not necessarily an indication for surgery: only a
small proportion of patients with structural
changes have pain related to these changes [48].
Accordingly, physicians should opt for surgical
intervention only when a given structural
change in the spine is confirmed to be a chief
pain generator in the patient.

Multidisciplinary Treatment
Survey respondents unanimously agreed that
multidisciplinary (and multimodal) treatment
approaches were a solution for nonresponsive
pain (S10). However, physicians felt that not all
cases of LBP require multidisciplinary manage-
ment, and that implementing these compre-
hensive strategies in all patients is not feasible
or a wise use of resources. This sentiment partly
contrasts with guidelines for chronic LBP,
which emphasize the utility of multidisci-
plinary rehabilitation and complementary
strategies like acupuncture and exercise for pain
management [45].

Limitations

While this study provides a unique insight into
the state of LBP management using a modified
Delphi approach, there were some limitations.
Given the nature of the consensus statements,
we excluded specialists who treat LBP but are
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unable to prescribe pharmacological therapy
(e.g., physiotherapists, psychologists) and
would therefore have responded based on sec-
ondhand knowledge in many cases. Our survey
also excluded other physicians such as psychi-
atrists who play an important role in managing
the affective component of chronic pain, but
are not responsible for the diagnosis of LBP or
certain modalities of pharmacological treat-
ment (e.g., prescription of opioids, surgical
intervention). Second, our thematic analysis of
the survey comments may have over- or
underrepresented certain sentiments among
LBP practitioners. Third, in view of very recent
data on possible markers of LBP [46, 49], there
will be a potential revision on the diagnostic
approach. Future efforts might include a con-
tent analysis designed to detect geographical
differences in clinical practice and perceptions.
It is our hope that increased awareness about
trends in current clinical practice versus the
recommendations of evidence-based guidelines
will facilitate the evolution of LBP
management.

CONCLUSIONS

The results of this study yield a list of consensus
statements that reflect real-world physician
experience and preferences for the diagnosis
and management of LBP. The most prominent
theme emerging from survey responses was a
strong agreement with the use of multidisci-
plinary-multimodal approaches to provide
comprehensive therapy that not only addresses
pain, but also improves function and acts on
pain generator mechanisms to decrease the
likelihood of recurrence. In a clinical context,
this theme favors a tailored, ‘‘personalized
medicine’’ approach to pain management that
utilizes all available pharmacological tools and
other multidisciplinary methods to manage
individual patients based on pain intensity,
pain characteristics, specific pain generators,
function, and quality of life.
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