The Clinical Blueprint:
Diagnosis and Management
of Low Back Pain

A visual decision-support toolkit based on the
2022 VA/DoD Clinical Practice Guideline (Version 3.0)

TRANSLATING EVIDENCE-BASED GUIDELINES INTO POINT-OF-CARE CLINICAL WORKFLOWS



The Unprecedented Scale
of Low Back Pain

D =
No. | 84% $134.5B

| eading Cause Lifetime Prevalence Economic Burden
of Disability
LBP is the number one Up to 84% of U.S. adults LBP and neck pain
cause of disability will experience LBP. In generated the highest
worldwide, 2019, 39% of adults (18+) U.S. healthcare spending
fundamentally altering reported LBP in just the out of 154 conditions
global health priorities. last three months. examined in 2016.
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The Defining Occupational Hazard
of the Armed Forces.

Veterans Affairs

Department of Defense (Active Duty)

“Other back problems” has been the #1 reason for
medical encounters among active-duty Service
Members every year since 2011.

fl
(O 2020 Data: Over 1 million medical encounters
(Y=) affecting 213,331 Service Members.

Incidence by Service (2010-2014)

Army (15.8%)

Air Force (12.6%)
Coast Guard (10.5%)
Marine Corps (8.7%)
Navy (7.9%)

(15.8%)
(12.6%)

Incidence by Occupation: Healthcare (14.8%), Admin/Supply (14.7%),
Combat (10.8%).

Q

of Veterans reported
significant back pain in
the prior three months.

AN

22% of Veterans with back pain reported it
as severe—a significantly higher rate of
severe pain compared to non-Veterans.
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The Evidence Engine:
The GRADE Methodology

[Confidence
in Quality of
Evidence]

[Balance of
Benefits vs.
Harms]

Q& Strong Recommendation
=N "Werecommend..."

High/Moderate confidence in evidence.

Clear difference in magnitude between
benefits and harms. Universal patient
values align.

Preferences]

[Other
Implications
(Resource
use, Equity,
Feasibility)]

[Patient

Values &

Weak Recommendation
“We suggest...”

Lower confidence in evidence or a closer
balance between benefits and harms. Care
requires more nuanced shared decision-

making. (Note: A ‘Weak’ recommendation is still
strictly evidence-based and clinically important).

=== RECOMMENDATION

STRENGTH
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The Triage Funnel:
Why We De-prioritize
Routine Imaging

Filter 1 (Red Flags):
= Catching serious underlying pathology

(Cancer, Fracture, Infection, Cauda Equina)

% Filter 2 (Other Conditions):
Catching specific mechanical issues requiring
targeted care (Herniated disc, Spinal Stenosis,
Inflammatory LBP)

Routine Management:
Non-Specific LBP

It is not possible to detect a
discrete anatomical source.

The Clinical Rule (Recommendation 3): Strong Recommendation Against. For patients with acute LBP without focal neurologic

deficits or red flags, we recommend AGAINST routinely obtaining imaging studies or performing invasive diagnostic tests.




e : Yt
Module A: The Initial Evaluation Pathway I ===
| YouArs Here ,az—:_‘;—:x} o [
Step 1: Adult patient presents with LBP | _JT‘*“T’—’- |

Step 2. Perform focused history and physical
exam. Evaluate duration, red flags, neurologic
deficits, and psychosocial risk factors

(Rec 4: Use tools like STarT Back)

!

Step 3: Decision Point - Are \ If Yes Perform appropriate
(7) there progressive neurologic (7) >|  evaluation and address
deficits or red flags? / serious conditions.  /i\

If Nul

@ Step 4: |s back pain chronic
(23 months)?

If Nul

Engage in shared decision-making for

Proceed to Management

non-invasive treatment or self-care. @
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Minimap

Assessing for Serious Pathology
(Red Flags) >

Condition Red Flags (Signs/Symptoms) Recommended Diagnostic Action

Urinary retention/incontinence, saddle
anesthesia, changes in rectal tone, severe Emergent MRI (preferred).
lower extremity neurologic deficits.

Cauda Equina /
Conus Medullaris

Fever, immunosuppression, IV drug use, MRI with/without contrast, ESR

Infection recent infection, indwelling catheters. and/or CRP.

Osteoporosis history, chronic corticosteroids,

older age (275), recent trauma. Lumbosacral plain radiography.

Fracture

Cancer history, unexplained weight loss,
failure to improve after 1 month, age >50,
multiple risk factors.

MRI with/without contrast,
Lumbosacral radiography.
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[]

Evaluating for Specific Structural and Minimap
Inflammatory Conditions. o8 {O
These conditions typically do not require urgent diagnostic Chgle el
evaluation, but may warrant specialty consultation. 0

Recommended Diagnostic Action

Radicular back pain (sciatica), .

Herniated Disc < dysesthesia/paresthesia, severe f®) MRI (contrast usually not
neurologic deficits, symptoms >1 required).
month. L J
Radicular back pain, dysesthesia/ (

Spinal Stenosis . paresthesia, neurogenic claudication, xﬁ) MR

“ older age, severe neurologic deficits, =t
symptoms >1 month.

~ Morning stiffness, improvement with -
- exercise, alternating buttock pain, early i
morning awakening due to LBP, |

younger age.

Radiography of pelvis, Sl joint,
and spine.

Inflammatory LBP
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The LBP Chronicity Timeline

- f f d
O e
IIIIII|III|IIIIlI|III|IIlII| |IIIII|III|IIIIII|III|IIIII| |1IIII|III|IIIIII|III|IIIII|
- T N
Acute Zone (<4 Weeks) me  Subacute Zone (4-12 Weeks) . Chronic Zone (>12 Weeks)

@) Focus on self-care, The transition period. The threshold for
remaining active, and Reassessment is critical expanding the toolkit.
avoiding over- if pain is not resolving. The majority of active
medicalization. non-pharmacologic and
Interventions are limited; pharmacologic
natural resolution is interventions (CBT,
highly common. targeted exercise,

x.f . Duloxetine) are validated

and deployed in this
phase.

)
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The Shared Decision-Making Engine

The Shift: The CPG moves away from paternalistic prescribing
toward a whole/holistic health approach.

The Provider
Input: Advise about self-

The Patient

Input: Assess

care, discuss noninvasive The capabilities, psychosocial
(>

options (pharmacplngic, Individualized G%a faqtnrs, and personal well-

non-pharmacologic, being goals.

watchful waiting). Care Plan

Brings personal context,

Brings the CPG, evidence, lifestyle, and preferences.

and clinical risk/benefit.

The Output: An explicitly coordinated plan
that maximizes treatment adherence by
aligning with the patient'’s lived reality.
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Minimap

Module B: P
The Management =]
Pathway [ Step 1: Initiate treatment (based on —

Shared Decision-Making and Chronicity)

4

Step 2: Assess response as appropriate I

d

Step 3: Was pain \ If Yes N Continue self-care;
improved or resolved? / reassess as appropriate

llch:

Re-evaluate for red flags or }

progressive deficits

y

Step 4: Are there functional deficits
(significant impairment of social,
occupational, or educational function)?

llfNo

Consider changing pharmacologic and/or
non-pharmacologic interventions.

Consider multidisciplinary
program or specialist referral
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The Chronicity
Intervention Matrix

Acute LBP (<4 Weeks)
Acute interventions are intentionally limited to
prevent over-treatment.

[ o
o Advice to remain active | j}
o Non-pharmacologic: None explicitly

recommended

r : . =
Q Pharmacologic: Duloxetine, NSAIDs =

Subacute or Chronic LBP (24 Weeks)

Chronic pain opens the full biopsychosocial toolkit.

Advice to remain active

Non-Pharma: Acupuncture, CBT and/or
Mindfulness (MBSR), Clinician-directed
exercise, Spinal mobilization/manipulation

Pharmacologic: Duloxetine, NSAIDs

Advanced: Multidisciplinary/interdisciplinary
programs
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Core Toolkit: Non-Pharmacologic &
Psychological Care

IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII L
L ]

Empty here, highlighting the reality of LBP evidence.
Core treatments rely on nuanced, shared decision-making.

The “Weak For” (Suggested) Interventions Insufficient Evidence (Neither For Nor Against)

@ Psychological: Cognitive Behavioral Therapy (CBT) for
" chronic LBP. Assess psychosocial factors using
predictive screening (STarT Back).

o L et _ : Yoga, cupping, transcutaneous electrical nerve
Movement: Structured clinician-directed exercise stimulation (TENS), ultrasound, laser therapy, lumbar

(aerobic, aquatic, Pilates, tai chi, etc.). supports, pain neuroscience education

Manual: Spinal mobilization/manipulation for chronic

| BP.
‘\? /? Integrative: Acupuncture for chronic LBP.
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Pharmacotherapy:
The Do / Do Not Matrix

« NSAIDs (for Acute & Chronic LBP).

Acetaminophen (Weak against).

« Duloxetine (for Chronic LBP). Systemic Corticosteroids - oral/IM (Weak against).

Monoclonal Antibodies (Weak against).

Opioids for chronic LBP (Weak against - Reference
VA/DoD Opioid CPG for legacy patients).

Non-benzodiazepine muscle relaxants for
chronic LBP (Weak against).

Benzodiazepines (Strong Against).

Note: Insufficient evidence for gabapentin, pregabalin, tricyclic antidepressants, and topical preparations.
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Advanced Toolkit: Non-Surgical Invasive Therapies

Suggested (Weak For)

Lumbar medial branch and/or sacral lateral branch radiofrequency ablation (for
chronic LBP).

/") Recommend Against (Weak Against)

Therapeutic medial branch blocks with steroids.

E Injection of corticosteroids for intra-articular facet joint injections.
Spinal cord stimulation.

(?) Insufficient Evidence

Epidural steroid injections (even with radicular symptoms).
E Sacroiliac joint injections.
Ortho-biologics (e.g., platelet-rich plasma, stem cells).
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Managing Refractory Cases
& Functional Deficits

When back pain is not improving AND there
are significant impairments in social,
occupational, or educational function.

The Recommendation (Rec 39 - Weak For)

Deploy a Multidisciplinary or Interdisciplinary
Program.

These programs must include at least one
physical component AND at least one other
component of the biopsychosocial model
(psychological, social, and/or occupational).

The Key

These components must be used in an explicitly
coordinated manner, rather than siloed referrals.
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VHA/DoD
Synthesis: The Biopsychosocial
Shift in LBP Management

The New Paradigm

b

A ,:I
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|

Oriven by isolated fixes. Characterized by routine Recognizing that LBP is influenced by the complex
imaging for non-specific pain, heavy reliance on opioids interplay of physical, psychological, social, and
and muscle relaxants, and passive patient roles. = lifestyle factors. 5

The Proof: This is why Cognitive Behavioral Therapy (CBT) and targeted exercise now sit squarely alongside

NSAIDs in the evidence hierarchy. Care is now active, whole-health, and fundamentally patient-centered.
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