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These guidelines are not intended torepresent Departmentof Veterans Affairs or TRICARE policy. Further,
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VA/DoD Clinical Practice Guidelinefor the Diagnosis and Treatment of Low Back Pain

Introduction

The Department of Veterans Affairs (VA) and Department of Defense (DoD) Evidence-Based Practice Work
Group (EBPWG) was established andfirst chartered in 2004, with a mission to advise the Health Executive
Committee (HEC) “... onthe use of clinical and epidemiological evidence toimprove the health of the
population ...” across the Veterans Health Administration (VHA) and Military Health System (MHS), by
facilitating the development of clinical practice guidelines (CPGs) for the VAand DoD populations. (1)
Development and update of VA/DoD CPGs is funded by VA Evidence Based Practice, Office of Quality and
Patient Safety. The system-wide goal of evidence-based CPGsis toimprove patient health and well-being.

In 2017, the VA and DoD published a CPG for the Diagnosis and Treatment of Low Back Pain (2017 VA/
DoD LBP CPG), which was based on evidence reviewed on or after December 2006 to October 2016.
Since the release of that CPG, a growing body of research has expanded the evidence base and
understanding of low back pain (LBP). Consequently, the VA/DoD EBPWGinitiated the update of the 2017
VA/DoD LBP CPG in 2020. This updated CPG’s use of GRADE reflects a more rigorous application of the
methodology than previous iterations. Consequently, the strength of some recommendations may have
been modified due tothe confidence in the quality of the supporting evidence (see Methods).

This CPG provides an evidence-based framework for the diagnosis and treatment of patients with acute,
subacute, or chronic LBP with or without neurological symptoms with the aim of improving clinical
outcomes. Successfulimplementation of this CPG will:

e Assist providers inassessing the patient’s condition and collaborating with the patient, family, and
caregivers to determine optimal management of patient care

e Emphasize the use of patient-centered care and shared decision making
e Minimize preventable complications and morbidity

e Optimizeindividual health outcomes and quality of life

The full VA/DoD LBP CPG, as well as additional toolkit materials including a pocket card and provider
summary, canbe found at: https://www.healthquality.va.gov/.

Recommendations

The following evidence-based clinical practice recommendations were made using a systematicapproach
considering four domains as per the GRADE approach (see Methods). These domains include: confidence
in the quality of the evidence, balance of desirable and undesirable outcomes (i.e., benefits and harms),
patient values and preferences, and other implications (e.g., resourceuse, equity, acceptability).

Recommendations for “patients with low back pain” encompass patient populations with acute, subacute,
or chronic LBP with or without neurological symptoms. Recommendations specificto one or more LBP
types include additional detail regarding the patient population.
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Table 1. Recommendations

Recommendation

Strength?

Category®

For patientswith low back pain, we recommend the historyand
physical examinationinclude evaluationfor progressive or Reviewed
1. | otherwiseserious neurologic deficits and otherredflags (e.g., Strongfor !
: . - . - . Amended
signs, symptoms, history) associated with seriousunderlying
< pathology (e.g., malignancy, fracture, infection).
3 For patientswith low back pain, we recommend diagnostic
s ) imaging and appropriatelaboratory testingwhen neurologic ot f Reviewed,
2‘ " | deficits are progressive or otherwise seriousor whenotherred rongtor Amended
2 flags (e.g., signs, symptoms, history)are present.
§ For patientswith acute low back pain, without focal neurologic
8 3 deficits orotherred flags (e.g., signs, symptoms, history), we Strone against Reviewed, New-
3 " | recommend against routinely obtaining imaging studies or g3g replaced
K performinginvasive diagnostic tests.
s For patientswith low back pain, we suggest assessing
o 4 psychosocial factorsand using predictive screeninginstruments Weak f Reviewed, New-
§ " | (e.g.,STarT Back andThe Orebro Musculoskeletal PainScreening eaktor replaced
= Questionnaire)to inform treatment planning.
> X X — X -
w For patientswith low back pain, with orwithout radicular
symptoms, t.h_ere is |r_1$uff|C|ent evidence to recqm_mendfgr or | Neither for nor Reviewed, New-
5. | against specific physicalexam maneuvers to assistin the diagnosis against added
of facet or sacroiliac joint pain, oralumbar/lumbo-sacral gal
radiculopathy.
§ o For patientswith low back pain, there is insufficient evidence to Neither for nor | Reviewed. New-
® 5 6. | recommend fororagainst pain neuroscience education, clinician- against re Iac'ed
s e directed education with patient-led goalsetting, or backschool. 8 P
T =
w o
oo : . . .
Eg Forthe self-managementof low ba'ck pain, thereisinsufficient Neither for nor | Reviewed, New-
Q2 c 7. | evidence to recommendforor against technology-based .
2 . against added
i modalities.
3 For patientswith chronic lowback pain, we suggest cognitive Weakf Reviewed, New-
o " | behavioraltherapy. eaktor replaced
'g For patientswith low back pain, we suggest a structuredclinician-
= directedexercise program (e.g., aerobic, aquatic, mechanical Reviewed, New-
= 9. di ) " : Weak for
pas iagnosis andtherapy, mobility, motor control, Pilates, replaced
ZO strengtheningexercises, structured walking program, tai chi).
T For patientswith chronic lowback pain, we suggest spinal Reviewed, New-
c > ’ ’
g = 10. mobilization/manipulation. Weak for replaced
— S
® 5 - X . — —
o2 For patientswith acute low back pgln,the_re isinsufficient Neither for nor | Reviewed, New-
o F | 11. | evidence to recommendforor againstspinal .
o S . . against replaced
g mobilization/manipulation.
= For patientswith chronic lowback pain, thereis insufficient . .
& . - . Neither for nor | Reviewed, New-
12. | evidence to recommendforor against mindfulness-basedstress .
o . against replaced
& reduction.
o
=z 13 For patientswith low back pain, there is insufficient evidence to Neither for nor Reviewed,
" | recommend fororagainstlumbar supports. against Amended
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Recommendation

Strength?

Category®

= For patientswith low back pain, with or without radicular . .
= o - : Neither for nor | Reviewed, New-
2 o |14.|symptoms, thereis insufficient evidence to recommendforor .
S . . . against replaced
Y= againstmechanical lumbartraction.
2 >
E:D © 15 For patientswith chronic lowback pain, thereis insufficient Neither for nor | Reviewed, New-
S §z ' | evidence to recommendfor or againstauricularacupressure. against added
ol
§ o 16 For patientswith low back pain, there is insufficientevidenceto | Neither for nor | Reviewed, New-
= 'g " | recommend for oragainstyoga orqigong. against replaced
Q>
c S For patientswith low back pain, there is insufficient evidence to . .
o 1 . . Neither for nor | Reviewed, New-
2 £ | 17.|recommend fororagainstcupping, lasertherapy, transcutaneous .
o . . : against replaced
2 electrical nerve stimulation, and ultrasound.
. . . . . Reviewed, New-
18. | For patientswith chronic lowback pain, we suggest duloxetine. Weak for replaced
For patientswith low back pain, we suggest nonsteroidal anti- Reviewed, New-
19. . P P ee Weak for
inflammatorydrugs. replaced
For patientswith low back pain, with orwithout radicular . .
.. o . Neither for nor Reviewed,
20. | symptoms, thereis insufficient evidence to recommendforor inst A ded
againstgabapentinor pregabalin. agains mende
21 For patientswith low back pain, there is insufficientevidenceto | Neither for nor | Reviewed, New-
" | recommend for oragainst tricyclic antidepressants. against added
29 For patientswith low back pain, there is insufficientevidenceto | Neither for nor Reviewed,
" | recommend fororagainst topical preparations. against Amended
2 For patientswith acute low back pain, therelsmsufﬂ(':lent' Neither for nor | Reviewed, New-
o 23. | evidence to recommendforor againsta non-benzodiazepine .
] against replaced
< muscle relaxant forshort-termuse.
o N - - N - -
For patientswith chronic lowback pain, we suggest against . Reviewed, Not
® 24, P: . . pain, g8 g Weak against
= offering anon-benzodiazepine muscle relaxant. changed
S
S - . - ; ; §
= 75, For patlgntSW|th low back pain, we suggestagainst Weak against Reviewed, New:
acetaminophen. replaced
For patientswith low back pain, we suggest against monoclonal . Reviewed, New-
26. antibodies. Weak against added
For patientswith chronic lowback pain, we suggest against
27 opioids. For patients who are alreadyusing long-term opioids, see Weak against Reviewed, New-
" | the VA/DoD CPG forthe Use of Opioids in the Management of & replaced
ChronicPain.
For patientswith low back pain, with orwithout radicular .
. . . . . Notreviewed,
28. | symptoms, we suggest against systemic corticosteroids (oral Weak against A ded
or intramuscularinjection). mende
For patientswith low back pain, we recommend against . Reviewed, Not
29. . . Strong against
benzodiazepines. changed
2
_— For patientswith low back pain, there is insufficient evidence to
E ;:: 30 recommend for oragainst any specificdiet or nutritional, herbal, | Neither for nor | Reviewed, New-
Q3 ' | or homeopathicsupplements (e.g., anti-inflammatorydiet, against replaced
o g— turmeric, vitamin D), cannabis, or cannabinoids.
n
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Recommendation

Strength?

Category®

For patientswith chronic lowback pain, we suggest lumbar .
. > Reviewed, New-
31. | medial branchand/orsacral lateral branch radiofrequency Weak for
. replaced
ablation.
32 For patientswith low back pain, there isinsufficientevidenceto | Neither for nor | Reviewed, New-
' | recommend fororagainst sacroiliacjointinjections. against added
Y For patientswith low back pain, we suggest against the injection .
© . . . . CeT . Reviewed, New-
i 33. | of corticosteroids forintra-articular facet jointinjections and Weak against replaced
= therapeutic medial branchblocks with steroid.
] .
% 34. | For patientswith chronic lowback pain, we suggestacupuncture. Weak for Reviewed,
S Amended
c
= 35 For patientswith acute low back pain, thereis insufficient Neither for nor Reviewed,
_:% * | evidence to recommendforor againstacupuncture. against Amended
S
: . . . . . . . .
o For patientswith low bgck paln,th_ere |s_|nsuff|C|ent ewde_nceto Neither for nor | Reviewed, New-
c 36. | recommend fororagainst ortho-biologics (e.g., platelet-rich :
<) against added
2 plasma, stemcells).
For pqt[entsw!th low back pain, with radlcular§ympt9ms, thereis Neither for nor | Reviewed, New-
37. | insufficient evidence to recommend for oragainst epidural inst laced
steroid injections. agains replace
For patientswith low back pain, we suggest against spinal cord . Reviewed, New-
38. stimulation. Weak against added
'§ For patientswith chronic lowback pain, we suggesta
o multidisciplinary orinterdisciplinary program. These programs
o 39 should include atleastone physical componentand atleastone Weak for Reviewed,
< " | other component of the biopsychosocialmodel (psychological, Amended
g social, and/or occupational) usedin an explicitly coordinated
U manner.
[
a  For additional information, see Determining Recommendation Strength and Direction in the full VA/DoD LBP CPG.
b For additional information, see Recommendation Categorization and Appendix D inthe full VA/DoD LBP CPG.
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This CPG’s algorithmis designed to facilitate understanding of the clinical pathway and decision making
process usedin managing patients with LBP. This algorithm format represents a simplified flow of the
management of patients with LBP and helps foster efficient decision making by providers. It includes:

e Anorderedsequence of steps of care
e Decisions tobe considered
e Recommendeddecision criteria

e Actionstobe taken

The algorithm is a step-by-step decision tree. Standardized symbols are used to display each step,and
arrows connect the numbered boxes indicating the order in which the steps should be followed. (2)
Sidebars provide more detailed informationtoassist in defining and interpreting elementsin the boxes.

Description

Rounded rectangles representa clinical stateor condition

Hexagons represent a decision point inthe process of care, formulated as a question that
canbe answered “Yes” or “No”

Rectanglesrepresent anactioninthe process of care

Ovals represent a linkto another section withinthe algorithm

JUOLF

For alternative text descriptions of the algorithm, see Appendix | in the full VA/DoD LBP CPG.
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Module A: Initial Evaluation of Low Back Pain

1 [ Adult patient with LBP ]

v

2 [Perform a focused history and physical

examination, evaluating:

¢ Duration of symptoms

* Red flags for potentially serious
conditions

* Presence and severity of radiculopathy
and/or neurologic deficits

* Psychosocial risk factors (see
Recommendation 4)

3 Are there progressive or 4

otherwise serious neurologic Perform appropriate evaluation for

deficits or other red flags (e.g., Yes = serious conditions

signs, symptoms, history) for v (see Sidebar 1 and

serious conditions? Recommendations 1 - 3)
(see Sidebars 1 and 2) ¢
No 5 Are serious conditions Yes
identified? /
No
Y

6 | Address any serious
conditions as
indicated; consider
specialty consultation

A

A 4
7 ) : Yes 8 Has the patient had Yes
< Is back pain chronic (23 months)? appropriatg treatment?
No No

Y
10 En%fge the patient in a shared decision
making process to develop individualized
care plan:
* Advise about self-care
* Discuss noninvasive treatment options:
* Pharmacologic
* Non-pharmacologic
*  Watchful waiting
* Arrive at shared decision regarding

Go to Module B,
Box 18 (assess
treatment
response)

F Y

treatment
11 Y
Did the patient choose 12 : Yes
pharmacologic and/or non- Yes Is tt?gaﬁiggen”ttpon ———
pharmacologic treatment? i
No No l
Y
31 continue self i pri 14
ontinue self-care; reassess in primary care
as appropriate GoBtoBMof:Ie
, Box
(untreated LBP)

Go to Module B,
Box 18 (assess
treatment
response)

Abbreviation: LBP: low back pain
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Sidebar 1: Evaluationfor Possible Serious Conditions

Possible Serious . . Suggested
Conditions Red Flags (e.g., signs, symptoms, history) Evaluation?

e Urinary retention
Caudaequina e Urinaryorfecal i.ncontinence e EmergentMRI"
syndrome or conus e Saddle anesthesia
. . (preferred)
medullarissyndrome |e Changesin rectal tone
e Severe/progressive lower extremity neurologic deficits
e Fever
) e Immunosuppression o MRI*
Infection e |Vdruguse e ESRand/or CRP
e Recentinfection, indwelling catheters (e.g., central line, Foley)
e History of osteoporosis e Lumbosacral plain
e Chronicuse of corticosteroids radiography
Fracture e Olderage(275yearsold) e Forinconclusive
e Recenttrauma results, advanced
e Youngerpatientsatriskforstress fracture (e.g,, overuse) imaging as indicated
e History of cancer with new onset of LBP
e Unexplainedweightloss e MRI
Cancer e Failure of LBPto improve after 1 month e Lumbosacral plain
e Age>50years radiography
e Multiple risk factors present

2 Consider specialty consultation
b MRI, except where contraindicated (e .g., patients with pacemakers), otherwise CT or CT myelogram
¢ MRI without and with contrast, exceptwhere contraindicated (e.g., renal insufficiency)

Abbreviations: CRP: C-reactive protein; CT: computed tomography; ESR: erythrocyte sedimentation rate; IV: intravenous; LBP: low
back pain; MRI: magnetic resonance imaging
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Sidebar 2: Evaluationfor Possible Other Conditions?

Possible Other . . o
Conditions Red Flags (e.g., signs, symptoms, history) Suggested Evaluation

e Radicularback pain(e.g, sciatica)

. . . None
. . e Lower extremitydysesthesia and/or paresthesia
Herniated disc - - - -
e Severe/progressive lower extremity neurologic deficits
MRI¢
e Symptoms present>1month
e Radicularback pain(e.g., sciatica)
e Lower extremity dysesthesia and/or paresthesia None
e Neurogenicclaudication
Spinal stenosis e Olderage
e Severe/progressive lower extremity neurologic deficits MR

e Symptoms present >1 month

e Morningstiffness

e Improvement with exercise

e Alternating buttockpain Radiography of pelvis, Sl joint,

e Awakening dueto LBP duringthe second partof the night |and spine area of interest
(early morning awakening)

e Youngerage

Inflammatory LBP

2 These conditions usually do notrequire urgentdiagnostic evaluation

b Consider specialty consultation

¢ Some patients may have contraindications to MRI, contrast usually not required
Abbreviations: LBP: low back pain; MRI: magnetic resonance imaging; Sl: sacroiliac
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Module B: Managementof Low Back Pain

16 LBP patient not on treatment
) 4

17 Initiate treatment

(see Sidebar 3)

Y

18

» Assess response as appropriate

v

Was the back pain improved
or resolved?

NO,L

Continue self-care; reassess as
appropriate

Are there progressive or
otherwise serious neurologic
deficits or other red flags
(e.g., signs, symptoms,
history) for serious
conditions?

(see Sidebars 1 and 2)

Perform appropriate evaluation
for serious conditions

(see Sidebar 1 and
Recommendations 1-3)

>__

No

”<

v

Are serious conditions
identified?

No

o
il

Y

20

: Yes
22

Yes
26

Yes

and/or non-pharmacologic

see VA/DoD Opioids CPG?)

interventions (if patient is on opioids,

a See the VA/DoD Clinical Practice Guideline for the Use of Opioidsin the Managementof ChronicPain. Available at:

https://www.healthquality.va.gov/.

Yes

A

A

25 Are there functional deficits
=re 1 - p Consider a multidisciplinary or
(e.g., significant impairment . Pyt
oFsociaI, occupational, or mterd|5C|p|1£rci)asrvep::|}gﬁ£tam, or refer
educational function)? P
No
v
27 Consider changing pharmacologic 24

Address any serious
conditions as
indicated; consider
specialty consultation

Abbreviation: CPG: clinical practice guideline; DoD: Department of Defense; LBP: low back pain; VA: Department of Veterans Affairs

February 2022
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Sidebar 3: Managementof Low Back Pain

Low Back Pain Duration

Intervention Acute Subacute or Chronic
Category (listed alphabetically by category) <4 Weeks 24 Weeks
Self-care Adviceto remainactive X X
Ac ncture X
upunctu Recommendation 34
X
. |CBTand/or MBSR Recommendation 8 and
Non-pharmacologic Recommendation 12
treatment
Clinician-directed exercise program X
Prog Recommendation 9
. e . . X
Spinal mobilization/manipulation Recommendation 10
. X
Duloxetine .
Pharmacologic Recommendation 18
treatment X X
NSAIDs Recommendation 19| Recommendation 19
Multidisciplinary or interdisciplinary X
Othertreatment program Recommendation 39

Abbreviations: CBT: cognitive behavioral therapy; MBSR: mindfulness-based stress reduction; NSAIDs: nonsteroidal anti-
inflammatory drugs
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Scope ofthe CPG

This CPG is based on published clinical evidence and related information available through February 1,
2021. Itis intended to provide general guidance on best evidence-based practices (see Appendix Ain the
full VA/DoD LBP CPG for additionalinformation on the evidence review methodology). This CPG is not
intendedto serve as astandard of care.

This CPG is intended for use by VA and DoD primary care providers (PCPs) and others involved in the
healthcare team caring for patients with LBP and associated conditions. Additionally, this CPG is
intended for community-based clinicians involved in the care of Service Members, beneficiaries, or
Veterans with LBP.

The patient population of interest for this CPG is adults (ages 18 years or older) with acute, subacute, or
chronic LBP with or without neurological symptoms, who are eligible for carein the VA or DoD
healthcare delivery systems and those who receive care from community-based clinicians. It includes
Veterans and Service Members as well as their dependents. Recommended interventions in this CPG are

applicable regardless of care setting, unless otherwise indicated, for any patient in the VA and DoD
healthcare system.

Management of LBP from visceral disorders, fracture, cancer, infection, inflammatoryarthropathy, or

other causes is beyond the scope of this CPG. Pregnant women are also excluded from the scope of this
CPG.

The methodology used in developing this CPG follows the Guideline for Guidelines, aninternal document
of the VA/DoD EBPWG updatedin January 2019 that outlines procedures for developing and submitting
VA/DoD CPGs.(3) The Guideline for Guidelinesis available at
http://www.healthquality.va.gov/policy/index.asp. This CPG also alighs with the National Academy of
Medicine’s (NAM) principles of trustworthy CPGs (e.g., explanation of evidence quality and strength, the
management of potential conflicts of interest [COI], interdisciplinary stakeholder involvement, use of
systematicreview (SR), and external review).(4) Appendix A in the full VA/DoD LBP CPG provides a detailed
description of the CPG development methodology.

The Work Group used the Grading of Recommendations Assessment, Development and Evaluation
(GRADE) approachtocraft each recommendation and determine its strength. Per GRADE approach,
recommendations must be evidence-based and cannot be made based on expert opinion alone. The
GRADE approach uses the following four domains toinform the strength of eachrecommendation:
confidence in the quality of the evidence, balance of desirable and undesirable outcomes, patient values
and preferences, other considerations asappropriate (e.g., resource use, equity) (see Determining
Recommendation Strength and Direction inthe full VA/DoD LBP CPG).(5)

Using these four domains, the Work Group determined the relative strength of eachrecommendation
(Strong or Weak). The strength of arecommendationis defined as the extent to which one can be
confident that the desirable effects of an intervention outweighits undesirable effectsandis based onthe
framework above, whichincorporates the four domains.(6) A Strong recommendation generally indicates
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High or Moderate confidence inthe quality of the available evidence, a clear difference in magnitude
between the benefits and harms of an intervention, similar patient valuesand preferences, and
understood influence of other implications (e.g., resource use, feasibility).

Insomeinstances, thereis insufficient evidence on which to base a recommendation for or against a
particular therapy, preventive measure, or other intervention. For example, the systematic evidence
review may have found little or no relevant evidence, inconclusive evidence, or conflicting evidence for the
intervention. The manner in which this is expressedinthe CPG may vary. Insuchinstances, the Work
Group mayinclude among its set of recommendations a statement of insufficient evidence foran
interventionthat maybe in common practice eventhoughitis not supported by clinical evidence, and
particularlyif there may be other risks of continuing its use (e.g., high opportunity cost, misallocation of
resources). In other cases, the Work Group may decide to not include this type of statementabout an
intervention. For example, the Work Group mayremainsilent where there is anabsence of evidence for a
rarely usedintervention. In other cases, anintervention may have a favorable balance of benefits and
harms but may be a standard of care for which no recent evidence has been generated.

Using these elements, the Work Group determines the strength and direction of each recommendation
and formulates the recommendation with the general corresponding text (see Table 2).

Table 2. Strength and Direction of Recommendations and General Corresponding Text

Recommendation Strengthand Direction General Corresponding Text

Strong for We recommend...

Weak for We suggest...

Neither for nor against There is insufficient evidence to recommend for oragainst ...
Weak against We suggestagainst...

Strongagainst We recommendagainst...

Itis important to note that arecommendation’s strength (i.e., Strong versus Weak) is distinct fromits
clinicalimportance (e.g.,a Weakrecommendationis evidence-based and stillimportant toclinical care).
The strength of eachrecommendationis showninthe Recommendations section.

The GRADE of eachrecommendation made inthe 2021 CPG can be found in the sectionon
Recommendations. Additional information regarding the use of the GRADE system can be found in
Appendix A in the full VA/DoD LBP CPG.

Recommendation categories were usedtotrack how the previous CPG’s recommendations could be
reconciled. These categoriesandtheir corresponding definitions aresimilar tothose used by the National
Institute for Health and Care Excellence (NICE, England).(7, 8) Table 3 lists these categories, whichare
based on whether the evidence supporting a recommendation was systematically reviewed, the degreeto
which the previous CPG’s recommendation was modified and whether a previous CPG’s recommendation
is relevant in the updated CPG.
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Table 3. Recommendation Categories and Definitions2

Evidence Recommendation

Reviewed Category Definition
New-added New recommendation
New-replaced Recommendation from previous CPGwas carried forward and revised
. p | Notchanged Recommendation from previous CPGwas carried forward but not changed
Reviewed
Recommendation from previous CPGwas carried forward with a nominal
Amended
change
Deleted Recommendation from previous CPGwas deleted
Notchanged Recommendation from previous CPGwas carried forward but not changed
Not Recommendation from previous CPGwas carried forward with a nominal
. Amended
reviewed® change
Deleted Recommendation from previous CPGwas deleted

a Adapted from the NICE guideline manual (2012) (8) and Garciaet al. (2014) (7)
b The topic of thisrecommendationwas covered in the evidence review carried out as part of the developmentofthe current CPG.

¢ The topic ofthisrecommendationwas not covered in the evidence review carried outas part of the development of the current
CPG.

Abbreviation: CPG: clinical practice guideline

Guideline Work Group

Table 4. Guideline Work Group and Guideline Development Team

| Organization | Names*
Andrew Buelt, DO (Champion)

Franz). Macedo, DO (Champion)

Thiru Annaswamy, MD, MA

Paul Heideman, PhD, LP

Casey Okamoto, DC

Department of Veterans Affairs JuliOlson, DC, DACM

Sanjog Pangarkar, MD

Kellie Rose, PharmD, BCPS, BCACP
Friedhelm Sandbrink, MD

Lance Spacek, MD

RebeccaVogsland, DPT, OCS

LTC Daniel Kang, MD (Champion)

COL Lisa Konitzer, PT, DSc (Champion)
Evan N. Steil, MD, MBA, MHA, FAAFP (Champion)
Maj Danielle Anderson, DPT, DSc, OCS, FAAOMPT
LTC AdamJ. Bevevino, MD

Rachael R. Coller, PharmD, BCPS, BCPP
Maj Michael A. Glotfelter, PsyD

Maj Mariya Gusman, MD

COL Jason Silvernail, DPT, DSc, FAAOMPT
Joe C. Wilson, RN, CCM

Department of Defense
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| Organization

VA Evidence Based Practice, Office of Quality
and Patient Safety
Veterans Health Administration

| Names* ‘
M. Eric Rodgers, PhD, FNP-BC
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Patient-centered Care

Guideline recommendations are intended to consider patient needs and preferences. Guideline
recommendations represent a whole/holistic health approachtocarethatis patient-centered, culturally
appropriate, and available to people with limited literacy skills and physical, sensory, or learning
disabilities. VA/DoD CPGs encourage providers to use a patient-centered, whole/holistic health approach
(i.e., individualized treatment based on patient needs, characteristics,and preferences). This approach
aims totreat the particular condition while also optimizing the individual’s overall health and well-being.

Regardless of the care setting, all patients should have access toindividualized evidence-based care.
Patient-centered care can decrease patient anxiety, increase trust in clinicians, and improve treatment
adherence.(9, 10) A whole/holistic health approach (https://www.va.gov/wholehealth/) empowers and
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equips individuals to meet their personal health and well-being goals. Good communication is essential
and should be supported by evidence-based information tailored to each patient’s needs. An
empathetic and non-judgmental approach facilitates discussions sensitive to sex, culture, ethnicity, and
other differences.

Shared Decision Making

This CPG encourages providers to practice shared decision making, whichis a process in which providers
and patients consider clinical evidence of benefits andrisks as well as patient values and preferences to
make decisions regarding the patient'streatment.(11) Shared decision making was emphasized in Crossing
the Quality Chasm, anInstitute of Medicine (IOM) (now NAM) report, in 2001,(12) andis inherent within
the whole/holistic health approach. Providers must be adept at presentinginformation to their patients
regarding individual treatments, expected risks, expected outcomes, and levels and/or settings of care,
especially where there may be patient heterogeneityinrisks and benefits. The VHA and MHS have
embracedshared decision making. Providersare encouraged to use shared decision making to
individualize treatment goalsand plans based on patient capabilities, needs, and preferences.
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Access to the full guideline and additional resources are available
at the following link:
https.//www. healthquality.va.gov/
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