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Surgery Versus Nonsurgical Treatment of Lumbar Spinal Stenosis

A Randomized Trial

Anthony Delitto, PT, PhD; Sara R. Piva, PT, PhD; Charity G. Moore, PhD, MSPH; Julie M. Fritz, PT, PhD;
‘Stephen R. Wisniewski, PhD; Deborah A. Josbeno, PT, PhD; Mark Fye, MD; and William C. Welch, MD

Background: Primary care management decisions for patients
with symptomatic lumbar spinel stenosis (LSS) are challenging,
and nansurgical guidance is limited by lack of evidence.

Objective: To compare surgical decompression with physical
therapy (PT) for LSS and evaluate sex differences.

Design: Multisite randomized, controlled trial. (ClinicalTrials
gov: NCTOO022776)

Satting: Neurologic and orthopedic surgery departments and
PT clinics.

Participants: Surgical candidates with LSS aged 50 years or
older who consented to surgery.

Intervention: Surgical decomprassion or PT.

mary outeome was physicel function score
Health Survey at 2 years assessad by

maskad tastars.

Results: The study took place from Nevember 2000 to Septem-
ber 2007. A total of were randomly assigned
end stratified by surgeon and sex (87 to surgery and B2 to PT),
with 24-month follow-up completed by 74 and 73 participants in

the surgery and! PT groups, respectively. Mean improvement in
physical function for the surgery and PT groups was 22.4 (95%
€, 169 to 27.9) and 192 (), 134 to 248), respectively
Intention-to-treat analyses revealed no difference between
groups (24-month difference, 0.9 [CI, ~7.9 to 9.6], Sensitivity
analyses using causal-effects methods to account for the high
propartion of crossovers from PT to surgery (57%) showed no
signfficant differences in physical function between groups.

Limitation: Without a control group, it is not possible to judge
succe

Surgloal yielded similsr effects to a
PT regimen among patients with LSS who were surgical candi-
dates. Patients and health care providers should engage in
sharedl decision-making conversstions that include full disclo-
sure of evidence involving surgical and nensurgical treatments
for LSS.

Primary Funding Source: National Instittes of Health and
National Institute of Arthritis and Musculoskeletal and Skin
Diseases.
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Efficacy of paracetamol for acute low-back pain: a double-blind, randomised controlled

trial

Christopher M Williams, Christopher G Maher, Jane Latimer, Andrew J McLachlan, Mark J
Hancock, Richard O Day, Chung-Wei Christine Lin

n= ca. 1500 Patients

Three groups: Paracetamol 4
g / day; like needed up tp 4
g/ d, Placebo

In all groups, after 17 days

approximately, pain was
gone
No differences between

erniichternd

* Results: Nine trials compared topiramate, gabapentin or pregabalin
to placebo in 859 unique participants.

* Fourteen of 15 comparisons found anticonvulsants were not
effective to reduce pain or disability in low back pain or lumbar
radicular pain; for example, there was high-quality evidence of no
effect of gabapentinoids versus placebo on chronic low back pain in
the short term (pooled mean difference [MD] -0.0, 95% confidence
interval [CI] -0.8 to 0.7) or for lumbar radicular pain in the immediate
term (pooled MD -0.1, 95% Cl 0.7 to 0.5). The lack of efficacy is
accompanied by increased risk of adverse eventsfrom use of
gabapentinoids, for which the level of evidence is high.




US Guideline Treatment of back pain 2017
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Ann Intern Med. doi:10.7326/M16-2367 Annals.org
This article was published at Annals.org on 14 February 2017.

* Recommendation 1:...most patients with acute or subacute low back pain

improve over time regard|ess of tr , clinicians and patients should
select h ologic tra ...with superficial heat (moderate-
quality evidence), e, or spinal [ (low-quality
evidence).

* Recommendation 2:.....chronic low back pain, clinicians and patients
should initially select h logic tr with exercise,
Itidisciplinary rehabilitation, acupuncture, mindfulness-based stress
reduction (moderate-quality evidence), tai chi, yoga, motor control exercise,
progressive relaxation, electromyography biofeedback, low-level laser
therapy, operant therapy, cognitive behavioral therapy, or spinal
manipulation (low-quality evidence). (Grade: strong recommendation)

« Recommendation 3: /n patients with chronic low back pain who have had
an inadequate response to nonpharmacologic therapy, clinicians and patients
should consider pharmacologic treatment with nonsteroidal anti-
inflammatory drugs as first-line therapy, or tramadol or duloxetine as second-
line therapy. Clinicians should only consider opioids as an option in patients
who have failed the aforementioned treatments and only if the potential
benefits outweigh known risks and realistic benefits with patients. (Grade:
weak reco dation, moderate-quality evidence)

*..... Low cost treatments
should be preferred.....!

Low back pain —
a global disaster

effectiveness of different treatmentsfor LBP.
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