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ation of clinical practice guidelines 
to address specific clinical treat-
ment issues has been one of the 
most useful and popular applica-
tions of EBM. 

The AAOS and many other 
medical specialty societies have 
initiated formal processes for 
conducting detailed investigations 
of clinical issues, producing such 
guidelines, and distributing them 
widely. Guidelines produced by the 
AAOS, for example, are reported 
in AAOS Now and summarized in 
the Journal of the AAOS and The 
Journal of Bone and Joint Surgery. 
They also are made available on 
both the AAOS Web site (www.
aaos.org/guidelines) and the Na-
tional Guideline Clearinghouse 
Web site (www.ngc.gov or 	
www.guideline.gov).

The evidence base
The creation of a valid clinical 

practice guideline involves an 
extensive review of the clinical 
research on the topic being investi-
gated. Specific questions concern-
ing that topic are evaluated with 
regard to the available published 
data, and data are stratified by 
reliability and rigor. The questions 
asked in the guideline are then an-
swered with only the highest and 
most reliable data available from 
the clinical literature. 

Answers to each of the questions 
become the guideline recommenda-
tions and each is assigned a level of 
strength based on the quality and 
reliability of the evidence available. 
Specific recommendations and con-
clusions are stated in the guidelines 
to help direct clinical decision mak-
ing, but the guidelines are never 
intended to mandate or proscribe 
specific treatments.

As the wider medical com-
munity begins to recognize the 
importance of EBM, several medi-

cal societies and other groups are 
also generating clinical guidelines. 
To the credit of the entire medical 
community, the AAOS and many 
societies are asked to evaluate the 
clinical guidelines produced by 
other groups. 

Testing the process
The AAOS was recently asked to 
evaluate guidelines generated by 
the American College of Physicians 
and the American Pain Society 
directed at the diagnosis and treat-
ment of low back pain (Tables 1 
and 2). With the approval of the 
AAOS Guidelines and Technology 
Oversight Committee (GTOC) and 
the AAOS Evidence-Based Practice 
Committee (EBPC), it was agreed 
upon to review these guidelines—
the first time that the AAOS has 
undertaken a critical analysis of 
guidelines generated by another 
society. 

The committee first performed 
a review of the process followed 
in generating the guidelines. Atten-
tion was directed to the rigor of the 
literature search, the quality of the 
systematic review, clear delineation 
of inclusion and exclusion criteria 
for the evidence, the funding sourc-
es for the process, and possible 
conflict of interest from the authors 
of the guidelines. These were all 
judged to be satisfactory.

Next, a panel of five AAOS 
members, all trained and experi-
enced in EBM, critically evaluated 
the content of the guideline. Mem-
bers of this External Guideline Re-
view Team (Michael H. Heggeness, 
MD, PhD; John S. Kirkpatrick, 
MD; Charles A. Reitman, MD; 
Sohail K. Mirza, MD, MPH; and 
William A. Abdu, MD) verified the 
cited clinical evidence and the ap-
propriateness of the analysis. They 
then voted on the appropriateness 
of an AAOS endorsement of this 
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	 Table 1: Interventional therapies, surgery, and interdisciplinary rehabilitation for low back pain

	 	 Strength of	 Quality of 	
Recommendation	 recommendation 	 evidence

1.  �In patients with chronic nonradicular low back pain, provocative discography is not recommended as a procedure for 	 Strong	 Moderate 
diagnosing discogenic low back pain.   
	 There is insufficient evidence to evaluate validity or utility of diagnostic selective nerve root block, intra-articular facet joint 
	 block, medial branch block, or sacroiliac joint block as diagnostic procedures for low back pain with or without radiculopathy.

2.  �In patients with nonradicular low back pain who do not respond to usual, noninterdisciplinary interventions, it is 	 Strong	 High 
recommended that clinicians consider intensive interdisciplinary rehabilitation with a cognitive/behavioral emphasis. 
	 Chronic back pain is a complex condition that involves biologic, psychological, and environmental factors. For patients with  
	 persistent and disabling back pain despite recommended noninterdisciplinary therapies, clinicians should counsel patients  
	 about interdisciplinary rehabilitation (defined as an integrated intervention with rehabilitation plus a psychological and/or  
	 social/occupational component) as a treatment option.

3.  �In patients with persistent nonradicular low back pain, facet joint corticosteroid injection, prolotherapy, and intradiscal 	 Strong	 Moderate 
corticosteroid injection are not recommended. 
	 There is insufficient evidence to adequately evaluate benefits of local injections, botulinum toxin injection, epidural steroid  
	 injection, intradiscal electrothermal therapy (IDET), therapeutic medial branch block, radiofrequency denervation, sacroiliac  
	 joint steroid injection, or intrathecal therapy with opioids or other medications for nonradicular low back pain.

4.  �In patients with nonradicular low back pain, common degenerative spinal changes, and persistent and disabling symptoms, 	 Weak	 Moderate 
it is recommended that clinicians discuss risks and benefits of surgery as an option. 
	 It is recommended that shared decision-making regarding surgery for nonspecific low back pain include a specific discussion  
	 about intensive interdisciplinary rehabilitation as a similarly effective option, the small to moderate average benefit from  
	 surgery versus noninterdisciplinary nonsurgical therapy, and the fact that the majority of such patients who undergo surgery  
	 do not experience an optimal outcome (defined as minimum or no pain, discontinuation of or occasional pain medical use,  
	 and return of high-level function). 

5.  �In patients with nonradicular low back pain, common degenerative spinal changes, and persistent and disabling symptoms, 		  Insufficient 
there is insufficient evidence to adequately evaluate long-term benefits and harms of vertebral disk replacement.

6.  �In patients with persistent radiculopathy due to herniated lumbar disk, it is recommended that clinicians discuss risks and 	 Weak	 Moderate 
benefits of epidural steroid injection as an option.  
	 It is recommended that shared decision-making regarding epidural steroid injection include a specific discussion about  
	 inconsistent evidence showing moderate short-term benefits and lack of long-term benefits. There is insufficient evidence to  
	 adequately evaluate benefits and harms of epidural steroid injection for spinal stenosis.

7.  �In patients with persistent and disabling radiculopathy due to herniated lumbar disk or persistent and disabling leg pain due 	 Strong	 High 
to spinal stenosis, it is recommended that clinicians discuss risks and benefits of surgery as an option. 
	 It is recommended that shared decision making regarding surgery include a specific discussion about moderate average  
	 benefits, which appear to decrease over time in patients who undergo surgery.

8.  �In patients with persistent and disabling radicular pain following surgery for herniated disk and no evidence of a persistently 	 Weak	 Moderate 
compressed nerve root, it is recommended that clinicians discuss risks and benefits of spinal cord stimulation as an option. 
	 It is recommended that shared decision-making regarding spinal cord stimulation include a discussion about the high rate  
	 of complications following spinal cord stimulator placement.

Excerpted with permission from Chou R, Loeser JD, Owens DK, et al: Interventional therapies, surgery, and interdisciplinary rehabilitation for low back pain: An evidence-based clinical practice guideline from the 
American Pain Society. Spine 34:10;1066-1077. The complete guideline can be found at http://journals.lww.com/spinejournal/Abstract/2009/05010/Interventional_Therapies,_Surgery,_and.14.aspx
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