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The clinical practice guideline (CPG) is defined as “system-
atically developed statements to assist practitioner and pa-
tient decisions about appropriate health care for specific
clinical circumstances”. The clinical practice guideline for di-
agnosis and treatment of low back pain was developed
through the adaptation of four CPGs from foreign countries,
extensive review of published literature, and consensus
meeting of the task force team members who are the mus-
culoskeletal physiatrist. The purpose of this guideline is to
help improve diagnosis and treatment of low back pain
based on current best evidence. This guideline is composed
of three subdivisions, diagnosis, pharmacologic manage-
ment, and non-pharmacologic/non-surgical management.
Total thirty-nine recommendations have been developed.
We hope this guideline to help optimizing the clinical prac-
tice in diagnosis and treatment of acute and chronic low
back pain. (Clinical Pain 2011;10:1-37)
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@ A joint clinical practice guideline from the American
College of Physician and the American Pain Society
(ACP/APS, 2007)(7]=)

@ Adult back pain guideline, Institute for Clinical
System Improvement (ICSI, 2008 revision)(7] =)
® Low back disorders, American occupational medi-
cine practice guideline, American College of Occu-
pational and Environmental Medicine (ACOEM,

2007 revision)(®]=)

@ Low back pain: early management of persistent
non-specific low back pain, full guideline, The
National Institute for health and Clinical Excellence

(NICE, 2009)(%d =)
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Table 1. Level of Evidence and Grade of Recommendation (US Agency for Health Care Policy and Research)

Level

Type of evidence

Ia  Evidence obtained from meta-analysis of randomized controlled trials.

Ib  Evidence obtained from at least one randomized controlled trial.
IIa  Evidence obtained from at least one well-designed controlled study without randomization.
IIb  Evidence obtained from at least one other type of well-designed quasi-experimental study.
III  Evidence obtained from well-designed non-experimental descriptive studies, such as comparative studies, correlation studies

and case studies.

IV Evidence obtained from expert committee reports or opinions and/or clinical experiences of respected authorities.

Grade

Recommendation

A (evidence Levels Ia, Ib)

Required - at least one randomized controlled trial as part of the body of literature of overall

good quality and consistency addressing specific recommendation.

B (evidence Levels IIa, IIb, III)

the topic of recommendation.

C (evidence level 1V)

Required - availability of well conducted clinical studies but no randomized clinical trials on

Required - evidence obtained from expert committee reports or opinions and/or clinical

experiences of respected authorities. Indicates absence of directly applicable clinical studies
of good quality.

GPP (Good practice points)

group.

Recommended best practice based on the clinical experience of the guideline development

Table 2. Level of Evidence and Grade of Recommendation (A Joint Clinical Practice Guideline from the American College of

Physician and the American Pain Society)

Grade of Recommendation/Description

Strong recommendation, high-quality
evidence

Strong recommendation, moderate
quality evidence

Strong recommendation, low-quality or
very low-quality evidence

Weak recommendation, high-quality
evidence

Weak recommendation, moderate-quality
evidence

Weak recommendation, low-quality or
very low-quality evidence

Benefit vs Risk and Burdens

Benefits clearly outweigh risk and
burdens, or vice versa

Benefits clearly outweigh risk and
burdens, or vice versa

Benefits clearly outweigh risk and
burdens, or vice versa

Benefits closely balanced with risks
and burden

Benefits closely balanced with risks
and burden

Uncertainty in the estimates of ben-
efits, risks, and burden; benefits,
risk, and burden may be closely
balanced

Methodological Quality of Supporting Evidence
RCTs without important limitations or over-
whelming evidence from observational studies
RCTs with important limitations (inconsistent re-
sults, methodological flaws, indirect, or impre-
cise) or exceptionally strong evidence from ob-

servational studies
Observational studies or case series

RCTs without important limitations or over-
whelming evidence from observational studies
RCTs with important limitations (inconsistent re-
sults, methodological flaws, indirect, or impre-
cise) or exceptionally strong evidence from ob-

servational studies
Observational studies or case series
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Physical examination)
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with low back pain into 1 of 3 broad categories: non-
specific low back pain, back pain potentially associated
with radiculopathy or spinal stenosis, or back pain poten-
tially associated with another specific spinal cause. The his-
tory should include assessment of psychosocial risk factors,
which predict risk for chronic disabling back pain
(ACP/APS: strong recommendation, moderate-quality evi-
dence).
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0}3}1920) A7) A2Z0] 2t Qo] WE g o|dd A
Aol &gl that A= A kow, sk WAabEt 7t

/‘4J—]—°§(pseudoclaudlcatlon)4 %351 (positive  likeli-
hood ratio)= 77 2.2, 1.20]th*) g & 38u} oz}
BH g Zup 2] Astel] oste] QEo| ubYE &= 9low]
o] 7% A, tisHi, AL 59 7
sllof 3tct.
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A2 53 AelollA B AE L 305004 70574 FHeH
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CL 16~38%])+ Yt ubal wat 3441 2 A 47 A(crossed
SLR)T S°]|%(88%, [95% CI, 86~90%])7} =2ou w17t
E(29%, [95% CI, 24~34%])7} o] A} 1922

WAz g o|shd Axel 24 i 7HA | dsteols
AL ARk FEld AR FE3 A7 glont 3 o
& S0l TAHA g 7ol AEIHE Aldate] ok
st =golw 559 =7t At 7159 &40] A
v AR I Folu H374 A5 e B He z7]
off ¥} 2t 2|H7HE shofof gt

3) HisIAAESSEts| MDA WHAF 9} o] A
°ﬂ‘1‘£ ﬁ%’% “]"30]24 25, ‘]73513‘“324 Afs 2%,
HWET"O‘HZ‘ o] thg gAY 751‘%} 4 A5 #Hge AR5
of £%o] th(strong recommendation, high-quality evi-
dence).

2. Mgt Zao| JtsdE AlAbsts MM LS (Red

2% 79| Axktol] Slo] fdle] Azat Agkels AlA
st WY, o|dH £AEES 4Ho] HA A3 (red flag)zt
3L gheh Z‘*H Aoof sidE e wE 9 o|dhd L7 o] the}
s 4 ﬁ%«l A = e At AgHE At
7] {18 Ak AL A FePstoiof gl

1) =2| XZ X|&S| 7|&: APS/ACP, ACOEM, ICSI
g AA BFollA ZA FE AAEA %2 ol
A7 Ag g A A3 fHo}O% 71gstaL glom o] &

elste] thgoll 71&stit).

Fracture, osteoporotic
Older age
History of osteoporosis
Steroid use
Cancer
Severe localized pain over specific spinal processes
History of cancer
Age >50 years
Unexplained weight loss,
Pain that worsens when patient is supine
Pain at night or at rest
Failure to improve after 4 to 6 weeks conservative
therapy
Tenderness over spinous process and percussion ten-
derness
Infection
Risk factors for spinal infection: recent bacterial in-
fection (e.g., urinary tract infection); IV drug abuse;

|
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diabetes; or immune suppression (due to cortico-
steroids, transplant, or HIV)

Constitutional symptoms, such as recent fever, chills,
or unexplained weight loss

Tenderness over spinous process

Cauda equina syndrome

Perianal/perineal sensory loss

Recent onset of bladder dysfunction, such as urinary
retention, increased frequency, or overflow incon-
tinence

Bowel dysfunction or incontinence

Severe or progressive neurologic deficit in lower ex-
tremities, usually involving multiple myotomes and

dermatomes
2) 274 47] A W57k ehbs 4743 A3 2%
o 991 F 2ol Bheht PAFE, HER, A5 7
o, W FFE 5 U9l AR FFEE welshd FHY

Ato] F e stk

FeE|dxd 2|28 5459 A7t 858 T43
o e o] WA AAE ot 24 e
Tefsfo ek F2E|TxH 2| EE H8 F 200
S o g ATl LEEH(15 myd)S FEHer
g & 7 S8kl 1 g olskY Afolle FohE
A shEAol o Sk, 30 mg o) M F85t
At & 74 5EF0l 5 g oldY ABtelle —Q—v}%’—%—@,
%h%% LA ] HaA R 14.42 (95% A=+

o
n;l\-)

25.08)0ll o]2& Aoz Bzt it‘r%%*é #
%:%i% 65A4] o] 2] o=, o4, A 15 3 A5
AEo] 9lom 2 504 o] o] dFgellA g oz
sk oA o] @ xg Fete] wh o] W0l oJAH A &)
e A 5%z Bag
do] & ix}%A 90%01111 LEAEF =Y
FHo7 343 A4 A8E 7uto g g A
ol Foll A H 3=Qke] kA - H] (positive likelihood ratio) ™
A W Bg 147 *é%‘ﬂ” e AlFaA 4527,
3.0, & o] 504) o]l A
7} 1 315 & 08 F47
AA & E-E(post-test proba-
bility)< 2F 0.7%°14 9% 2 F7tslH, vz 3719 13
"JZ}% AdE s O AFEA, 19 $ S8 =4 At
5 9 504] o] A8 F shke] A7 A AR A,
f’.}ﬂ FA¢ZH 7L 1.2%00] S7E QT
A AA 259 F 2% 7% FEolH,
Qlojr}.® Ao} 5o, A} 7 ojmat 7+
s g don, o' o] H

n& fo
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3 L1118 & 1387 RuE s ok wg o
AR5 FE@0%) ol AY FuS M A5 F
28W)olA & A3 4l ATt Srkshe o2 B

253 ek
el R B I o I L K B 22 2
(urinary retention)@ 90%2] RMZAEE
e A v ST s g B9 dojrh
H

- LN
3) HEIUAE St AARE: 54 Aol

¢

sl
2 9 o3y o] tEhb: 3% £59 U9 £E
U AZAE AT A A A AHL FA 59

Zukz T2 Al GahEE 435S

ot 5F 5 dHAY 5F

4% 677k REH A goll B A BE
4% 7HE7] $99 T 4F 5 Y 4T
7%

4% grodoll T 1% QS : HZol AT A

ol, 82744, A oA e, Fx
AT e (2 ZAH 2ol 2 A, o]4]

N
18 o
o ~

dob fE
Flo rff ox

FZoll WhA¥SE W, 23k we= AHEA g AlF &

FERBSY A 24

F ol kA Wg 715 Al @A, W] S &

< He&overflow] £4F)

B 75 Aol Z2 wAw

g 2 Fe AREAL e AR A

Fe Wy AFe Ae

3. MAlelst™ m™IH(Psychological evaluation)

S8 FAolAS] AL Hoe A g AR elol

v A5 Ao #Hrh Foll mig FUigk JgFs vjAnw
2% 32| Hoh Al wtEA] k| ojof 3t

1) 2[=2| HIAFE: The history should include assess-
ment of psychosocial risk factors, which predict for chronic
disabling back pain (ACP/APS: strong recommendation,
moderate-quality evidence).

2) 2A: 27kl WHAF oA 1Y 259 A S
ot S AR Y A A Hrkels Aol £
slojof gheh BAAE A QA F HAH FAlE 55
Sy 717 e AARA £AR 250 Al et
3t oS AR LS F357] wigoll H7tated
ek ek FAASA Qb HbE 3l 5] S
U 28719 #He AAs e vl B8 2 T %
o aeu shie Aol Esta 34 2.5 Aol
A9 ol2fgh Q1xke] X gt EFHQ UAF 2 Foll gt
A TAE FEZapeh 0wk FAARA < 2 A
AH TAE Arksks 44 Wi e FAel oigt 277}
Mz BSisich aela o RS sk HE
gk 717kolu} o W e A3 74 9
<77k 2EEslith

q
1

o © ol ox mot e

r|

\
32

r

o
L
rhu
2
ro

HEHQ A F $8F, FEH WA, 49 ¥
WE, D5 Aol, =4 F9 Y BA B ARG £
59 QAEo] 859 Anol T A %2 NFE 2
F ek 2 QoA A4 T Y AAAE A Q17

s d7 59
(1) 55 4 %50 digde ¥

@) HA-stA 3 A5

5) W, B B BA 9= A
© o149 A 27
@ Aol BAF QA BES B BS

®) M$ Ee FE Ag FAE A

©) Y% B5H g mE UR 2Eg 59
A= 9}\ 37-40)
I

7l W o gE Waddell’s sign, 5% 22|7](pain
drawing), g%l g DSM-IV At 7|F, IZ-gol}
oFE9] g W 9ol 3k CAGE-AID 37}, 2 il tf
g %7} 7152 modified Work APGAR 5-°] it}

3) tisilaSEetE AoArE

(1) Stake] W8 AHFollA wHY 259 A S Yot
71 1l BAASA A7 QS "rbshes o] E£3tE o]
oF 3ltl(strong recommendation, moderate-quality evi-

e
=

dence).

) BAAEA Q179 H7HE Fall 315l e ol F9
A& 7)€ Adol %< £ T Urhstrong recommenda-
tion, moderate-quality evidence).
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3) BAABA QA Hrhg Fr1H oz AYshe
ol WO At A& W Aol Eis E T %q(strong
recommendation, moderate-quality evidence).

4. Yuolsts T}

(S

) Y HO: 95 DAoL HH P A
FA 2 ol D 7125 FRE ATeho] 85
b, A9 T EAG FHsHel el

(1) 2172 AARE

@ Routine x-rays are not recommended for acute,

e fo

non-specific LBP. X-rays are recommended for acute LBP
with “red flags”, subacute LBP that is not improving over
4 to 6 weeks, or chronic LBP to rule out other possible
conditions (ACP/APS, ACOEM, NICE: strong recom-
mendation, moderate-quality evidence).

(@ Flexion and extension views are recommended for
evaluating symptomatic spondylolisthesis in which there is
consideration for surgery or other invasive treatment or oc-
casionally in the setting of trauma (ICSI: weak recom-
mendation, low-quality evidence).

(® Oblique view x-rays are not recommended (ICSI:
strong recommendation, low-quality evidence).

@) ZH; £F S T Z7oll FH FES AT
A7b AlegetA] b2 shatel] vlste] 37HY ¥ 255 S4s)
= 7% 9 Roland 55 H57t 2318 ¢ :inc;;o o] &
$% A5 A9 A4S BEY H8o] o] Bk % 2]
ol B 2ol AT BAlA Ao FRHY WEE
© 0l k2 A et 271 93 3 V13
HaAe] WA o N7} o] F 5 93} 9 7% F4S A
o Frhe AL wARA gk

2% 34 F 27100 Pl AL AAT BAsh A st
A 9 2 S FAs4] 67, 1d 42t Aol
0 @g ATolAE FA A A5S 293 SE369 BE
Aol Al 25 Aol7} w7 Mu} *

A 2% (Oblique views)> WA m&aFo] A5nk &
g9 27k = vbH 4B FelE H—r CCA=S
A orE FASA g

Q) HetddS St ADARY

O HI5old 259 5 A 245 HLHor AY

=
o

HU

slo] 4= o=l th(strong recommendation, moderate-quality

evidence).
@ A3 7, T, o] A=A A HH AE,
YA AL E 55, okt 55 52 A ﬂz‘ze e

8% Aol A& 270l Pl Hodg A grk(strong rec-
ommendation, low-quality evidence).
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mendation, low-quality evidence).

2) MLUSIHSEACT), 7(}7|-‘-'3§°1’8(MRI) 83 i}x}
o4 CT ¥ MRI ZAAE &
RS Hoh ZAs] Algste] %%‘«1 %15&31 A= 8
sta At A gA% S ke 7]efg)

1) 2l=2 AR

© Prompt work-up with CT or MRI is recommended
for patients with low back pain when severe or progressive
neurologic deficit are present or when serious underlying
conditions are suspected on the basis of history and phys-
ical examination (ACP/APS: strong recommendation, mod-
erate-quality evidence).

@ Clinicians should evaluate patients with persistent
low back pain and signs or symptoms of radiculopathy or
spinal stenosis with MRI(preferred) or CT only if they are
potential candidates for surgery or epidural steroid injection
(for suspected radiculopathy) (ACP/APS: strong recom-
mendation, moderate-quality evidence).

3 MRI is recommended for patients with acute low
back pain during first 6 weeks if they have demonstrated
progressive neurologic deficit, cauda equina syndrome, sig-
nificant trauma with no improvement in atypical symp-
toms, a history of neoplasia (cancer), or atypical pre-
sentation (e.g. clinical pictures suggests multiple nerve root
involvement) (ACOEM: strong recommendation, low-qual-
ity evidence).

@ MRI is not recommended for acute radicular pain
syndromes in the first 6 weeks unless they are severe and
not trending towards improvement and both the patient and
surgeon are willing to consider prompt surgical treatment,
assuming the MRI confirms ongoing nerve root compress-
ion. Repeated MRI imaging without significant clinical de-
terioration in symptoms and/or signs is not recommended
(ACOEM: low-quality evidence).

® MRI is recommended for patients with subacute or
chronic back or radicular pain syndromes lasting at least
4 to 6 weeks in whom symptoms are not trending towards
improvement if both the patient and surgeon are consider-
ing prompt surgical treatment, assuming the MRI confirms
ongoing nerve root compression. In case where an epidural
glucocorticosteroid injection is being considered for tempo-
rary relief of acute and subacute radiculopathy, MRI at 3
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to 4 weeks (before the epidural steroid injection) may be
reasonable (ACOEM: strong recommendation, moderate-
quality evidence).
® MRI is recommended as an option for the evaluation
of select chronic low back pain patient in order to rule out
concurrent pathology unrelated to injury. This option
should not be considered before 3 months and only after
other treatment modalities (including NSIADs, aerobic ex-
ercise, other exercise, and consideration for manipulation
and acupuncture) have failed (ACOEM: strong recom-
mendation, low-quality evidence).
@ CT is recommended for patients with acute or sub-
acute radicular pain syndromes that have failed to improve
within 4 to 6 weeks and there is consideration for an epi-
dural glucocorticoid injection or surgical discectomy
(ACOEM: strong recommendation, low-quality evidence).
2) 2H; H|Eo]d QX 3kzte] MRIQ sllESA o] A
AAS oA =4 F zc W 22 Aze}t 905 T
WS oA ghoteh® WA 33099 LF BAE F 190
wo sgn el 190M-S MRI 293 A3k & REA X
2 719, A9 AR 4 R 23t 36 AT
o 3ha} WS4 93 Aol BolA) gk} Fl 2o
ol vlsto] 27 MRIZ) 147 Slulr} 5 ke 2%
S F Z7]0 CT 32 MRI A4S & Aty 4 =
F Uy B9 T QAT A T AR vl iy =
7 AR AR % A5 2 71 A9 e nelo
uh A5 el A2 f93 Aol7} gl Aoz hehgn
27) A HEke] 7] Rkl felshAl 27] whizel] &
7] CT/MRI 275 ¥t} AFskA stofof gk skl
o FA4719] 2% e ART WES M s =

7] MRI 7} o] 8 HEH X g & 55 FaU 7154
FE BEel 77 dFe MAAE Fe AR ey

A% AL A BApA
A

ek F3
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r}} flie
o rlg
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S el F °1 A EE Satol| A& o]

S b3 7 Edl AR A Ak

%719 MRI B£& CT7F 495 of4

o] 9l A9 A5 S A=A 4AH

7] wjiEoll Z7]oll MRIE &3l Zlo] Z7]of A

ok 2 5A12S AlY dFE £ sl Tgo] "k

oM o] S A i 504 ol e Ak mE

A8 19 o|F S5 Wsts AuH 3 MRI #¢ o] &
AR Aol whaae

N

fu o 2 (o =y rf
L= =
X
E_

w2 e o (o ofN 2 2 Jor 18
e o

MRIE CTHYh o3t 28 SHold o gt o
2ol @ B7A7 o Folste] Fhahl st HGE
2] Pl golsh, Qlvl, B, M GBS B
717 o Bolabth wd PAA wFo §lek®

3) I1H°F°"§E§°*2| HIoAbe

@O 4~657+e] HEH A 5oll& AFE= 25 9 514
WAEE Bashe Sl Ao FA 288 £33 A
T Alw B 3 ged sk 45 CT 32 MRIE
2| 8Y3kth(strong recommendation, moderate-quality evi-

dence).
@ AARTH A
Y Fofol ﬂﬂﬂ% -9-% f‘%}x}oﬂﬂ%‘: Z7)°ll CT
£E MRIE A8k Zlo] k9] o35 A7)
o] Elth(strong recommendation, moderate-quality evi-

dence).
® CT9} MRIE= 20| §A4slt MRIZF A4, &
749 S0 9B zA Ipdo] TS Lolslnz sbs P%L

olghd MRI & ZJ3}= 7lo] ¢ /ﬂi%lt}(strong recom-
mendation, moderate-quality evidence).
3) 7IEH YYAAL B AE ], A5xdE
45504 A9 §82 A0E At
(1) 2i=2| A

(D Bone scanning is not recommended for routine use

=

54

rlo

in patients with low back pain. But it can be a good diag-
nostic test for evaluating specific situations such as sus-
pected metastases, infected bone (osteomyelitis), inflam-
matory arthropathies, and fractures or ankylosing spondyli-
tis (ACOEM: strong recommendation, low-quality evi-
dence).

(@ Myelography, including CT or MR myelography, is
recommended only in uncommon specific situations (e.g.,
implanted metal that preclude MRI, equivocal findings of
disc herniation on MRI suspected of being false positives,
spinal stenosis, and/or a post-surgical situation that requires
myelography) (ACOEM, ICSI: weak recommendation,
moderate-quality evidence).

2) 27H; FF3ZE " Z(spondyloarthropathy) 3tz}ollA]
T AlEjazty] AAre S|k 95% % wou RIFES
25% 2 WA Ubehgeh™ e 2 Ag ozt AAe) 13
Aolgtol] st RIZEE 74%, So| Bt 81%, 4 SE
T 64%, 54 ASFET 88%, AEE 19%= ek

e B2 AN Mkl Aol 29
o] Uehd = Slol, MRI 5 ©&

ol ek Aabdelch, T 217
H7toll A MRI 9<% MRIE
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7 A3k o] MRI S5 74l st} A7 A
£} % Srbshe Ao ekl Al oby

FZ0ko] HhAA e
7T 9} o] ZH7 0.44~0.93, 0.90~0.98, X2
<9 A=} Sol=+= 727 0.71~0.97, 0.88~1.00Z L}
257 4=

Moy 4%

N

Moz FARAE Fovt o T
o 5 Acteted &3 FRE Agsteg o2 &
ei7h s = B Rl AR FH " hstrong rec-
ommendation, low-quality evidence).

@ A5zYES 8F DA QA F7 Yoz
L A srou), 457 @A FFEE Wk,
CT M MRI 4315} 94-4o] AX5t) b of nebse)
AARZA FH =k (weak recommendation, moderate-qual-
ity evidence).

5. 2= AL
250l glo] TAE AAHE FUF GEF Soll AR A
AT EY B BE AP o4 YN0 e 95S
waskn 474 49 AR, 4 AN HAT F Y
88 A4 Yol 2Eh} Bk 2o BFe A
7 ohE Al vls) Felthe BAE AT 9w
Qe A $F3 A7lol T o] B et

1) 2|=2| HIAY

@ Electrophysiologic testing is not recommended for
evaluation of nonspecific low back pain (ACP/APS: no de-
scription for level of strength and grade of recommen-
dation).

(@ Electrodiagnostic studies which must include needle
EMG is recommended where CT or MRI is equivocal and
there are on going complaints that raise questions about
whether there may be a neurological compromise that may
be identifiable (i.e., leg symptoms consistent with radicul-
opathy, spinal stenosis, peripheral neuropathy, etc)
(ACOEM: weak recommendation, moderate-quality evi-
dence).

® Electrodiagnostic studies are not recommended for
patients with acute, subacute, or chronic back pain who do
not have significant leg pain or numbness (ACOEM: weak
recommendation, moderate-quality evidence).

2) 2H: ZAE A ofn| BHH AT o] Fef Ak
HozA, 2A71eHdd 2 AFedsdd 5o 44

< Askst

O o o o= o0 ©°
A A} o8k AAuto 7 @AF AHITWES Akt
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7 A @S ul, 59 o= Aol AYsYEA TR
71 Bg olele o, A% W AT Selshdl o)
F830 29 5 YrETY ATAE QA A THER B
EASE Fashn 4749 T2 AAstel 44T g
o 905 AFT 5 vk TAE Al 93 AP
W 107 SRSl Bl XIsh AN A i 7
37 S8R ek A% A7 3R ot AFELE
HoJe SIopy ol Tk Aol THE A4 F4
2 9 ¥ 5 kP QAR AAE A4 TEF A
Shol T A WSl ulal A WAl F A4
w2 shiz A7 Fe] S5 el 53~89%el
A Y ES BT o
TP FAE A D) AR el 4 £l
H:

14.5%¢014 A9 5 9lom, 3) ITAE A

A
& F 3~5% ol Fol} WAtk 9| AR
2% QlAstolo Pk Y THE WA B

e BFe AUAd, vl B, 45 g
A7k s HezeEst v Zeths 48 aelsto]
oF g}

]
o} gk | Fhabu| Foll A 2] HuALe] o] e H]Eo]F
£9 17~20%0A % &=}
3) UiStAMSSErE HOALE

D 2FolAe] TUE A AT olel Bk A7o
ool elAlsln] 4% o] g9 BEH A wolE BPetn 5

s

Aol A &Ea Azt s, Ar1eE g dE Gl B

ghst wimo| Eolx]x] &g uf] FA = th(weak recommen-
dation, moderate-quality evidence).

@ 2&ollAY ZHE HAE 8HA FFolv skA1 9 A

73 ol o] WA A oF et LEoNA = AAEHA

9k=t}(weak recommendation, moderate-quality evidence).

@ AAF AT skl HEbAPZE 2ol &
S)th(weak recommendation, moderate-quality evidence).

k= X| Z(Table 3)

1) MB: X5 AHE el 7289 A A=,
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ALl Qe s BE AT Ay J)7k 58 NSAID (ACOEM LOE IV GOR O).
A8 AR SR e r aejste] 7hsshd 2l 7h ® 2A: 2545 A3} Fste] FA-go] Hausl vt
A& ks Awsliof 3tk = 79 glon B34 FA ol A3t dlol A = NSAID

(1) OMIEO}D| &l ofl ulal Zg2h-go] tha "olA = FEolu} oA Eotu| e

O A& 8532 FER 5l GlolA] FAhgo] A At v e w] NSAIDS] F2Hgo] o trks A4S 13
Aol &b prste] PAF AEFA A FHE 3t AEu $5EY FFstAelA A ¢ e el
Ack. Aol gt e okalebar 3 = glch. S

@ &= daAt @ A EETL3] daAg: obdEotH| el FA]

a. Take regular paracetamol as the first medication op- 7] 853 A A QtASHA AuE = Q)= LA AFA o]
tion (NICE LOE IV GOR C). thZAFE la, ALFE B).

b. For mild or moderate pain, a trial of acetaminophen (2) NSAID (HIAHZ0|=EM XSAHH)
might be a reasonable first option because it may offer O A E: NSAIDE &371A4], Ad3AA 59 HzHgo]
more favorable safety profile than NSAID (ACP/APS LOE o1} acetaminophen @ ZAE A = FHE o] 42
II GOR B). 5, 719 Adgle]l 2gstAtellA 7Ht el sol= A

c. Acetaminophen or aspirin as 1st line therapy appear
to be the safest to use for patients with known or multiple
risk factors for cardiovascular disease (ACOEM LOE IV
GOR O).

d. Acetaminophen is recommended for treatment of
LBP, particularly for those with contraindication for

sAleltt.

@ %9 A

a. When paracetamol alone provides insufficient pain re-
lief, offer NSAID/CoX-2 and/or weak opioid as a shor-
term treatment (NICE LOE Ib GOR A).

b. For more severe pain, a small increase in car-

Table 3. Evidence of Pharmacologic Treatment for Low Back Pain

SEL ol A 7 AL 5
of o] w3
4 2538 = Ila B
H|ZH| 20| T4 ZF43A
W7ot 4R S5 ol 8% =3 Ib A
50 SHA
4 2538 = Ib A
o] . E3kAte] A1 s v c
oA Al Z5A
59 " 253 &7 &3% Ib A
F-&A
Flec iRl
Norepinephrine reuptake inhibitor (TCA) =3 Ib A
Selective serotonine reuptake inhibitor 9l IIa B
F73=A
A7 g Fakek vy e 3 A =7 Ib B
73ute] 2H|Ro|lE FE
ARTHEA 2553 7] a3t Ib A
7] &zt IIb B
AFA 25, F B5 AgHA Ib or III C
W& ARAtE e A7 s =
ARRE ZH|Ro|E FA
AR ASA A3t ) &3 Ib A
A7) Ag e B4 FHA > AR s v c
F7HR AH|RolE FAF
Y s 8% <A gl Ib A
|
Usras=stax| | 13



CLINICAL

PAIN VOL. 10, NO. 1, 2011

diovascular or gastrointestinal risk with NSAIDs in ex-
change for greater pain relief could be an acceptable trade-
off for some patients, but others may consider even a small
increase in these risks unacceptable (ACP/APS, ACOEM
LOE IV GOR GPP).

c. NSAIDs are recommended for treatment of acute, sub-
acute, chronic or post-operative LBP (ACOEM LOE Ib
GOR A).

d. NSAIDs are recommended for the treatment of back
and radicular pain syndromes including sciatica (ACOEM
LOE IV GOR GPP).

e. Concomitant prescriptions of cytoprotective medi-
cations are recommended for patients at substantially in-
creased risk for gastrointestinal bleeding (ACOEM LOE Ia
GOR A).

® <7: NSAIDE F4 &
Skt aabdo g HAubHl S4S 7hA kA ok oAl
2 2718 M est Yo e B 2 EAE Yok, of
A Eofm| el B AgaH7} Hold Aoz Uehye
o 582 glopol ula) hoeh O g, AR AES
B 2 Fol e S1opt ulwsto] kel Hhol7} glelet
(odd ratio, 0.99, [CL, 0.6 to 1.7]).” ¥ AAd 3HA}ol| A

B 49442479 T AFo] o)A A5 wehRA
oA ofA|Eoln| a3} X g eFE v|wsld NSAIDE
2t 8 Al ZF Asadrt ¥ aRAE PR
ol 9 FBFTHE Aok gl Aoz thehdeh. 34
nl B8 o 2 ol3 X 8§ Fuhg9 A4 xfol= 9l

Ak NSAIDToA £ 23S BYrh™ e AFol 4
= NSAIDZ} $171%Fe] S ES 3~5u] ol mz w8, )
Ak, A58 9, 2ok 5o AR P 2ol
A 23471419 FYZS Selaor rba Bastg”
Ibuprofen, diclofenac®] S4o] th-& NSAIDe| Hal| Y-
Aoz et ARt o] QAT GikE TTHITIH A =
A& vehdint apeba A7)7F 2% Al proton pump in-

LFolA 1779 Folroz

hibitorE WE Ausb AlFS oksr ¢ 9}t
@ T3] AT
a. 5% o4 2E37lo|A] NSAIDE 43871 AU A

A 5o FAEE aesiviets Wrlek Faglo] vl
4 sl & F glonz $4 FUAHEAFE b,
S IA A).

b. NSAIDE AlQd7ke] A4 9] o)zl 9oz IIAE
Aol Agtelm EA)o] AL kS A Aok stoh(EA
TFF Ta, AIAFE A).

c. NSAIDE #7] Aulslol & A= AlkS
S oFilE g Aol FHEATE I, AILFE A).
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(3) Z=0[2H

D AR Zolshal 14 34
FHLER A 717 Ayt
=2

UEECERS

a. Muscle relaxants are sometimes helpful for a few days
but can cause drowsiness (ICSI LOE Ib GOR A).

b. Muscle relaxants for acute low back pain are effective
for short-term pain relief (ACP/APS LOE Ib GOR A).

c. Recommended as a second line treatment in moderate

Fgo] Lhehd & glont
% )

FEE A% 5

to severe low back pain that has not been adequately con-
trolled by NSAIDs (ACOEM LOE IV GOR C).

d. Recommended as a second or third line agents for
acute radicular pain syndromes or acute post surgical sit-
uation (ACOEM LOE IV GOR C).

e. Not recommended for chronic use in subacute or
chronic LBP (ACOEM LOE IV GOR GPP).

® 27: FolAI= Aol nlal FFAPAE £
gt Bzt 8ol wolor} FA 8 EstatoA] glr]7F Zof 2~

) AFaI7t o 53 Ao 2 YEbyth TizanidineS
OMIEO}U]L:JJJO]W NSAIDSH #-E 242 519& "ol
AAP, NASID®| t e#jell vl &7 7+ Asa a7t -4
A th " Cyclobezaprine®] 35 o] 2§ A uH‘ﬂ E=
I Sl i a3 i raidle S5
Bz, AT 59 AL Aot AN+ l
9}]\ Tq‘.gl,SZ)

Fabrpolll A7) AWE AnekA vk
ATE I, ?11?% ).

4) OpkM ZIEH|(Opioid & Tramadol)

@ A2 Opioid= Wiul, 314 &ﬁﬂ T T AR
Bl F2 4, S5/ 2T e AR ¢EA 3
ong AR AT Ak & Yok,

CCEXERS

a. Consider offering strong opioids for short-term use to
people in severe pain (NICE LOE IV GOR C).

b. Give due consideration to the risk of opioid depend-
ence and side effects for both strong and weak opioids
(NICE LOE Ib GOR A).

c. Opioid analgesics are rarely indicated in the treatment
of acute low back pain. There is insufficient evidence to
support opioid use in early treatment. If used, it should be



OPR 9 20Q: K89 MH A M= MENQ: QIgRAYSEYAL Y M= N PAIN

only for short term intervention, less than 2 weeks (ICSI
LOE IV GOR C).

d. For severe, disabling pain, a trial of opioids in appro-
priately selected patients may be a reasonable option to
achieve adequate pain relief and improve function, despite
the potential risks for abuse, addiction, and other adverse
events (ACP/APS LOE III GOR B).

e. Routine use of opioids for treatment of any acute, sub-
acute, or chronic LBP condition is not recommended
(ACOEM LOE Ib GOR A).

f. For chronic severe back or leg pain, a trial of opioid
therapy may be indicated and may be required by specific
intractable pain acts (ACOEM LOE Ib GOR A).

g. Limited use of opioids for treatment of acute LBP,
post-operative pain management is recommended (ACOEM
LOE IV GOR C).

® 27: 370 o] 89 255 FERE HUT ShAtellA
oxymorphone extended release A|Z|E AH-&3HH 9] 2Fo]| H]
o tha A CHu], WA, eAhel 9ot AFEIAL 2
t}.* w4 @ 2ol A oxymorphone¥} oxycodone A8 |
Az SAofoll s MRS 53 Mol 18FIE P43 7}
Ak, v Sakell A opioids 30% ©149] &5 2=
e, —0.69] ETHAFE(CL, —0.69 to —0.50)F 24
o}, Tramadol ¥H £ ERol4] 457 Folghe w] $lok
o vl T5% ol TTHE s FEE B, o7
Hold 250] AEHAUW FAtol| A tramadol A3 AA
£ 1257 FoARE wf Sl vlsl AEaH7}t 3kl

q_ 84-88)

7% ek FEAE TR AL ozt AEE
Y Aoz FeA 9

@ el A

a. Despite conflicting evidence for antidepressants to re-
duce pain, there was little risk and low cost associated with
treatment, so recommended (NICE LOE IV GOR GPP).

b. Do not offer selective serotonin reuptake inhibitors for
treating pain (NICE LOE Ila GOR B).

c. Selective serotonin reuptake inhibitors (paroxetin, bu-
propion, trazodone) are not recommended for treatment of
chronic LBP (ACOEM LOE Ila GOR B).

d. Consider offering TCA if other medications provide
insufficient pain relief (NICE LOE IV GOR C).

e. Norepinephrine reuptake inhibitor antidepressants
(TCA) e.g. amitriptyline, imipramine, nortriptyline, mapro-
tiine, doxepin- are recommended for chronic LBP (ACOEM
LOE Ia GOR A).

f. Norepinephrine reuptake inhibitors (TCA) are recom-
mended as there is limited evidence that they result in mod-
est reductions in pain ratings in the treatment of radicular
pain compared with placebo (ACOEM LOE III GOR B).

g. Anti-depressants are not recommended for managing
acute or subacute LBP as there is no quality evidence sup-
porting their efficacy (ACOEM LOE IV GOR GPP).

@ &7: Cochrane Databaseoll4] 10712] F2+9] =7
ATE AR A AT o7 oY w253t
Aol Al AeaH}, 27 AL, 7l A Soll tsto
A5 G HolAl= gggker SSRIT flofrt a3t
7b A Ekek ™ il nk ubd @ Boll A -gAlE 9ok
ol vlal] EFskshe B o 715 A Q] HoellA = wwig
o] 5o] glolrhE WEHEAE k™ Atkinson G- F2H]
et A7olA 67ld o] gl vhA 2 gskAtellA] 87t
nortriptylines Fol-& ufl 55 74 FE7t kL2 8%
of Hlsll =2 22%2 vebdrha Basteh?) AhskAes-
SATCAE fdha AeaH7t raten 7154
ol Hoell A= XA ¢he= AHE Hvh 22v} parox-
etin, trazodone¥} 7o| norepinephrine| reuptakeE A3}
< 7lsol f= e SR aaHolA g%k
I;]_.92,93)

@ WFIFEFLI ALY

a WHEZ A 4BA FSLASE EFE nor
epinephrine reuptake inhibitore- X1 &23H5 98l FH =}
(ZAFTT Ia, AIAFT A).

b. A€ serotonin reuptake inhibitore E3k2}ol| 4]
AEAIL gonR FAFA FEhTATE I, B3
T B).

(6) SZHH|

O A& A= Asai7t de Aoz deiA %
om A7 59 2h3HE 9184 carbamazepines o33l
stk

CUCEXERS

a. Topiramate is recommended for limited use in se-

e

)

2

lected chronic LBP patients as a fourth or fifth line agent
(ACOEM LOE IV GOR GPP).

b. Carbamazepine is recommended as a potential adjunct
as a fourth or fifth line treatment for chronic radicular or

|
tisliasSEssIn | 15
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neuropathic pain after attempting other treatments (ACOEM
LOE IV GOR GPP).

c. Topiramate is not recommended for neuropathic pain,
including peripheral neuropathy (ACOEM LOE IV GOR
GPP).

d. Gabapentin is not recommended for chronic non neu-
ropathic pain or LBP (ACOEM LOE IV GOR C).

e. There is no recommendation for or against the use of
gabapentin for chronic radicular pain syndromes as the evi-
dence is conflicting (ACOEM LOE IV GOR GPP).

f. Gabapentin is recommended for the treatment of se-
vere neurogenic claudication with limited walking distance
(ACOEM LOE III GOR C).

@ <A: Gabapenting Yildrim 59 F2H¢] 2 A+
ol A RH 8% F2 AFF AR THHe] e sAtellAl
5, 8}113471“ AN, 29, 374 59 dBAEE Fo
S5 wl Flkell nlsl ofn] J= 2HE
Y™ B Tuan $& 0|5 F49) AT ol
A mjekd 7 E A9} Ex] of| gabapentin 1,200 mgs 3
7 Rl & 7 55 slorzl vl 9+ 9
= morphine®] A4S ol wpeby AEA Ao ut

£ FE 59 ¥AEL o] A 3 & gleka shiek”
o}xl“& thE olFvA T2 et odellA Radhak-
rishnan - oo 23S W Esto] & F HPAI% &5
& wj o] AFadol tellAE s Al7IsHAe* Top-
iramate= WHJ Q& 3Hx}ol|A] $]2Fol] vlal] LF-] AA|7]
s, AR (E)EE 2ot A Agad "ellA $3k3
o‘)r 7"75‘ AN 5] Fhgo] Skl wlsl EobA oFaF

T A9t B Ao vehgeh Y

@ ﬂiﬁ;‘%&%%%‘i&l Hars: A A28

= SR "M 8 FollA ' %% HEeor FHHAY

12 dg =

[\®)
oM
=]
0
[>
m
Hu
=}
[n
-I>+
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(Lumbar epidural ste-
roid injection)

) NE: 85 e 2elzels FY&S 252 17
2AFOR Qo P71 K, A BAFl A5
B AEHOE QBT Pelo] AHZ|EE FA
Honil 447 2H ABE GHAA 528 3l

A7) d o] g3 ek,

2) =9 HIAlSL

(1) Epidural glucocorticosteroid injections is recom-

al

mended as option for acute or subacute radicular pain syn-
dromes lasting at least 3 weeks after treating with NSAIDs
and without evidence of trending towards spontaneous res-

|
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olution (ACOEM LOE Ib GOR A).

(2) Epidural glucocorticosteroid injections is recom-
mended as 2nd-line treatment of acute spinal stenosis
flare-ups (ACOEM LOE Ib GOR A).

(3) Epidural glucocorticosteroid injections for acute, sub-
acute, or chronic low back pain in the absence or radicular
signs and symptoms is not recommended (ACOEM LOE
IV GOR O).

3) 2A: Karppinen Go| 16072 7+ €55 325
oz o] WHAHoR Fute] Zu|Re|E Avteg Al
sist Ayl 7)ol 4 9 EZo= g A o7 SHE
Aot 6714 o] FollE E7F G Ul Rew Fol
5519 S e olF WA A5 AR 2
A% A% % ohe 5 FolE A4 E4 9 2ol
A gl bk AT A LEBR 1,1798S
oz @ 18749 AT F 1005 ARG 23} Y &%
FAolA glolA] e AR 5 AHZOE T4 2]
o B} vk F7AE BEeE s A &

Mo HIAES Eulsl g= e

¥ 2hlzol= £ 2 7
S Sr17e) B3 glent, 109l ool g
__741‘ H = 0]_1:}_ 100,102,103) TIo]— 7<4 ZJ/]_ 037(], ‘q_ ‘%‘Zl"‘ﬂ'xé

EZ % it 9=g]x] okgir) 02109
4) HEIAMEZTES| HOAE
(1) Aure] 2@ 2ot FQ&e 7k gz

1% ABTWEY &% Bl U Ag &

of FALATHD 7] EAe| TAFE: b, YAFE: A,

A7) &3 TAFE: b, ARFE: B)

(2) 731te] AH|Ro|E F9&

ABTEFl Y AFB B

85 3hatol] tigk 215 fuf}% A
T I, AXFF O).

o

w “

—_

_iN rl
ov ?N ) T
4
)

]

B orst v

3. |_|.|== )\|7:|;(|.|:|.A |:|:

=P | SUHZHY FAAE(Facet
medial nerve branch blocks and facet neuro-

tomy)

o Y F
&M= A gl

1) MZ: 334 (zygapophyseal joint)o] &
shtz AzE o] gha, ofg 25w Eol

2) 2|=9| HIAlet

(1) The guideline development group agreed that there
was a lack of evidence to recommend the use of these treat-
ments (Facet-joint corticosteroid injections) and agreed by
consensus injections were of no benefit for this population
(NICE LOE Ia GOR GPP).

(2) Two studies showed some evidence of benefit for ra-
diofrequency facet joint denervation to reduce pain, whilst



Ogg 9 20Q: 9 NEH

A Nz NN

PAIN

IS5 Y ME My

one other study found no evidence of benefit. The guide-
line development group concluded further research was re-
quired (NICE LOE Ib GOR GPP).

(3) Therapeutic facet joint injections are not recom-
mended for acute, subacute, or chronic LBP or for any rad-
icular pain syndrome (ACOEM LOE Ib GOR GPP).

(4) Facet joint injections with hyaluronic acid are not
recommended for facet degenerative joint disease as addi-
tional studies are needed prior to recommending this fairly
invasive intervention (ACOEM LOE Ib GOR GPP).

(5) Radiofrequency neurotomy, neurotomy, and facet
rhizotomy are not recommended for any spinal condition
(ACOEM LOE Ib GOR GPP).

3) 27 TR el zo ExlA) AL A B EH}
AT Aoz HuEhg, 3133} A7 A7 & (radiofrequency
denervation)< #HY Q&5 ©ty] & A7 7 S3AA 4
ke AFE Izt Yok aev, At wheh 25s) Al
BAAE A FaF el Apo|7t =t o]= AFAmieh A7
AT AR7IEe] th2aL Ak #7192 Ahel7h 1gle
2 AZE A obd a2 Gl tisiA = =ate] et

4 sty Ees ADARE 2% sAEol tellA W
S ARATE e AN -r*}*lic’l 2IF 9=

< U 5 ik

Al tafiA=
4. HETE AHZ0|= FAb

g 2E

1) ME: AR ) 2HlRol = FAE o] AAHE
Ha A B4 A% F bz Pahgol 42 Amyol
o %%%%%il 59 JgEatol AL vl 5}

om FanpF A A 2|2 o] =A7}

2) o|2o| AR

(1) Sacroiliac joint corticosteroid injections are recom-
mended as a treatment option for patients with a specific
known cause of sacroiliitis, i.e., proven rheumatologic in-
flammatory arthritis involving the sacroiliac joints (ACOEM
LOE Ib GOR A).

(2) SIJ injections are not recommended for acute LBP
including LBP thought to be SIJ related. The natural his-
tory of LBP is to resolve with conservative management.
SIJ injections are not recommended for subacute or chronic
non-specific LBP, including pain attributed to the SIJs, but
without evidence of inflammatory sacroiliitis (theumatologic
disease). Sacroiliac injections are not recommended for
treatment of any radicular pain syndrome (ACOEM LOE
IV GOR O).

=z =

3) 2H: Al M FEE FF(moderate quality)2] F2+
9 % 9AHA ¥ (Randomized controlled Trial)S FraLs}
%o}, Luukkainen 52 1ol A whsr WA AAZ A%
H4de] L7o] WA= A FL 247 9] AFRAETF A
% 13l A methylprednisolone acetate®} 2| =7F1S A
A FHo FA3 AATE FAHT 1
MY F 2525 ZA A methylprednisolone acetates
= 7o) In A 559 AL BIrh"” Luukkainen 5
9] T b odfellAE 2018 BHAA 4 H5FEy
Z(seronegative spondyloarthropathy) 3t#} £ 104 ollAl=
methylprednisolone acetate?} 2] =711 FASIY AL 10
- AdTE FAETH 27H'°“J T &% AT 2AelA
methylprednisolone acetated & oll4 2|u| A &4 B
Aok e} o] F AF BF %%'6% A2 52 243
& AR E o] &A= &kl Maugars Go] WHEIF AT
ol AE 171 o] 49 £AXEA BT Fololl BFata
AxA o] EZo] 2<4EHE 1012 AADBES Shafo|A
1370 Aol B 4FE4R] F 2 A 2H R o]
T FAE A sto] 1018 F 85.7%, 3N ¥ 62%, L&
2 6/MYE T 58%2 A4 AAE R} agjurg AA
DA AH|RolE FAE NSAID A9 F7]|o] A oF %
A82 2A9A gt ARAY Al nef T wkad o
Aeta 949 g2l & 5 ok Basigioh!? g
U B 229 8z gjakel 48] A 9] whEE AT
gy FJE o) mam AE 349 =1 9
4719] F2H9] = A'¥(randomized controlled trials)¥} 14
Mo Hdede B4 2 o] 5 =] R At
o et AR T A4 o7 o] 4] WAV ol AT
52 8 27 FFAIIA Ksto] W E g oleh=
ARQloE Bt X854 A4HAY AHRolE A4
o] 23 At FAAREE BEFEsiha wEskei g
H A A4 o] AAAAE 2Fek< (controlled with placebo
or controlled comparative local anesthetic blocks)< U.S.
Preventive Service Task Force (USPSTF)oll A A A8t &7

220 27 Rustgsd o): E o] utEi us
Agency for Health Care Policy and Research®] ollA]
17—] Z b8t AIAFSE Bol sldsls Aoz Akd A
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Hol& qtgshte g3, b4 WA= Sty &
shAl ekom A B 2le] fglo] =eubA e A
thE Agtez H7] oz uf, Agte] R v+
Ao re Atke W 5 gls o, Aol HE
q gz 559 st 5 of Fo|rh'?

4) A SEES| AU

AR ] AFA Ao G419 tellA 2717 &
T s Al FAHAGEATT b, FALFT A).
Q) A7 5 A8 2E 5HoR sy &4 HA
AgRA Qe e 54 AL FAXEE 2
57t B8 stnE AuskA] etk EAFE 1V, 81

TE O
5. 7MY AHZ0|E FTA}
1) ME: SFIZE I EAE 34 FTFAAY 2 9
AR AA Y RSl &5 ZHhdol] FAEE WS F
7y A®H|Z0|= FAl(intradiscal steroids)z} gt}

2) 2|=2 AIIAY

(1) Intradiscal steroid injections are not recommended in
patients with acute LBP as there is no quality evidence of
their efficacy (ACOEM: LOE IV, GOR C).

(2) Intradiscal steroid injections are not recommended
for management of subacute or chronic low back pain
(ACOEM: LOE Ib, GOR A).

3) 2H: F M F5E T (moderate quality)] =
9 tz Y4A18 (Randomized controlled Trial)S #Ls}k
el 429 AAAIE TA A7k e A
7b A3 kel 7t AR 8 B HIX S (no treatment)2} H]
el £ 259 olHo] LA gholet. g WA o
oA H& 652 BEH X 5ol Aulgt 12082 HAHE
T 8% A5l A F=7H] 2 H] 2 0] = (methylpredniso-
lone) FAX &5 A2l X 53 vlasls o 19
A3} A9 Aol A58} Oswestry EEATAA F 7]
Aol7h Gl w9l MakE Ggieh! E vhe ol ol
AE 259e] FAE FANR F Fom ol 4%
Depo-medrol (15)3} Bupivacaine (11%)< 7 5
dsle] 55 £3F AAF M (pain diagram grid score), A7
H AN AR, Oswestry S5ATE A3 Al 10~ 14
A & 245192 ul Depo-medrol Yol EAIEH o
2 oJu) gl o] Hol ZEIA Qgkeh® 2 A2 80
2 gl a7ie AA o] s AR AT 3 AR
e =oll maw F7hA v 253t BEskeht
7154 &g SHllA FHh 2| RelE FA4 A 53
iz FEAEA T e T4 v A FA L Aol
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ou] Q& Apol= Y w3t HAFAHFS FHkt
ol & 3}8H3 &3l (chemo-nucleolysis)ol] vl A3l
a3} "ol A 2to]E HolA] gkt F) =E Foll=
1799 #7844 2 &34}l A] triamcinolone acetonide 40
mg¥} 2% lidocaine hydrochloride 0.5 cc& 41014 FA3}
P A7t Qolon A T 3EA] 82.4%0A4 FF
o] Z&grhs 5 Ads Bk 2y 42 1
A, ©717F aelar iz AlsE A ookt Algt
g qkar k.

4) tHEIUMSSEES| HOAEE F7H 2H 2ol F
A FMHA SR 850 X 5ol aHolels A &
A7} glong AR ethEATE b, YATE A).

Mo to
B o

H|2F=X X|Z(Table 4)

1. 22|28 (Physical modality)

pack), =4 Dl (heat wrap), =HE
ol&3sl+ A& WS 85 FAlA

A5 F 7P A A gHe s,
H)-&oin] &3 Wt obdA wollA gl AHgE A 9l
@ f=e] AAe)

a. The heat wrap therapy or a heated blanket is moder-
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ately superior to placebo or a nonheated blanket for
short-term pain relief and back-specific functional status
(ACP/APS LOE Ib GOR B, ICSI LOE Ia GOR A).

b. Heat therapy, including heat wrap, is recommended
for treating acute, subacute, and chronic LBP. Self-applica-
tion of heat is recommended (ACOEM LOE IIb GOR B).

® 27: 37149 25 IAES R X%
H]52gh F29 tad dTroll A 24 Y7l (heat wrap)X] &
7b 17 AR 2 SHAAA 64 vHH Vs eEw
acetaminophen®.th= 0.667, ibuprofen®.th= 0934 -
Sk F47) L5 4L Yo F ATelE &
Ags) A Bk AAE o] 8 BAgol tlztel wlal
AR EIL B, F PR ) A8 Fol 7] A2
ol vlal| EahEolglom, 2 Y X FRE Al Lol
A FEas Lol vl 159 o o] w77k F5 <h3t
ol A $-Galoleh™ 2 9] o] o7 Al AT Fit
o]:}'zé‘ﬂ 2}]“:]‘.120—123)
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Table 4. Evidence of Non-pharmacologic Treatment for Low
Back Pain

A R CO
T T

EX 23 Ia A

294 =4 v C

Z55t =94 v c
oo}, zohah 59X & =44 v C
Bl k=2 =44 v C
BHH A7IASA &

g e 53 =94 Ia A

HWALE Zal 3kt v} IIb B
Hadsk A5

4 2534 =3 v C

g e 53 =94 v C
AR &

gubHel 8% s Ia A

WAE, A7EHS B2y 1 B

Tx]vu-

CPR a#lg3k#t a3 v C

A7 Fiol e A =71 GPP
upAR]

oA, w4 At 2 Ib B

w4 4 UAE s g 23 v c
2 ol 7] #lo]#] =54 Ila B
A3 =% Ia A

Agk 950llA 2 o[ Al 174 Ia A

471004 S4etst o9l A A GPP
+EAE

ATYA 9= 17 Ia A

w471 4] A A a9 Ila B

a7l A 23 Ia A
%‘ﬂ—l’é 2t

w437 24 is=s v c

—go*é nHd gt a9 I B
SAA R =94 v c

A 9%ollA EF xg5et Wy &9 GPP
AR5 23 Ila B
oeAE X8 a3 Ia B
A5 Hzr) A5 @]l 8% 8is b A
o] =54 v C
A =HHAHAE L) 27 Ib B
CPR: Clinical prediction rule.

() XM

O AE: AYA Aage 259 259 U vy
QA sl 7 Jﬁlo}ﬂl *}% T SJolA el &3] A

@ =9 ﬂi’_/\]-:%: There is no recommendation for the
use of infrared therapy to treat acute LBP until additional

quality studies are published. Infrared therapy is not recom-
mended for subacute and chronic LBP (ACOEM).
® <7: Galeo] 3999 Ut 2% AES YR
Ao A 50 B IR tha dollA A F el A
S5 50%7HA SESRAIA R el A 15%¢l Bl 2
g A583H7 U A7 7|l SR FAbEol ¢l
okt sto] FAAQ] AHE LEGE SRt FFo l
=2 o2 A7 ZAAaL, 2 glell A g 2HE YSER
AP 2 57F BFsieh 959 A5 X 58| dol
ol F3atol, k& An| &9 2 g5ell vlsl) A FEIH7} ¢
< 277 QlolA FAEA] ekskeh 34 25l i
A AT AFA}E Ydeh
RGE TR =
424 A T LF AT Dok LA
A AT g B0 £
5ol t ARENE W 8¢ W8 A
T HEAFE Ma, WILFE B).

\lol
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rﬂ“ miz )
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d A5 st
2SR ol A
Aol Al el A
%51 a AE}.

@ £]=-2] A3A8}: There is no recommendation for or
against the use of ultrasound to treat LBP with the qual-
ifications as noted under the rationale for recommendation
(ACP/ASP, ACOEM).

@ &7 Ansari 52 1042 WA QE3AE o2
Aloyst A AT 283X 50| 7|52 EA S (functional
rating score)7} $]Frtoll Bl oSl THE o] FF2
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o] 599 "M 2E S oo E AJe AFelA e
8 29, 48R N A, B3, 49 A 59 4Y
ol A thzoll wlal F2 g Aoz} Arkar a4, F4
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(2) o, =Chul EER=

O A &: ©9}x] & (shortwave)tt Z%+3}X] & (microwave)
9} & Fd) B (diathermy) = X F3tAl sHE 290l
g FEste] X 58IE 7lieh vy AR 23E
2 g387] 9 H A& vREHol L RAtEE W g

oA whg o] 7] skt 17ke] A7l T g sto] Hl*"*

@ 229 i‘ili\}é}: Diathermy is not recommended for
treatment of any LBP-related conditions (ACOEM LOE IV
GOR-C).

© 271: 40078 8] 25 tAtoll 3t wtat FHA 79| A
53895 =A% Sweetman«] Aol A= wat X 50]
AR ol AJA 5 9 flokdol vl 723 A& &
g BolA| eFkeh Y 12F 7k AV A& F A8 &
75 2213 Gibsone] QA7 Ut 237k &) A8 &3}
£ 7% Rasmussen?] Vol % X 50| ozl
Hlal 218 a3 HollA o xfo] S Kol iyt oA
ut Shakoor 52| ATollAE ©atE o] &3t AR X5k
AEgaGAE A AE Fol FErt A& thadel
&l 35 o 65 Foll fo3 HolE BALE

@ U dESers] Ak ©hubX] 5 (shortwave),
Z}9}X] F (microwave) 52 FAXFHE 8% 3x}Eof
el 5837t st FARA GethZAT
IV, 435F Q).

3) c&%’!xlg

1) ME; A E= T2 RE BIH OE *}B-Elb
55 A& '*‘”«l itz ofg] 7HA E71u 71 ol &
ojvf WS wokA AEsr| e shal 2Zeo|ut A °é
B2 AEs7| % dch F2 347 2EAA Edeld 3
A 2 Aol Aoz AgFo] sttt

() 21=2 A

D Self applications of low-tech cryotherapies are recom-
mended for management of acute LBP. Cryotherapies may
be tried for other forms of LBP, though are they may be
less beneficial (ACOEM LOE IV GOR C).

(@ Routine use of cryotherapies in health care provider
offices or home use of a high-tech device for the treatment
of LBP is not recommended. However, single use of
low-tech cryotherapy (ice in a plastic bag) for severe ex-
acerbations is reasonable to try (ACOEM LOE IV GOR C).

@) ZH; YA EE °‘:—7L°l‘)r A gL A & =3
H]aLek QA %i?iJ— i 2F SAtellA A5 v E
gk el A A ¥]H 671*1744 < 3 3 vlagk el

|
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AL F O RE u2g ARe B2 24 598 Rylda
SIS 2% ol ol B R A A ol
FA}E v‘i—*ﬁi French fA Aol A o} X 2 A} B
o}']:]';l-l Z] O-]];]_ 135-137)
S3HAtoll thsl A 3Hey

%‘3}01 "‘ﬂﬂxl gethEATE
vV, A3FE Q).

4) M7|x|=

1) 2o MI7|MER=RE

O A& B ANABASA RS A7ASA R
oA &% SHAEelA 7t del AHE A = i
]ilé.Z-IolJ_ o]—;(«]»s].tq 7:11112—10];1/]._. 1}240] 9}\1:}_
55 HelA=7b shbd e AWA 25 71- el
olall Fo] Hojza glrt.

@ #=9 A

a. TENS is not recommended for acute or subacute LBP
or acute radicular pain syndromes (ACOEM LOE IV GOR
O).

b. TENS is recommended for select use in chronic LBP

Sy b oofN

&kﬂlo

or chronic radicular pain syndrome as an adjunct for more
efficacious treatments (ACOEM LOE IV GOR C).

@ &7]: Khadilkar7} AJe§gt wleled oA w4 9% 3
ZM] EH°P oA A7 ABAFA 7 &JMI el
AES WA Zatdeh™ 5wkl 2.8 shaks ol
gk Deyo?| ad-tellA = #]eFtoll v oH v«l gk 237t 9lgl
35 A FTol v R B Ego] HA kAl
5 aey o2 7R gz Aeld e i 25
sabgollA ol 55 #HEs Holvka solch ™Y 2
= AAE TEl HFEIHSel FdE 8% S e
gk AFellA = Ao A7 87 S DSt
felgk Zab7h dAeh Y antell BuA A7) ABAFA]
7 9 A5 5dE Bag A=l o dlo A=
Sk Wb gok 2 ARl Well Harzpzkel] 2bo]
% E-S.’i‘j’.MZ’MS)

® AT e

a. ¥ A7 AFATA R(TENS)= "M 8%
o G2t BRAAHEATE I, ULFEA).

b SR PAES B 2 RS FAHet
(ZAFEID, ALTFEB).

() 2Tk =

DO Ae: &5 g5+ AT Xdﬂﬂililiﬁl Rlgklg: X
Farzh 2ke] vz 270 sl g Agete] e A
712A=2] Bl W RS EdE EOI:: A
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a. Interferential therapy is not recommended for treat-
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ment of subacute or chronic LBP, chronic radicular pain
syndromes, or other back-related conditions (ACOEM LOE
IV GOR Q).

b. Interferential therapy may be an option for limited use
for acute LBP with or without radicular pain (ACP/APS
LOE IV GOR C, ACOEM LOE IV GOR Q).

c. No studies of large enough sample size comparing in-
terferential therapy with usual care or sham were found

(NICE).
® 27: #471 ﬁ% 32} 2408 S o2 g Tl
A 7WAst X8 932 HolR|ut T | 5ol 15
A2 5ohe) ol °*°u% =5 A8k WY 253 ol

A= B71H 9 G371 Gtk Wemers 5= 4173849
old &7o| gl LFHAE e ® 3 AFolA T4
o} X187} 929 2E8 AT A £AL HYor} A
T ZARJA 59k AR A 55 A8 73 vlastsls ol
A B3 WA 9% Aol gloleh AAH oz 4
£ BHE A% HAG 1 £F B AT Aot
F=slt.

@ HRAYYEZFAI) AAY
a. w7 25l A 7H49} A&
2 A5 ko r ay ¢ »14(%74

a3} A==
FEIV, A

T O).

b. sk B @ EshAtellA = A5 el i3t SA
b REe] B £F £ R} Hesd,

5) AUX=

1) ME; AR = Ao

U:L 3_0 9(}1]' “é‘oﬂ
=ar ek
() 2=2| Akt

@ For low back pain of varying duration (with or with-

& A5 255900 489 5
HE 27 9% SR FE AS

out sciatica) found traction no more effective than placebo,
sham, or no treatment for any reported outcome (ACP/APS
LOE Ia GOR A, ACOEM LOE Ila GOR B).

@ For sciatica of mixed duration, autotraction was more
effective than placebo, sham, or no treatment (ACP/APS
LOE-IIT GOR B).

3) ZH; Al MY = 3} Cochrane #4
oA 4 9 WA 2 W}ﬂow A 57} 2ol
Hlel o3 X5 EH}E Ho|z] gFokeh 9 & 1519 9
o4 W WY £F B4 o 3 ATl Aol
o] 4 =4 %EL} A% ALE 5o HEoA vz
Zoll vlall FoJgt 2ol & Kol gkghrh B siAjut &}A)
GOl = 3HAFEellA 7H oA AA| = AlsishE A%
X] & (autotraction)7} tZol] vlal] o &34 ol X

—TTS‘

7b YATE 64 o] 84x] WAEo] Fubd 9% sha)

oflAl A &E A A} S ul 2 =

off vlal FoJ3t A& EHE HY o} 657 Fof

ol zto]7} glgdeh>
(4) ed M EE5Sts]

O AR5+ o ‘ﬂ;ﬂ?‘ w4 9 i 2% el B
7t JSE A o} 2
T A).

@ stAut 87 WAFEo] FREE AL Z|EF H 3 AHZ
3o gAlEE 3t e AE = JIthEATE 111,
HiATE B).

6) = X=

(1) MZ; Manipulation?} mobilizations T2]3r2]
T2A, 0|9 slj Aol loj A& thoFst o] 7ol gloit, it
i+ mobilizatione 7%, AEEY] A UE Julsh,
manipulatione AT, 1EE, HAUAE X7 e
—‘?——?401] 7]'01'{‘ FAS oJu|ghr),

o] Zo]| vertebrobasilar &+

X
B
= 5

74 55-2] manipulation,
& Ay fxa
g3 3% ‘:’]’ 1% 5% —r-:vl(cauda equine syndrome), At
3

2 9o 9130] glo] Fejalof &

=
s
rlo
)
ofL
L
ro
. ©
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(2) 2/=2| HAlet

(D Regular or routine manipulation or mobilization - not
recommended, insufficient evidence (ACOEM LOE IV
GOR GPP).

(@ Manipulation for neurological deficits - not recom-
mended, insufficient evidence (ACOEM LOE IV GOR
GPP).

(® Manipulation for other areas of the back - not recom-
mended, insufficient evidence (ACOEM LOE IV GOR
GPP).

@ Manipulation is recommended for treatment of acute
and subacute low back pain. It is particularly indicated in
patients testing positive with the clinical prediction rule
(ACOEM LOE Ib GOR A).

@3) ZH; tFE 280 AT B+, 7154% ZHe] 3
thH 6~85F EQF 8~123] FEE e o Atk 123] o4
whobs w] o Eoha shE IAE Sk o o4k
manipulation®] 2 3}tk by, X270l X584 235
HoJF=glofof sk, X 57} AAEAY, 3] 5o] 2 =7 ¢
XE A-Folojof gtr}. FAdo] Anm| gt ﬂzh S8 &
A5E e HeUt Ytk 559 558 /KL A=
e 5~ 6$1 A& kg 5 Yok 550 57}0}741% WS
Stk 3~63] FEo] X 5ol

E'_
= %;Ls}m_ 71599 BHE Hold] & Aol A7

|
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75 slo], thE manipulation® 2 HE-S AU X EE
Ftatoiof sict oju gt FA = oA, uHA Y] gt
5 12§] ol X855 WA Holof gk, A|HHQ 2 H 0]
£ Afole A8E AT + 3k 53] clinical pre-
diction ruleol] AL HE 7Fof A 100169
* Clinical prediction rule (°] & Hol% 4~57}A] o4

o] ¢Aelofo} gith)

Criteria oFA o] A 9]

Al 259 717 169 olstel 75
o] AAE W= WY FEF olstE A 4E S
FABQ work subscale score 193 olstd A%

4 2o $Ae HAE 8 AF F HolE 3 o)y
379 g
2939 el 99 Aol % gH5e] Aol 355

) HEUNSE3IE AL
[e]]
=

O =7 Ee i 2F 37k 79, 54] clinical
prediction ruleoﬂ 3 uie AT F hZATE 1V,
HAIAFE O).

@ s AR A AEo] Je Avv FAHEA g
HEAFE IV, AFFE

7) OIARR|

1) ME; WA= } oluf Wl o]l e vhakelk Aol
A de] HEEa gle H 014 A= 253 FAlE
O SPAJAFIL o] 24, °*J 23] Fulel os 52 o
A FETrhe 7HE 7 AL Sk o MR E vt
A TaHor N 555 FTHIAA S]] 55
i SRS el wEAA FAU, 2 A7 AR
o T Aol that AAHES sk ASAAA 55
= oL Aotk

) =2 AR

(D Massage is recommended for select use in subacute

4

and chronic low back pain as an adjunct to more effica-
cious treatments consisting primarily of a graded aerobic
and strengthening exercise program (ACOEM Ila GORB).

(@ Massage is recommended as a treatment for acute
low back pain and chronic radicular syndromes in which
low back pain is a substantial symptom component
(ACOEM LOE IIb GOR Q).

® Mechanical devices for administering massage are
not recommended (ACOEM LOE Ib GOR A).
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D Low level laser therapy is not recommended for treat-
ment of LBP (ACOEM LOE IV GOR O).
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D Advise people with acute low back pain that staying
physically active and continue ordinary activity within the
limits permitted by the pain (ICSI, ACOEM LOE Ia GOR
A).

(@ Bed rest is not recommended. If the patient must rest,
bed rest should be limited to no more than two days (ICSI
LOE Ia GOR A).

(® Patients with acute low back problems may be more
comfortable if they temporarily limit or avoid specific ac-
tivities known to increase mechanical stress on the spine,
especially prolonged unsupported sitting, heavy lifting, and
bending or twisting the back, especially while lifting (ICSI
LOE Ila GOR B).
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D Consultation with a non-surgical spine specialist, who
can evaluate individual characteristics and symptoms and
establish a specific exercise program, is recommended
(ICSI LOE Ia GOR A).

@ Supervised exercise therapy and home exercise regi-
mens are not effective for acute low back pain, and the op-
timal time to start exercise therapy after the onset of symp-
toms is unclear (ACP/APS LOE Ia GOR A).

@ Clinicians should consider the addition of non-
pharmacologic therapy with proven benefits for chronic or
subacute low back pain, intensive interdisciplinary re-
habilitation, exercise therapy (ACP/APS LOE Ia GOR A).

@ Exercise programs may include the following ele-
ments: aerobic activity, movement instruction, muscle
strengthening, postural control, stretching (ACOEM LOE
Ia GOR A).

(® Consider a graded active exercise program (ICSI
LOE Ia GOR A).

® Consider specific exercises to strengthen the core
trunk stabilizing muscles (ICSI LOE Ia GOR A).
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1) YN FAYSH FAKTrigger/Tender Point Injec-
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@ Trigger and/or tender point injections are not recom-
mended for treatment of acute LBP as there are other more
efficacious treatment strategies available (ACOEM LOE IV
GOR O).

(@ Trigger or tender point injections may be reasonable
as second or tertiary options for subacute or chronic LBP
that is not resolving. These injections are recommended to
consist solely of a topical anesthetic (e.g., bupivacaine).
Repeated injections should be linked to subjective and ob-
jective improvements. The use of therapeutic injections
without participation in an active therapy program or in the
context of maintaining employment is not recommended
(ACOEM LOE III GOR B).
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(2) 2|=2| HIALE; Prolotherapy injections are not rec-

ommended for acute, subacute, or chronic LBP or for any

radicular pain syndrome (ACOEM LOE IV GOR C).
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D For patients who do not improve with self-care op-
tions, clinicians should consider the addition of non-
pharmacologic therapy with proven benefits for chronic or
subacute low back pain, cognitive-behavioral therapy, or
progressive relaxation (ACP/APS LOE Ila GOR B for
CBT, LOE III GOR B for PR).

@ Cognitive behavioral therapy is recommended as a
component of a formal interdisciplinary program for the
treatment of chronic LBP (ACOEM LOE Ila GOR B for
chronic and subacute LBP, LOE IV GOR C for acute
LBP).

FABT is recommended for acute, subacute, and chronic
LBP, particularly if there are any suggestions of fear avoid-
ance belief issues (ACOEM LOE Ila GOR B).
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tions, clinicians should consider the addition of non-
pharmacologic therapy with proven benefits for chronic or
subacute low back pain, intensive interdisciplinary re-
habilitation (ACP/APS LOE IIA GOR B).

(@ A multidisciplinary rehabilitation program with a fo-
cus on cognitive behavioral, occupational, and activ-
ity-based approaches combined with aerobic exercise and
other conditioning exercise is recommended for patients
with chronic LBP who are not working due to LBP
(ACOEM LOE III GOR B).

A multidisciplinary rehabilitation program with a pri-
mary focus on interventions addressing LBP is not recom-
mended as there are other options proven efficacious that
are recommended (ACOEM LOE III GOR B).

(® Consider referral for a combined physical and psy-
chological treatment programme, comprising around 100
hours over a maximum of 8 weeks, for people who:

a. Have received at least one less intensive treatment and

b. Have high disability and/or significant psychological
distress (NICE LOE Ib GOR B)
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@D Due to the limited evidence available the GDG’s clin-
ical opinion was that the use of lumbar supports could not
be recommended (NICE LOE la GOR A).

(@ Lumbar supports are not recommended for treatment
of LBP, although they may be useful for specific treatment
of spondylolisthesis, documented instability, or post-oper-
ative treatment (ACOEM LOE Ila GOR B).
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£ X Zol dolA BFE Bx7|9 AL A EZA &= terdisciplinary approach (ACOEM LOE IIb GOR B).
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(2) 2|=2| HIAFE Kinesio-taping and taping are not
recommended for the treatment of acute, subacute, or
chronic LBP or radicular pain syndromes or other back-re-
lated conditions (ACOEM LOE IV GOR C).
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5) M =™l (Biofeedback)
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2) 2|=2| HAFSk Biofeedback is not recommended
for patients with acute or subacute LBP as there are other
treatments for which there is quality evidence of efficacy
that are more appropriate. Biofeedback is recommended for
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