VHA EPRP CLINICAL PRACTICE GUIDELINE AND PREVENTION INDICATORS 

LOW BACK PAIN

Second Quarter, FY2010
DATABASE QUESTIONS

	#
	mnemonic
	Data Collection Field
	Field Format
	DEFINITIONS/DECISION RULES



	If LBP flag = 1 and DOCHOSPCE = 2 and catnum <> 36, 52, or 61, go to seenlbp; else go out of module

	1
	seenlbp
	Within the past year, does the record document the patient was seen for low back pain at an outpatient encounter at this VAMC? 
	1,2

*If 2, go out of module
	Look for documentation of low back pain at an outpatient encounter within the past year.  Includes visit for low back pain in clinics, emergency department, or urgent care.  Low back pain documented on a problem list must be confirmed by clinician documentation in the medical record.  Low back pain may also be called low back pain syndrome or lumbago.  ICD-9-CM codes for low back pain may include: 721.3, 722.10, 722.32, 722.52, 722.93, 724.02, 724.2, 724.3, 724.5, 724.6, 724.7, 738.5, 739.3, 739.4, 846, 847.2

	2
	fstvstdt
	Enter the date of the earliest outpatient encounter at this VAMC within the past year when the patient was seen for low back pain.


	mm/dd/yyyy

< =1 year prior to or = stdybeg and < = stdyend


	Exact date must be entered.  01 to indicate day or month is not acceptable.

	3
	newpain
	Did the patient initially present for follow-up or continuing treatment of low back pain treated outside the VHA? 
	1,2

If 2, auto-fill predursx as 95, and go to chifcomp

	If there is documentation at the earliest encounter for low back pain within the past year that the patient presented for follow-up or has been receiving treatment for low back pain at a non-VHA facility, select “1.”   

	4
	predursx
	At the earliest encounter at this VAMC for follow-up of low back pain, what was the duration of the patient’s symptoms?

1.  Less than 4 weeks
2.  4 weeks but less than 12 weeks
3.  12 weeks or longer
95. Not applicable
	1,*2,*3, 95
Will be auto-filled as 95 if newpain = 2

If 1, auto-fill

 painlong = 1

*If  2 or 3, go to end


	The intent of the question is to determine how long the patient had been experiencing low back pain prior to presenting to this VAMC for follow-up or continuing treatment of low back pain initially treated outside the VHA.  

	5
	chifcomp
	Was low back pain (and/or sciatica) the patient’s chief presenting complaint?
	1,2


	Sciatica = pain radiating down the leg(s) below the knee along the distribution of the sciatic nerve, usually related to mechanical pressure and/or inflammation of the lumbosacral nerve roots.

If the patient presented with a problem other than low back pain, and/or low back pain is only an adjunct to the patient’s presenting complaint, select “2.”


	6
	prexist
	Is there documentation in the record indicating the patient has a previous history of back injury or strain?
	1,2


	Previous history = a back injury or strain occurring prior to the current back injury under review 

	7
	prevsurg
	Did the patient report that his/her back pain was persisting from previous spinal surgery?
	1,2

If 2, auto-fill presurdt as 99/99/9999 and go to bkinjry
	To answer “1,” documentation in the record must indicate the patient had previous back surgery that did not relieve the pain. The question does not refer to a new episode of pain occurring after successful spinal surgery.  

	8
	presurdt
	Enter the date of the previous spinal surgery.
	mm/dd/yyyy

Will be auto-filled as 99/99/9999 if 

prevsurg = 2

Abstractor can enter 99/99/9999

< = 40 years prior to or = stdybeg and < fstvstdt

	If there is documentation the patient had more than one previous spinal surgery, enter the date of the most recent spinal surgery that occurred prior to the earliest encounter for low back pain (date entered in FSTVSTDT).  

The year must be entered accurately.  If the month and day are unknown, enter 01 for month and day.  If the year is unable to be determined, enter 99/99/9999.

	
	
	Initial Assessment
	
	All the following questions are to be construed as occurring at this VAMC.

	9
	bkinjry
	Enter the number which best describes the mechanism of onset of the patient’s symptoms:

1. insidious onset 

2. specific injury or trauma

3. recurrent low back syndrome

4. specific injury or trauma with recurrent low back pain syndrome

99. unable to determine
	1, 2*,3, 4 ,99
*If 2 , go to injurydt, else auto-fill injurydt as 99/99/9999, and go to painlong
	Insidious onset = gradual and subtle development; may not be attributable to a specific incident

Specific injury or trauma = patient can trace onset of symptoms to a well-defined incident, e.g., “I was lifting a box when I felt this pain in my back.” “I was bending over to pick up a piece of paper off the floor, and I couldn’t straighten up.”

Recurrent low back syndrome = history of recurrent low back pain, with periodic acute exacerbation, often with no known etiology.

	10
	injurydt
	Enter the date of injury documented in the record.
	mm/dd/yyyy

Abstractor can enter 99/99/9999

Will be auto-filled as 99/99/9999 if bkinjry <> 2

< = 1 year prior to or = fstvstdt and <=stdyend


	Month and year of injury should be known and entered.  If day is not known, enter default 01.  For example, date of visit is 09/09/08 and clinician documents, “patient states he fell about 3 weeks ago.”  Enter 08/01/08 for date of injury.  
If the injury date is unable to be determined, enter default 99/99/9999.

	11
	painlong
	At the earliest encounter for low back pain within the past year, what was the duration of the patient’s symptoms?

1. Less than four weeks

2. Four weeks but less than 12 weeks 
3. 12 weeks or longer
99. unable to determine 
	1,2,*3, 99

Computer will auto-fill as 1 if predursx = 1

*If 3, go to preopirx

	The intent of the question is to determine how long the patient had been experiencing pain, stiffness, numbness, inability to move without pain, or other such symptoms prior to the earliest encounter for low back pain within the past year. 

	12
	pnscale
	At the earliest outpatient encounter for low back pain within the past year, was the patient assessed for pain severity using a 0-10 pain scale?
	1,*2

*If 2, auto-fill pnlvl as zz, and go to locsx
	This question refers to the date of the outpatient encounter for low back pain entered in FSTVISIT.

Pain assessment may be done by description, color intensity, or faces rating, but a 0 – 10 scale must be used.

“Patient denies pain” or “no pain” cannot be construed as using a pain scale.  The pain score must be documented in order to answer “1.” 

	13
	pnlvl
	Enter the level of pain reported by the patient.


	__ __
Will be auto-filled as zz if pnscale = 2
Whole numbers only 0 - 10


	Pain must be expressed numerically from zero to ten. 

	14
	locsx1
locsx2

locsx3

locsx99


	What location of the patient’s symptoms was documented in the initial evaluation?

Indicate all that apply:

1.  Low back or lumbar spine
2.  Buttock or thigh pain

3.  Pain below the knee 
99. None of the above
	1,2,3,99


	


	15
	limtact
	Did the initial evaluation include questions to the patient about physical and/or activity limitations imposed by the symptoms?


	1,2
	Documentation of the limitations on the patient’s activity imposed by pain, or inability to move his/her body as previously, implies the patient was questioned about limitations imposed by the symptoms 

Example: patient limps due to pain in lumbosacral area radiating to leg, patient unable to bend,  patient cannot lift any weight

	16
	phyexam

phyexam1

phyexam2

phyexam3

phyexam4

phyexam5

phyexam99


	Did the initial physical examination include the following?

Indicate all that apply:

1. Observation 

2. Range of Motion (ROM) testing

3. straight leg raise (SLR)

4. crossed straight leg raise

5. neurological exam: muscle strength, muscle wasting, sensation, deep tendon reflexes, specific reflexes

99. no documentation any of these tests were performed
	1,2,3,4,5,99
If phyexam3 <>-1, auto-fill pos1slr as 95

If phyexam4 <>-1, auto-fill pos1cslr as 95


	Observation = Observing or inspecting the patient’s posture, body habitus, stance and gait.

ROM=range of motion testing of spine, hips and lower extremities
SLR= Performed on the affected leg by flexing the hip of the with the knee extended 
Crossed straight leg raise = SLR performed on the unaffected leg 
Neurological screening=motor strength, muscle wasting, sensation, deep tendon reflexes, specific reflexes, e.g., Babinski

	17
	pos1slr
	Did the physician/APN/PA document the straight leg raise was positive?

1.   Yes

2.   No

95.  Not applicable
	1,2,95

Will be auto-filled as 95 if phyexam3 <>-1
	SLR is usually considered positive if the patient’s sciatica is reproduced when the leg is raised between 30 and 70 degrees.

	18
	pos1cslr
	Did the physician/APN/PA document the crossed straight raise was positive?

1.  Yes

2.  No

95. Not applicable
	1,2,95

Will be auto-filled as 95 if phyexam4 <>-1
	Crossed SLR is usually considered positive if the patient’s sciatica is reproduced when the unaffected leg is raised between 30 and 70 degrees.

	19
	asesflg
	During the initial examination, does the record document the patient was assessed for any “red flag conditions” by the physician/APN/PA?

1.  Yes

2.  No


	1,2

If 2, auto-fill redflag as 95 and go to ordrmed
	It is not necessary to see specific use of the term “red flag” in order to answer this question.

 “Red flags” = clinical clues which suggest a serious underlying condition that warrants the clinician’s urgent attention. 

Look for documentation of assessment of the patient for red flag conditions in the physician/APN/PA initial examination note.  Documentation that the patient was questioned or examined for any of the “red flag conditions” is sufficient.  For example, under review of systems (ROS), physician notes, “no history of persistent fever, no history of cancer.”  Select “1.” 

If assessment for specific red flag conditions is not referenced in the initial evaluation note, but there is documentation by the physician/APN/PA such as “no red flags” or “no worrisome conditions,” select “1.”  

If the physician/APN/PA did not document assessment of the patient for any red flag conditions in the initial evaluation, select “2.”



	20
	redflag
redflag1

idflag1

redflag2

idflag2

redflag3

idflag3

redflag4

idflag4

redflag5

idflag5

redflag6

idflag6

redflag7

idflag7

redflag8

idflag8

redflag9

idflag9

redflag95

redflag99


	Which “red flag conditions” was the patient assessed for during the initial evaluation by the physician/APN/PA?  Indicate all that apply by selecting the checkbox in the left-side of the table.

For each red flag condition that was assessed, indicate whether the “red flag condition” was identified for the patient by checking “yes” or “no.” 
Assessed for Red Flag Condition 
Will be auto-filled as 95

 if asesflg = 2
For any redflag = -1, enable corresponding idflag

Condition Identified
1.  Yes  
2.  No
1.   FORMCHECKBOX 
Major trauma, resulting in spinal or hip fracture

2.   FORMCHECKBOX 
Persistent fever

3.   FORMCHECKBOX 
History of cancer

4.   FORMCHECKBOX 
Metabolic disorder with bone or sensory deficit

5.   FORMCHECKBOX 
Major muscle weakness

6.   FORMCHECKBOX 
Bladder/bowel dysfunction

7.   FORMCHECKBOX 
Saddle anesthesia

8.   FORMCHECKBOX 
Decreased sphincter tone  

9.   FORMCHECKBOX 
Unrelenting night pain

95. Not applicable

99. None of the above


	“Red flags” = clinical clues which suggest a serious underlying condition that warrants the clinician’s urgent attention.   

1)  If the patient was questioned or examined for a “red flag condition,” select the applicable condition.  Look for documentation of assessment of the patient for red flag conditions in the physician/APN/PA initial examination note.  For example, under review of systems (ROS), physician notes, “no history of persistent fever, no history of cancer.”  Select “2” and “3.”

2)  For each condition assessed, indicate whether the condition was identified (present) for the patient.  Examples: 

· APN notes, history of colon cancer 2 years ago.  Select “3” in left hand column and “yes” in the adjacent column.

· Physician notes, “no history of fever or cancer.   Weakness LLE 4/5.”  Select persistent fever, history of cancer, and major muscle weakness in left hand column.  For condition identified, select “no” for fever and history of cancer.  Select “yes” for major muscle weakness.  

If there was no documentation of assessment for specific red flag conditions, select “99.”  For example, physician notes, “no red flags” or “no worrisome conditions” without documentation of assessment for any of the specific conditions.  

Major trauma=recent specific trauma, e.g., automobile accident, fall, may be indicative of the possibility of spinal fracture

Persistent fever=can be indicative of spinal infection, although occurs in less than 2% of patients presenting with LBP.  Likelihood increases with IV drug use, UTI, indwelling urinary catheter, skin infection.

History of cancer=a positive prior history of cancer is highly specific for underlying neoplastic etiology.  Approximately 80% of patients with the diagnosis of cancer are age greater than 50.

Metabolic disorder=osteoporosis, osteomalacia, hyperparathyroidism, Paget’s Disease, acromegaly, Cushing’s Disease, ochronosis

Major muscle weakness=defined as progressive muscle weakness (e.g., muscle grading from 4/5 to 3/5) or foot drop or hip flexor and knee extensor weakness (grade 3/5). Major muscle weakness may be indicative of significant herniated nucleus pulposus (HNP) or if bilateral lower extremity weakness, of cauda equina syndrome



	
	
	
	Bladder/bowel dysfunction= such as urinary retention or fecal incontinence may be indicative of cauda equina syndrome (CES)

Saddle anesthesia= loss of sensation in buttocks and perineum that is indicative of CES

Decreased sphincter tone=indicative of CES

Unrelenting night pain=may be indicative of abdominal aortic aneurysm or of cancer  

	21
	ordrmed
	At the earliest encounter for low back pain within the past year, was medication recommended or prescribed for the patient?
	1,2*

*If 2, auto-fill fstmed as 95, and go to ordrlab
	Medications given by any route is counted as medication. OTC medications being taken for low back pain are included. 

	22
	fstmed
fstmed1

fstmed2

fstmed3

fstmed4

fstmed5

fstmed6

fstmed7

fstmed95


	Indicate all medications recommended, prescribed, or modified at the initial medical evaluation (the visit date entered in fstvstdt).  
Indicate all that apply:
1. Acetaminophen (Tylenol)
2. NSAIDs (Non-steroidal anti-inflammatory drugs) 
3. Muscle relaxants

4. Oral steroids

5. Other oral medications documented as being given for low back pain
6. Injection therapy

7. Opioid medication

95. Not applicable


	1,2,3,4,5,6,7,95

	Use the most specific option possible for medication ordered or prescribed.  Include OTC medications.  Opioid medications may be prescribed as a combination medication such as hydrocodone/acetaminophen.  If combination medications are prescribed, select both drugs.
Examples of medications used for pain (please refer to drug reference book for a comprehensive list)

NSAID = ibuprofen, naprosyn, Celebrex
Muscle relaxants = Baclofen, Cyclobenzaprine, dantrolene
Oral steroids = prednisone, hydrocortisone, methyprednisolone

Other oral medications documented as being used for low back pain such as antidepressants, anticonvulsants, anti-anxiety medications
Injection therapy such as injection of local anesthetics (bupivacaine HCL, lidocaine HCL, mepivacaine HCL, prilocaine, procaine)

Opioid medications = buprenorphine, butorphanon tartrate, codeine, fentanyl, hydromorphone,  methadone, morphine, oxycodone, tramadol



	23
	ordrlab
	At the initial medical evaluation, were laboratory tests ordered for this patient?


	1,2*

*If 2, auto-fill indtst as 95, and go to ordrimg 
	Lab tests may  include but are not limited to:
CBC, ESR, UA, Chemistry profile, SPEP, IPEP,UPEP

	24
	indtst1

indtst2

indtst3

indtst4

indtst5

indtst6

indtst7

indtst8

indtst95


	Indicate all lab tests ordered at the initial medical evaluation (the date entered in fstvstdt).   

Indicate all that apply:

1.  CBC

2.  ESR

3.  UA

4.  Chemistry profile

5.  IPEP

6.  SPEP

7.  UPEP

8.  Other

95. Not applicable


	1,2,3,4,5,6,7,8,95
	CBC = complete blood count
ESR = estimated sedimentation rate

UA = urinalysis

IPEP = immune globulin electrophoresis 
SPEP= serum protein electrophoresis

UPEP= urine protein electrophoresis

	25
	ordrimg
	At the initial medical evaluation, were imaging studies ordered for this patient?


	1,2

If 2, auto-fill imgtst as 95 and go to referal
	Imaging studies may include, but are not limited to:  AP and lateral lumbosacral (LS) spine x-rays, bone scan, CT scan, CT myelogram, MRI, needle EMG, H-reflex test of lower limb


	26
	imgtst1

imgdt1

imgtst2

imgdt2

imgtst3

imgdt3

imgtst4

imgdt4

imgtst5

imgdt5

imgtst6

imgdt6

imgtst7

imgdt7

imgtst8

imgtst95

	Indicate all imaging tests ordered at the initial medical evaluation (the date entered in fstvstdt).   

For designated tests, enter the date the test was completed.

Tests ordered

Will be auto-filled as 95 if ordrimg = 2

For any imgtst = -1, enable corresponding imgdt
Date test completed

Abstractor can enter 99/99/9999

>= fstvstdt and < = pulldt
1. FORMCHECKBOX 
 AP and lateral lumbosacral (LS) spine x-rays

mm/dd/yyyy

2. FORMCHECKBOX 
 Technetium bone scan

mm/dd/yyyy

3. FORMCHECKBOX 
 CT scan

mm/dd/yyyy

4. FORMCHECKBOX 
 CT myelogram

mm/dd/yyyy

5. FORMCHECKBOX 
 MRI

mm/dd/yyyy

6. FORMCHECKBOX 
 Needle EMG

mm/dd/yyyy

7. FORMCHECKBOX 
 H-reflex test of the lower limb

mm/dd/yyyy

8  FORMCHECKBOX 
 Other

95.  Not applicable


	If the test was ordered, but not completed up to the pull list date, enter default 99/99/9999 for the test completion date.

	27
	referal
	At the initial medical evaluation, was the patient referred to a specialist for further evaluation?


	1,*2

*If 2, auto-fill indspec as 95, and go to nomuskel
	Specialist = Neurosurgeon, orthopedic surgeon, neurologist, general surgeon, anesthesia, pain management, pain clinic, physical medicine and rehabilitation (PM&R), alternative medicine specialist.

If the clinician who makes the referral is an APN or a PA, and the referral is to a physician, answer “1.”

	28
	indspec

indspec1

indspec2

indspec3

indspec4

indspec5

indspec6

indspec7

indspec8

indspec9

indspec10

indspec11

indspec12

indspec13

indspec14

indspec15

indspec16

indspec17

indspec18

indspec19

indspec95
	Indicate all referrals to specialists made at the initial medical evaluation (the visit date entered in fstvstdt).   
1. Referral from PA or APN to a physician

2. Physical therapy

3. Orthopedic surgeon

4. Neurosurgeon

5. Neurologist

6. General surgeon

7. Physiatrist

8. Physical medicine/rehabilitation

9. Pain management

10. Urologist

11. Anesthesia

12. Pain Clinic

13. Rheumatology

14. Chiropractor

15. Occupational medicine

16. Alternative medicine specialist

17. Psychologist

18. Psychiatrist

19. Other mental health clinician

95. Not applicable
	1,2,3,4,5,6,7,8,9,
10,11,12,13,14,
15,16,17,18,19,95

	

	29
	nomuskel
	As a result of the initial work-up, was the patient referred/managed for an underlying condition necessitating treatment other than low back pain?
	1*,2

*If 1, go to end

	Underlying condition=see conditions described as “Red flags.”   

	If painlong = 2, go to prevtx; else go to consrvtx


	30
	prevtx
	At the time of the initial evaluation, had the patient already had a trial of conservative therapy?
	1,2


	The intent of this question is to differentiate patients who have had past conservative therapies that may not have been successful.  More intense therapy and/or psychological testing may be indicated in such cases.

Trial of conservative therapy = such as patient education, activity modification, progressive ROM and home exercise, symptom control with medication

	31
	consrvtx

consrvtx1

consrvtx2

consrvtx3

consrvtx4

consrvtx5

consrvtx99
	At the initial evaluation, were any conservative treatment options initiated by the provider?
Indicate all that apply:

1. Patient education 

2. Instruction in Activity/lifting modification

3. Progressive ROM and home exercise

4.   Bed rest

5.   Other

99. None of these treatments initiated
	1,2,3,4,5, 99
If 99, auto-fill consrv2 as 95


	Patient education=expectations for rapid recovery, effective methods of symptom control, best means of limiting recurrent LBP problems, lack of need for special investigation unless “red flags” present, further measures to be considered if symptoms persist, follow-up in 1-3 weeks with specific indications for follow-up.

Instruction in Activity/lifting modification=temporary limitations or avoidance of activities known to increase mechanical stress on spine.

Progressive ROM and home exercise=aerobic exercise and specific muscle conditioning

Bed rest=limited, if recommended at all, to two days or less.

Other = treatment such as chiropractic, massage, acupuncture, yoga, etc.

	32
	follup
	Did the patient follow up for further management of his/her low back pain after the initial visit? 

1. patient had a follow-up visit at this VAMC

2. follow-up telephone call

3. follow-up planned outside of VHA 

99. no known follow-up of low back pain
	1,2,3*,99*

*If 3 or 99, go to preopirx
	Visit or follow-up must be relative to his/her initial complaint of low back pain.

Answer “1” if the patient had a follow-up visit at any location within the VAMC.  (Example: initial visit was in the ED, but the second visit was in a clinic setting.)

“Answer “2” if follow-up occurred by telephone, regardless of who placed the call. 

	
	
	Follow-Up Assessment
	
	

	33
	fstfoldt
	Enter the date of the first follow-up visit or telephone call.
	mm/dd/yyyy

> = fstvstdt and < = stdyend


	Exact date must be entered.  The use of 01 to indicate missing day or month is not acceptable.

	34
	primprov
	Indicate the specialty of the patient’s primary treating provider:

1. Nurse Practitioner

2. Physician’s Assistant

3. Family Practice

4. Internal Medicine

5. Neurologist

6. Orthopedic Surgeon

7. Neurosurgeon

8. Emergency Department physician

99.  Unable to determine
	1,2,3,4,5,6,7,8,99


	

	35
	locfoll
	Indicate the physical location of the first follow-up visit:

1. VAMC Emergency Department

2. Primary Care/Gen Med Clinic

3. Orthopedic or Neurology Clinic

4. Telephone call only

5. Other
	1,2,3,4,5
	

	36
	symworz

symworz1

symworz2

symworz3

symworz4

symworz99


	Does documentation in the medical record indicate the patient’s condition at the first follow-up visit?

Indicate all that apply:

1.   condition improved

2.   condition the same; no improvement noted

3.   worsened symptoms

4.   new or worsening neurological symptoms

99. unable to determine
	1,2,3,4,99

Cannot enter 1, 2, OR  99 with any other number


	Worsened symptoms = increased pain, change in character of pain, limitations more severe

Worsening of neurological symptoms = worsening of muscle strength, development of  bowel or bladder incontinence



	37
	sciatica
	At the first follow-up visit, did the physician/APN/PA document sciatica or lumbar radiculopathy?
	1,2
	If the physician documents the patient has pain radiating from the back down the leg, select “1.” 

Sciatica=a syndrome characterized by pain radiating from the back into the buttock and into the lower extremity along its posterior or lateral aspect, and most commonly caused by protrusion of a low lumbar intervertebral disk.  Term is also used to refer to pain anywhere along the course of the sciatic nerve.

Lumbar Radiculopathy = Dysfunction of a nerve root (L4, L5, or S1) associated with pain, sensory impairment, weakness, or diminished deep tendon reflexes in the nerve root distribution


	38
	folopain
	At the first follow-up visit, was the patient assessed for pain severity using a 0-10 pain scale?
	1,*2
*If 2, auto-fill pnlvl2 as zz, and go to folphyex
	Pain assessment may be done by description, color intensity, or faces rating, but a 0 – 10 scale must be used. 

“Patient denies pain” or “no pain” cannot be construed as using a pain scale.  The pain score must be documented in order to answer “1.”

	39
	pnlvl2
	Enter the level of pain reported by the patient.


	__ __
Will be auto-filled as zz if folopain = 2

Whole numbers only 0 -10


	Pain must be expressed numerically from zero to ten.

	40
	folphyex

folphyex1

folphyex2

folphyex3

folphyex4

folphyex5

folphyex99


	At the first follow-up visit, did the physical examination include the following?

Indicate all that apply:

1. Observation 

2. Range of Motion (ROM) testing

3. straight leg raise (SLR)

4. crossed straight leg raise

5. neurological exam: muscle strength, muscle wasting, sensation, deep tendon reflexes, specific reflexes

99. no documentation any of these tests were performed
	1,2,3,4,5,99

If folphyex3 <>-1, auto-fill pos2slr as 95

If folphyex4 <> -1, auto-fill pos2cslr as 95
	Observation = Observing or inspecting the patient’s posture, body habitus, stance and gait.

ROM=range of motion testing of spine, hips and lower extremities

SLR= Performed on the affected leg by flexing the hip of the with the knee extended 

Crossed straight leg raise = SLR performed on the unaffected leg 

Neurological screening=motor strength, muscle wasting, sensation, deep tendon reflexes, specific reflexes, e.g., Babinski

	41
	pos2slr
	Did the physician/APN/PA document the straight leg raise was positive?

1.   Yes

2.   No

95.  Not applicable
	1,2,95

Will be auto-filled as 95 if folphyex3 <>-1
	SLR is usually considered positive if the patient’s sciatica is reproduced when the leg is raised between 30 and 70 degrees.

	42
	pos2cslr
	Did the physician/APN/PA document the crossed straight raise was positive?

1.  Yes

2.  No

95. Not applicable
	1,2,95

Will be auto-filled as 95 if folphyex4 <>-1
	Crossed SLR is usually considered positive if the patient’s sciatica is reproduced when the unaffected leg is raised between 30 and 70 degrees.

	If symworz = 1 or 2, go to ordrlab2; if 3, 4, or 99, go to devrdflg

	43
	devrdflg
	During the first follow-up visit, does the record document the patient was assessed for development of any “red flag conditions” by the physician/APN/PA?

1.  Yes

2.  No


	1,2

If 2, auto-fill devflg as 95 and go to ordrlab2
	It is not necessary to see specific use of the term “red flag” in order to answer this question.

 “Red flags” = clinical clues which suggest a serious underlying condition that warrants the clinician’s urgent attention. 

Look for documentation of assessment of the patient for development of red flag conditions in the physician/APN/PA first follow-up note.  Documentation that the patient was questioned or examined for any of the “red flag conditions” is sufficient.  For example, under review of systems (ROS), physician notes, “no persistent fever, no night pain.”  Select “1.” 

If assessment for specific red flag conditions is not referenced in the initial evaluation note, but there is documentation by the physician/APN/PA such as “no red flags” or “no worrisome conditions,” select “1.”  

If the physician/APN/PA did not document assessment of the patient for any red flag conditions in the initial evaluation, select “2.”




	44
	devflg
dev1flg

id1flg

dev2flg

id2flg

dev3flg

id3flg

dev4flg

id4flg

dev5flg

id5flg

dev6flg

id6flg

dev7flg

id7flg

dev8flg

id8flg

dev9flg

id9flg

devflg95

devflg99


	Which “red flag conditions” was the patient assessed for during the first follow-up visit by the physician/APN/PA?  Indicate all that apply by selecting the checkbox in the left-side of the table.

For each red flag condition that was assessed, indicate whether the “red flag condition” was identified for the patient by checking “yes” or “no.” 
Assessed for Red Flag Condition 

Will be auto-filled as 95

 if devrdflg = 2
For any devflg = -1, enable corresponding idflg 

Condition Identified

1.  Yes   
2.  No

1.   FORMCHECKBOX 
Major trauma, resulting in spinal or hip fracture

2.   FORMCHECKBOX 
Persistent fever

3.   FORMCHECKBOX 
History of cancer

4.   FORMCHECKBOX 
Metabolic disorder with bone or sensory deficit

5.   FORMCHECKBOX 
Major muscle weakness

6.   FORMCHECKBOX 
Bladder/bowel dysfunction

7.   FORMCHECKBOX 
Saddle anesthesia

8.   FORMCHECKBOX 
Decreased sphincter tone  

9.   FORMCHECKBOX 
Unrelenting night pain

95. Not applicable

99. None of the above


	“Red flags” = clinical clues which suggest a serious underlying condition that warrants the clinician’s urgent attention.   

1)  If the patient was questioned or examined for a “red flag condition,” select the applicable condition.  Look for documentation of assessment of the patient for new red flag conditions in the physician/APN/PA first follow-up note.  For example, under review of systems (ROS), physician notes, “no persistent fever, no night pain.”  Select “2” and “9.”

2)  For each condition assessed, indicate whether the condition was identified (present) for the patient.  Examples: 

· APN notes, history of colon cancer 2 years ago.  Select “3” in left hand column and “yes” in the adjacent column.

· Physician notes, “no history of fever or cancer.   Weakness LLE 4/5.”  Select persistent fever, history of cancer, and major muscle weakness in left hand column.  For condition identified, select “no” for fever and history of cancer.  Select “yes” for major muscle weakness.  

If there was no documentation of assessment for specific red flag conditions, select “99.”  For example, physician notes, “no red flags” or “no worrisome conditions” without documentation of assessment for any of the specific conditions.  

Major trauma=recent specific trauma, e.g., automobile accident, fall, may be indicative of the possibility of spinal fracture

Persistent fever=can be indicative of spinal infection, although occurs in less than 2% of patients presenting with LBP.  Likelihood increases with IV drug use, UTI, indwelling urinary catheter, skin infection.

History of cancer=a positive prior history of cancer is highly specific for underlying neoplastic etiology.  Approximately 80% of patients with the diagnosis of cancer are age greater than 50.

Metabolic disorder=osteoporosis, osteomalacia, hyperparathyroidism, Paget’s Disease, acromegaly, Cushing’s Disease, ochronosis

Major muscle weakness=defined as progressive muscle weakness (e.g., muscle grading from 4/5 to 3/5) or foot drop or hip flexor and knee extensor weakness (grade 3/5). Major muscle weakness may be indicative of significant herniated nucleus pulposus (HNP) or if bilateral lower extremity weakness, of cauda equina syndrome

 

	
	
	
	Bladder/bowel dysfunction= such as urinary retention or fecal incontinence may be indicative of cauda equina syndrome (CES)

Saddle anesthesia= loss of sensation in buttocks and perineum that is indicative of CES

Decreased sphincter tone=indicative of CES

Unrelenting night pain=may be indicative of abdominal aortic aneurysm or of cancer  

	45
	ordrlab2
	At the first follow-up visit, were laboratory tests ordered for this patient?
	1,2

If 2, auto-fill labtst as 95, and go to ordrimg2
	Lab tests may include but are not limited to :

CBC, ESR, UA, Chemistry profile, SPEP, IPEP,UPEP

	46
	labtst1

labtst2

labtst3

labtst4

labtst5

labtst6

labtst7

labtst8

labtst95


	Indicate all lab tests ordered at the first follow-up visit (the date entered in fstfoldt).   

Indicate all that apply:

1.  CBC

2.  ESR

3.  UA

4.  Chemistry profile

5.  IPEP

6.  SPEP

7.  UPEP

8.  Other

95. Not applicable


	
	CBC = complete blood count

ESR = estimated sedimentation rate

UA = urinalysis

IPEP = immune globulin electrophoresis 

SPEP= serum protein electrophoresis

UPEP= urine protein electrophoresis

	47
	ordrimg2
	At the first follow-up visit, were imaging studies ordered for this patient?


	1,2

If 2, auto-fill img2tst as 95 and go to refer2
	Imaging studies may include, but are not limited to:  AP and lateral lumbosacral (LS) spine x-rays, bone scan, CT scan, CT myelogram, MRI, needle EMG, H-reflex test of lower limb



	48
	img2tst1
img2dt1

img2tst2
img2dt2

img2tst3
img2dt3

img2tst4
img2dt4

img2tst5
img2dt5

img2tst6
img2dt6

img2tst7
img2dt7

img2tst8
img2tst95


	Indicate all tests ordered at the first follow-up visit for low back pain (the visit date entered in FSTFOLDT).   

For designated tests, enter the date the test was completed.

Tests ordered

Will be auto-filled as 95 if ordrimg2 = 2

For any img2tst = -1, enable corresponding img2dt 
Date test completed

Abstractor can enter 99/99/9999

>= fstfoldt and < = pulldt
1.    FORMCHECKBOX 
 AP and lateral lumbosacral (LS) spine x-rays

mm/dd/yyyy

2.    FORMCHECKBOX 
 Technetium bone scan

mm/dd/yyyy

3.    FORMCHECKBOX 
 CT scan

mm/dd/yyyy

4.    FORMCHECKBOX 
 CT myelogram

mm/dd/yyyy

5.    FORMCHECKBOX 
 MRI

mm/dd/yyyy

6.    FORMCHECKBOX 
 Needle EMG

mm/dd/yyyy

7.    FORMCHECKBOX 
 H-reflex test of the lower limb

mm/dd/yyyy

8.    FORMCHECKBOX 
 Other

95.  Not applicable


	If the test was ordered, but not completed up to the pull list date, enter default 99/99/9999 for the test completion date.

	49
	refer2
	At the first follow-up visit, was the patient referred to a specialist for further evaluation?
	1,2

If 2, auto-fill ind2spec as 95, and go to meds2
	Specialist = Neurosurgeon, orthopedic surgeon, neurologist, general surgeon, anesthesia, pain management, pain clinic, physical medicine and rehabilitation (PM&R), alternative medicine specialist.

If the clinician who makes the referral is an APN or a PA, and the referral is to a physician, answer “1.”

	50
	ind2spec
ind2spec1

ind2spec2

ind2spec3

ind2spec4

ind2spec5

ind2spec6

ind2spec7

ind2spec8

ind2spec9

ind2spec10

ind2spec11

ind2spec12

ind2spec13

ind2spec14

ind2spec15

ind2spec16

ind2spec17

ind2spec18

ind2spec19

ind2spec95
	Indicate all referrals to specialists made at the first follow-up visit (date entered in FSTFOLDT).  

1. Referral from PA or APN to a physician

2. Physical therapy

3. Orthopedic surgeon

4. Neurosurgeon

5. Neurologist

6. General surgeon

7. Physiatrist

8. Physical medicine/rehabilitation

9. Pain management

10. Urologist

11. Anesthesia

12. Pain Clinic

13. Rheumatology

14. Chiropractor

15. Occupational medicine

16. Alternative medicine specialist

17. Psychologist

18. Psychiatrist

19. Other mental health clinician

95. Not applicable
	1,2,3,4,5,6,7,8,9,
10,11,12,13,14,
15,16,17,18,19,95
Will be auto-filled as 95 if refer2 = 2
	First follow-up visit may be a face-to-face visit or conducted by telephone.


	51
	meds2
	At the first follow-up visit, were previous medications adjusted or new medications prescribed for low back pain?
	1,2

If 2, auto-fill folorx as 95, and go to referout
	Medication given by any route for low back pain is counted as medication. OTC medications being taken for low back pain are included.

	52
	folorx
folorx1
folorx2

folorx3

folorx4

folorx5

folorx6

folorx7

folorx95


	Indicate all medications recommended, prescribed, or modified at the first follow-up visit (date entered in FSTFOLDT).  
1. Acetaminophen (Tylenol)
2. NSAID (Non-steroidal anti-inflammatory drugs) 

3. Muscle relaxants

4. Oral steroids

5. Other oral medications documented as being given for low back pain

6. Injection therapy

7. Opioid medications

95. not applicable

	1,2,3,4,5,6,7,95
Will be auto-filled as 95 if meds2 = 2


	The first follow-up visit may be a face-to-face visit or conducted by telephone.

Indicate all medications that were recommended, prescribed, or modified.  Include OTC medications.  Opioid medications may be prescribed as a combination medication such as hydrocodone/acetaminophen.  If combination medications are prescribed, select both drugs.

Examples of medications used for pain (please refer to drug reference book for a comprehensive list)

NSAID = ibuprofen, naprosyn, Celebrex

Muscle relaxants = Baclofen, Cyclobenzaprine, dantrolene

Oral steroids = prednisone, hydrocortisone, methyprednisolone

Other oral medications documented as being used for low back pain such as antidepressants, anticonvulsants, anti-anxiety medications

Injection therapy such as injection of local anesthetics (bupivacaine HCL, lidocaine HCL, mepivacaine HCL, prilocaine, procaine)

Opioid medications = buprenorphine, butorphanol tartrate, codeine, fentanyl, hydromorphone,  methadone, morphine, oxycodone, tramadol

 

	53
	consrv2
	Was the previous conservative therapy continued or modified?

1.  Yes

2.  No

95. Not applicable
	1,2,95

Will be auto-filled as 95 if consvrtx = 99


	Previous conservative therapy = patient education, activity modification, progressive ROM and exercise, symptom control with medication, manipulation

Any change in this regimen may be regarded as “modified.”

	If symworz = 1 or 2, go to preopirx, else go to referout


	54
	referout
	As a result of follow-up evaluation, was the patient referred/managed for an underlying condition necessitating treatment other than musculoskeletal?
	1,2

	Underlying condition = conditions described as “Red flags”   

Major trauma=recent specific trauma, e.g., automobile accident, fall, may be indicative of the possibility of spinal fracture

Persistent fever=can be indicative of spinal infection, although occurs in less than 2% of patients presenting with LBP.  Likelihood increases with IV drug use, UTI, indwelling urinary catheter, skin infection.

History of cancer=a positive prior history of cancer is highly specific for underlying neoplastic etiology.  Approximately 80% of patients with the diagnosis of cancer are age greater than 50.

Metabolic disorder=osteoporosis, osteomalacia, hyperparathyroidism, Paget’s Disease, acromegaly, Cushing’s Disease, ochronosis

Major muscle weakness=defined as progressive muscle weakness (e.g., muscle grading from 4/5 to 3/5) or foot drop or hip flexor and knee extensor weakness (grade 3/5). Major muscle weakness may be indicative of significant herniated nucleus pulposus (HNP) or if bilateral lower extremity weakness, of cauda equina syndrome

Bladder/bowel dysfunction=such as urinary retention or fecal incontinence may be indicative of cauda equina syndrome (CES), Saddle anesthesia=loss of sensation in buttocks and perineum that is indicative of CES

Decreased sphincter tone=indicative of CES

Unrelenting night pain=may be indicative of abdominal aortic aneurysm or of cancer   


	
	
	Narcotic Use 
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	preopirx
	At the time of the initial evaluation for low back pain, does the record document the patient had been prescribed an opioid medication for 90 days or greater?

1.  Yes

2.  No

99. Unable to determine


	1,2,99
If 1 and (stdyend – fstvstdt > = 90 days), go to opirx,  else if 1, go to narcontr

If 2 and (stdyend – fstvstdt > = 90 days), go to opirx, else if 2, go to end  

	If there is documentation that an opioid medication was an active or current prescription for at least 90 days prior to the initial evaluation, select “1.”  

Include documentation of opioid medication prescribed by VHA or non-VHA.  For example, physician notes, “Seen in hometown ED 3 months ago and has been taking hydrocodone/acetaminophen for pain”; select “1.” 

If there is no documentation that an opioid medication was an active or current prescription for at least 90 days prior to the initial evaluation, select “2.”  

Opioid medications = buprenorphine, butorphanol tartrate, codeine, fentanyl, hydromorphone,  methadone, morphine, oxycodone, tramadol

Opioid medications may be prescribed as a combination medication such as hydrocodone/acetaminophen
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	opirx
	From the date of the initial evaluation for low back pain up to the study end date, does the record document the patient was prescribed an opioid medication for 90 days or greater?
	1,2
If 2 and preopirx = 1, go to narcontr, else if 2, go to end
	Opioid medications = buprenorphine, butorphanol tartrate, codeine, fentanyl, hydromorphone,  methadone, morphine, oxycodone, tramadol

Opioid medications may be prescribed as a combination medication such as hydrocodone/acetaminophen.


	57
	narcontr
	From the date of the initial evaluation for low back pain up to the study end date, does the record document a narcotic agreement or pain treatment plan signed by the patient?

1.  Yes

2.  No


	1,2

If 2, go to end


	A narcotic (opioid) agreement or pain treatment plan is a patient consent in the form of a written treatment agreement that should be obtained before initiating opioid therapy. 

The patient’s responsibilities during opioid therapy should be discussed with patient and family, and may address the following issues:

· Goals of therapy -- Partial relief and improvement in physical, emotional and/or social functioning 

· The requirement for a single provider or treatment team 

· The limitation on dose and number of prescribed medications and the proscription against changing dosage without permission; discuss the use of “pill counts” 

· A prohibition on use with alcohol, other sedating medications, or illegal medications without discussing with provider 

· Agreement not to drive or operate heavy machinery until medication-related drowsiness is cleared 

· Responsibility to keep medication safe and secure 

· Prohibition of selling, lending, sharing or giving any medication to others 

· Limitation on refills: only by appointment, in person, and no extra refills for running out early 

· Compliance with all components of overall treatment plan (including consultations and referrals) 

· The role of urine drug screening, alcohol testing 

· Acknowledgement of adverse-effects and safety issues such as the risk of dependence and addictive behaviors 

· The option of sharing information with family members and other providers, as necessary 

· Need for periodic re-evaluation of treatment 

· Consequences of non adherence 
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	narcondt
	Enter the date the narcotic agreement or pain treatment plan was signed by the patient.
	mm/dd/yyyy

>= fstvstdt and <= stdyend


	Enter the exact date.  The use of 01 for month or day is not acceptable.
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