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Abstract

The objective of this study is to compare and contrast the quality statements and quality indicators across clinical care stand-
ards for low back pain. Searches were performed in Medline, guideline databases, and Google searches to identify clinical
care standards for the management of low back pain targeting a multidisciplinary audience. Two independent reviewers
reviewed the search results and extracted relevant information from the clinical care standards. We compared the quality
statements and indicators of the clinical care standards to identify the consistent messages and the discrepancies between
them. Three national clinical care standards from Australia, Canada, and the United Kingdom were included. They provided
from 6 to 8 quality statements and from 12 to 18 quality indicators. The three standards provide consistent recommendations
in the quality statements related to imaging, and patient education/advice and self-management. In addition, the Canadian and
Australian standards also provide consistent recommendations regarding comprehensive assessment, psychological support,
and review and patient referral. However, the three clinical care standards differ in the statements related to psychological
assessment, opioid analgesics, non-opioid analgesics, and non-pharmacological therapies. The three national clinical care
standards provide consistent recommendations on imaging and patient education/advice, self-management of the condition,
and two standards (Canadian and Australian) agree on recommendations regarding comprehensive assessment, psychological
support, and review and patient referral. The standards differ in the quality statements related to psychological assessment,
opioid prescription, non-opioid analgesics, and non-pharmacological therapies.
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Background

Low back pain is the top contributor to global years lived
with disability [1], and imposes massive healthcare costs
worldwide [2, 3]. For example, the annual cost of health-
care for low back pain and neck pain in the United States
was US$134.5 billion in 2016—the highest healthcare
spend across all conditions [4]. A substantial contributor
to the high expenditure and poor outcomes seen with low
back pain is that many patients miss out on guideline-
endorsed care and/or receive guideline-discordant care [5].
For example, routine imaging is discouraged in guidelines,
yet nearly one-third of patients with non-specific low back
pain are referred for lumbar imaging [6].

Many clinical practice guidelines for the management
of low back pain have been published in the last decade
[7]. Recently, organisations have developed documents to
help implement the care that should be offered to patients
considering the best available evidence [8]. These docu-
ments are called ‘clinical care standards’ or ‘quality stand-
ards of care’ and include a brief list of “quality statements”
that describe the key aspects of care that should be pro-
vided [8]. The clinical care standards are typically pro-
posed in high priority areas where there is unwarranted
variation between evidence and clinical practice [9, 10].

There are differences between the structure of clini-
cal practice guidelines and clinical care standards. First,
while clinical practice guidelines provide evidence-based
recommendations, the clinical care standards focus on the
implementation and evaluation of these recommendations
in health care settings. Second, clinical practice guide-
lines contain comprehensive information on management,
whereas clinical care standards focus on a smaller number
of critical areas for improvement of the quality of health
care. A third difference is that clinical care standards pro-
vide “quality indicators” that can be used to monitor the
uptake of standards.

Clinical care standards seem a promising approach for
the implementation of evidence-based recommendations
in health care settings. Recently, clinical care standards
for low back pain targeting multidisciplinary audiences
have been developed in several countries. We conducted
a scoping review to compare and contrast the existing
clinical care standards for low back pain. In particular, we
(i) examined the quality statements across the standards
and their accompanying content to identify discrepancies,
inconsistencies, and unclear messages, and (ii) compared
the quality indicators and investigated potential problems
regarding feasibility, including the data sources suggested
to allow monitoring of care quality. Investigating discrep-
ancies and similarities between the clinical care standards
may help to better understand these documents and guide
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the development of new clinical care standards for the
management of low back pain.

Methods

This is a scoping review evaluating all documents specified
as clinical care standards or quality standards of care,
including recommendations along with indicators for the
diagnosis and treatment of low back pain. We followed
the recommendations of the Preferred Reporting Items for
Systematic reviews and Meta-Analyses for Scoping Reviews
(PRISMA-ScR) [11].

Searches

Literature searches were performed in the following
databases on 18th July 2023: MEDLINE via OVID and
Google (keywords: combination of low back pain AND
("care standards" or "quality standards")), International
Guidelines Library (https://g-i-n.net/international-guide
lines-library; keyword: low back pain), and National Institute
for Health and Clinical Excellence (NICE) (www.nice.org.
uk; keyword: low back pain). We also performed searches
on Google using a combination of low back pain AND
"care standards" or "quality standards". Two independent
reviewers selected the potentially eligible reports, and a third
reviewer was available to resolve any disagreements.

Eligibility criteria

Clinical care standards for the management of low back
pain were eligible for this review. To be considered eligible,
the clinical care standards should include statements and
indicators related to the diagnosis and treatment of non-
specific low back pain, targeted at a multidisciplinary
primary healthcare audience. We excluded clinical
practice guidelines, clinical care standards targeting a
specific profession or a broader health population (e.g.,
musculoskeletal disorders), or other documents including
only quality indicators.

Data extraction and synthesis

Two independent authors performed standardised data
extraction, considering the following information:
development methods (e.g., target audience, evidence
source, working group, dissemination and implementation,
and update time) as well as statements and indicators
for diagnosis and treatment. The development methods,
statements, and indicators were described in a table and
compared to identify the agreement and discrepancies
between the clinical care standards.


https://g-i-n.net/international-guidelines-library
https://g-i-n.net/international-guidelines-library
http://www.nice.org.uk
http://www.nice.org.uk
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Results

The searches in the electronic databases, guidelines
databases, and Google retrieved 579 documents. After
screening the titles and abstracts, eight potentially eligible
documents were selected for the full-text assessment. Of
these, two documents were excluded, because they were
developed for a specific profession (e.g., chiropractors), and
three were specified as clinical practice guidelines without
providing statements and indicators. Finally, three clinical
care standards were included in this review [12-14].

General aspects of clinical care standards

The 2019 Canadian clinical care standard [12], developed
by Health Quality Ontario, included 7 quality statements
and 13 indicators for acute low back pain (i.e., first episode
or recurrent episodes lasting less than 12 weeks). The 2017
UK clinical care standard [13], developed by the National
Institute for Health and Care Excellence (NICE), has 6
statements and 18 indicators and specifies whether they
apply to acute low back pain, chronic low back pain or
sciatica. The 2022 Australian clinical care standard [14],
developed by the Australian Commission on Safety and
Quality in Health Care, has 8 statements and 12 indicators
for people with low back pain presenting with a new acute
episode. Table 1 details the development methods of the
three clinical care standards.

The clinical care standards provide additional quality
statements for patients (specifying the type of care to be
received), health care professionals (specifying the type of
care to be delivered), and services (specifying resources
needed for implementation). The UK clinical care standard
also includes a statement directed to Commissioners [e.g.,
clinical commissioning groups and National Health Service
(NHS) in England].

The UK and Canadian clinical care standards provide
three types of quality indicators for monitoring the
implementation process: structure indicators (i.e., aspects of
the setting where health care is offered); process indicators
(i.e., what care is offered by health care professionals and
received by patients); and outcome indicators (i.e., result
of the care implemented on patient’s health) [15]. The
Australian clinical care standard provides structure and
process indicators. The Canadian clinical care standard has
1 structure indicator, 10 process indicators, and 2 outcome
indicators; the UK clinical care standard includes 7 structure
indicators, 7 process indicators, and 4 outcome indicators;
and the Australian clinical care standard includes 6 structural
indicators and 6 process indicators.

Consistent recommendations provided in the three
clinical care standards

Table 2 provides the comparison between quality statements
of the clinical care standards, and Table 3 provides the
quality indicators in the clinical care standards. The
supplemental Table 1 details the quality indicators proposed
in the clinical care standards.

Diagnostic imaging

The three clinical care standards provided consistent
recommendations in the statements related to diagnostic
imaging (Table 2). All statements recommend that patients
with low back pain should not receive lumbar spine imaging
unless serious pathologies are suspected. However, the
Canadian and Australian clinical care standards describe a
set of “red flags” that suggest serious pathological disease
and types of diagnostic imaging required, whereas the UK
statement describes serious pathologies and refers the reader
to other NICE guidelines for further guidance. The UK and
Australian clinical care standards recommend explaining the
reasons for not requesting imaging.

The clinical care standards suggest different indicators
to monitor lumbar imaging requests. While the UK process
indicator focuses on rates of inappropriate imaging, the
Australian process indicator focuses on the proportion of
appropriate imaging. In contrast, the Canadian process
indicator focuses on documenting all low back pain imaging.
None of the standards provides an indicator for underuse
of lumbar imaging (i.e., failure to request imaging when
indicated).

Patient education/advice and self-management

The three care standards provide statements recommending
that patients should receive advice to self-manage low back
pain (Table 2). The statements recommend that patients
should be reassured about the condition’s benign nature and
likely rapid resolution and be advised to quickly return to
normal activities (including physical activity, exercise, and
work). The UK and Australian standards provide supporting
information and leaflets for patients and clinicians, while the
Canadian statement recommends written and electronic tools
as well as translation to relevant languages.

Staying physically active and returning to work is also
recommended by all clinical care standards. The Canadian
and Australian clinical care standards have a specific state-
ment recommending that patients should avoid bed rest,
stay active, gradually increase physical activity, and return
to usual activities (Table 2). In contrast, the UK standard
recommends staying active and returning to work in the
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Table 1 Development methods of UK, Canadian, and Australian clinical care standards

Topic Clinical care standards

Target audience

o UK: NHS services, public health services and social care

e Canadian: Primary care and community-based care, although it could be applied to all settings
e Australian: Primary care and emergency departments but applies to all healthcare settings and clinical

units

Evidence source e UK: NICE guideline

e Canadian: Several practice guidelines and supporting references
e Australian: Several practice guidelines and supporting references

Working group

e UK: Standing Committee working across quality standard topics and specialist committee members

which included a nurse, two general practitioners, a therapist, and a pain consultant

e Canadian: Advisory committee membership included health care professionals (i.e., family physicians,
spine surgeons, nurses, chiropractors, physiotherapists, psychologists), an associate professor, patients,
caregivers, and others with lived experience

e Australian: independent experts, consumers and clinicians from different areas of expertise (such as
physiotherapists, chiropractors, rheumatologists, psychologists, emergency physicians, and others)

Stakeholders involvement

e UK: The consultation of stakeholders (i.e., national patient, service user, healthcare professional and

academic organisations and commercial organisations) to identify key areas for improvement, provide
feedback on the appropriateness of the formulated quality statements, and support the dissemination of

the clinical care standard

e Canadian: The participation of stakeholders to inform the development and quality of the
recommendations and implementation/dissemination phase
e Australian: The clinical care standard was opened for public consultation

Dissemination and implementation

e UK: Provide support to key audiences to maximise the uptake of guidance and quality standards, support

tools for commissioning, service improvement and education and learning, engage with national bodies
and local organisations to support the use and review of quality standards and facilitate shared learning;
feedback on changes in the areas for quality of improvement

e Canadian: To identify stakeholders to engage in dissemination and implementation planning. Target
audiences for quality standards include health system partners, clinical leaders, administrators, advocacy
organisations, community partners, patients, and caregivers. A toolkit is developed and may include
a gap assessment tool, a barrier assessment tool, and general resources on change management.
Dissemination is based on a communication plan that uses social media, traditional media, newsletters,
webinars, and other channels to share updates, educate, and create awareness of the quality standard.
Decision support tools, audit and feedback, educational materials and education meetings/workshops and
other interventions are used to inform implementation. Reporting and evaluation is the last step of the

implementation plan

e Australian: Integration with national safety to help health services to meet specific requirements. To
support clinicians to use the best available evidence, including clinical care standards, and to monitor
and respond to unwarranted clinical variation. The clinical care standard was disseminated through the
publication of editorials in the journals related to low back pain

Update

e UK: 3 years after publication and 2 years in special circumstances

e Canadian: It is scheduled to be updated each year in the first 3 years after development
o Australian: The standard will be updated but a specific time was not provided

UK United Kingdom

self-management statement. Nevertheless, the main message
is consistent across all clinical care standards.

There are some differences in the indicators from the
clinical care standards. The three standards suggest generic
indicators measuring the proportion of patients receiving
education/advice to self-manage the condition. However,
while the Canadian standard provides an outcome indicator
to assess confidence in self-management using the Pain
Self-Efficacy Scale [16], the UK standard recommends an
indicator to assess patient satisfaction and the number of
repeat GP appointments.

@ Springer

Consistent recommendations provided by two
clinical care standards

Comprehensive assessment

The Canadian and Australian clinical care standards have
a quality statement recommending performing a prompt
comprehensive assessment (Table 2). The comprehensive
assessment (i.e., appointments within 1-3 days for urgent
requests) should include outcome measurement, yellow
and ‘red flags’ assessment, and referral for follow-up with
their primary care provider if symptoms do not improve
after 4 weeks. The Canadian standard also suggests some
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Table 2 Quality statements provided by the UK, Canadian, and Australian clinical care standards

Topic

Quality statement

Comprehensive assessment

Psychological assessment

Diagnostic imaging

Review and referral

Patient education and self-management

Advice to stay active

Psychological support

Non-opioid analgesics

e UK: Nil

e Canadian: Provide a prompt comprehensive assessment for patients seeking primary care

o Australian: The assessment of a patient with a new presentation of low back pain symptoms, with
or without leg pain or other neurological symptoms, focuses on screening for specific and/or serious
pathology and consideration of psychosocial factors. It includes a targeted history and physical
examination, with a focused neurological examination when appropriate

e UK: Primary care services have an approach to risk stratification for new episodes

o Canadian: Potential psychosocial risk factors for developing chronic pain are identified as yellow
flags. Yellow flags may be identified through a set of questions or, if persists after education
reassurance, supporting tools can be used

o Australian: Early in each new presentation, a patient with low back pain, with or without leg pain or
other neurological symptoms, is screened and assessed for psychosocial factors that may affect their
recovery. This includes assessing their understanding of, and concerns about, diagnosis and pain, and
the impact of pain on their life. The assessment is repeated at subsequent visits to measure progress

e UK: Do not have imaging requested by a non-specialist service unless serious underlying pathology
is suspected

o Canadian: Do not request diagnostic imaging tests unless they present with red flags that suggest
serious pathological disease

o Australian: Expectations of imaging and its limited role in diagnosing low back pain are discussed
with a patient. Early and appropriate referral for imaging occurs when there are signs or symptoms of
specific and/or serious pathology. The likelihood and significance of incidental findings are reported
and discussed with the patient

e UK: Nil

e Canadian: If the patient has unmanageable disabling back or leg pain (i.e., is unable to perform their
usual daily activities), if their limitations from back pain are ongoing and substantial, or if their
symptoms are worsened by physical activity and exercise, an appropriate referral should be made to a
spine-focused provider (In “Clinical assessment statement”)

e Australian: A patient with persisting or worsening symptoms, signs or function is reassessed at an
early stage to determine the barriers to improvement. Referral for a multidisciplinary approach is
considered. Specialist medical or surgical review is indicated for severe or progressive back or leg
pain that is unresponsive to other therapy, progressive neurological deficits, or other signs of specific
and/or serious pathology

e UK: Provide advice and information to patients self-manage their condition

o Canadian: Provide education and ongoing support for self-management that is tailored to people’s
needs

e Australian: A patient with low back pain is provided with information about their condition and
receives targeted advice to increase their understanding, and address their concerns and expectations.
Self-management is discussed with the patient because it will differ for each patient

e UK: Nil

e Canadian: Encourage people to stay physically active by continuing to perform activities of daily
living, with modifications if required

e Australian: A patient with low back pain is encouraged to stay active and continue, or return to, usual
activity, including work, as soon as possible or feasible

e UK: Nil

e Canadian: Provide information and support for those who have psychosocial barriers to recovery
(yellow flags) identified during their comprehensive assessment

e Australian: A patient with low back pain is offered physical and/or psychological interventions based
on their clinical and psychosocial assessment findings

e UK: Do not prescribe paracetamol alone, anticonvulsants or antidepressants for low back without
sciatica

e Canadian: Provide information on risks and benefits of non-opioid analgesics to improve mobility
and function for whose symptoms do not adequately improve with physical activity, education,
reassurance, and self-management support

e Australian: Anticonvulsants, benzodiazepines and antidepressants are avoided, because their risks
often outweigh potential benefits, and there is evidence of limited effectiveness
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Table 2 (continued)

Topic

Quality statement

Opioids

Non-pharmacological treatment

e UK: Do not prescribe opioids for chronic low back pain without sciatica

e Canadian: Opioids should not be used routinely to treat acute low back pain. In some circumstances,
it is reasonable to prescribe opioids at the lowest effective dose for a limited time if patients with
severe pain and disability are unresponsive to non-pharmacological therapies and medications. (In
“Pharmacological statement”)

o Australian: Opioid analgesics are considered only in carefully selected patients, at the lowest dose for
the shortest duration possible

e UK: Do not provide spinal injections except radiofrequency denervation for people who meet the
criteria

e Canadian: Provide information on the risks and benefits of additional non-pharmacological therapies
to improve mobility and function for whose symptoms do not adequately improve with physical
activity, education, reassurance, and self-management support

o Australian: Physical intervention (i.e., heat wraps and massages) may be helpful as a part of treatment

package including physical activity for a short period of time. Advise that physical activity and
exercise therapy can help patients with an acute exacerbation of persistent or chronic low back pain

UK United Kingdom

Table 3 UK, Canadian and Australian indicators in the quality statements across clinical care standards

Structure indicators

Process indicators Outcome indicators

Quality domains UK  Canadian  Australian UK  Canadian  Australian UK  Canadian  Australian
Assessment and diagnosis

Comprehensive assessment Yes Yes Yes Yes

Risk stratification Yes Yes

Diagnostic imaging Yes Yes Yes  Yes Yes

Treatment

Advice to self-manage the condition  Yes Yes  Yes Yes Yes  Yes
Advice to maintain usual activities Yes Yes

Psychological support Yes Yes Yes
Non-opioids analgesics Yes Yes  Yes Yes Yes
Opioids Yes Yes  Yes Yes Yes
Non-pharmacological treatment Yes Yes  Yes

Referral to a specialist Yes Yes

UK United Kingdom

assessment tools, such as the Brief Pain Inventory-Short
Form [17] and the Clinically Organized Relevant Exam
(CORE) Back Tool [18].

Both clinical care standards differ in the process
indicators related to comprehensive assessment. The
Canadian indicators measure the number of days waiting
for the comprehensive assessment and the proportion
of patients referred to a spinal specialist due to specific
reasons including “symptoms that worsen with physical
activity and exercise” and “unmanageable disabling back
or leg pain”. In contrast, the Australian indicator assesses
the proportion of patients with findings of the assessment
documented in their medical records.

@ Springer

Psychological support/interventions

The Canadian and Australian clinical care standards rec-
ommend offering psychological approaches for patients
with acute low back pain (Table 2). The use of these
approaches is recommended in both standards alongside
other non-pharmacological approaches for patients with
identified psychosocial barriers to recovery. The Cana-
dian statement includes as examples psychological sup-
port/interventions, such as individual counselling and
evidence-based treatment for mood disorders, whereas
the Australian standard focuses on cognitive behavioural
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therapy, progressive relaxation, or mindfulness-based
stress reduction.

Regarding the indicators, while the Canadian standard
suggests an outcome indicator to measure the proportion
of patients with identified psychological barriers who have
been given information and support, the Australian standard
intends to measure the proportion of people referred to
physical and/or psychological services.

Review and referral of patients

The Canadian and Australian standards provide
recommendations on reviewing and referring patients with
persisting and worsening symptoms to a specialist. While
the Australian standard provides a specific statement,
the Canadian standard includes the recommendation in
the “Clinical assessment” statement. Furthermore, the
Australian standard recommends referring these patients
to a multidisciplinary approach or a specialist and surgical
review of those patients presenting severe or progressive
back or leg pain that is unresponsive to other therapy,
progressive neurological deficits, or other signs of specific
and/or serious pathology. Regarding the quality indicator,
while the Canadian standard intends to measure the
proportion of patients referred to a specialist, the Australian
standard focuses on the evidence of a policy for the review
and referral of patients. Nevertheless, both standards provide
consistent recommendations for the review and patients
referral.

Discrepancies across the three clinical care
standards

Psychological assessment

The three clinical care standards differ in their
recommendations related to psychological assessment.
The UK and Australian standards provide an individual
quality statement (Table 2), while the Canadian standard
includes the recommendation in the comprehensive
assessment statement. Although all standards recommend
the use of supporting tools (e.g., STarT Back screening
tool), the timing of its administration differs between them.
In the UK and Australian standards, it is recommended
to be applied in the first consultation, while the Canadian
standard recommends its use only if yellow flags (assessed
using questions from the CORE back tool [18]) persist after
education and reassurance. Although all standards support
the identification of patients with an increased risk of poor
prognosis, they endorse different approaches at different
stages in the episode of care.

Opioid analgesics

The clinical care standards differ in their recommendations
on opioids. The UK statement provides a very clear message
against opioid use for chronic low back pain (Table 2). The
Canadian and Australian standards recommend opioids
to a subset of patients with acute low back pain who still
have severe pain and disability at the shortest and lowest
dose possible. Moreover, while the Canadian standard also
recommends opioids for those who have not responded to
other treatments, the Australian standard recommends that
the opioid status of the patient should also be considered.

All clinical care standards provide consistent indicators
to measure the proportion of patients who are prescribed
opioids, although they differ in the duration of symptoms.
The UK indicator focuses on people with chronic low back
pain, the Canadian indicator focuses on people with acute
low back pain, and the Australian indicator does not specify
the duration of symptoms.

Non-opioid analgesics

The standards provide different recommendations regarding
non-opioid analgesics (Table 2). The Canadian statement
encourages clinicians to provide information on the risks
and benefits of non-opioid analgesics and recommends
non-steroidal anti-inflammatories (NSAIDs) as the first
pharmacological option if patients with acute low back
pain do not improve with non-pharmacological therapy. In
addition, the Canadian statement also recommends the use
of muscle relaxants if patients do not respond to NSAIDs.
In contrast, the UK and Australian statements focus on
pharmacological treatment that should not be used for
low back pain due to their limited effectiveness, including
anticonvulsants and antidepressants. Moreover, the UK
statement also does not recommend the use of paracetamol.

The three clinical care standards provide different
indicators related to pharmacological options but are in line
with the statements endorsed. While all standards provide
indicators related to the use of medicines, the Canadian
standard also suggests an indicator to measure if patients
are receiving information on the risks and benefits of non-
opioid analgesics. Moreover, the UK standard suggests an
outcome indicator measuring the number of adverse events
related to the use of medications.

Non-pharmacological therapies

The clinical care standards provide different
recommendations on non-pharmacological treatments
(Table 2). The Canadian standard recommends providing
information on the risks and benefits of non-pharmacological
options and suggests the use of massage, superficial heat,
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acupuncture, and manual therapy in combination with
physical activity as appropriate non-pharmacological
therapies. The Australian standard recommends physical
approaches (e.g., heat wraps and massage) alongside
to individualised physical activity, and psychological
approaches. In contrast, only the UK standard provides a
recommendation against the use of spinal injections with the
exception of radiofrequency denervation that can be used for
patients with chronic low back pain meeting specific criteria.

The process indicators related to the non-pharmacological
options align with the statement provided by the standards.
The Canadian and Australian indicators monitor the the
proportion of patients receiving non-pharmacological
options, although the Australian focus on those at risk of
poor outcomes. The UK indicator estimates the amount of
appropriate use of spinal injections according to the criteria
for radiofrequency denervation. These criteria include, for
example, reporting a pain intensity of at least five out of ten
points in the visual analogue scale.

Structure indicators across clinical care standards

All clinical care standards suggest structure indicators to
measure the characteristics of the setting where the care
will be implemented (Table 3). The UK standard suggests
at least one structure indicator per statement, the Australian
standard provides one structure indicator for each statement
(except for the statement related to education/advice),
and the Canadian standard provides only one structure
indicator in the comprehensive assessment statement.
While most UK structure indicators measure the evidence
of local arrangements with health care professionals, the
Australian standard focuses on a broader perspective with
the implementation of policies for providing supporting
tools, referral pathways, and training for implementation
of the statements. Meanwhile, the structure indicator of the
Canadian clinical care standard recommends measuring the
availability of “rapid access clinics”.

Data sources to collect quality indicators

The Canadian and UK clinical care standards suggest data
sources for the indicators. Both standards suggest local
practice data collection as data sources for most indicators.
The UK standard provides examples of what data should
be collected for measurement of the indicators, such as
service protocols, patient notes, and prescribing audits. In
addition to the local data collection, the Canadian standard
also recommends the use of national databases for a few
indicators, such as to estimate the number of patients with
low back pain and the proportion of patients that receive
a prescription of opioids. The only national data source
suggested by the UK clinical care standard is the National
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Pain Audit, which collects data on patient satisfaction [19].
The Australian standard does not provide the data source,
but it provides a link to the registration of the quality
indicators in the Meta Online Registry (METEOR) which
contains information for data collection and calculation.

Discussion
Summary of findings

The three clinical care standards provide consistent
recommendations in the statements related to comprehensive
assessment, imaging, patient education/advice, self-
management of the condition, and review and patients
referral. There is inconsistency in the quality statements
related to psychological assessment, opioid prescription,
non-opioid analgesics, and non-pharmacological therapies.
We also found inconsistencies in the indicators suggested
by the standards related to the number, type, and aspects of
care assessed by the indicators.

Possible explanations for the discrepancies
observed between documents

The clinical care standards have focused on different
target groups related to the duration of symptoms.
While the Canadian and Australian standards provide
recommendations for patients with acute low back pain,
the UK standard provides recommendations regardless of
the duration of symptoms. Discrepancies across the sets of
quality statements may also be explained by the fact that
each determined critical areas for improvement in their
setting which may differ across geographical contexts.

Challenges for implementation of quality
statements

The first step in the implementation of the clinical care
standards is to identify and provide support to key audiences
noting that challenges to implementation may differ for
different audiences as well as for different settings. For
example, the proportion of patients with serious pathologies
is likely to be higher in emergency departments compared
to primary care settings [20]. Therefore, emergency staff
may need a higher index of suspicion in ruling out serious
pathologies. At the same time, time constraints and the busy
environment of emergency departments might also mean
that there is only time for standard provision of patient
education and advice to self-manage their condition rather
than tailoring it for the individual patient [21]. None of
the standards included specific indicators to monitor the
differentiation of inflammatory from non-inflammatory
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pain as this is likely not easily or reliably measured.
However, both the Australian and Canadian standards
recommended appropriate early referrals when needed to
relevant healthcare providers including rheumatologists
and an indicator to monitor that referral pathways to
appropriate healthcare providers are in place. However,
the implementation in primary health care would also have
challenges, as it requires voluntary initiative from clinicians
and would face similar barriers to the implementation
of clinical practice guidelines such as the restriction of
clinical judgment [22]. In addition, the implementation of
clinical care standards would also require an appropriate
“pre-implementation” stage, engaging with healthcare
organisations to ensure the buy-in of health managers and
department directors. Future studies should investigate the
barriers to implementation of the clinical care standards and
whether further strategies are needed for the implementation
of quality statements in different settings.

Reducing unnecessary imaging for low back pain is
consistently recommended across all clinical practice
guidelines for non-specific low back pain [7]. Similarly,
all clinical care standards consistently recommended
avoiding imaging requests for non-specific low back pain.
Nevertheless, imaging rates do not seem to have reduced
over time; in fact, there is some evidence that complex
imaging rates might have increased by about 50% from 1995
to 2015 [23]. Given that providing support tools is suggested
as part of the implementation of clinical care standards, some
strategies might be effective to reduce imaging rates, such as
clinical decision support, targeted reminders, and audit and
feedback [24]. Moreover, we need to test the scalability of
these interventions to reduce imaging rates. For example, a
recent clinical trial showed that individualised audits and
feedback at a national level were able to reduce the requests
for musculoskeletal diagnostic imaging tests when compared
to no intervention [25]. Nevertheless, the implementation of
the clinical care standards may help understand the effects
on imaging requests in the target settings.

The clinical care standards differ in their recommendations
related to opioid use. While the UK standard discourages
its use, the Canadian and Australian standards recommend
to only a subset of patients at the shortest and lowest dose
possible. This aligns with the available evidence showing the
limited efficacy of opioids for people with chronic and acute
low back pain [26, 27]. Although several implementation
strategies have been tested, multi-faceted solutions may be
required to reduce the use of opioids. For example, a recent
trial in emergency departments showed that a multi-faceted
strategy to implement an evidence-based model of care
for low back pain was able to reduce opioid use (OR 0.57;
95% CI 0.38 to 0.85) [28], and sustain the reduction over
the long-term [29]. Therefore, a de-implementation strategy

may be planned ahead for an effective implementation of the
clinical care standards.

Challenges for data collection of the quality
indicators

All three clinical care standards suggest indicators in
each statement to be collected by the target health care
settings. Some information may be extracted locally from
electronic health records across different settings, such
as the proportion of patients receiving pharmacological
treatment. However, other indicators suggested may require
extra information than those provided in electronic health
records such as documented discussions between patients
and doctors about self-management. Although the UK
standard suggests the use of clinical notes for data collection
of these indicators, this method has conflicting validity in
other fields [30, 31] and there is a lack of validity studies
in the low back pain field. In addition, some indicators
may need additional tools to be collected, such as the use
of self-reported instruments. For example, the Canadian
standard recommends the referral of patients to the spinal
specialist considering a specific set of criteria in which pain
intensity should be evaluated. Therefore, health care settings
should bear in mind these factors to ensure appropriate data
collection and, consequently, to evaluate the implementation
of the clinical care standards.

The standards also propose some indicators with
inconsistent definitions in the literature. The UK standard
suggests measuring the number of adverse events related
to the use of medicines, although the different terminology
and coding process could render data collection difficult [32,
33]. Similarly, the UK and Australian indicators related to
lumbar imaging include determining the appropriateness
of imaging for low back pain. However, the high variance
in the criterion adopted by guidelines to define imaging
appropriateness due to different red flags with limited
predictive value [34] might influence the data collection
of these indicators. Therefore, these terms may need to
be standardised before implementation in the health care
settings to ensure appropriate data collection.

Strengths and limitations of the review

We performed a comprehensive search in MEDLINE and
on Google to identify all clinical care standards for low
back pain. However, we could not exclude the possibility of
missing a document, although this may be a limitation of any
review. In addition, the included clinical care standards were
developed in high-income countries. The implementation
of these documents in low- and middle-income countries
would require some adaptations or the elaboration of new
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documents considering their geographical and cultural
context.

Conclusion

The three standards provide consistent recommendations
in the statements related to imaging and patient education/
advice and self-management of the condition. However,
they differ in the recommendations related to psychological
assessment, opioid prescription, non-opioid analgesics,
and non-pharmacological therapies. The Canadian and
Australian standards agree on the recommendations related
to comprehensive assessment, psychological support, and
review and patients referral.
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