
T
here is a plethora of clinical practice guidelines (CPGs) related 
to low back pain (LBP). Searching PEDro alone yields 96 
related hits. Therefore, it is reasonable to ask why we need 
yet another one.5 The enormity of the problem and our 

inability to effectively manage it is one reason. LBP alone accounts 
for 2.5% to 3% of all physician visits annually in the United States,6 
with direct healthcare costs in the United States estimated to be over 

85 billion dollars annually in 2005, rep-
resenting a 65% increase from 1997 esti-
mates.22 Furthermore, indirect costs from 
lost work productivity due to LBP in the 
United States exceed a staggering 7 bil-
lion dollars annually.29 Despite increas-
ing medical expenditures dedicated to its 
management, the prevalence of chronic, 
disabling LBP continues to increase.22

The majority of patients with LBP 
initially access healthcare through a pri-
mary care provider.8 In fact, next to the 
common cold, LBP is the most common 
symptomatic reason for a primary care 
visit in the United States.19 Given the 
volume of patients with LBP managed 
in primary care, decisions in this setting 
have substantial implications for process 

of care and overall healthcare cost.8 Nev-
ertheless, defining optimal primary care 
management of patients with LBP has 
proven elusive, and wide variations in 
primary care practice have been observed 
for decisions such as prescribing medica-
tion, ordering imaging, and referral to 
specialists.21,26 Therefore, CPGs for LBP 
have been developed in part to decrease 
variability by narrowing the range of care 
that is provided.

There continues to be some resistance 
to CPGs in physical therapy practice, 
based on the misplaced criticism that 
they represent “cookbook medicine” used 
as a substitute for sound clinical judg-
ment and clinical reasoning. We believe 
that this criticism stems from a misun-

derstanding of a guideline’s purpose. By 
definition, in addition to current best evi-
dence, CPGs also explicitly include soci-
etal, cultural, and patient perspectives, in 
addition to incorporating subgroup con-
siderations and clinical expertise. This is 
another reason why the CPGs published 
by Delitto and colleagues5 in this month’s 
issue of JOSPT represent an important 
addition to the literature. The authors 
have done an excellent job of synthesizing 
the literature, with physical therapists’ 
perspectives and concerns in mind, par-
ticularly with regard to the subgrouping 
process, which attempts to apply guide-
line recommendations to clinical practice 
by matching the right patient to the right 
treatment at the right time, based on the 
available evidence. Other salient contri-
butions of these CPGs are an emphasis 
on the prominent role of psychosocial 
considerations and how these factors can 
interfere with recovery.

To understand how CPGs should best 
be utilized to influence decision mak-
ing, an “altitude” analogy can be help-
ful. Practice guidelines are best utilized 

Low Back Pain: Do the Right 
Thing and Do It Now
JOHN D. CHILDS, PT, PhD, MBA
Associate Editor

TIMOTHY W. FLYNN, PT, PhD
Associate Editor

ROBERT S. WAINNER, PT, PhD1

J Orthop Sports Phys Ther 2012;42(4):296-299. doi:10.2519/jospt.2012.0105

296  |  april 2012  |  volume 42  |  number 4  |  journal of orthopaedic & sports physical therapy

1Associate Professor, Department of Physical Therapy, Texas State University, San Marcos, TX. The views expressed in this material are those of the authors, and do not reflect the 
official policy or position of the US Government, Department of Defense, US Army, or US Air Force.

[ editorial ]

42-04 Editorial-Childs.indd   296 3/21/2012   4:29:23 PM



to inform the highest or “30-thousand-
foot” perspective of clinical manage-
ment. By that, we mean that CPGs help 
to define boundaries around a set of tests 
and interventions that should be com-
monly utilized in clinical practice, based 
on supporting evidence in the literature, 
versus others that should be utilized less 
frequently because of a lack of evidence. 
However, because of the treatment varia-
tion that exists within the clinical trials 
that inform the ultimate recommenda-
tions, practice guidelines are generally 
unable to match treatments to specific 
subgroups of patients, which is where a 
“15-thousand-foot” perspective comes 
into play. At this altitude, the clinician 
can lean on individual studies that con-
sider which subgroups of patients benefit 
from a particular intervention. However, 
even at this altitude, it is still too high to 
see the individual patient with adequate 
acuity and precision. Continuing with 
the altitude analogy, this is where clinical 
reasoning can be considered the “ground-
level” perspective, which informs the spe-
cific technique and dose that might be 
needed for the individual patient sitting 
in front of you. Clinical reasoning will, 
therefore, always be a necessary ingredi-
ent for evidence-based practice and can 
never be (nor was it ever intended to be) 
replaced by a CPG. For example, spinal 
manipulation is a supported interven-
tion for acute LBP; however, guidelines 
are frequently unable to make a recom-
mendation as to the specific technique or 
dose that should be utilized, because of 
the lack of precision within the clinical 
trials that comprise the practice guideline 
recommendations. Another criticism we 
have heard of guidelines is that they limit 
an individual physical therapist’s “auton-
omy.” We believe that medical practice 
requires a commitment to “best practice” 
over “individual practice.” It is interesting 
to note that in the areas of medicine with 
higher risk of death from poor decision 
making (eg, anesthesiology, cardiology), 
guidelines are more prevalent. Guide-
lines have improved care and saved lives 
in these areas largely because the collec-

tive knowledge better informs an indi-
vidual provider. We do not believe that 
anesthesiologists and cardiologists lack 
autonomy for using guidelines.

Most LBP practice guidelines attempt 
to encapsulate the broader classification 
of “nonsurgical” or “conservative” in-
terventions for LBP. An example would 
be the American Pain Society (APS)/
American College of Physicians (ACP) 
CPG on nonpharmacologic therapies for 
acute and chronic LBP.3 Organizations 
that sponsor the development of practice 
guidelines are, therefore, typically care-
ful to use intervention-specific rather 
than profession-specific nomenclature, 
which is the case with the APS/ACP LBP 
guideline.3 Refraining from using profes-
sion-specific labels avoids the tendency to 
imply that certain professions are more 
associated with guideline-based care than 
others, particularly because many inter-
ventions are used by multiple healthcare 
professionals. Nevertheless, any astute 
reader of the APS/ACP guideline would 
acknowledge that the vast majority of the 
interventions supported by the guideline 
are within a physical therapist’s scope of 
practice and widely utilized by physical 
therapists. For example, the APS/ACP 
LBP guideline3 found good evidence that 
cognitive-behavioral therapy, exercise, 
spinal manipulation, and interdisciplin-
ary rehabilitation are all moderately ef-
fective for chronic or subacute (greater 
than 4 weeks’ duration) LBP. The guide-
line further stipulates that fair evidence 
exists to suggest that acupuncture, mas-
sage, yoga (viniyoga), and functional 
restoration are also effective for chronic 
LBP. For acute LBP (less than 4 weeks’ 
duration), the only nonpharmacologic 
therapies with evidence of efficacy are 
superficial heat (good evidence for mod-
erate benefits) and spinal manipulation 
(fair evidence for small to moderate ben-
efits). Each of these interventions gen-
erally falls within a physical therapist’s 
scope of practice, hence there is a compel-
ling need to examine these interventions 
at a 15-thousand-foot, profession-specific 
view to better inform how, given a speci-

fied set of effective interventions, physical 
therapists might more specifically utilize 
these interventions in an evidence-based 
manner. That is precisely what the CPGs 
by Delitto and colleagues5 in this issue of 
JOSPT do, and it is this 15-thousand-foot 
perspective that contributes to the varia-
tion in the strength of recommendations 
for selected interventions made by these 
guidelines when compared to others.

An aspect of primary care manage-
ment with a high degree of variation in 
the United States is referral of patients 
to physical therapy.10,12,14 CPGs for LBP 
recommend an active approach to physi-
cal therapy care with the focus on exer-
cise interventions and other strategies 
to help patients maintain and improve 
their overall activity levels.2,3,20 Despite 
this recommended approach and the 
fact that various interventions within the 
scope of practice of physical therapists 
(eg, exercise, spinal manipulation, edu-
cation) are recommended as effective,3 
current CPGs for LBP mostly recom-
mend delaying referral to physical thera-
pists for at least 4 weeks following initial 
primary care consultation.20,25 This “wait 
and see” approach is based on the belief 
that most patients with LBP will recover 
rapidly, and intervening quickly would 
not be cost-effective.1 Furthermore, it is 
believed by some that early intervention 
may impede recovery for some patients 
by excessively “medicalizing” the condi-
tion.24,30,31 However, the evidence clearly 
indicates that this belief and approach 
to managing LBP must be challenged. 
Despite current guidelines’ recommen-
dations to the contrary,3 the current ap-
proach has yielded high rates of initial 
use of imaging, nonsteroidal anti-inflam-
matory drugs, and opioid medications in 
the initial management of patients with 
LBP, in lieu of recommended advice and 
simple analgesics.32 Despite increas-
ingly aggressive treatments contrary to 
recommendations, there is no evidence 
that clinical outcomes are improving; 
in fact, rates of chronicity related to an 
episode of LBP are increasing.13,22 Fur-
thermore, excess unendorsed care may 
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