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These items are provided solely for informational purposes and are not intended as a substitute for consultation with a medical professional. Patients with any specific questions about the items  
on this list or their individual situation should consult their physician. 

Five Things Physicians  
and Patients Should Question

Released August 15, 2017; #1 updated June 11, 2019; #1 and #2 References updated July 12, 2021

Avoid routine spinal imaging in the absence of clear clinical indicators for 
patients with acute low back pain of less than six (6) weeks duration.
Multidisciplinary evidence-based guidelines recommend against the routine use of spinal imaging for patients with acute low back pain of less than 

six weeks duration in the absence of clear clinical indicators. Such indicators include, but are not limited to, history of cancer, fracture or suspected 

fracture based on clinical history, progressive neurologic symptoms, and infection. Doctors of chiropractic must also consider conditions that 

potentially preclude a dynamic thrust to the spine, which include but are not limited to, osteopenia, osteoporosis, axial spondyloarthritis and tumors. 

Unnecessary imaging incurs monetary cost, exposes the patient to ionizing radiation, and can result in labeling patients with conditions that are not 

clinically meaningful, creating a false sense of vulnerability and disability. Indeed, several studies have shown that the routine use of radiographs in 

the care of low back pain may result in worse outcomes than without their use.

Do not perform repeat imaging to monitor patients’ progress. 
With few exceptions (e.g., the long-term management of idiopathic scoliosis) radiographic findings should not be used as outcome measures for low-back  

pain. There is currently no data available to support a relationship between changes in alignment or other structural characteristics and patient improvement.  

This practice increases costs, exposes patients unnecessarily to ionizing radiation and may distract from more meaningful outcomes. Furthermore, there  

is no known correlation between performing routine or repeat imaging studies to monitor a patient’s condition and improved clinical outcomes or  

meaningful changes in patient management. Repeat imaging is appropriate only if strong clinical indications exist, such as a major change in diagnosis,  

documented worsening of symptoms or significant progression of disease. Failure to respond to treatment is not an indication for repeat imaging.

Avoid protracted use of passive or palliative physical therapeutic modalities  
for low-back pain disorders unless they support the goal(s) of an active 
treatment plan. 
Passive physical therapeutic modalities are defined as those interventions applied to a patient with no active participation on the part of the patient. 

These include heat, cold, electrical stimulation and ultrasound. These passive therapies can play an important role in facilitating patient participation in 

an active treatment program. However, the use of passive therapies untethered to the goal of increasing physical activity can be harmful, as it can lead 

to patient inactivity, prolonged recovery and increased costs. For any patient with a low-back pain disorder to achieve an optimal clinical outcome,  

an essential element is to restore, maintain or increase the level of physical activity. The evidence demonstrates that both general physical activity 

(e.g., walking, jogging, biking) and specific exercise regimens are effective in treating and preventing low-back pain and may lead to better outcomes 

when combined with spinal manipulation. 

Do not provide long-term pain management without a psychosocial 
screening or assessment.
There is a high probability that any person with a chronic pain syndrome has a concomitant psychological disorder, most notably depression and/or 

anxiety. The relationship between chronic pain and depression/anxiety is well established. The causal arrow between pain and these disorders can 

point in either direction and over time may form a positive feedback loop between these two elements. Screening tools are available that will aid in 

the detection of potential depression/anxiety, and, when indicated, a referral may be most appropriate for more extensive evaluation and treatment. 

In addition, lesser psychological factors such as catastrophizing and fear avoidance behavior may interfere with a patient’s recovery and should be 

recognized by the clinician. Recognizing indicators of patient psychosocial health behavioral factors can affect a patient’s recovery and/or compliance 

with treatment and may decrease the risk of developing chronic illness/pain. Tools such as StarTBack 9 screening tool, PHQ-9 depression scale and the 

Fear Avoidance Belief Questionnaire are examples.

Do not prescribe lumbar supports or braces for the long-term treatment  
or prevention of low-back pain.
While there may be limited benefit in the short term, the prolonged use of lumbar supports is not supported by the literature for the treatment or  

prevention of low-back pain. Numerous systematic reviews have found limited to no value for their use in this context. The literature clearly demonstrates  

that such passive therapies are contrary to the currently accepted central principle of low-back pain care, which is that the patient must engage in an 

active rehabilitative regimen to achieve the best outcomes.
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How This List Was Created

The American Chiropractic Association (ACA) utilized its Committee on Quality Assurance and Accountability (CQAA) to serve as an expert task force of doctors of 

chiropractic (DCs) to identify areas/items common to the practice of chiropractic for which recommendations were supported by clinical research and would result 

in high-value, cost-effective services and improved patient outcomes. A literature search was conducted and the task force collaboratively identified a draft list 

of six recommendations based upon established Choosing Wisely® criteria. The list was submitted to the ACA Board of Governors for initial review. After further 

refinement, the final list of five strategies was selected, submitted to and approved by the ACA Board of Governors. 

ACA’s disclosure and conflict of interest policy can be found at www.acatoday.org.
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The mission of the ABIM Foundation is to advance 

medical professionalism to improve the health 

care system. We achieve this by collaborating with 

physicians and physician leaders, medical trainees, 

health care delivery systems, payers, policymakers, 

consumer organizations and patients to foster a shared  

understanding of professionalism and how they can 

adopt the tenets of professionalism in practice. 

The American Chiropractic 

Association (ACA) is the largest 

professional association in the 

United States representing doctors 

of chiropractic. Chiropractors focus 

on disorders of the musculoskeletal system and the nervous system, and 

the effects of these disorders on general health and function. Chiropractic 

services are used most often to treat conditions such as back pain, neck 

pain, pain in the joints of the arms or legs, and headaches. Widely known 

for their expertise in spinal manipulation, chiropractors practice a hands-

on, drug-free approach to health care that includes patient examination, 

diagnosis and treatment. On behalf of its members, ACA educates the 

public about the benefits of chiropractic services, supports research, and 

provides professional and educational opportunities for chiropractors, with 

the goal of advancing high-quality patient care. ACA promotes the highest 

standards of ethics and evidence-informed patient care, and is proud to 

partner with the Choosing Wisely® campaign. 

To learn more about ACA, visit www.acatoday.org.

®

About the ABIM Foundation About the American Chiropractic Association

For more information or to see other lists of Things Provider and Patients Should Question, visit www.choosingwisely.org.

To learn more about the ABIM Foundation, visit www.abimfoundation.org.

Cancelliere C, Donovan J, Stochkendahl MJ, Biscardi M, Ammendolia C, Myburgh C, Cassidy JD. Factors affecting return to work after injury or illness: best evidence 
synthesis of systematic reviews. Chiropr Man Therap. 2016 Sep 8;24(1):32.

Kamper SJ, Apeldoorn AT, Chiarotto A, Smeets RJ, Ostelo RW, Guzman J, van Tulder MW. Multidisciplinary biopsychosocial rehabilitation for chronic low back pain. 
Cochrane Database Syst Rev. 2014 Sep 2;(9):CD000963.

Wertli MM, Eugster R, Held U, Steurer J, Kofmehl R, Weiser S. Catastrophizing-a prognostic factor for outcome in patients with low back pain: a systematic review. 
Spine J. 2014 Nov 1;14(11):2639-57.

Taylor JB, Goode AP, George SZ, Cook CE. Incidence and risk factors for first-time incident low back pain: a systematic review and meta-analysis. Spine J.  
2014 Oct 1;14(10):2299-319.

Daubs MD, Norvell DC, McGuire R, Molinari R, Hermsmeyer JT, Fourney DR, Wolinsky JP, Brodke D. Fusion versus nonoperative care for chronic low back pain: do 
psychological factors affect outcomes? Spine (Phila Pa 1976). 2011 Oct 1;36(21 Suppl):S96-109.

Foster NE, Mullis R, Hill JC, Lewis M, Whitehurst DGT, Konstantinou, K, Main C, Somerville S, Sowden G, Wathall S, Young J, Hay E. Effect of Stratified Care for Low Back 
Pain in Family Practice (IMPaCT Back): A Prospective Population-Based Sequential Comparison. Ann Fam Med 2014; 12(2):102-11.

Kronenke K, Spitzer RL, Williams JB. The PHQ-9: validity of a brief depression severity measure. J Gen Intern Med 2001; 16(9):606-13.

George SZ, Fritz JM, McNeil DW. Fear-avoidance beliefs as measured by the fear-avoidance beliefs questionnaire: change in fear-avoidance beliefs questionnaire is 
predictive of change in self-report of disability and pain intensity for patients with acute low back pain. Clin J Pain 2006; 22(2):197-203. 

Kawchuk GN, Edgecombe TL, Wong AY, Cojocaru A, Prasad N; A non-randomized clinical trial to assess the impact of nonrigid, inelastic corsets on spine function in 
low back pain participants and asymptomatic controls. Spine J. 2015 Oct 1;15(10):2222-7.

Morrisette DC, Cholewicki J, Logan S, Seif G, McGowan S; A randomized clinical trial comparing extensible and inextensible lumbosacral orthoses and standard care 
alone in the management of lower back pain. Spine (Phila Pa 1976). 2014 Oct 1;39(21):1733-42.

van Duijvenbode I, Jellema P, van Poppel M, van Tulder MW. Lumbar supports for prevention and treatment of low back pain. Cochrane Database of Systematic 
Reviews 2008, Issue 2. Art. No.: CD001823.

Chou R, Deyo R, Friedly J, et al. Noninvasive Treatments for Low Back Pain. Comparative Effectiveness Review No. 169. [Internet]. Rockville (MD): Agency for Healthcare  
Research and Quality (US); 2016 Feb. (Comparative Effectiveness Reviews, No. 169.) [cited 2017 May 4]. Available from: https://www.ncbi.nlm.nih.gov/books/NBK350276/ 

Qaseem A, Wilt TJ, McLean RM, Forciea MA; Clinical Guidelines Committee of the American College of Physicians.Noninvasive Treatments for Acute, Subacute, and 
Chronic Low Back Pain: A Clinical Practice Guideline From the American College of Physicians. Ann Intern Med. 2017;166(7):514-530.

Azadinia F, Ebrahimi E Takamjani, Kamyab M, Parnianpour M, Cholewicki J, Maroufi N. Can lumbosacral orthoses cause trunk muscle weakness? A systematic review 
of literature. Spine J. 2017,17(4):589-602.

http://www.choosingwisely.org
www.abimfoundation.org

