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Executive Summary 

In recognition of the rising human and economic costs, NICE guidelines were agreed to bring 

together current best evidence and understanding about managing low back pain (LBP). The North 

of England Regional Back Pain and Radicular Pain Pathway operationalises the NICE Guidance on Low 

Back Pain published in 2009 and subsequently updated in 2016 (NG59). It follows the approach 

endorsed by the NHS England Improving Spinal Care Project. We set out to evaluate what changes 

are seen in patient outcomes and experiences, and in the performance of the health service 

following the implementation of the pathway. In a mixed methods design, quantitative methods 

were used for analysis of clinical outcomes of people with back pain. Qualitative methods were used 

to analyse opinions of stakeholders – clinicians, commissioners, and service users. 

 

Data for analysis was limited to the early implementer sites (South Tees, and Hambleton, 

Richmondshire and Whitby) both for the triage and treat and for the combined physical and 

psychological programme (CPPP) parts of the pathway. Quantitative findings for the triage and treat 

part of the pathway showed clinically significant improvements from baseline to discharge in pain, 

disability, quality of life, anxiety and depression; improvements which were maintained at six and 12 

month follow ups. Improvements were found regardless of the duration of symptoms at assessment 

but were higher for people with a shorter duration of symptoms. The rate of return to the pathway 

following discharge from the triage and treat part of the pathway was 5%. In comparison to a service 

operating outwith the pathway, the improvements in EQ5D scores from baseline to discharge were 

clinically significantly higher in the pathway data. For the CPPP part of the pathway, results were 

similar with improvements following discharge in pain, disability, quality of life, anxiety and 

depression; which were maintained at clinically significant levels at six and 12 month follow ups. 

 

Qualitative findings were interpreted as highlighting key areas. When preparing the strategy to 

implement the pathway into a new region, the timing of that implementation with respect to 
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existing contracts is important. There should be a single point of contact/access to the pathway with 

consideration given to the role of triage and treat practitioners. Provision of data from within 

services in primary care is a major challenge. There is a vital role for local champions in pathway 

implementation. An important aspect of sustainability is robust and enforceable monitoring and 

switching off of non-pathway activities. Clear communication of the roles and responsibilities of all 

healthcare professionals engaged with delivery of the pathway is required. Attention should be paid 

to reducing confusion around the process for returning people who have already been through the 

pathway. 

 

Implementation of a joined-up pathway like this goes further than contractual agreements and 

introduction of policies and procedures. The pathway challenges a variety of well-established 

cultures across the NHS regions of the country that exert considerable force against change in 

clinical practice. Before it can be considered to be implemented, there needs to be collaboration 

across the NHS, with clear lines of accountability and oversight. Designated champions are required 

to drive and embed change system-wide to allow the pathway to take root as the cultural norm. 

Thus the collaboration between all of the relevant stakeholders required for true implementation 

needs to be championed, ongoing and sustained. 
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Background 

LBP is very common in the general population.  Managed poorly, it has high human and economic 

costs being a major cause of disability and placing a heavy demand on health and social care 

services. LBP is the largest single cause of loss of disability adjusted life years in the UK at 2,313 per 

100,000 population.1 The economic costs appear to be rising from an estimated £1.6 billion in 2000 2 

to over £2.1 billion in 2008.3 The issues have recently been highlighted in a high-profile series of 

papers in the Lancet.4-6 

 

In general, public knowledge, and often knowledge of health professionals, about the nature of LBP 

has been, and continues to be, poor and lacking the understanding that LBP is usually self-limiting 

and rarely associated with major tissue damage. This causes unrealistic expectations and demands 

on the NHS. These demands are met by a wide variation in how LBP is managed by health 

professionals within the NHS which often results in expensive investigations and unsuccessful care 

leading to poor results and peoples’ needs being unmet.7  

 

In recognition of the problem, NICE guidelines were agreed to bring together current best evidence 

and understanding about managing LBP.3  

 

The North of England Regional Back Pain and Radicular Pain Pathway operationalises the NICE Low 

Back Pain guidelines 3 and subsequent update 8 and follows the approach endorsed by the NHS 

England Improving Spinal Care Project.9  

 

The basic outline of the pathway is as follows. Supported by public health messages and social media 

resources, the pathway begins in primary care where the person with LBP is first assessed by their 

GP (or other first contact). The assessment is facilitated by the use of the STarT Back tool.10 Based on 

the assessment, the person is either discharged with brief advice on self-management; referred for 

secondary care; or referred to a Triage and Treat Practitioner (TTP) - a specialist allied health 

professional or nurse. The TTP decides on the next step of the pathway which comprises 

combinations of core therapies including education, manual therapy and exercise. There is also an 

option to refer to attend an intensive Combined Physical and Psychological Programme (CPPP). The 

CPPP is a residential programme that includes intensive exercise, education and help with long-term 

self-management. Throughout the pathway there is provision to refer for pain management services 

and specialist spinal surgical options. 
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For full details of the pathway, such as the specific areas in which the pathway was implemented 

along with the population coverage, sequence of roll-outs and timelines involved in the 

implementation, the reader is referred to the report of the implementation 

(https://www.flipsnack.com/Cynergy/necsu-back-pain-programme-ftjezeelu.html) and the pathway 

website (http://www.noebackpainprogramme.nhs.uk/).  

 

Aims and objectives of the evaluation 

The evaluation set out to address the following key question: following the implementation of an 

integrated pathway of care for people with LBP and acute radiculopathy, what changes are seen in 

patient outcomes and experiences, and in the performance of the health service?  

 

There were six original objectives: 

1. To measure and explain changes in the following clinical and social outcomes for patients: 

1.1. Pain 

1.2. Function 

1.3. Employment status 

1.4. Quality of life 

1.5. Overall improvement 

 

2. To measure and explain changes in the following health service performance indicators: 

2.1. Frequency and nature of patient contacts with health professionals 

2.2. Frequency and nature of medical investigations (e.g. X-Rays, MRI) 

2.3. Waiting times 

2.4. Referral patterns 

 

3. To examine the cost effectiveness of the pathway. 

 

4. To gain an understanding of patient experiences and perceptions of the implementation. 

 

5. To gain an understanding of clinicians’ and strategic leaders’ experiences and perceptions of the 

implementation 

 

6. To assess the sustainability and the scalability of the back pain pathway
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Design 

The evaluation used a mixed methods design.  

Quantitative methods were used for analysis of clinical outcomes of people with back pain. 

Qualitative methods utilising Normalisation Process Theory (NPT) were used to analyse opinions of 

stakeholders - clinicians and commissioners. Thematic analysis was used to analyse opinions of 

service users. Ethical approval for the data collection process was sought from Teesside University 

Ethics Committee (R179/15, 115/15). In addition, the requisite approvals were obtained from the 

research and development, or service improvement departments, of the relevant trusts. The 

evaluation protocol was registered with ISRCTN. 

(http://www.isrctn.com/ISRCTN65093728?q=north east low back 

pain&filters=&sort=&offset=11&totalResults=18&page=2&pageSize=10&searchType=basic-search)
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Section 1 - Quantitative Study – Changes in Clinical Outcomes 

Methods 

Due to problems with implementation and lack of data provision the planned stepped-wedge 

approach11 was not possible. We conducted secondary analysis of clinical outcomes from data 

provided from the early implementer sites, South Tees, and Hambleton, Richmondshire and Whitby. 

A longitudinal observational cohort design was used to investigate changes in clinical outcomes in 

people from the point at which they were referred to the TTP. An observational case-control design 

was used to compare outcomes at discharge in that part of the pathway with outcomes from a 

service that was not operating within the pathway. A longitudinal observational cohort design was 

also used to investigate changes in clinical outcomes in people taking part in the CPPP.   

 

Originally, the pathway was designed for acute cases of low back pain to reflect the 2009 guidelines.3 

At that stage, it was felt that widening the pathway to include chronic cases would overwhelm the 

resources in place or in planning. In practice, that caused logistical issues for implementation and 

our first exploration of data in the early implementer sites showed that the pathway contained a 

wide mix of cases from acute to chronic. In 2016 a revision of the NICE guidelines removed the 

distinction between what was considered as best practice for acute and chronic low back pain 

management.8 That led us to conduct a secondary analysis of data to evaluate the appropriateness 

of the pathway for people with different degrees of acuteness/chronicity based on duration of 

symptoms.12 

 

Data 

Data was provided to the evaluation team from data collection systems inherent in the 

implementation of the pathway. Data was provided from two CCGs participating in the pathway. 

These were South Tees, and Hambleton, Richmondshire and Whitby. These CCGs had been 

operating the pathway from before the start of the Health Foundation-funded project - it had been 

implemented during a pilot that informed the development of this project. Data for comparison in 

the case-control design was obtained from a provider that had been operating in the North of 

England during this time but in a non-participating CCG. The CPPP was established in the pilot area 

and this provided data for that component of the analysis. Data was included from all people 

attending during the evaluation period and there were no exclusion criteria. 
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Outcome measures 

The following measures were used. 

 

Measures at baseline were the STarT Back screening tool score;10 pain intensity - 11-point numerical 

rating scale (NRS);13 function - Oswestry Disability Index (ODI);14 health status/quality of life - EQ-5D-

5L;15 anxiety - Generalised Anxiety Disorder (GAD-7);16 depression - Patient Health Questionnaire 

(PHQ-9).17 All, apart from STarT Back, were repeated at discharge, six months and 12 months. 

Additional measures, only at discharge, were the Global Subjective Outcome Scale (GSOS) 18 and 

satisfaction with the service they had received - NHS Friends and Family Test (FFT);19 and a question: 

“do you feel ready to self-manage your back pain?” on a 0-10-point continuous scale adapted from 

Lorig (1996).20  Analysis was based on t-tests for two comparisons and analysis of variance for more 

than two comparisons (or non-parametric equivalents). 

 

Results 

At the time of analysis, 6102 people were recorded as having entered the pathway. We were 

provided with discharge data for 3834 people, and this formed the database for the evaluation. No 

data was available for the people who were discharged by their GP. Table 1 shows their age, sex, 

socioeconomic status and clinical profiles, sorted into three groupings based on their subsequent 

progress from this part of the pathway. The three groupings were – those who went on to receive 

care within the pathway; those who were discharged on the same day as assessment by the triage 

and treat practitioner; and those were given a subsequent appointment within the pathway by the 

triage and treat practitioner but did not attend. 
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Table 1. Baseline characteristics for people attending Triage and Treat Practitioner Assessment:  
grouped by discharge categories. 

 Care within 
pathway 
n= 2071 

Same-day 
discharge 
n= 1147 

Did not attend 
n= 616 

p-value 

Age (years) 52.8 (16.2) 52.1 (15.9) 44.5 (14.6) <0.001 
Sex (female) 59.3 % 57.5 % 61.0 % 0.340 
Socioeconomic Status (1-10) 5 (1-8) 5 (1-8) 4 (1-7) <0.001 
STarT Back score (0-9) 6.4 (1.8) 5.9 (2.0) 6.5 (1.9) <0.001 
STarT Back risk (low risk) 7.7 % 13.5 % 7.6 % <0.001 
Symptom duration (months) 9 (3-36) 8 (2-35) 12 (3-48) 0.484 
Pain NRS (0-10)* 6.9 (1.8) 6.5 (2.1) 7.1 (1.7) <0.001 
ODI (0-100)* 44.6 (17.7 37.9 (19.4) 43.9 (16.4) <0.001 
EQ-5D (1 to -0.594) # 0.4 (0.3) 0.5 (0.3) 0.5 (0.3) <0.001 
EQ-5D VAS (0-100) # 52.5 (24.8) 59.6 (22.4) 53.6 (23.0) <0.001 
GAD-7 (0-21)* 8.2 (6.5) 6.7 (6.5) 9.4 (6.4) <0.001 
PHQ-9 (0-27)* 9.6 (7.3) 7.7 (7.2) 10.8 (7.6) <0.001 

Data are mean (SD), percentage (%), or median (IQR). Not all participants provided data for each of 
the variables, the total for each variable is provided. STarT Back risk= dichotomy of scores:  low risk= 
score of 0-3, score of >3= at risk. (n=3446). NRS= Numerical Rating Scale (n=2173). ODI= Oswestry 
Disability Index (n=2488). EQ-5D= EuroQol five-Dimension Questionnaire (n=2555), VAS= Visual 
Analogue Scale (n=2496). GAD-7= Generalised Anxiety Disorder Screener (n=2197). PHQ-9= Patient 
Health Questionnaire (n=2208). *Higher NRS, ODI, GAD-7 and PHQ-9 scores are worse. # Lower EQ-5D 
and EQ-5D VAS scores are worse. 
 

We were provided with outcome measures from 667 of the people who went on to receive care 

within the pathway. No outcome measures were obtained from the other 1404 people. We 

compared the baseline data for both groups to indicate how representative the complete cases were 

of the overall population of people going through this part of the pathway. As can be seen from the 

results in Table 2, both groups were similar demographically. The statistically significant difference in 

age was a mean difference of two years, with the mean of both groups in the low-mid 50s. In the 

clinical profiles of the groups, there were lower levels of symptom duration, pain, disability, anxiety 

and depression and higher levels of quality of life in the complete cases group; but these were below 

the thresholds for clinical significance.   

  

Within the care in the pathway category, those that provided discharged outcome data were 

labelled as complete cases (n=667), while those that did not provide any outcome data were labelled 

as incomplete cases (n=1404). Although the trend for baseline outcome measures for the 
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incomplete cases were statistically poorer on all measures, these differences were not clinically 

relevant (Table 2). 

Table 2. Baseline characteristics for care in the pathway: incomplete cases with no outcome data 
provided and complete cases with outcome data provided. 

 Incomplete cases 
(n=1404) 

Complete case 
(n=667) 

p-value 

Age (years) 52.0 (16.0) 54.7 (16.5) <0.001 
Sex (female) 60.1% 57.7 % 0.300 
Socioeconomic Status 5 (1-8) 5 (1-8) 0.261 
STarT Back score  6.4 (1.9) 6.3 (1.8) 0.103 
STarT Back risk (low risk) 8.0% 7.2% 0.528 
Symptom duration (months) 10 (3-39) 8 (3-34) 0.013 
Pain NRS (0-10) * 7.0 (1.7) 6.8 (1.8) 0.048 
ODI (0-100) * 45.7 (17.9) 42.9 (17.2) 0.002 
EQ-5D Value (1 to -0.594) # 0.40 (0.27) 0.44 (0.25) 0.017 
EQ-5D VAS (0-100) # 50.6 (21.2) 55.1 (28.8) 0.001 
GAD-7 (0-21) * 8.6 (6.7) 7.4 (6.2) 0.001 
PHQ-9 (0-27) * 10.3 (7.3) 8.7 (7.2) <0.001 

Data are mean score (SD), percentage (%), or median (IQR). Not all participants provided data for 
each of the variables, the total for each variable is provided. STarT Back risk= dichotomy of scores:  
low risk= score of 0-3; score of >3= at risk (n=1952). NRS= Numerical Rating Scale (n=1271). ODI= 
Oswestry Disability Index (n=1493). EQ-5D= EuroQol five-Dimension Questionnaire, with Value 
(n=1524), with VAS= Visual Analogue Scale (n=1506). GAD-7= Generalised Anxiety Disorder Screener 
(n=1306). PHQ-9= Patient Health Questionnaire (n=1314). * Higher NRS, ODI, GAD-7 and PHQ-9 
scores are worse. # Lower EQ-5D and EQ-5D VAS scores are worse. 
 

Table 3, Table 4 and Table 5 show the changes in outcome measures from baseline to discharge, 

baseline to six months follow up, and baseline to 12 months follow up respectively. All of the 

outcome measures improved from baseline to discharge at levels that were statistically significant 

and, more importantly, above the thresholds for clinical significance. These thresholds are 0.03 

EQ5D; 1 point NRS; 10 points ODI; 10% GAD-7; 10% PHQ-9, as informed by the original guidelines.3 

This improvement was maintained in each of the measures at both six months and 12 months 

follow-up.  
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Table 3. Care in pathway changes from baseline to discharge 

Variable n Baseline Discharge Mean change (95% CI) p-value 

Pain NRS (0-10) * 414 6.8 (1.8) 4.2 (2.6) -2.6 (-2.9, -2.4) <0.01 
ODI (0-100) * 501 42 (17) 26 (19) -16 (-18, -14) <0.01 
EQ5D Value (1 to -0.594) # 510 0.45 (0.25) 0.68 (0.23) 0.22 (.20, 0.23) <0.01 
EQ5D VAS (0-100) # 517 56 (30) 70 (21) 14 (11, 17) <0.01 
GAD7 (0-21) * 408 6.8 (5.9) 4.0 (5.2) -2.8 (-3.3, 2.3) <0.01 
PHQ9 (0-27) * 416 8.3 (7.0) 4.8 (6.0) -3.5 (-4.0, 2.9) <0.01 

 

Table 4. Care in pathway changes from baseline to six months 

Variable n Baseline Six months Mean change (95% CI) p-value 

Pain NRS (0-10) * 386 6.6 (1.9) 5.0 (2.6) -1.6 (-1.8, -1.3) <0.01 
ODI (0-100) * 291 47 (16) 35 (16) -12 (-14, -10) <0.01 
EQ5D Value (1 to -0.594) # 513 0.47 (0.23) 0.59 (0.25) 0.12 (0.10, 0.14) <0.01 
EQ5D VAS (0-100) # 513 56 (30) 63 (22) 7 (4, 10) <0.01 

 

Table 5. Care in pathway changes from baseline to 12 months 

Variable n Baseline 12 months Mean change (95% CI) p-value 

Pain NRS (0-10) * 321 6.6 (1.9) 4.8 (2.7) -1.7 (-2.0, -1.4) <0.01 
ODI (0-100) * 144 49 (15) 36 (12) -12 (-15, -10) <0.01 
EQ5D Value (1 to -0.594) # 335 0.47 (0.25) 0.59 (0.25) 0.13 (0.10, 0.15) <0.01 
EQ5D VAS (0-100) # 335 57 (33) 63 (23) 6 (2, 10) <0.01 

Data are presented as Mean (SD) except for GAD-7 and PHQ-9 categorical, which are presented as 
Median (IQR). *Higher NRS, ODI, GAD-7 and PHQ-9 scores are worse. #Lower EQ-5D Value, EQ-5D 
VAS are worse. NRS= Numerical Rating Scale. ODI= Oswestry Disability Index. EQ-5D= EuroQol five-
Dimension Questionnaire, VAS= Visual Analogue Scale. GAD-7= Generalised Anxiety Disorder 
Screener. PHQ-9= the Patient Health Questionnaire. 
 

At discharge the majority of patients felt completely/a lot better (53%) and were extremely 

likely/likely (82%) to recommend the pathway to friends or family. 

 

Repeat patients 

Of the 3834 records of people discharged from the pathway, 206 of these were people who had more 

than one episode of back pain. That represents a return to the pathway of 5%. 

 

Of the 206 people who returned at least once, 126 had a valid recorded discharge date from the first 

episode and a recorded referral date for the second episode. This indicates the time from finishing the 

first episode of care in the pathway to starting the second. The mean (95% confidence interval) time 
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in days was 127 (112, 142). Thus, most typically, people who returned did so within roughly four to 

five months.  The range was wide from two to 369 days.   

 

From the 206 returners, 195 went through the pathway twice, nine went through the pathway three 

times, one four times and one five times. The baseline characteristics of these 206 people for the first 

and second episodes are shown in Table 6. The baseline scores are similar between both episodes and 

are also similar to the characteristics of the large cohort. 

Table 6. Baseline characteristics for people returning to the pathway. 

 Standard 
N = 2071 

People returned to 
pathway Episode 1 
N = 206 

People returned to 
pathway Episode 2 
N = 206 

Age (years) 52.8 (16.2) 46.4 (15.8)  
Sex (female) 59.3% 54.4%  
Socioeconomic Status (1-10) 5 (1-8) 3 (1-7)  
STarT Back score (0-9) 6.4 (1.8) 6.7 (1.8)  
Symptom duration (months) 9 (3-36) 12 (3-36)  
Pain NRS (0-10) 6.9 (1.8) 7.3 (1.7) 7.3 (1.7) 
ODI (0-100) 44.6 (17.7) 46.7 (18.0) 48.0 (18.9) 
EQ-5D (1 to -0.594) 0.4 (0.3) 0.4 (0.3) 0.4 (0.3) 
EQ-5D VAS (0-100) 52.5 (24.8) 50.4 (22.4) 47.5 (20.5) 
GAD-7 (0-21) 8.2 (6.5) 8.8 (6.7) 10.5 (6.6) 
PHQ-9 (0-27) 9.6 (7.3) 10.6 (7.6) 11.2 (8.1) 

Data are mean (SD), percentage (%), or median (IQR). Not all participants provided data for each of 
the variables, the total for each repeat patient variable is provided. EPISODE 1–STarT Back = (n=188). 
NRS= Numerical Rating Scale (n=98). ODI= Oswestry Disability Index (n=117). EQ-5D= EuroQol five-
Dimension Questionnaire (n=113), VAS= Visual Analogue Scale (n=116). GAD-7= Generalised Anxiety 
Disorder Screener (n=106). PHQ-9= Patient Health Questionnaire (n=104). EPISODE 2-NRS= Numerical 
Rating Scale (n=71). ODI= Oswestry Disability Index (n=74). EQ-5D= EuroQol five-Dimension 
Questionnaire (n=75), VAS= Visual Analogue Scale (n=72). GAD-7= Generalised Anxiety Disorder 
Screener (n=67). PHQ-9= Patient Health Questionnaire (n=63). 
 

Of the 206 people who returned to the pathway, 69 were discharged following standard care within 

the pathway, 47 were same-day discharges and 25 were non-attenders. Discharge data was not 

provided for 65 patients. 

 

We explored the clinical outcome changes in the first episode of people who returned to the 

pathway. Approximately 10% had baseline and discharge data from their first episode of care. As 
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with the main cohort, they demonstrated clinically significant improvements in all outcomes at 

discharge (Table 7). The GSOS findings (n=24) were that 54% reported feeling a lot better while 21% 

reported feeling the same. On the FFT (n=26), 85% reported they were likely/extremely likely to 

recommend the service while 4% reported they were unlikely to recommend it.  

Table 7. Care in pathway changes from baseline to discharge in the first episode for people who 
returned to the pathway. 

Outcome measure Baseline 
Mean (SD) 

Discharge 
Mean (SD) 

Mean difference 
 (95% CI) 

p-value 

Pain NRS (0-10) 7.1 (1.5) 5.0 (2.4) -2.1 (-3.4, -0.9) 0.002 
ODI (0-100) 45.2 (18.9) 31.8 (15.5) -13.5 (-22.3, -4.7) 0.004 
EQ-5D (1 to -0.594) 0.42 (0.29) 0.64 (0.18) 0.21 (0.08, 0.35) 0.003 
EQ-5D VAS (0-100)  47.9 (21.4) 62.8 (20.9) 14.9 (2.6, 27.2) 0.019 
GAD-7 (0-21) 7.0 (5.6) 4.5 (5.0) -2.4 (-4.5, -0.4) 0.024 
PHQ-9 (0-27) 9.4 (6.8) 4.7 (5.0) -4.8 (-7.2, -2.4) <0.001 

Data are mean (SD). NRS= Numerical Rating Scale (n=21). ODI= Oswestry Disability Index (n=26). EQ-
5D= EuroQol five-Dimension Questionnaire (n=26), VAS= Visual Analogue Scale (n=28). GAD-7= 
Generalised Anxiety Disorder Screener (n=24). PHQ-9= Patient Health Questionnaire (n=26).  
 

Comparison with control 

The above findings do not allow for a comparison of the triage and treat part of the pathway with 

management of similar people taking place outwith the pathway.  For this “control” comparison, we 

were provided with data from a database collected by a provider of physiotherapy services to the 

NHS in the North East of England. This data of 267 people allowed a comparison of EQ5D outcomes 

between the two groups at baseline (control data was not available for the follow up times).  

The people in both groups were similar in sex and age (both had a mean age in the low-mid 50s 

while the mean difference of 3.5 years was statistically significant). A similarity in median 

socioeconomic status in both groups was qualified by a higher proportion of people of lower 

socioeconomic status in the pathway group. The baseline EQ5D scores were similar in both groups. 

At discharge, there was a statistically significant increase in EQ5D scores in both groups and this 

change was statistically significantly superior in the pathway group compared to the control group 

(Table 8).   
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Table 8. Comparison of pathway and control data 

 Pathway 
(n=510) 

Control 
(n=267) 

p-value 

Age (years) 54.5 (17.0) 51.0 (15.5) <0.01 
Sex (female) 59.0% 52.8% 0.06 
Socioeconomic Status 5 (1-8) 5 (3-8) <0.01 
EQ-5D Value (Baseline)  0.45 (0.25) 0.44 (0.28) 0.60 
EQ-5D Value (Discharge)  0.68 (0.23) 0.60 (0.28) <0.01 
EQ-5D Value (change)  0.22 (0.26) 0.16 (0.22) <0.01 

Data are presented are mean (SD) or, for socioeconomic status, median (IQR).  
 

Table 9 shows the comparison with adjustments for age, sex, socioeconomic status and baseline 

EQ5D as a check on any confounding effects of these variables. The adjusted results are similar to 

the non-adjusted results. Most importantly, the added improvement found in the pathway group 

was above the threshold for clinical significance. 

Table 9. Change in EQ5D using data adjusted for differences in age, sex and socioeconomic status: 
pathway versus control 

Variable Pathway Control Mean change (95% CI) p-value 

EQ5D Value (change) 0.23 (0.01) 0.16 (0.02) 0.07 (0.03, 0.11) <0.01 
     

 

Duration of symptoms 

On the GSOS all groups reported improvements in their overall outcome on discharge. There was a 

significant difference between the groups - those with shorter pain durations reporting greater 

improvement. For example, 64.8% of those in the <3 months category reported being a lot 

better/completely better, compared to 44.4% in those groups with longer durations of pain. Over 

89% of those in the ≥12 months group, and 93% of those in the <3 months group, were extremely 

likely/likely to recommend the service to a friend or relative; the differences between the groups 

were not statistically significant (Table 10).12 
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Table 10. Categorical data for GSOS and FFT, categorisation based on duration of pain 

 < 3 
months 

≥3-<6 
months 

≥6-<1 
 months 

≥12 
months 

p-value 

GSOS  n=162 n=116 n=91 n=241 <0.01 
Completely better 10.5% 4.3% 3.3% 5.0%  
A lot better 54.3% 56.0% 42.9% 39.4%  
Moderately better 14.8% 19.0% 22.0% 16.2%  
A little better 9.9% 10.3% 17.6% 14.5%  
Same 8% 7.8% 13.2% 21.6%  
Worse 2.5% 2.6% 1.1% 3.3%  

FFT  n=166 n=122 n=97 n=250 0.22 
Extremely likely 75.3% 71.3% 66.0% 62.0%  
Likely 18.7% 22.1% 24.7% 27.6%  
Neither likely or unlikely 1.2% 4.9% 5.2% 5.2%  
Unlikely 1.2% 0.0% 1.0% 0.8%  
Extremely unlikely 2.4% 0.8% 0.0% 1.2%  
Don’t know  1.2% 0.8% 3.1% 3.2%  

GSOS= Global Subjective Outcome Scale. FFT= Friends and Family Test 
 

We investigated the effect of duration of symptoms on clinical outcomes. Table 11 shows the mean 

changes in outcome measures when grouping participants in the standard group into one of the four 

pain duration categories from <3 months to ≥12 months. For the entire battery of PROMs, all four 

groups improved by clinically significant amounts. There was a trend towards better outcomes for 

those with a shorter duration of pain. 
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Table 11. Mean change for outcome measures for care in pathway, categorisation based on duration of pain 

Variable n < 3 months  ≥3-<6 months ≥6-<12 months ≥12 months p-value 

Pain NRS (0-10) * 407 -3.3 (-3.7, -2.8) a -3.1 (-3.6, -2.6) b -2.4 (-3.0, -1.8) c -2.0 (-2.3, -1.6)  0.06 
ODI (0-100%) * 491 -20 (-23, -17) a -18 (-21, -15) b -15 (-19, -12) c -12 (-14, -10) 0.05 
EQ-5D Value (1 to -0.594) # 500 0.3 (0.2, 0.3) a 0.2 (0.2, 0.3) b 0.2 (0.2, 0.3) 0.2 (0.1, 0.2) 0.04 
EQ-5D VAS (0-100%) # 507 14.3 (10.9, 17.7) 17.7 (14.0, 21.4) b 13.5 (9.2, 17.8) 10.8 (8.0, 13.5) 0.02 
GAD-7 (0-21) * 401 -3.7 (-4.5, -2.9) a -2.9 (-3.8, -2)  -2.6 (-3.7, -1.6) -2.1 (-2.7, -1.4) 0.24 
PHQ-9 (0-27) * 409 -4.4 (-5.3, -3.6) a -3.8 (-4.7, -2.8) -2.9 (-4.0, -1.7) c -2.8 (-3.5, -2.1) 0.24 
Self-management # 638 6.4 (6.0-6.8) 6.8 (6.3-7.3) 6.3 (5.8-6.8) 5.9 (5.6-6.2) 0.17 

Data are Mean change (95% Confidence Interval Lower, Upper Bound), Mean (SD) and Median (IQR) by use of covariate adjusted models for: age, sex, 
socioeconomic status and baseline score for the outcome measure. a: statistically significant better outcome at < 3 months than at ≥12 months. b: statistically 
significant better outcome at ≥3-<6 months than at ≥12 months. c: statistically significant better outcome at <3 months than at ≥6- <12 months. Not all 
participants provided data for each of the variables, numbers are given for each duration category (n= < 3 months; ≥3-<6 months; ≥6<12 months; ≥12 months) 
NRS= Numerical Rating Scale (n=106; 86; 59; 156). ODI= Oswestry Disability Index (n= 125; 104; 75; 187). EQ-5D= EuroQol five-Dimension Questionnaire, Value 
(n=128; 108; 77; 187) VAS= Visual Analogue Scale (n= 127; 108; 79; 193). GAD-7= Generalised Anxiety Disorder Screener (n=103; 84; 60; 154). PHQ-9= the 
Patient Health Questionnaire (n=100; 85; 62; 162). GAD-7 categorical= data from question 8 on the GAD-7 (n=86; 85; 52; 151); PHQ-9 categorical data from 
question 10 on PHQ-9 (n=128; 108; 81; 217). Self-management (n= 168; 125; 93; 252) *Higher NRS, ODI, GAD-7 and PHQ-9 scores are worse. #Lower EQ-5D 
Value, EQ-5D VAS and self-management scores are worse. 
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CPPP 

We were provided with data from patients who had taken part in the CPPP aspect of the pathway. 

There were 136 patients invited to take part in the CPPP, of whom, 100 took part - a 74% uptake. 

Reasons from the 36 for patients who did not take part in the CPPP are provided in Table 12. 

Table 12. Reasons stated for declining referral to CPPP 

Reason stated Number of participants 

Could not be contacted 8 
Did not attend 6 
Work commitments 6 
Child care commitments 4 
Content to self-manage 2 
Family issues 2 
Unable attend due to physical/psychological health issues 2 
Time 2 
Considered it a waste of time 1 
Awaiting emergency scan  1 
Trialling spinal injection with consultant 1 
Out of geographical area and IFR declined 1 

IFR=Individual Funding Request 
 

The characteristics, at first assessment by the TTP, of those who did and did not take part in the 

CPPP programme are shown in Table 13. Those who did not take part were younger and more 

affluent and showed a trend towards having a shorter self-reported pain duration.  

Table 13. Characteristics of people who joined and those who declined the CPPP 

 Joined (n=100) Declined (n=36) p-value 

Age (years) 46.3 (12.2) 39.3 (11.8) 0.004 
Sex (female) 56% 50.0% 0.537 
Socioeconomic status 5 (1-7) 2.5 (1-4) 0.012 
STarT Back score  7.4 (1.5) 7.1 (1.7) 0.422 
STarT Back risk (low risk) 3.0% 3.2% 0.893 
Symptom duration (months) 120 (36-240) 72 (24-192) 0.178 

Data are mean score (SD), percentage (%), or median (IQR). Not all participants provided data for 
each of the variables, the total for each variable is provided. Joined CPPP group: Age (n=100), Gender 
(n=100), IMD decile (n=95), STarT Back score (n=73), STarT Back risk= dichotomy of scores:  low risk= 
score of 0-3; score of >3= at risk (n=73), pain duration (n=117). Declined CPPP group: Age (n=36), 
Gender (n=36), IMD decile (n=34), STarT Back score (n=31), STarT Back risk= dichotomy of scores:  
low risk= score of 0-3; score of >3= at risk (n=31), pain duration (n=36). 
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We were provided with outcome data for the CPPP programme for baseline and the three time 

points of discharge, six months and 12 months. Differences between baseline and each of these 

three time points are shown in Table 14, Table 15 and Table 16. 

 

At discharge, there were statistically significant improvements in pain, disability, quality of life, 

anxiety and depression. The improvements in pain, quality of life, anxiety and depression were all 

greater than the threshold for clinical significance. For disability, the mean improvement of eight 

points in the ODI was just below that threshold of ten points. At six and 12 months, the clinically 

significant improvements in pain, quality of life, anxiety and depression were maintained. At six 

months, the improvement in disability from baseline was now clinically significant, and this clinically 

significant improvement was maintained at 12 months. Outcomes improved statistically from 

baseline to discharge and the improvement was maintained at six and 12 months follow-up.  

Table 14. CPPP outcome changes from baseline to discharge 

Outcome measure Baseline 
Mean (SD) 

Discharge 
Mean (SD) 

Mean difference 
 (95% CI) 

p-value 

Pain NRS (0-10)* 6.9 (1.6) 5.3 (1.9) -1.6 (-1.9, -1.2) <0.001 
ODI (0-100)* 47.2 (15.2) 39.1 (15.6) -8.1 (-9.8, -6.4) <0.001 
EQ-5D (1 to -0.594) # 0.38 (0.24) 0.55 (0.21) 0.17 (0.13, 0.21) <0.001 
EQ-5D VAS (0-100) # 49.1 (19.8) 62.8 (20.2) 13.7 (9.9, 17.4) <0.001 
GAD-7 (0-21)* 10.4 (6.3) 6.1 (5.0) -4.4 (-5.5, -3.2) <0.001 
PHQ-9 (0-27)* 12.8 (7.3) 6.8 (5.4) -6.0 (-7.3, -4.7) <0.001 

Not all participants provided data for each of the variables, the total for each variable is provided: 
NRS= Numerical Rating Scale (n=96). ODI= Oswestry Disability Index (n=95). EQ-5D= EuroQol five-
Dimension Questionnaire (n=96), VAS= Visual Analogue Scale (n=96). GAD-7= Generalised Anxiety 
Disorder Screener (n=92). PHQ-9= Patient Health Questionnaire (n=89). *Higher NRS, ODI, GAD-7 and 
PHQ-9 scores are worse. # Lower EQ-5D and EQ-5D VAS scores are worse. 
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Table 15. CPPP outcome changes from baseline to six months 

Outcome measure Baseline 
Mean (SD) 

Six months 
Mean (SD) 

Mean difference 
 (95% CI) 

p-value 

Pain NRS (0-10)* 6.6 (1.8) 4.4 (2.2) -2.2 (-2.8, -1.6) <0.001 
ODI (0-100)* 45.7 (14.3) 35.5 (18.3) -10.2 (-14.1, -6.3) <0.001 
EQ-5D (1 to -0.594) # 0.36 (0.25) 0.56 (0.26) 0.21 (0.13, 0.28) <0.001 
EQ-5D VAS (0-100) # 48.1 (19.4) 62.0 (23.3) 14.0 (7.9, 20.1) <0.001 
GAD-7 (0-21)* 9.7 (6.2) 6.3 (6.5) -3.5 (-5.2, -1.7) <0.001 
PHQ-9 (0-27)* 11.9 (7.8) 7.5 (6.9) -4.4 (-6.3, -2.6) <0.001 

Not all participants provided data for each of the variables, the total for each variable is provided: 
NRS= Numerical Rating Scale (n=52). ODI= Oswestry Disability Index (n=52). EQ-5D= EuroQol five-
Dimension Questionnaire (n=51), VAS= Visual Analogue Scale (n=51). GAD-7= Generalised Anxiety 
Disorder Screener (n=49). PHQ-9= Patient Health Questionnaire (n=48). *Higher NRS, ODI, GAD-7 and 
PHQ-9 scores are worse. # Lower EQ-5D and EQ-5D VAS scores are worse. 
 

Table 16. CPPP outcome changes from baseline to 12 months 

Outcome measure Baseline 
Mean (SD) 

12 months 
Mean (SD) 

Mean difference 
 (95% CI) 

p-value 

Pain NRS (0-10)* 7.1 (1.6) 4.2 (1.8) -2.9 (-3.5, -2.2) <0.001 
ODI (0-100)* 51.5 (14.5) 36.4 (17.7) -15.1 (-20.6, -9.7) <0.001 
EQ-5D (1 to -0.594) # 0.26 (0.22) 0.56 (0.22) 0.30 (0.21, 0.40) <0.001 
EQ-5D VAS (0-100) # 38.2 (16.2) 65.4 (18.3) 27.2 (19.6, 34.9) <0.001 
GAD-7 (0-21)* 12.4 (6.4) 5.6 (5.2) -6.7 (-9.5, -4.0) <0.001 
PHQ-9 (0-27)* 15.2 (7.0) 7.4 (5.9) -7.8 (-10.8, -4.9) <0.001 

Not all participants provided data for each of the variables, the total for each variable is provided: 
NRS= Numerical Rating Scale (n=27). ODI= Oswestry Disability Index (n=27). EQ-5D= EuroQol five-
Dimension Questionnaire (n=27), VAS= Visual Analogue Scale (n=27). GAD-7= Generalised Anxiety 
Disorder Screener (n=26). PHQ-9= Patient Health Questionnaire (n=26). *Higher NRS, ODI, GAD-7 and 
PHQ-9 scores are worse. # Lower EQ-5D and EQ-5D VAS scores are worse. 
 

At 12 months, the majority of people considered themselves a lot better (57%) and were extremely 

likely (86%) to recommend the programme to a friend (Table 17). 
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Table 17. CPPP outcome for GSOS and FFT 

 Discharge 6 months 12 months 

GSOS  n=97 n=51 n=28 
Completely better 0.0% 2.0% 3.6% 
A lot better 48.5% 39.2% 57.1% 
Moderately better 28.9% 27.5% 21.4% 
A little better 0.0% 11.8% 7.1% 
Same 6.2% 13.7% 7.1% 
Worse 0% 5.9% 3.6% 

FFT  n=97 n=51 n=28 
Extremely likely 84.5% 78.8% 85.7% 
Likely 15.5% 17.3% 14.3% 
Neither likely or 
unlikely 

0.0% 1.9% 0.0% 

Unlikely 0.0% 0.0% 0.0% 
Extremely unlikely 0.0% 1.9% 0.0% 
Don’t know  0.0% 0.0% 0.0% 

GSOS= Global Subjective Outcome Scale. FFT= Friends and Family Test 
 

Summary of findings 

People that were referred to the triage and treat part of the pathway showed improvements from 

baseline to discharge in all of the outcomes - pain, disability, quality of life, anxiety and depression. 

The improvements were statistically significant. More importantly - these were, on average, above 

the NICE thresholds for clinical significance. These improvements were maintained at 6 and 12 

month follow ups. Improvements were found regardless of the duration of symptoms at assessment 

but were higher for people with a shorter duration of symptoms.  

  

The rate of return to the pathway following discharge from the triage and treat part of the pathway 

was 5%. 

  

A non-pathway service provided data for a comparison with the triage and treat part of the pathway. 

The non-pathway service showed statistically significant and clinically important change in EQ5D 

between baseline and discharge. The improvement in EQ5D in the pathway data was higher than 
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that for the non-pathway service. This higher improvement was statistically significant and above 

the NICE threshold for clinical significance. 

  

In the CPPP part of the pathway, there were improvements from baseline to discharge in pain, 

disability, quality of life, anxiety and depression. Improvements were statistically significant and 

above the NICE thresholds for clinically important changes, apart from disability which was just 

below. These improvements were maintained, at least, at 6 and 12 month follow ups at which points 

the improvements in disability were also above the NICE threshold for clinical significance.
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Section 2 - Qualitative Study 

Method 

Study Design 

The choice of overarching evaluation approach was influenced by its ability to address the study 

aims, particularly by offering a comprehensive and in-depth understanding of the implementation of 

the pathway and whether it improved patient outcomes.  More broadly the evaluation needed to 

inform the future implementation of the pathway outside of the study location, therefore, a further 

consideration was the need for credible and transferable findings.  It was also important to move 

beyond providing a simple understanding of whether the pathway improved patient outcomes as it 

is also useful for future service commissioners and providers to know how the pathway works, for 

whom and under what circumstances it works.   

 

The most appropriate evaluation approach for answering these questions was realistic evaluation.21  

Realistic evaluation recognises that the context in which a service is delivered is important because 

of the influence of its local environment and the behaviours of its stakeholders. Importantly, it 

explores the mechanisms by which service changes are transformed into outputs.  Thus, the 

underlying assumptions of realistic evaluation are that contexts trigger mechanisms to yield 

outcomes.  This methodology brings together information from the assessment of clinical outcomes, 

process outcomes and stakeholder opinions to indicate what changes have taken place, how and for 

whom.  

 

Specific elements from this approach have been used to inform the study design; in particular the 

notion that interventions work differently in different contexts and through different change 

mechanisms.  Therefore, interventions cannot simply be replicated from one context to another and 

automatically achieve the same outcomes.  Furthermore, realistic evaluation has embedded within it 
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as a first stage, the need to identify and describe the underlying theory that drives the intervention, 

which is a vital component of this evaluation.  Being theory driven, realistic evaluation is consistent 

with the MRC guidance for implementing and evaluating complex interventions;22,23 in particular, the 

need to understand the components of the intervention, and the context in which the intervention is 

being implemented. 

 

Methodology 

Normalization Process Theory (NPT) is a model that can be employed to assist in the understanding 

of implementing, embedding and integrating a complex intervention.24,25 NPT is underpinned by a 

robust theoretical basis and is built upon a series of constructs. These constructs consist of 

coherence, cognitive participation, collective action, and reflexive monitoring. Each of these 

constructs are made up of four components. 

Coherence 

Coherence is the sense-making work individuals do when faced with the problem of incorporating 

some series of practices. This sense-making includes, understanding how practices are different from 

each other, a team working together to develop a shared understanding of objectives, 

understanding individual tasks and responsibilities and realising the benefits and value of these set 

of practices. 

Cognitive Participation 

Cognitive participation is the work that people do to build and sustain the implementation of a 

complex intervention. Included within this is the work required for the engagement of appropriate 

individuals to enable the intervention to be implemented and sustained. 

Collective Action 

Collective action relates to the work done by people within the organisation to enact the 

implementation of a complex intervention to the practice environment. This refers to the work done 

to ensure division of labour, accountability, and the effecting of policies, practices and procedures. 
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Reflexive Monitoring 

Reflexive monitoring concerns the work done by individuals to appraise the effect the 

implementation of the intervention has on themselves and those around them. This includes, self 

and communal appraisal, appraisal of the implemented practices with the potential of modifying or 

further developing the intervention. 

 

Participants 

Participants for the qualitative aspect of the evaluation were drawn from a range of people engaged 

in either the development, implementation, delivery, or as a service user of the North of England 

Regional Back Pain Pathway. Table 18 shows the distribution of the participants. 

 

Table 18. Qualitative participants 

Stakeholder Number of interviews 

Key decision makers 9 

Triage and Treat Practitioners 9 

Health Care Professionals 3 

General Practitioners 3 

Patients/Service users 10 

Qualitative participants were recruited from a variety of CCGs having implemented the pathway and 
also waiting to implement the pathway. Health care professionals refers to front-line physios 
receiving referrals from TTPs, these physios, and also the GPs, were recruited from the South Tees 
early implementer CCG area. Patients/service users were all patients who had either accessed or 
refused the CPPP. 
 

Data Collection 

Participants were recruited to take part in one-to-one semi-structured interviews, with the 

exception of one focus group conducted with front-line physiotherapists. Initial contact with 

potential participants was instigated via a representative of the RBPP project group or, in the case of 

patients, via a health care professional. Interview guides for the subsequent interviews with the 

various stakeholders in the evaluation were mapped to the constructs of NPT. The exception to this 

was the interview guide for the patient interviews as the process of NPT was deemed to be 
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inappropriate for this group. Prior to interview, potential participants were asked to read a 

participant information sheet and provide their written informed consent to partaking in the 

evaluation. Interviews were conducted either at each participant’s place of work or home, at their 

discretion.  

 

Analysis 

The interviews were audio-recorded, transcribed verbatim, anonymised and checked for accuracy. 

Analysis began by the researcher reading the transcripts to familiarise themselves with the data and 

to identify potential themes. Transcripts of the interviews were then inputted to NVivo and coded to 

facilitate data management. Resulting themes of those interviews constructed using an NPT 

framework were mapped to the four constructs of NPT. The interviews conducted with the CPPP 

patients were analysed using thematic analysis.26 

 

Results/Findings 

The results of the interviews are presented as three groups of stakeholders for clarity; key decision-

makers, health care professionals (including GPs and TTPs), and CPPP patients. The rationale for this 

approach was that these three groups were thought to have different interests in the pathway. 

 

Key Decision-Makers 

Coherence 

Sense of the pathway 

All participants of this aspect of the evaluation were of the opinion that the pathway made sense. 

However, one participant commented that the initial presentation of the pathway was difficult to 

make sense of, although, subsequent iterations were easier to understand. 
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 “When it was first presented to us…I think we really struggled to make sense of it. I think  the 

 subsequent presentations…made an awful lot more sense, so I think initial presentation 

 probably wasn’t helpful.” (DM5) 

 

Most of the participants suggested that they had questions about the pathway. Many of these 

questions were quite broad, such as, what are the necessary commissioning steps and the level of 

investment required to implement the pathway, and where are the savings going to occur? 

 “What are the steps do we need to take in terms of commissioning that different pathway… 

 what level of investment are we going to have to make in order to deliver on the sort of 

 efficiencies?” (DM3) 

 

 “The benefits realisation…thinking about…where are the savings coming out because it 

 does refer to NHS, in totality, savings to the NHS?” (DM1) 

 

Other questions were more specific such as what will happen to GP practice based physiotherapists 

within the new pathway and how accepting would the public be of the new approach? Participants 

also mentioned that they had questions about the CPPP.  

 “Certainly some questions around the role of practice based physiotherapists, for instance, 

 and how they how they would fit into the process?” (DM5) 

 

 “…how accepting will the public be, having become very dependent on expectations on 

 immediate referral to physiotherapy?” (DM2) 

 

 “The one bit that’s always, and still remains a bit of a curiosity, I suppose is the CPPP element 

 and about whether or not you actually get patients to say that they’ll do a sort of a three 

 week period of time effectively away from home.” (DM3) 

 

 “I guess the only bit that I often wonder about [is] the usability for individuals is the intensive 

 [CPP] programme, and how easy it is for people to actually take  that time out of their 

 working life or their family life?” (DM6) 

 

Roles and responsibilities 

Broadly, participants were understanding of their role in the implementation process of the pathway 

and they also felt clear about the role of clinicians and patients within the pathway. There was an 

awareness of the need for local implementation teams to have clear roles and responsibilities via 
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some form of agreement with the relevant CCG. One participant commented on having a number of 

providers necessitating multiple discussions and clinical engagement, pointing out, it would be easier 

with one provider. Another participant suggested that they had an idea of what their role would 

involve but that this had not been the case in practice. 

 “I think for our CCG, we have three local providers…so that means three  times the 

 discussions, and three lots of clinical engagement…it can be quite labour 

 intensive…most CCGs have one main provider that they have to deal with.” (DM6) 

 

 “…in my head, it was kind of the programme and the programme project manager 

 would oversee that kind of project management…and that each locality would have a team 

 of delivery people…and we would agree a timescale for implementation, so and my role 

 would be to co-ordinate that and kind of be accountable between the local delivery 

 group and the overarching sponsor and project group, so that’s how I felt it should be, 

 however, that’s not what transpired as time went on.” (DM7) 

 

How is it different? 

Participants had a common understanding of how the pathway would differ from existing practice. It 

was perceived as different due to it being focussed on the evidence-base which suggests de-

medicalisation and self-management of back pain. Furthermore, decreasing variation in practice, a 

shift away from invasive interventions, patients seeing the right person at the right time, and a firm 

patient journey end-point being in place. One participant proposed that, as far as physiotherapy was 

concerned, they did not foresee a huge change in how they delivered the service. Rather, that the 

difference would be in GP behaviour and at the end of the pathway where compliance would be 

difficult. 

 “Well, it is that it’s de-medicalising a common condition which naturally gets better in time. 

 But we’ve been behaving in an un-evidenced-based way, managing back pain.” (DM2) 

 

 “…first of all, the existing practice is a misnomer, because it’s existing practices and there’s a 

 huge variety of different pathways and it’s pure luck who you see, who you are, where you 

 live as to what pathway you go down…and the idea of this was based on managing the 

 variation of how we as clinicians approach people with these symptoms.” (DM7) 
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 “I’d be really surprised if there is MSK and physio teams that aren’t already partially 

 delivering…It’s usually GP behaviour that is lacking and kind of the back end of the pathway 

 where you don’t see compliance.” (DM11) 

 

Expectations 

There was an expectation that things would not necessarily work perfectly from day one. For 

example, there would likely be last minute issues with providers in terms of workforce planning and 

the shift of physiotherapists to TTPs. However, it was believed that, in time, the pathway would lead 

to better patient self-management, better clinical outcomes, less healthcare usage, less work loss, 

reduced chronicity and efficiencies including cost savings. 

 “…GPs is they’re independent practitioners and they don’t necessarily work in the same 

 manner as the doctor in the consulting room next to them in their practice. So to envisage 

 that we want all GPs and all secondary care clinicians likewise and any professionals in-

 between…to operate in exactly the same way…is a massive ask. So I would hope people 

 aren’t disillusioned that will all happen from day one.” (DM1) 

 

 “Well, obviously, the prime driver is outcomes for patients that we stop, the chronic, or 

 reduce the chronic burden and disability that comes from people who experience back pain, 

 so we’re trying to shut the door on chronicity, with all that brings with that, for the person 

 and individual.” (DM2) 

 

Cognitive Participation 

Personal role and belief in the pathway 

The participants stated the they were directly involved in the decisions whether or not to implement 

the pathway within a CCG through providing input from clinical, financial and management 

perspectives to inform those decisions. Some were directly involved in developing the pathway, in 

addition to making decisions regarding commissioning the pathway or not, while others were 

involved in commissioning decisions only. Generally, participants believed that because of the 

supporting evidence and the potential for improved patient outcomes and efficiencies, the pathway 

was the right thing to do for patients. However, some felt that the barriers to implementation, such 

as multiple providers, may be too great. 
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Provider engagement 

In terms of providers and implementation of the pathway, GP engagement was seen as central.  It 

was suggested that early and clear communication through practice learning time (PLT) events, GP 

champions and various clinical forums could be useful opportunities to enhance engagement with 

the pathway. In addition, presentations by enthusiastic respected clinicians who are on board with 

the ethos of the pathway. Engaging others in how they believe they can deliver the pathway and 

what support they will need to make it happen. Furthermore, demonstrating the benefits of the 

pathway to GPs and working in partnership to work through their issues, rather than pathway 

enforcement, was seen as preferable. 

 “…we have time-out events like protected learning times, we have clinical reference groups, 

 so that explains the rationale and talks to that very clinical perspective.” (DM3) 

 

 “So, obviously, it’s a case of making sure that they understand the benefits for them and for 

 the patients the new pathways.” (DM4) 

 

 “…get some interested individuals together…to talk to our clinical champions…and it’s almost 

 getting people enthused initially and people who have credibility to then spread and share 

 that message amongst the other practices. (DM6) 

 

Collective Action 

Agreement and rationale. 

Some participants reported that there were commitments made in some cases, such as certain CCGs 

agreeing to fund a number of patients on the CPPP, and additional funding for providers for 

upskilling and capacity building. One participant stated that, ultimately, the decision to implement or 

not is an executive one within the CCG. However, there will be collective decision-making and the 

CCG won’t implement unless they know what investment is required, the potential risks and 

potential impact. Others stated that they were not involved in the development of the pathway and 

any concordat that may have been agreed. In terms of the rationale for implementing the pathway, 

those that were intending to push forward with implementation, seemed to be doing so because it 
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had been an important issue for some time. For those participants linked to areas that were not 

implementing the pathway at this time, it was highlighted that back pain was not a priority issue. 

 “In terms of our planning process, the back pain pathway has been there as part of our 

 delivery plan for quite some time now.” (DM1) 

 

 “I mean certainly there was an agreement that we would provide some funding. We agreed 

 to fund a number of patients for the residential element of the pathway. And we agreed to 

 provide some additional funding to our community MSK provider in order for them to upskill 

 some of their practitioners and to increase their capacity to be able to do the assessments 

 and to deal with any increase in activity that they might see.” (DM4) 

 

Anticipation and sign-up 

For those CCGs with commissioners involved in the pathway development for some time, there was 

broad support.  

 “…but certainly, in terms of those of us in the CCG that are part of this, then we are 

 supportive and will do whatever we need to do.” (DM4) 

 

For others, it was a bit leftfield as it did not fit with their regional priorities which, ultimately, 

became a barrier to implementation. One participant stated that there tended to be an agreement 

when the idea of implementing the pathway was presented. However, the actual doing, in terms of 

putting that initial agreement into action, was very different. 

 “…so initial nods to it are fine, and the fact that it’s all packaged up its like yeah, yeah, looks 

 interesting, we’ll put it in our plans… but there’s definitely a disconnect between those that 

 make a decision and those that actually need to do the doing.” (DM11) 

 

They further suggested, that in their experience, the resistance had, largely, been from the GPs and 

consultants because you are questioning how they have done things before. In addition, they stated 

that they had found there had been less resistance from physiotherapists. 

 “…but, yeah, the resistance has been largely around GPs and Consultants to the change. 

 Because, I guess, for them it feels like the bigger change, because you’re almost questioning 

 what they’ve done before, whereas, MSK, physio kind of already do it, and they are changing. 

 (DM11) 

 

Another participant questioned the evidence base and the cost, specifically relating to the CPPP. 
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 “The biggest question…is that we were asked to do this without a huge amount of evidence 

 for one of the big components of the pathway, and it’s big only in term of costs, not in term 

 of numbers. I’m talking about the CPPP...there isn’t a huge amount of evidence that this 

 pretty expensive intervention works, and I think that for commissioners was a big deal.” 

 (DM7) 

 

Reflexive Monitoring 

Planning process 

There were differing views on how the planning process had gone, although, the general sense was 

that it had been challenging. There had been issues with timings and the availability of resources, in 

addition, it had proven difficult working across multiple providers and regions. 

 “I mean in the plan, I think the planning has been fine, it’s obviously issues that have come 

 out of it, and…last minute issues for both CCGs were sort of last minute curve balls from the 

 providers really. (DM2) 

 

 “…just the time it takes to actually get all that in place. To get the agreement with everybody 

 and to get all of the solutions ready you know the things around information sharing, the 

 pathway, the referral mechanism, the understanding with everybody so we shouldn’t be 

 surprised because you’re starting to do some like big, significant change.” (DM3) 

 

 “I think there have been a couple of little hiccups, just in terms of who was going to take part 

 in which phase of the project and the timing, and I think  ours was delayed a little bit just in 

 terms of getting resources lined up. But I’m not aware of any significant issues that they had 

 in terms of the planning or anything that was kind of missed.” (DM4) 

 

It was suggested that, in some cases, high level buy-in initially was not completely followed through 

as high level individuals moved onto the next issue. It was theorised that the only reason that the 

pathway had gotten to this stage was because key commissioners had been involved with the 

development of the pathway and, thus, are particularly interested in it. 

 “I think it’s been quite difficult…we’ve got high-level sign-up at a sort of a chief officer level, 

 the chief officers then forget about it, because they’re onto the next thing, looking at 

 something else, and then that starts to work.” (DM3) 

 

 “I think that from the perspective of getting it into play, if not for certain  individuals being 

 involved in this work right from the word go, I suspect it  would not have got to this stage.” 

 (DM7) 
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Standard pathway 

Participants, generally, felt that the general “franchise” should, broadly, be transferable. Further, 

that it was important for the pathway to be implemented as a standard, as this would reduce the 

variation between CCGs. One participant stated a worry that some may suggest that, just because 

the pathway works in one area, it wouldn’t transfer to another area. This may lead to individual 

clinicians deciding that they would like to make changes that suited them. Nonetheless, another 

participant suggested that there were possibilities that the pathway would need to be adapted to 

suit the systems already in place. Further, that to standardise the delivery, it would need to be built 

into provider contracts. 

 “The worry I have, is that if people start saying, oh well that’s all very well it may work in that 

 area, but not here, I don’t believe that. I firmly believe that if you franchise something, you 

 don’t expect to go into one area…and find you have an entirely different set up in another 

 area.” (DM7) 

 

 “…it would definitely need to be adapted. It would have to fit, very much fit in with how 

 physio and MSK are set up…so to make it standard it would have to be built into their 

 contracts, because that’s the only way that they can take ownership.” (DM11) 

 

It was proposed that in time the pathway may have to morph into a pathway for both acute and 

chronic pain patients rather than just acute pain patients given the clinical need for a pathway for 

chronic patients. However, it was also suggested that effort should be made to implement the 

pathway in its purest form to see if it delivers the anticipated outcomes. 

 “There will be adaptations in that, at [the] moment, it features, it’s about acute back pain 

 and we’ve already said we know that there’s a lot to be gained by putting…people with 

 chronic back pain in there. So I suspect that, over time, what will happen is it’ll become a, it’ll 

 be acute and a chronic pathway.” (DM3) 

 

One participant suggested that they anticipated some resistance in adhering to the pathway, as 

some people will want to continue to operate as they had done previously because they believe that 

is the right way to deliver the service. 

 “There’s always, when you implement something new, there’ll always be resistance because 

 some people…will want to do what they’ve always done  because they think it’s the right 

 thing. (DM5) 
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The CPPP was highlighted as something which may have to be adapted with respect to where it is 

delivered as it spreads region/nationwide. 

 “I think the part that will be potentially open to further development and change would be 

 around the CPPP. It is quite hard to figure out what the logistics of that are, particularly as 

 we go increasingly region wide.” (DM5) 

 

Barriers and facilitators 

The biggest facilitator, identified by the participants, was the necessity to secure GP buy-in. It was 

suggested that this would likely be achieved through helping them see the potential benefits to their 

patients and waiting lists. Additionally, it was suggested that utilising the learning from the early 

implementer sites, to know what not to do, as well as what to do. 

 “GPs. GPs obviously adopting and I say conforming.” (DM2) 

 

 “…you actually make them see the benefit, and I think there’s a jewel approach to this. And I 

 do feel the clinicians who are faced with long waits, patients ringing their secretary’s on a 

 regular basis, patients complaining because they’re not getting what they perceive to be the 

 best possible treatment. Any clinician will tell you that not getting that level of aggravation 

 is…you’d be prepared to make a lot of sacrifice to avoid that.” (DM7) 

 

 “…knowing what’s happened in other areas, understanding the bits we should do less of, or 

 traps we shouldn’t fall into, and the tips they’ve had which have  made implementation 

 easier.” (DM6) 

 

 “Facilitator wise, I think it’s having good evidence. Being able to learn from somebody who’s 

 done it before you, so you can learn from those sort of things that have helped it along the 

 way and made it better.” (DM3) 

 

Participants identified a number of barriers to implementing the pathway, the principal one being, 

not attaining the buy-in of stakeholders, particularly GPs. In addition, participants suggested that 

CCGs not considering the change to a back pain pathway as a commissioning priority. The lack of 

data, to show that the pathway works, as, consequently, this may quell negative rumours/feelings 

about the pathway. The lack of evidence for the CPPP, which commissioners may view an as 

expensive resource that they cannot afford. A further barrier identified, was the timing of the 
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implementation of the pathway. It was proposed that this should be timed to come in with the new 

financial year as CCGs may already have their commissioning targets outlined. 

 “So having the right information, that’s a compelling business case to make that happen, 

 that’s kind of the first thing really.” (DM3) 

 

 “The compliance of the GPs in terms of referring in, and then obviously the providers of the 

 service allowing GPs to circumvent the process. What we can do is work with our providers, 

 to make sure that you know they’re contractually obliged to follow the pathways, and 

 provide the services in the way that they need to.” (DM 4) 

 

 “Some disquiet about the actual processes, and in that respect I mean that front end, so even 

 just down to the simple mechanics of the templates in primary care, working with the 

 primary care consulting systems, making those processes as slick and as easy as possible.” 

 (DM5) 

 

 “Barriers are CPPP, despite NICE guidance there’s still a lot of cynicism and they’re not 

 bought into it yet. They’re all wanting evidence, which although  NICE is there…that’s not 

 good enough for them.  So we really need, that’s really important to have to put to them.” 

 (DM2) 

 

 “Barriers, definitely the CPPP programme. I think that still is to a lot, despite the evidence 

 that we’ve shared to date, I think there is still some CCG leads that see that as still a watch 

 and wait. That they don’t believe that it’s, that it necessarily does what it sets out to do in an 

 affordable way. I think they get  that it has great outcomes, but to them it’s quite a, it’s quite 

 costly. I think they still have issues with it being residential.” (DM11) 

 

What will the patients think? 

Participants acknowledged that most patients won’t be aware that there is a new pathway. 

However, it was broadly felt that the new pathway will come as quite a culture shock in the current 

world, with expectations of early diagnosis and immediate referral. 

 “It’s hard, the vast majority of people won’t know that there’s a change in pathway. They’ll 

 just go through it because their GP will say to them, this is the right thing to do, and so they’ll 

 follow the system.” (DM6) 

 

 “I think, again, the culture has been early intervention like the cancer campaigns. Go early 

 see your GP, don’t just sit and wait…and we’re actually giving a completely contradictory 

 message on back pain, get on with it. Go away, you don’t need to see us.” (DM2) 

 

 “Well, I’m hoping that they’ll see it positively. I think it’s quite difficult, because sometimes 

 people have expectations, don’t they, about what they’re kind of coming into something for. 
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 So it’s like, ‘no hang on a minute, all I want is my pain killers, why are you telling me to do 

 that?’.” (DM3) 

 

 “I guess it’ll depend on individuals I suppose. I think some people like to go to the GP and get 

 a referral straight into a hospital for an MRI scan, or like to be referred somewhere else. And 

 there are others who would rather not go through some of those procedures, and would 

 rather have a bit of physio, or some self-management or whatever that might be.” (DM4) 

 

 “Probably one of the challenges for patients, would be the understanding that no, you don’t 

 even know that you don’t need any imaging at that very early stage.” (DM5) 

 

It was proposed that these expectations will not be met and this mismatch may well lead to 

scepticism. However, there was also the proposal from one participant that patients would 

appreciate the process provided by the pathway. 

 “Patients won’t like it, because most patients want a diagnosis, if you suddenly get a pain 

 somewhere you think I need to know what that is.” (DM7) 

 

 “I think patients will appreciate, no patient wants to bounce around the system, where a 

 patient is offered, a kind of that single access point.” (DM11) 

 

Feedback/Monitoring 

It was stated by participants that were linked to the project group, that there had been constant 

feedback and the use of an action/risk log. However, it was also suggested that the escalation 

process could have been clearer but that this had been a lesson learned. 

 “I think there’s been acknowledgement…that things have not been escalated 

 appropriately…I don’t think that things got escalated when they should have done to the 

 right people at the right time, so that’s a big lesson learned the escalation process.” (DM2) 

 

The participants stated that they have sought assurances that monitoring would occur to see if the 

old services are being switched off so that they are not spending money on the old service and this 

new service, resulting in double costs and no savings. In addition, they will monitor things like the 

number of MRI scans and referrals looking for reductions and savings? 

 “I say we’ve certainly looked at how we monitor things like MRI scans. Things that we’d 

 expect to be reducing, so we’re putting in a process to make sure we monitor that all the 

 time.” (DM3) 
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One participant stated that they did not believe the review process was good enough at a local level. 

Further, that the review process only provided a snapshot of the activity but was too focussed on 

waiting times. They added, that they believed there was a requirement for a system to, not only, 

record the data, but to display it where it can be seen and monitored. 

 “Locally it’s not good enough…it’s very crude and it kind of gives a snapshot, but it’s still 

 focussed on waiting times, it’s all very transactional.” (DM11)  

 

Health Care Professionals 

Coherence 

Initial thoughts about the pathway 

Generally speaking, participants believed that the pathway was a good idea and would prove to be 

useful. However, there were caveats to this notion, some suggested that the pathway simply 

formalised what they had already been doing in delivering the service. 

 “…the pathway looked excellent, the pathway looked as though it was something which we 

 would probably be using anyway within the service, that hadn’t previously been formalised” 

 (Physio) 

 

 “…we pretty much do that assessment and the work up and then deciding where the patient 

 goes, so the pathway formalised that for us” (TTP) 

 

Conversely, some stated that they believed that the service they had traditionally delivered did not 

manage back pain well or consistently. 

 “I think we, beforehand, we probably didn’t manage back pain very consistently or very 

 well…” (TTP) 

 

Further to this they suggested that the introduction of the pathway could address these issues. 

 “I think there was probably a very clear consensus that although we were trying very 

 hard to provide that kind of streamlined access to care, that there was a lot of obstacles  in 

 the way of that being the case and the pathway helped us move a lot of those things out.” 

 (TTP) 
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In particular, the GP understanding of back pain therapies and how the pathway may standardise 

the treatment the patient would receive   

 “…certainly from the pain world that I came from, there was such a variety of GPs 

 understanding of pain treatments that patients were…getting all sorts of things happening to 

 them, so I thought it was quite a good idea.” (Physio) 

 

From a GP perspective, one suggested that it was a good idea, that it was a good way to get patients 

seen quickly. 

 “I find it a useful way to get people seen quite quickly in the lower back pain pathway.” (GP) 

 

Clarity of the pathway 

There were conflicting reports from participants with regard to the clarity of the pathway. The TTPs 

were all of the opinion that they were given a clear understanding of the pathway during the training 

they received. 

 “I think of everyone that went on the training….everyone came out that training with no 

 doubts of what the pathway was.” (TTP) 

 

 “Yeah, very clear in terms of the lead for the training I thought was I thought it was 

 excellent and they (the trainer) had excellent knowledge.” (TTP) 

 

They commented that there were no real surprises, in terms of what the pathway was set up to do, 

it was useful to have a clear explanation of how it would work in practice. 

 “What the training helped about was kind of fleshing that out a little bit more, about how 

 that was actually going to work in practice. But I don’t think there was any surprises in in 

 what they were trying to do, it was helpful to see how it  was actually going to work to be 

 implemented in practice really.” (TTP) 

 

On the other hand, one GP commented that they were happy with the way they had dealt with back 

pain previously. Whilst another commented that they believed the pathway was an improvement, a 

clear structured plan treatment. Another suggested that they didn’t think the pathway was very 

clear. 

 “Yeah, I think it’s not that clear. (GP) 
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One specific issue raised by GPs, was the lack of clarity around what to do with a returning patient. 

That is, someone who they had previously referred to the back pain pathway but had then come 

back to them complaining of back pain again. 

 “But for some reason they come back after a few months, and I have experience of this, they 

 say would you refer me back because all I was asked to do was some exercises….and I see the 

 bottom of the letter they have been discharged. That’s making them self-care but if not 

 improving they’re referred back…..that’s where the confusion lies.”(GP) 

 

 “We get a lot of people come back from having been assessed and they come back and see 

 us because they’re not any better, and then we’re a bit stuck really. …. well you’ve already 

 been there, now where to do we go?” (GP) 

 

Physios reported being surprised on hearing about the direction of focus of the pathway, as they 

interpreted it as being directed towards acute back pain patients, whilst they believed the problem 

lay with chronic back pain patients and that acute back pain would resolve naturally. 

 “I think when we went to that meeting at James Cook it was very much about an acute back, 

 we all came out quite shocked didn’t we, we were all like but the problem is with chronic pain 

 patients.” (Physio) 

 

Training 

In relation to training about the pathway, participants gave conflicting accounts of their experience. 

Overall, the TTPs reported that, whilst intense, the training was excellent and exactly what was 

required. However, some did suggest that, depending on the individual’s background, the training 

could be a lot to take in if they were less familiar with some of the concepts explored in the training. 

 “….it’s fairly intense, there probably could be more role-play but that’s always a bit 

 uncomfortable for some people.” (TTP) 

 

 “….certainly in the training that I was on….it did vary, maybe what their  knowledge was at 

 that time before the training. So I think a lot of the training was quite new to them or maybe 

 they were uncomfortable with some parts of it and how to deliver it.” (TTP) 

 

It was also proposed that some form of assessment to gauge retention of the knowledge acquired 

through the training could be done. In addition, that there could be the development of some form 

of competency framework to ensure consistent, appropriate, delivery of the pathway. 
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  “….but probably the training should be over maybe a longer period of time but perhaps to 

 make it more robust, have a supervision element so that people are actually able to see 

 practitioners actually seeing real patients because it’s all well and good just doing role-play, 

 but it’s not reality.” (TTP) 

 

Another participant commented that it was good to see core physios at the training, as well as 

extended scope practitioners, suggesting that this would enhance the consistency of the delivery of 

the pathway. 

 “….it was good to get ESPs and core physios into that training, because….we refer patients 

 onto core physio for treatment and them singing off the same hymn sheet as us with a bio 

 psychosocial model of the pain was helpful.”  (TTP) 

 

However, GPs suggested that they had received no formal training in relation to the pathway. When 

questioned about training for the pathway, GPs related this to mean training on how to use the 

STarT Back stratification tool. 

 “No, as I say, I gather there was some roadshows but I missed them and they passed me by, 

 they weren’t very well advertised or I never got the email or whatever, so you know, the 

 whole thing just hit me.” (GP) 

 

 “We had (it) fitted on our S drive (STarT Back), our sort of hard drive, way back in July, so 

 obviously I think there would be other stuff, probably that we haven’t put on the computer, 

 but that’s what we’ve got, and then we’ve got just the form.” (GP) 

 

Physios, similarly, reported not having received any training on the back pain pathway. Stating 

instead, that they had simply received some in-service information delivery on what the pathway 

was about. 

 “….but it was it was just more, it wasn’t training, it was just sort of an in  service about what 

 the pathway was going to be.” (Physio) 

 

Additionally, practitioners suggested that they were told that they would be ‘directed’ about what to 

do with patients, that this would remove their autonomy as healthcare professionals. They further 

stated that they were told that they would not even assess patients and that this was inconsistent 

with their role, therefore, they felt it was necessary for them to assess all patients they saw. 



 

The North of England Regional Back Pain Pathway: Evaluation Page | 44  
 

 “….but the way they approached it wasn’t great, was it? Because they were kind of telling us 

 exactly what we would be expected to do and it was almost like all the autonomy was going 

 to be removed from us.” (Physio) 

 

 “Yeah, we were told that we wouldn’t even assess patients, weren’t we?” (Physio) 

 

 “Yeah, and we kind of said well, yes we will because that’s what we do and we’re never 

 going to not assess patients but we’re going to assess them and  treat them as we see 

 appropriate regardless of who does the refers.” (Physio) 

 

Cognitive Participation 

Engagement in practice 

In general, GPs reported that they believed that the “majority”, or “more or less” of their various 

practice partners had engaged with the pathway and its delivery. Although, one GP stated that if 

they had, what they considered, a patient who was low risk they would refer them to the in-house 

physiotherapist at the practice 

 “…if they are in a low risk, we have for example [an] in-house physiotherapist here.” (GP) 

 

Physios and TTPs stated that they believed most of the members of their team had taken the 

pathway on board, however, there had been some resistance in some cases. Some TTPs said that 

they believed there was variation in GP engagement. 

 “I know some of the GPs in Middlesbrough…. and on the whole it sounds like there’s good, 

 positive, like they’re keen for it and they’re so I think on the whole the GPs have been very 

 supportive of it.” (TTP) 

 

 “…most people took [it] on board quite well, but I think it’s the GPs that are probably a bit 

 more resistant. (TTP) 

 

Another TTP suggested that whilst everybody said the right thing in meetings, delivering the 

pathway in practice may not always be the case. For example, when faced with a challenging 

patient, where the intervention was difficult for the patient to accept, it was easy to revert to what 

was comfortable, that is the biomedical model of care. 

 “…generally everybody says the right things in meetings, whether they do the right things 

 with patients is obviously always difficult to evaluate…delivering the intervention with some 
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 patients can be extremely challenging and the biomedical model is very comfortable for 

 people to stay with and unfortunately when you have a challenging patient no matter how 

 much you try, it’s very easy to revert back to what’s very comfortable.” (TTP) 

 

Physios, similarly, reported that there had been some resistance, that is to say, people had 

continued to treat patients as they had previously. There was a caveat to this, that some of this may 

have been due to, what they considered, inappropriate treatment referrals from the TTP. For 

example, “can you give them a couple of massages” may undo work that they [the physio] had done 

to prepare the patient for self-management. 

 “…because you’ll get people through, you do a load of work with a patient and you’re trying 

 to get them self-managing it, and then they’ll come back from them [the TTP] and they’ll say 

 ‘can you just give them a couple of massages’. Well that’s completely undone all the work 

 that we did with the patient and sometimes the Treat and Triage Practitioners seem to refer 

 through weird things that don’t make sense.” (Physio) 

 

Collective Action 

Practicality of the intervention 

GPs said that they believed that the structure of the pathway and having a clear point of referral was 

very useful. However, in terms of practicality, they suggested that the time constraints involved in 

using the template and completing the STarT Back tool were too great. 

 “I wouldn’t have time to use it [STarT Back], I wouldn’t use it in the middle of a busy surgery 

 anyway because I’m so busy and running to time and all that…”  (GP) 

 

 “It is useful in actually coming to the diagnosis of the problem, so actually a structured 

 template, helps them focus on that area, and I think that practical aspect. So that’s practical, 

 that’s been helpful.” (GP) 

 

 “…so, yeah, we’re probably using it [pathway] more for that reason as well, to get some 

 physio. The first forms [STarT Back] were very unwieldy and took forever to fill in, so we just, 

 we didn’t have the time to do it, so we didn’t use them. (GP) 

 

Physios reported that they had found the pathway process, at times, frustrating. One participant 

gave the example that, if they had a patient with a shoulder problem who then complained of a back 

problem, they were unable to investigate the back problem but instead had to tell the patient to go 
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back to the GP. Similarly, a hip or knee complaint may be linked to a back problem. Practitioners saw 

this as not only frustrating for them but also for the patient, creating the necessity for additional 

appointments in the system. 

 “There are times where it’s really frustrating because a patient will come in and they’ve got a 

 shoulder problem, and then they’ll want you to look at their back, and you can’t look at their 

 back….you’re prolonging the problem.”  (Physio) 

 

 “…that’s quite frustrating to stick to and when you’re when you’re not sure if somebody’s a 

 hip, or a knee, or a back, and it’s a little bit muddied. You used to be able to just assess their 

 back and assess their knee but now you can’t.”  (Physio) 

 

In contrast to this, TTPs suggested that they considered the implementation of the pathway to be 

relatively straightforward. The most difficult part of the implementation was seen by some to be co-

ordinating the follow-up processes with other departments and agencies. 

 “The biggest change has been when we’re trying to organise the add-ons like the nerve root 

 blocks, the quick access to MRIs. Those are the bits where we’ve had to engage quite a bit 

 with other I’d say agencies but other departments; orthopaedics to change their practice a 

 little bit, and radiology to change their practice a little bit and sort of prioritising our [back 

 pain] patients.” (TTP) 

 

However, some TTPs stated that there were issues with inappropriate referral of patients onto the 

pathway from the GP. In addition to this, there were patients referred to the pathway that did not 

have all of the relevant information in their notes that the TTP would expect. Furthermore, they 

pointed out that they have patients coming to them who don’t know why they are there, that they 

are on the back pain pathway. 

 “…for referrals coming in, I would say they are a bit ropey really from the GP side. So you 

 either get them, they haven’t marked them on the pathway. So we’re picking them up and 

 then having to send them off somewhere to get the Keele [STarT Back] questionnaire and 

 stuff done, and then putting them back through on the pathway. I mean we get arms and 

 necks on the pathway, on the pathway paperwork, we get all sorts.” (TTP) 

 

 “Often they’ll [GP] say they’ve done the STarT Back, but they haven’t put the numbers in, so 

 we actually don’t know what the numbers are when they come through to us. Not many of 

 them [patients] come expecting this is simple back pain and it just needs a little bit of 

 rehab and advice to get it going. They’re, most of them, don’t really have a clue what’s going 

 on and don’t know what to expect; they’ve just been sent.  So it sort of feels a bit like sort of 

 saying to them, ‘you’re on this pathway, we need to send you in there, off you go’.” (TTP) 
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These issues were suggested to be due to a lack of engagement of GPs with the pathway 

implementation. 

 “So I think that’s the issue, isn’t it? It’s the engagement and it’s fallen down with the GP.” 

 (TTP) 

 

Another, potential, practicality issue with the pathway was the differences in throughput of patients 

between different CCG areas; possibly due to interpretations of the definition of ‘acute’ back pain. 

Some practitioners mentioned the difficulty of added time for consultation in line with the pathway. 

This was explained as relating to patients’ previous experiences of other healthcare settings or 

providers and their resultant expectations. They went further to suggest that a patient with learned 

behaviours is not easily changed in practice when also considering time and waiting list pressures. 

However, they also recognised that this was something they needed to work with and become 

better at dealing with. 

 “Yeah, it is, it is practical. It can be more time consuming, depending on the patients’ 

 previous experience of healthcare settings and healthcare provider. So they may have some 

 very unhelpful beliefs or behaviours and those beliefs and behaviours are not changed 

 quickly. So applying that in a normal work situation when we all have time pressures and 

 waiting list pressures and things like that can be challenging. But we have to work within 

 those constraints and we just need to get better at applying ourselves.” (TTP) 

 

Did it work out as expected? 

The GPs felt that, as they were not involved in the development of the pathway, they did not have 

any preconceived expectations of how the pathway would work. One GP commented, that they 

thought the pathway had taken a chunk of work from them. 

 “…if that service wasn’t there, we would be sorting out back pains ourselves and referring to 

 physio or referring for scans, so it has taken a chunk of work off us which is always nice.” 

 (GP) 

 

Another GP commented that they were not aware that the TTPs could refer for scans, and that they 

had only recently found this out from a colleague; they suggested that this could have been 

communicated better. 
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 “…we didn’t really know what the back pain clinic could do. I only found out that they could 

 do scans and things through one of my colleagues who’d had referred a patient and got a 

 quick scan. So I didn’t know that they could do that, I thought it was just a quick triage of 

 mechanical back pain really.” (GP) 

 

The TTPs suggested that the implementation of the pathway had gone how they had expected. 

Some participants attributed this to the organisation of the supporting processes and 

communication with colleagues. One participant, however, mentioned issues with the self-referral 

system in that the self-referral form did not capture enough information about the patient when 

making a consultation booking. 

 “…if the pathway’s going to flow properly, you need the right information. There’s not 

 enough information on the self-referral form. So an acute back first episode, if that was 

 made clear, they’re managed in a different way. Where the self-referral doesn’t give you that 

 information and the chronic backs that have had 25 episodes, you can’t distinguish those, 

 and they probably need a bit more time or a slightly different pathway than the acute 

 ones. So the self-referral form or direct booking would be better because you can see on 

 System1 the GPs last consultation, you know they’re an acute back, you know how they’ve 

 been managed before, whereas self-referral doesn’t give you any of that information.” (TTP) 

 

In contrast to the TTP participants, the physios reported that they believed the pathway had worked 

out better than they had anticipated, as it had not been as ‘prescriptive’ as they had perceived, or 

they were told, it would be. However, there was still the underlying feeling of being subjected to 

picky, scrutiny. Subsequently, they stated that they hadn’t really changed what they were already 

doing, so the pathway had acted as a confirmation of their practice. 

 “I think in some way it’s been better for us because initially it was going to be very, it 

 sounded like it was going to be very prescriptive…but actually in the end…we still haven’t 

 actually changed much.” (Physio) 

 

 “I feel like it has worked out better than I thought it would be, because on the positive side 

 there was the groundwork that’s been done for the patient. The  patient understands that it’s 

 normal to find there’s an MRI scan to have bulges and different pathologies on there but you 

 can get on with your life. They’ve kind of been primed a little bit before they’ve come in to 

 see us, so that conversation’s a little bit easier to have. From the first meeting that we had, 

 that was a bit, it’s all going to be very prescriptive, it hasn’t turned out to be that way, 

 although there is a bit of picking at what we do actually.” (Physio) 
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Practitioners suggested that there was quite a variety in the referrals they received from the TTP. 

This comment seemed to be aimed at the level of information that had, or had not, been given to 

the patient prior to arriving for their appointment with the physio. 

 “Yeah, and we just get very varied referrals from the TTPs, very varied. Some of them 

 [patients] know exactly why they’re coming to physio, you know they understand a lot about 

 what’s going on and some of them haven’t even been told they’ve been coming to physio. 

 You know they’ve got this appointment and they’ve turned up for it but really they haven’t 

 agreed to come. So then it’s almost like you’re sort of fighting against them 

 straightaway…You get that quite a lot. I think differences from where they’re coming from is 

 massive.” (Physio) 

 

Reflexive Monitoring 

Implementation review 

In terms of reviewing the pathway implementation, GPs reported that they were unaware of any 

reviewing of the pathway. Although, they agreed that this would be likely to be something useful 

and, also, something had they had discussed with their practice partners. One practitioner, again, 

suggested that this was something that they simply did not have the time to do. 

 “No, we were just saying that might be an idea to…have a look at patients who have been 

 through the pathway and then see if we’re then seeing them back again with back pain still, 

 and just see how effective it has been.” (GP) 

 

 “…but that’s all I know, I haven’t done any research myself, because I don’t have the time.” 

 (GP) 

 

The TTPs suggested that there was no formal process of review but that they were reviewing the 

pathway implementation in their respective teams. Topics that were suggested as having been 

discussed at these meetings included, the throughput of patients on the pathway and the 

appropriateness of referral from the GP. In addition, there were suggestions of reviewing the 

processes involved in the pathway in order that improvements and learning could be enhanced. 

 “We’ve certainly reviewed our processes, looked at how we do things, looked at why we did 

 them. Partly so we can improve what we’re doing here, but partly to kind of give that 

 information to them [other sites] so people aren’t then doing the same things over again. 

 (TTP) 
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 “The actual patient contact has been fine, that the bit that everybody is sort of fallen into 

 place and that that’s going really well. But it’s more to do with the actual recording of data 

 and sort of those bits, and how we refer on and who we refer on to and you know making 

 sure that clinics are available to us and things like that. Which perhaps should have been 

 sorted out a little bit earlier on, but it’s only when we’re coming across issues that we then 

 say, hang on, we need to do that now.” (TTP) 

 

Similar to the TTPs, physios reported that they were reviewing the pathway implementation in their 

respective teams. Things, such as the feeling that their practice was being scrutinised, had been fed 

back to their line manager, although, it was felt that in spite of this feedback nothing had changed. 

Additionally, the variation in the referrals from the TTP had been fed back, but again nothing was felt 

to have changed. The participants stated that, if there was a process in place that was reviewing the 

pathway, in terms of it making a difference to patients, there were not aware of this. 

 

Future of the pathway 

A common feeling from participants was that there needed to be an evaluation of the pathway in 

order to understand whether the pathway makes a difference in terms of patient outcomes and 

potential cost savings. This was also related as being necessary for commissioners support and 

enable further roll-out of the pathway. 

 “I think, ultimately, the GPs and the commissioners are going to see the benefit of what 

 we’re doing…the pathway’s common sense and it’s a good way to manage people.” (TTP) 

 

 “On a commissioning point of view, once they realise that we’re not doing wasteful tests or 

 wasteful procedures and it’s actually saving money.” (TTP) 

 

One GP suggested that there could be a survey of GPs to gather their thoughts on the pathway, such 

as, things that worked well and things that could be improved. 

 

Sustainability of the pathway 

There were no individual aspects of the pathway that were specifically identified as being readily 

sustainable. However, the TTPs suggested that the pathway as a whole should be sustainable, as it 

was the correct way to manage back pain patients.  
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 “To manage these patients correctly from the off, is the right thing to do for patients and it’s 

 the right thing to do for the NHS. It’s the cheaper option…so I think the process is right. I 

 think it’ll take time to bear fruit, and to realise the savings that are, potentially, to be made 

 from it.” (TTP) 

 

One suggestion to enhance sustainability of the pathway was that there should be a single point of 

access, to take the GP out of the process, to use the physiotherapist as the first point of contact. 

 “The biggest problem is going to be is how the patient’s accessed into that [pathway] as far 

 as I’m concerned. If we can get it so that patients don’t go and see their GP for back pain; 

 they come direct to a physio and the physios follow the pathway then that’s got to be 

 sustainable throughout. But when you’ve got too many different practitioners, with different 

 agendas, then the pathway won’t be sustainable. I think it’s the single point of contact, with 

 a single pathway, then it will be readily sustainable.” (TTP) 

 

Further elements of the pathway that were perceived as being, potentially, difficult to sustain were, 

the uncertainty of knowing the number of patients that were likely to hit the service and the process 

of all patients on the pathway being targeted as urgent. 

 “I think the big uncertainty for us at the minute, is that we have absolutely no idea 

 what the impact is going to be on our service, because we don’t know how many patients 

 we’re talking about.” (TTP) 

 

 “I think one of the things we raised, wasn’t it, was how sustainable is everyone coming 

 through as urgent?” (Physio) 

 

These points were further supported through comments from the GPS, in that, staffing may be 

problematic to maintain waiting lists at reasonable/targeted timescales. 

 “It depends on the staffing I mean, it will be sustainable if there’s enough staff, frontline staff 

 particularly, if there’s funding for that.” (GP) 

 

Other comments, regarding a challenge to the sustainability of the pathway, related to the CPPP. 

Whilst participants could see it as a valuable resource and the feedback from patients was very 

good, they questioned its sustainability, in particular, due to the perceived cost of the programme. 

 “I like the idea of that CPPP, but I was surprised at I suppose at the input there for quite a 

 few, just a relatively few amounts of patients, because that must be expensive to do, quite 

 intense, so I don’t know if that’s sustainable. It’s a brilliant service and patients obviously 

 speak highly of it, but I’m not quite sure if in today’s NHS it’s sustainable.” (GP) 



 

The North of England Regional Back Pain Pathway: Evaluation Page | 52  
 

 “I do sort of worry about the CPPP because it is expensive. But I think, from what I’ve heard, 

 it seems to be going really well and they’re getting good outcomes. (TTP) 

 

Developments and changes 

One of the GPs suggested that the pathway should be moved away from the hospital setting and 

managed in the community. Currently, patients are referred to the TTP at the hospital, which is not 

ideal when trying to de-medicalise back pain. 

 “I think, having it at the hospital is not a great idea really because we’re  almost referring to 

 a specialist, that’s the way patients view it. We’re trying to down play acute back pain as 

 being a part of normal life really, and this is how you manage it.  So I’d like to see it more in 

 the community than hospital based really. (GP) 

 

Another suggestion made by the GPs was that they needed to understand what to do with follow-up 

patients, those who had been through the pathway but did not feel themselves to be any better. A 

recommendation common to TTPs and physios, was that the first point of contact for back pain 

patients should be a physio, possibly based in the GP practice. It was further suggested, that this 

would likely have the added benefit of removing some of the workload from the GP. 

 “I still maintain that I don’t understand why we aren’t the first point of contact, I 

 don’t get why people don’t have physio first and then when they don’t get better go to the 

 TTP. It makes no sense to me, it seems really, really wasteful.” (Physio) 

 

 “I’d say, on a personal level, I think having a physiotherapist working in the GPs practice.  

 What we need to do is get the receptionist to triage the patient and say, ‘why are you here? 

 Why do you need an appointment?’ ‘I’ve got a bad back’, ‘right we have a physiotherapist; 

 you don’t need to see the GP, you see a physio,’ The physio sees them like a doctor would and 

 then that first point of contact we can reassure them, manage the acute backs and probably 

 80-90% of the patients won’t need any further intervention. If the patient then does re-

 present then that person organises the further pathway along. (TTP) 

 

Further comments made by the participants, related to the collection and recording of outcome 

measures and the systems involved with this. They stated there were issues in sharing data between 

primary and secondary care, and communication between data systems. This was extended to issues 

with the completion of the STarT Back tool, where some participants claimed they were seeing 
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patients for whom this had been completed, whereas, others claimed they were completing it 

themselves. 

 “I think if we’re looking at more the outcome measures and things it’s frustrating that we 

 spend a lot of time trying to solve a lot, of what are technical issues. Things about, where is 

 this going to go, which database is this going to sit on, how is that going to link; and to me 

 that shouldn’t really be  a clinician’s issue.” (TTP) 

 

 “We’ve all certainly been involved in saying what we need to get from [the] database and 

 outcomes and things like that; it’s not really what we’re very good at to be honest. Maybe 

 having that kind of support, because a lot of the frustrations we have is to do with system 

 problems; you know, things like, this doesn’t talk to that, that doesn’t talk to that.” (TTP) 

 

 “…but I’ve had a bit of resistance from the GPs where I work, where they feel it’s more 

 appropriate for us to be filling the STart Back tool in. They’ve [patients] had a telephone 

 consultation with the GP, they’ve [GP] then booked in for physio, for whatever reason, and 

 then they’ve [patients] come in and then I’ve had to then task the GP to say can you do the 

 STarT Back tool and they’ve said, why can’t physios be completing this, because we’re not 

 supposed to be.” (Physio) 

 

Physios commented on the fact that they felt they were still a bit of a dumping ground for patients, 

something which needed to change. They questioned the fact that, when a patient has been 

referred to physio on multiple occasions, they were still being referred to physio. The participants 

suggested that they had understood that the pathway was supposed to stop those patients from 

repeatedly coming through the system, but that this was not happening. 

 “I think we’re still a bit of a dumping ground and that needs to change. My vision of like the 

 pathway was that patients that perhaps have been through physio several times before have 

 not improved; why are they getting referred back through again?” (Physio) 

 

 “…because, ultimately, it was set up to try and kind of decrease the amount of times people 

 come back through the service with back pain, so for those patients they’re just going to 

 keep coming back through. I thought it was initially set up to stop that” (Physio) 

 

An additional suggestion made by participants, was that there should be a wider dissemination of 

information about the back pain pathway and the treatment of back pain patients in line with NICE 

guidelines. This comment related to other agencies who might provide treatment for back pain such 

as, sports therapists, chiropractors and private physiotherapists. 
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 “I think the communication and the engagement of people at the start and even if there was 

 something to look at, not just GPs in the area but other physios, sports therapists, gym, all 

 the places that people go to.” (TTP) 

 

Pathway evolution 

A key message from GPs, was that it would be important to show how things had gone in the early 

implementer sites to support the wider adoption of the pathway. This sentiment was supported by 

the TTPs, stating that demonstrating benefit to patients, through improved outcome measure, and 

the potential financial benefits that the pathway may produce would be helpful in uptake of the 

pathway on a larger scale. Additionally, participants suggested that they believed it would be useful 

for them to be more involved than they had been to date. 

 “I think it would be interesting to see where it goes in the future, and whether it  is 

 sustainable, whether it has done what it was done to set up [to do]. I think we probably  

 would like to be involved a bit more in it, or know a bit more about what goes on than we 

 currently do.” (GP) 

 

 “I think it needs to be evaluated….probably do some sort of outcome measures to see have 

 the patients who’ve been through the system recovered and have they been back to see the 

 GP. Has it worked in de- medicalising and saving money….in terms of operations….and 

 hospitalisations and medication as well probably.” (GP) 

 

 “Change doesn’t happen overnight, does it? But, I think you need a strong leadership 

 team….it’s getting every CCG in the country on board isn’t it and  then showing them that 

 cost effectiveness of not over-treating, of not over-testing; not sending patients for 

 unnecessary procedures.” (TTP) 

 

 “I think it needs, it’ll have to develop nationally for it to stand up to test of time because I 

 think if it’s just a little pocket up here, then eventually it’ll crumble really.” (TTP) 

 

 

 

 

 

 

 



 

The North of England Regional Back Pain Pathway: Evaluation Page | 55  
 

CPPP Patients 

Behaviour of pain prior to CPPP 

All participants reported that their back pain had either remained the same or had worsened over 

time. 

 “My back pain hasn’t changed at all.” (CPPP3) 

 

 “It’s no different, it’s just the same.” (CPPP 6) 

 

Some suggested that their pain fluctuated, that there were some days where their pain was better 

or worse than other days. 

 “It’s probably plateaued really….it goes through runs, so sometimes it’s worse; sometimes it’s 

 worse than others. (CPPP 7)” 

 

Others, reported that they had experienced periods where their pain was reduced and manageable. 

However, this reduction in pain, attributed to a form of treatment they had received, was temporary 

in all cases.  

 “…they all sort of tried to align your spine and give me exercises…to temporarily relieve the 

 worst of the pain.” (CPPP 2) 

 

 “…it’s never been not liveable with but there’s days it’s a lot worse than other days and the 

 days that it’s bad, its really bad, and the days that it’s fine, it’s fine.” (CPPP 6) 

 

Most participants attributed their back pain to a particular event, lifting, an accident, or as a result of 

an injury or issue with another part of their body. For example, one participant suggested that they 

believed their back pain had resulted from an Achilles tendon injury and their subsequently affected 

gait as they had not had back pain prior to this event. However, some could not identify a cause for 

the onset of their back pain. 

 “I put it all down to having my Achilles tendon snapped in here. And the way I’ve walked, I 

 believe that’s what caused it, because I didn’t have any back trouble before that, none 

 whatsoever.” (CPPP 4) 

 

 “I believe it was an injury, I’d lifted something, a couple of days later crippled.” (CPPP 5) 
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 “It wasn’t as a result of a specific injury or anything. I’ve got arthritis in my neck and 

 obviously that’s all connected with the spine and I was getting low back pain. I can’t pinpoint 

 an exact time that it happened.” (CPPP 8) 

 

Other participants attributed their onset of pain as being the result of childbearing, as they had not 

had any problems with back pain previously. 

 “It was after I’d had my daughter and for some reason it just started with a lot of back 

 pain.” (CPPP1) 

 

 I think it was probably having the children and through pregnancy. Absolutely fine, not a 

 problem carrying at all; it was after, after I’d had my first child, something slipped out. And 

 after my second child the problems started again, something else has slipped out.” (CPPP 3) 

 

Participants suggested that their back pain had remained the same because they had simply 

continued with their normal levels of activity or because nothing had changed. 

 “Probably because nothing’s changed since I went to the GP.” (CPPP 6) 

 

 “Because I will always do what I’ve done before, if I want to do something I’ll do it and then 

 sort of do it till my back hurts and then sit down and then do a bit more once its eased off I’ll 

 just go and do it again.” (CPPP 9) 

 

Pain type, treatment expectations 

Participants reported having suffered from back pain for a wide variety of periods of time, ranging 

from 2 years to over 25 years. Some participants identified a sudden, sharp, onset of their back pain, 

whereas, others reported suffering hip pain for a period of time that was ultimately attributed to 

back pain. 

 “I just had the most immense like lightning hitting through my foot and up into my back and 

 across.” (CPPP 1) 

 

 “I’d been sweeping the back garden with a sweeping brush and it just went and it was, I 

 couldn’t straighten and I was in a lot of pain. (CPPP 6) 

 

Expectations of those suffering sudden back pain when visiting their GP were to relieve the pain and 

to check for any damage to their spine. 

 “A miracle. Well I didn’t expect for it to last as long as it has at all, I just thought, give us a 

 course of painkillers and it’ll go away but then it never did go away. (CPPP 1) 
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 “I wanted him to do something.” (CPPP 3) 

 

 “I think, when I initially went, I just expected to be sort of given some sort of pain relief and 

 somehow to manage it, and things like that” (CPPP 6) 

 

 “Just probably pain relief really, just to manage the pain and get me back to work.” (CPPP 7) 

 

 “For him to send me for an X-ray or an MRI” (CPPP 9) 

 

No clear pathway of care could be identified from the discussion with the participants. Instead, 

participants reported a highly variable response from their initial visit to their GP. Some suggested 

they had been prescribed various forms of pain relief medication such as, Tramadol, Amitriptyline 

and Gabapentin, whereas others, had been given exercises their GP. Some of the participants 

reported having been referred for MRI scans or for X-rays. 

 “Struggled through it for years and obviously got painkillers.” (CPPP 1) 

 

 “He did some sort of movements on my legs and things like that and then sent me for an 

 MRI.” (CPPP 6) 

 

 “They put me to see a physio at hospital, so I just had some physio sessions and that was kind 

 of it” (CPPP 10) 

 

The first point of referral from the GP, for many of the participants, was to a physiotherapist, whilst 

others had reported seeking help from private appointments with physiotherapists. Again, the 

expectation from this referral was that the physiotherapist would be able to provide some form of 

solution for their pain. In almost all cases where participants had attended physiotherapy they had 

been prescribed with exercises. The participants reported having experienced varying degrees of 

success with the exercises in terms of improving their back pain. 

 “…it was to try and just strengthen my legs because that was when I was limping as well and 

 it was just to take the pain away.” (CPPP 1) 

 

 “He said, let’s try physio, and that that worked really well. Extremely painful, to the point 

 where I actually questioned should it be so painful for me to actually do the exercises. And 

 they said, well yes, it is going to be painful, because you’re stretching muscles and using 

 muscles that you wouldn’t normally use in everyday life.” (CPPP 5) 
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One participant mentioned that they had booked a private appointment with a chiropractor. Again 

the expectation was that the chiropractor would be able to do something to relieve the pain. 

However, the participant reported that following a series of appointments, they believed their pain 

to be even worse. 

 “The chiropractor, I thought they’d be able to fix me. Just make it….more 

 manageable and stuff. And so, of course, I went for that and he was like, three times a week 

 for however many weeks, about 6 weeks, which was you know £30 a pop. Very expensive, 

 especially when you’ve got small children and I thought it’s not getting any better, in fact it 

 was slightly worse after I’d been to see him.” (CPPP 6) 

 

The first point of referral from the GP for some of the participants, however, was to a consultant 

surgeon. Various outcomes were reported by the participants on being referred to the consultant, 

many of these related to the X-ray or MRI results that they had been sent for previously. For 

example, one participant stated that they had been told that they had degeneration in two discs and 

that the sciatic nerve was trapped. After surgery, the participant was told that nothing had been 

done with the discs but that the sciatic nerve had been moved so it was no longer trapped. The 

participant said that they felt no better and went back to the GP where they were referred for 

another bout of physiotherapy. Other post-imaging reports gave similar outcomes. 

 “I’d went to have an MRI, and they saw my sciatic nerve was trapped and…there was 

 degeneration in my bottom two discs and possibly higher. When I went back to see the 

 surgeon after [the operation] is that he’d moved my sciatic nerve so that it wasn’t getting 

 trapped by the bones.” (CPPP 1) 

 

 “…it was bottom four discs clearly bulging and obviously catching a sciatic nerve. (CPPP 2) 

 

 “…and there were some discs out, and a bulge which they felt was trapping a nerve. (CPPP 4) 

 

Combined Physical and Psychological treatment Programme (CPPP) 

Of the participants taking part in the evaluation eight had attended the CPPP, whilst two had 

declined attending the programme. In one instance the participant declined the programme on the 

basis that they were self-employed and could not afford to take the time of work. However, they 

reported that they would have liked to be able to attend the programme as they believed it may 
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have been helpful. The second participant based their decision to decline the programme on the fact 

that they dealt with Cognitive Behavioural Therapy in their normal work and did not believe that it 

was appropriate to their condition. They stated that they would be annoyed to be told that they did 

not really have the pain, that it was imagined pain. 

 “I don’t get paid if I’m not at work and that was that was the one thing. I knew that I couldn’t 

 afford to not have that wage. Had there been some sort of funding, then I would have been 

 happy to say to my employer, look I’m going to be on the sick for three weeks, this is why I’m 

 doing it, and I would have done it, gladly. I would have liked to have tried it, had I been able 

 to get some form of sick pay from my company, I would have liked to have gone on it. I 

 think just for the mental side of it more than anything else. (CPPP 5) 

 

 “…it didn’t suit me,…I deal a lot with CBT with the kids that I work with and I just felt, I felt a 

 little bit annoyed that I felt like I was being told I didn’t really have the pain, that it was all 

 sort of imagined pain. As soon as I came out I knew I didn’t want to do the programme. I 

 couldn’t…for time constraints with work.” (CPPP 6) 

 

Some of the participants had expectations of a cure from their back pain by attending the 

programme while others were less sure of what to expect but were willing to give it a try. However, 

they commented that it was pointed out from the outset that the programme was about 

understanding pain and not a cure.  

 “Yeah, it sounded good to me.” (CPPP 2) 

 

 “I was over the moon, because I thought I was going to fixed to be quite  honest, I thought I’d 

 come out of there in no pain, or anything.” (CPPP 4) 

 

 “To be honest I did think it was going to be a cure. But it was set out so well, and I couldn’t 

 speak highly enough of the programme, almost right from day one that this isn’t a cure, it’s 

 more about understanding pain.” (CPPP 8) 

 

Participants who attended the programme were, generally, very positive about the programme, in 

some cases describing it as ‘brilliant’ and ‘excellent’.  

 “Yeah, it was excellent, yeah, very good.” (CPPP 2) 

 

 “It’s very good.” (CPPP 9) 

 

 “For me personally, excellent. (CPPP 10) 
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In particular, participants reported that they enjoyed the physical activity aspects of the programme, 

especially the pool based sessions. In fact, most participants suggested that there could be more of 

this content, including the gym based work and the hydrotherapy sessions carried out in the pool. 

For example, there were suggestions that a pool-based session every morning could help to get 

people up and moving.  

 “I would have preferred for it to be more physical activity…I mean [the] hydrotherapy was 

 brilliant. It was very good and the gym, excellent; I even got to jog on a treadmill by the end 

 of it like.” (CPPP 1) 

 

 “…but we’d said that if you had a pool session every morning it just gave you that energy to 

 do the rest of the day because some of some of the days were very, very tiring.” (CPPP 3) 

 

Another aspect of the programme that was highly praised was the explain pain sessions. They said 

that while it was intense it helped them better understand the reasons for their pain and begin to 

learn how to manage it better. Additionally, there were reports that this helped with the physical 

activity sessions as it helped alleviate a developed fear of being active. 

 “…just the way it was broken down and explained about the pain and the mindfulness and 

 everything.” (CPPP 9) 

 

 “So from an exercise point of view, that’s given me a lot more confidence knowing that I can 

 do it without, it’s not going to cause any flare-ups unless I overdo it, if that makes 

 sense?...the pain management modules were excellent, getting some really good 

 understanding.” (CPPP 10) 

 

Some participants reported initial anxiety and reticence about the residential nature of the 

programme. However, having taken part in the programme, participants reported this as a positive 

thing. This principally related to the fact that you were already there, if the programme was on a 

residential basis, it would have been too easy to not turn up if you didn’t feel like it on a particular 

day. Further to this, the benefit of the peer support available through being in a group-based, 

residential programme was roundly praised. 

 “I do think it benefited us all, having a big group of people…. Like I said, being in a group with 

 people who know what you’re going through and being able to talk about it.” (CPPP 1) 
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 “It’s brilliant, you get cocooned in that little group and you’re all trying to help each other 

 and feeding off each other, it was brilliant.” (CPPP 2) 

 

 “It’s necessary I think to stay away because I actually found it hard coming back home on the 

 first Thursday. Yeah, I found it difficult but, yeah, it needs to be residential. (CPPP 3) 

 

A common suggestion was that the amount of sitting involved on the programme for the various 

education sessions was difficult to endure. However, it was recognised that these sessions were an 

essential part of the programme. Consequently, there could be some adaptation incorporated to 

include more breaks, stretching, etc. Aspects of the programme that were less well received 

included the sessions on dietary advice. In addition, there were mixed feelings voiced around the 

mindfulness and meditation sessions on the programme.   

 “Yeah, and the alternative, the alternative things; the meditations and that I’m not a big sort 

 of believer in that sort of thing.” (CPPP 2) 

 

 “I think the stretches and the mindfulness.” [aspects of the programme that were particularly 

 good] (CPPP 7) 

 

 “…the mindfulness and everything, overall, very good.” (CPPP 9) 

 

What is the experience post CPPP? 

All participants reported having experienced back pain since they attended the programme. There 

were differing opinions on how they would deal with this pain and whether they would visit their GP 

about the pain. Mostly, participants suggested that they felt better able to manage further episodes 

of back pain through the education and understanding they had obtained through attending the 

programme.  

 “Yeah, because I know my pain now, I know exactly what the pain is. So I would be able to 

 think oh hang on a minute, that’s a bit different. Yeah. I’m dealing with it a lot more 

 effectively, I’m not just taking Tramadol, and just getting on with it.” (CPPP 3) 

 

 “I made this list, and mine was remembering just a little caption that says remember it’s only 

 back pain, you can’t do anything to break it you know, it’s just a flare-up.” (CPPP 7) 

 

 “You’ve got to keep moving, you’ve got to do your stretches and since then I have been 

 alright. But its making sure that I do the stretches every day, that I use mindfulness, that I’m 
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 conscious of the strategies I’ve got to prevent it from happening. I set a reminder on my on 

 my laptop at work to make sure that I’m moving every hour and that’s helped.” (CPPP 8) 

 

Some suggested that they felt able to significantly reduce, or stop taking altogether, the strong pain 

relief that they had previously been taking for their pain.  

 “I was on the morphine, I just took myself off them because I was having horrendous 

 nightmares…and I thought no, I’m not taking no more of them. So I just stick with the 

 codeine now, I mean they explained how it works and what it does and things like that, and, 

 yeah, I do understand more about my painkillers now.” (CPPP 4) 

 

Others stated that they would return to their GP for back pain but that it would be more likely for 

them to return only if there was a specific incident or a change from the back pain they were used to 

experiencing. 

 “I mean if I’ve got a lot of pain, I would go and see my GP anyway…so if I had a real flare-up 

 of back pain then yeah I’d go and see my GP.” (CPPP 7) 

 

 “I don’t think I would do, because I know there’s no magic pill, I know what to do to prevent 

 it. So unless there was something that happened that presented  itself in an entirely different 

 way there’s no point.” (CPPP 8) 

 

Spreading the word 

Some participants said they had spoken to other people about back pain and that they had 

promoted the messages they had been given on the back pain programme. They said they had 

encouraged people not to be afraid of being active and that it was likely to be more beneficial than 

to do harm.  

 “To not be fearful of exercise and not get out and not try stuff. That it’s alright for it to hurt 

 sometimes, but in the long run you’re doing yourself better.” (CPPP 1) 

 

 “The course is [very good], I would recommend it to anybody like, because it was very good.” 

 (CPPP 2) 

 

 “I think…I can’t recommend it highly enough for some people. (CPPP 7) 

 

Also, they suggested that they had told people that the CPPP was excellent and, if they were offered 

it, they should attend. In addition, one of the participants mentioned that they had demonstrated 
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the stretches they had learned on the programme to their work colleagues, as they had mentioned 

experiencing back pain. 

 “So they’ve all asked me and I showed them the stretches. That was another 

 contingency, like do the stretches that I could do at work when it’s a little bit stiff and stuff 

 like that. So I could do stand-up stretches so I’ve kind of said to them at work, oh I’m just 

 doing my stretches.” (CPPP 7) 

 

Overview of findings from the CPPP patient analysis 

The participants of this aspect of the evaluation presented with a diverse range of duration of 

symptoms and experience of interventions in regard of their back pain. Overall, those who had 

attended the CPPP were generally very positive in their comments, that they had taken great 

benefits from the programme and that they would not hesitate to recommend it to others. Those 

individuals who declined partaking in the CPPP suggested their reasoning to be, in one case that they 

didn’t believe in the CBT approach, and the other participant that they were unable to attend for 

work reasons. Whilst the residential aspect of the programme was praised by those participants who 

attended, it must be considered that this could be a barrier to other individuals who may otherwise 

benefit from the programme content. There are a number of reasons that may prevent patients 

attending the CPPP such as, being self-employed, family commitments, or being able to take the 

time away from work. Therefore, there should be some consideration given to alternative modes of 

delivery of the programme content for those patients who are unable to attend the programme.  

 

Summary of findings. 

We interpreted a number of key findings from the qualitative data.  

 

When preparing the strategy to implement the pathway into a new region, the timing of that 

implementation with respect to existing contracts is important. That is to say, it becomes much 

more difficult to include the pathway into a delivery plan that is already underway with resources 

already identified elsewhere. In addition, the pathway should complement the priorities of the CCG. 



 

The North of England Regional Back Pain Pathway: Evaluation Page | 64  
 

 There should be a single point of contact/access to the pathway. This could be best achieved 

through the use of physiotherapists acting as the first point of contact to reduce the impact to 

current substantial GP workloads. If GPs do see the patients first it should be a minimal amount of 

work required to arrange treatment, namely triage out patients with red flags and then a click and 

point referral to the physiotherapist. 

  

Evidence of the performance of the local pathway is valued but provision of data from within 

services in primary care is a major challenge. There is a need for monitoring and assessment of data 

pertaining to service delivery and patient outcomes to become de facto.  Experience of this pathway 

has highlighted the opportunities for data collection to be automated in order for the goal of 

monitoring and assessment to become attainable. 

 There is a vital role for local clinical champions to stay with the implementation to promote 

successful practice and reassure peers.  

  

For implementation to take root and remain sustainable it is necessary to have robust and 

enforceable monitoring and switching off of ‘workarounds’ - services and procedures that are 

contrary to the pathway and best practice. 

 

Clear communication of the roles and responsibilities of all healthcare professionals engaged with 

delivery of the pathway is required. 

  

Attention should be paid to reducing confusion around the process for returning patients who have 

already been through the pathway.
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Health service performance indicators 

 

Information about secondary care activity related to the pathway was available from two different 

formats. Both have been analysed in the same way and use the same data sources. These are 

attached as Appendix 1 and 2. 

  

It was anticipated that implementation of the pathway would see a reduction in both spinal 

injections, with a possible increase in nerve root blocks, and spinal surgery.  The North East Quality 

Observatory Service provided the baseline data for the programme and the same definitions for low 

back and radicular pain were used by the North East Commissioning Service (CSU) on behalf of the 

North East and Cumbria CCGs to monitor activity and cost within these areas for consistency. 

  

Part way through the pathway period, changes to the regional Value Based Commissioning (VBC) 

policy were introduced in October 2017, setting out clear criteria for procedures carried out for the 

treatment of lower back pain that reflected the revised evidence base. The VBC policy uses slightly 

different definitions for lower back pain than those used for the Regional Back Pain Pathway.  

  

The latest reports that are available for the Cumbria and North East Sustainability and 

Transformation Partnership areas demonstrate that there has been variable impact against the 

pathway and VBC policy.  The CCGs in the North of the Region have not implemented the pathway, 

whereas four out of the five CCGs in the South of the region have implemented or part implemented 

the pathway.    

  

The most notable impact has been within HAST CCG, who have had significant reductions within 

activity and expenditure. The Regional Back Pain Pathway was implemented as part of a MSK system 

transformation programme, which ensured that there was a ‘true’ single point of access for all MSK 
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conditions including low back pain.  HAST CCG ensured there was a robust stakeholder engagement 

plan in place, particularly with secondary care providers and adequate, trained resource to offer 

MSK triage and treatment for all MSK conditions other than red flags and urgent conditions. 

  

This model and approach has formed a blueprint on assessing what needs to be in place to 

successfully deliver evidenced based pathways and decreasing the burden on GPs.
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Discussion and conclusions 

While the pathway has begun to be rolled out in other areas of the UK, we are unaware of any area 

that has reached mature implementation and provided substantial evaluation. The implementation 

of the North of England Regional Back Pain Pathway is consistent with the known evidence base that 

provides potential solutions for managing the extremely large and growing problem of low back pain 

championed in the recent series in the Lancet. 

 

The pathway is based on evidence-based recommendations of a biopsychosocial approach to the 

management of low back pain. These recommendations emphasise rehabilitation and maintenance 

of physical and psychological function, return to usual levels of physical and social activity, and 

encouragement of self-management. This is opposed to medical interventions and treatment of no, 

or limited, clinical value comprising physical rest, X-rays and scans, spinal injections and medication. 

Implementation of the pathway is intended to reduce the gap between evidence and practice as 

supported by current expert opinion.4 

 

The evaluation was severely hampered by the lack of provision of suitable data from clinical 

providers commissioned to deliver the pathway. The evaluation was planned around the premise 

that baseline and outcome data collection would be a feature of implementation of the pathway and 

that this data would then be made available for analysis within the evaluation. That did not happen 

except in the early implementer sites - South Tees, and Hambleton, Richmondshire and Whitby CCGs 

- which had already implemented the pathway and the provider of the pathway already had an in-

house system for data collection that had been embedded for a while. As a result, parts of the 

original aims are still unmet. 

 

There were various reasons for the failure to provide data for evaluation. First, the digital data 

collection system, developed as a bespoke product to fulfil data collection needs for the pathway, 
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failed to be implemented in the timescales of the project. Following the pre-evaluation stage, in full 

agreement with and involvement of the evaluation team, it was decided that the mechanism of data 

collection to be used within the pathway, and within CCGs acting as control sites before adopting the 

pathway, was to be by way of an online questionnaire sent directly to individuals attending with 

back pain using digital technology. 

 

Despite a broad consensus of the Clinical Commissioning Groups across North Cumbria and the 

North East to implement the pathway, there were challenges in being “system ready” to enable the 

implementation and this meant that there were no new pathway participants until close to the end 

of the funding period for the project. Considerable effort was expended in trying to achieve 

implementation of the digital system but the hurdles in seeking agreements to use the online 

questionnaire and persuading clinicians to use it in practice formed a prolonged and ongoing process 

of waiting in vain. Expectations of imminent implementation of the online questionnaire, based on 

firm indications of such from providers, negated the occasion of seeking an alternative approach to 

data collection. 

 

The idea of an online process for data collection was theoretically a good one. It was based on a 

recognition that, in comparison to data on processes, current systems for collecting and processing 

clinical outcome data in primary care are not standardised and not designed with evaluation in mind. 

It remains a good idea. However, its limitations are that it requires the first contact clinician to 

initiate the process and this means that it is vulnerable to competing demands on the time of that 

clinician and to the risk-aversive and defensive posture of Information Governance officials and 

processes in the NHS. 

 

Thus, the quantitative data is from two sites, South Tees, and Hambleton, Richmondshire and 

Whitby CCGs. Therefore, the results should be viewed in the context of a pathway that is past the 
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initial stages of implementation. As similar data from sites in the initial stage of implementation 

become available, it will be possible to make observations and comparisons about maturation of 

outcomes. 

 

The comparison - “control” - data is from one provider, from a system that has yet to implement the 

pathway. It is not known if the differences in outcomes between the pathway and this provider are 

representative of the differences with other providers. That provider operates a system of early 

referral to physiotherapy from first contact and may be closer to the pathway than systems 

operated by other providers. Our expectation is that there is wide variation in different systems. 

Again, the emergence of more data will provide insight. 

 

There are significant gaps in data informing outcomes in parts of the pathway. We have no 

indication of the non-responders to the follow-up and therefore we do not know how representative 

the findings are to the population of people who did not respond at those timepoints. Also, we were 

not provided with “control” data for comparison with follow-up data. Neither were we provided 

with outcomes from people who did not get referred on from the initial appointment and 

presentation to the GP. 

 

We draw a number of key conclusions from the findings. 

Data collection and flow. 

All stakeholders place a high importance on the value of outcome data providing evidence for the 

performance of the pathway. Current and recent local data is seen as most valuable, more so than 

published reports of evidence gathered from elsewhere. The role of local outcome data collection is 

given to clinicians but it is a low priority activity for them. Even lower in clinicians’ priority is careful 

data entry and processing, which is wasteful in the sense that the potential value of the data is 

seldom realised. For example, the pathway uses triage processes informed by data from the STarT 



 

The North of England Regional Back Pain Pathway: Evaluation Page | 70  
 

Back tool to inform key clinical decisions in individual consultations. A purpose of the data collected 

on individual outcomes, as exists already in systems like the Nijmegen Decision Tool for Chronic Low 

Back Pain,27 could be to feed back information on the sensitivity and specificity of the triage 

processes and, therefore, refine these processes. As it stands, current systems for data collection 

and processing are not fit for that purpose and automation of data collection demands 

consideration. 

 

An appropriate system would radically minimise clinicians’ workload in data collection and data 

processing, even to the point of removing this task from their workload. Such a system would 

efficiently process data making it suitable for analysis.  The pathway could benefit from a system 

designed to collect an individual’s data and make it available to that individual’s clinician in readiness 

for a consultation. If that reduces the current workload for clinicians, it could be a strong incentive to 

facilitate its adoption and use.  

 

Incentivisation as a motivator for clinical practice. 

Incentivisation is a feature of clinical practice, particularly in primary care, in which some clinical 

activities are associated with explicit and tangible incentivisation such as the clinical indicators 

within the Quality and Outcomes Framework that since 2004 has formed part of the contractual 

payment mechanism for Primary Care. Incentivisation for Primary Care was not adopted within the 

implementation of this pathway and may have created barriers to adherence to following processes 

within the pathway, especially within the context of limited time for consultation. 

 

The point of access 

The pathway is designed to influence management from the first point of contact in primary care. 

Historically, and most typically, this is the GP or nurse practitioner. Often these clinicians are dealing 

with large volumes of demand whilst juggling with the adoption of changes to pathways across a 
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wide spectrum of conditions that steadily come through from various sources. The back pain 

pathway initial and early management with the use of STaRT Back screening tool demanded more of 

the front line practitioner than had previously been expected during an average consultation for an 

acute back pain episode and despite the long term benefits of reducing long term attendances and 

potential reduction of chronicity and there was some resistance from GPs on being asked to do more 

and a suggestion of delegating back pain management away from the busy GP to physiotherapist. As 

extended teams of professionals supporting the New Models of Care of populations of 30-50,000 

population are developing, there is a strong case for supporting first line practitioner to be the 

appropriately skilled physiotherapist with an early cognitive therapy approach working within 

primary care teams with sufficient communication links and support from the GP. 

 

Managing patient expectations 

There are a number of stakeholders in the pathway, one of which is the patient. And the patient is 

not a passive stakeholder. The pathway aims to help the patient to accept the principles embodied 

in the Golden Rules (the golden rules of back pain highlighted on the pathway website 

http://www.noebackpainprogramme.nhs.uk/) and the lack of such acceptance becomes a focus for 

intervention such as education. However, in cases where the person expects an inappropriate 

intervention that is alien to the pathway, and obtains that independently outside the pathway or 

successfully pressurises a clinician to deviate from the pathway and provide that intervention, that 

causes problems for a smooth journey on the pathway. Thus, expectations should be addressed as 

early as possible within the pathway, as close to the first point of access as possible. This requires a 

combination of public education and provision of persuasive and accurate information and advice 

from the first point of contact with the pathway, which requires re-iteration from any other clinician 

contact in that person’s care. 
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Widening the scope of the pathway 

For simplicity and practicality purposes, the pathway was initially designed for acute episodes of 

back pain defined in terms of short duration of pain. In practice, there were many referrals of people 

with longer durations of pain better classified as chronic; the NICE guidelines, on which the pathway 

was designed, have evolved to recommend an approach to back pain that does not differentiate 

between durations of pain; and our findings showed benefits regardless of duration of pain. The 

pathway has widened to encompass back pain of all durations. This raises the issue of guarding 

against misinterpreting the pathway as only for back pain and disregarding the holistic needs of 

people with multi-site pain that includes back pain. In those cases, back pain is not experienced in 

isolation. While the pathway should aim to stop harmful and unnecessary procedures, there should 

remain ample room for appropriate professional autonomy and personalisation of care. 

 

Removing barriers to good practice 

Initial fears were raised by some clinicians that the pathway was going to be overtly prescriptive and 

would require new skills. However, the design and practice of the pathway is not that. It is 

concerned with removing barriers to good practice of skills that are already in place; and by linking 

communication and working between the different components of the system. The implementation 

of the pathway requires a balance between standardisation and flexibility with sensitivity to local 

circumstances.  

 

Environment 

The pathway to date has required implementation within a system that is inimical to its nature: 

fragmentation and competing interests within a system pull against the smooth communication and 

joint-working on which the pathway depends to push the patient through to the right place to meet 

their personal needs at the right time.  
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Further work 

The implementation and evaluation of the pathway to date has raised many important issues and 

highlighted opportunities for innovative development. 

 

Data collection and processing, with its reliance on front line clinicians, is unfit for purpose at the 

moment. The online data collection tool developed for the pathway has promise. It is designed to 

collect individual-level data with the potential to provide more useful information than aggregate 

data. More needs to be known about barriers and facilitators to its uptake by the various 

stakeholders within the pathway. Its technological capabilities need to be explored in line with the 

needs of clinicians and patients and in line with fast-moving developments in data management such 

as the Great North Care Record (https://www.greatnorthcarerecord.org.uk/). 

 

The incorporation of individual-level outcome data to establish an intelligent learning system within 

the pathway, like the Nijmegen Decision Tool for Chronic Low Back Pain,27 is worthy of investigation. 

This has technological and policy and practice challenges. There is also a challenge in statistical 

interpretation of the data, to correctly identify individual differences in the response to 

interventions within the pathway.28 The data collection system needs to be able to clearly identify 

people who have returned to the pathway and distinguish between those who have developed new 

symptoms and those who may still be having problems despite having been discharged. This would 

fit in the context of exploration of the pathway to enhance personalised management of back pain. 

 

The CPPP component has shown promising results to date. The data is limited in size and further 

analysis is warranted when more data accumulates. A key issue is the value of the residential 

component. Comparison with similar programmes delivered on a non-residential basis will be of use. 
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The pathway assumes that following discharge people are able to self-manage. The proportion of 

people who returned to the pathway appears to be low and there are testimonies to an increased 

ability to self-manage. However, there remains a need for more exploration in this area with the 

possibility of people who may still need support becoming lost to the pathway after discharge. It is 

important to remember that people who have been successfully discharged can develop new 

symptoms again. Within this there are indications of a gap in understanding of how the pathway 

should best cater for people who return to the pathway after discharge. Also, there is room to 

explore how best to use educational materials and resources to facilitate self-management in the 

early stages of the pathway and provide support for those with persistent or chronic problems who 

require long-term self-management. 

 

There is room to explore the roles of the GP and physiotherapist as the first contact practitioners in 

the pathway. Overcoming inherent resistance to change is a challenge. Of particular interest are 

requirements for training to match the expected framework of skills outlined in the pathway 

specification and acceptability to patients. Another aspect of the first contact, with room to explore 

roles, is the use of emergency services by people experiencing back pain.  

 

There is also room to explore the current possibilities of services like telephone first-contact that 

exist in places; and future possibilities of automated services using artificial intelligence. The use of 

these approaches to improve patient understanding about back pain and subsequent self-

management has considerable scope for investigation. 

 

We have begun work in these areas with the following PhD studies - Pain Toolkit for self-

management support (Findley); use of emergency services by people with low back pain (Capsey); 

comparison of acute and chronic low back pain outcomes (Jess) – and are seeking to explore ideas 
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for technological applications to support the pathway in our EU Interreg NEW project VR4Rehab 

http://www.nweurope.eu/projects/project-search/vr4rehab-virtual-reality-for-rehabilitation/ 

 

To conclude, the evaluation supports the conclusions of Foster et al., (2018) that the implementation 

of any effective systemic solution to managing low-back pain requires a collaborative effort between 

all of the relevant stakeholders, including people with back pain. The experience to date with the 

Back Pain Pathway pilot in South Tees, and Hambleton, Richmondshire and Whitby indicates that 

this collaboration is possible, with experience elsewhere indicating that it is not automatic: the 

influence of active local championing may be an important factor. Furthermore, a major learning 

point is that implementation of a joined-up pathway like this goes further than contractual 

agreements and introduction of policies and procedures. The pathway challenges a variety of well-

established cultures across the NHS regions of the country that exert considerable force against 

change in clinical practice. Before it can be considered to be implemented, there needs to be 

collaboration across the NHS, with clear lines of accountability and oversight. Designated champions 

are required to drive and embed change system-wide to allow the pathway to take root as the 

cultural norm. Thus the collaboration required for true implementation needs to be championed, 

ongoing and sustained.
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Introduction: 

The business case for the Regional Back Pain Pathway was based on predicted reductions across 

most back pain procedures if implemented properly.  A short term increase in nerve root injections 

was anticipated, alongside very significant reductions in facet joint injections and epidural injections. 

These savings were predicated on the existence of a pathway of community treatment to ensure 

that patients would achieve appropriate intervention at an early stage to reduce the need for more 

intensive intervention. 

This paper explores the impact on back pain procedures after the pathway’s implementation. 

Data Notes: 

This report is based on a piece of work completed for the South CCGs by Principal Intelligence 

Analyst Paul Leake. The same SQL, pivot criteria and groupings have been used in order to ensure 

consistency and make comparison between the two reports possible.  

Two separate definitions of back pain have been included in this report: 

 Regional back pain definitions: mirrors existing reports used in the development and 

monitoring of the Regional Back Pain Pathway 

 Value Based Commissioning (VBC) definitions: proposed coding for reports used in 

monitoring lower back pain procedures under the Regional Value Based Commissioning 

guidelines 

Both are included as in the South CCGs report, and have their own sections below. 

Activity included in this report is for the following CCGs: 

 Newcastle Gateshead CCG 

 North Tyneside CCG 

 Northumberland CCG 

 South Tyneside CCG 

 Sunderland CCG 

It is worth noting that back pain procedures that used to take place in specialised centres (i.e. 

Newcastle Hospitals and South Tees) were not paid for by CCGs, and this rule has recently changed 

so this may skew any trends. 

Regional Back Pain Pathway definitions: 

The business case for the Regional Back Pain Pathway was based on predicted reductions across 

most back pain procedures if implemented properly.  A short term increase in nerve root injections 

was anticipated, alongside very significant reductions in facet joint injections and epidural injections. 
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These savings were predicated on the existence of a pathway of community treatment to ensure 

that patients would achieve appropriate intervention at an early stage to reduce the need for more 

intensive intervention. 

Across the North, there has been a 6% increase in back pain procedures (based on comparison of 

2013/14 data to projected 2017/18 full year position – forecasted from M11 data). This is a real term 

projected increase of 72 procedures.  

 

Nevertheless, this is down from highs of activity in 2015/16 and 2016/17, which suggests that the 

back pain pathway could be influencing the increasing levels of activity that was being seen. Whilst 

the activity has returned to the baseline level of 2013/14, spend has decreased – there is a projected 

spend decrease of £139,000 when comparing 2013/14 activity to 2017/18 projected year end, (-

16%). 

When looking at activity and spend across the North CCGs, certain areas have seen improvement 

whilst others have gotten worse. 

Table showing activity % change between 2013/14 and 2017/18 projected year end activity and 

spend: 
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The biggest decrease has been seen in Northumberland CCG, which has reduced activity and spend 

by over 30%. South Tyneside CCG have seen a 54% increase, and are the only CCG to have seen an 

increase in spend. 

When looking by procedure, significant decreases have been seen for epidural injections as 

ancticipated by the introduction of the pathway. Other decreases are smaller in number, which is 

why actuals as well as percentage change is included in the tables. There has been a marked increase 

(59%) in denervation procedures. 

 

Detailed tables showing the procedures by CCG have been included in the appendix of this report.  

Value Based Commissioning definitions: 

Changes to the Regional Value Based Commissioning (VBC) Policy in October 2017 set out clear 

criteria for a number of procedures carried out for treatment of lower back pain. This uses a 

different definition for lower back pain than used in devising the Regional Back Pain Pathway and 

monitoring activity. The update of the VBC policy and its enforcement via the requirement of a Prior 

Approval Ticket would be expected to reduce procedures in secondary care, potentially significantly. 

Across the North, there has been a 67% increase in back pain procedures (based on comparison of 

2013/14 data to projected 2017/18 full year position – forecasted from M11 data). This is a real term 

projected increase of 1,054 procedures.  
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A similarly large increase has been seen within the South CCGs. This significant increase is due to (in 

the majority) procedures classed as ‘other injections’:  

 

Whilst other percentage changes are higher, in terms of real procedures ‘other injections’ have 

increased the most dramatically. This includes the increase that was seen in the RBP definition for 

epidural injections
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Appendix One – RBP Definition tables: 

Based on the regional back pain definition, actual activity and spend by CCG and by procedure: 
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Appendix Two – VBC definition tables: 

Based on the value based commissioning back pain definition, actual activity and spend by CCG and by procedure: 

 

 

  



 

The North of England Regional Back Pain Pathway: Evaluation Page | 88  
 

 



 

The North of England Regional Back Pain Pathway: Evaluation Page | 89  
 

Appendix 2 

      
 

  
 

NHS North of England Commissioning Support Unit 

Information Services Department 

Regional Back Pain Activity / Cost 
        

              

Summary             

              
The business case for the Regional Back Pain Pathway was based on predicted reductions across most back pain 
procedures if implemented properly.  A short term increase in nerve root injections was anticipated, alongside very 
significant reductions in facet joint injections and epidural injections. 
 
These savings were predicated on the existence of a pathway of community treatment  to ensure that patients would 
achieve appropriate intervention at an early stage to reduce the need for more intensive intervention. 

  
              

Projected change in activity in DDES / ND business case         

Procedure Year 1 Year 2 Year 3+       

Nerve Root Injections 5% 5% -       

Facet Joint Injections -60% -60% -60%       

Epidural Injections -25% -25% -25%       

Fusion - -25% -50%       

Decompression - -10% -10%       

Discectomy - - -       

Other spinal - -10% -15%       
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The business case also looked at reducing X rays of the lower back by 80% and MRI scans of the lower back by 40%.  
Sufficiently detailed data was not available as at December 2017 to allow evaluation of imaging trends. 

  

  

              

Where there has been a significant investment in the pathway (HAST) there has been a significant reduction in activity 
- particularly facet joint injections and epidural injections.  Nerve root injections have also declined notably, despite 
the business case assuming a short term increase in these.   

              

There has not been the same level of investment in other CCGs, and there have not been similar declines in these.   

              

Further details shown on the Regional Back Pain Procs sheet.         

              

Changes to the Regional Value Based Commissioning (VBC) Policy in October 2017 set out clear criteria for a number 
of procedures carried out for treatment of lower back pain. This uses a different definition for lower back pain than 
used in devising the Regional Back Pain Pathway and monitoring activity.  The VBC Lower Back Pain Procs sheet shows 
changes in back pain procedures based on these definitions.   

              

There is a similar pattern of change at CCG level using these definitions than with the original Regional Back Pain 
Pathway, although the reduction at HAST is less significant.    

              

The update of the VBC policy and its enforcement via the requirement of a Prior Approval Ticket would be expected to 
reduce procedures in secondary care, potentially significantly.   
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NHS North of England Commissioning Support Unit 

Information Services Department 

Regional Back Pain Activity / Cost 

            
                  
Summary: Analysis using the definitions in existing Regional Back Pain Pathway 
reporting         

                  
The business case for the Regional Back Pain Pathway was based on predicted reductions across most back pain procedures if 
implemented properly.  A short term increase in nerve root injections was anticipated, alongside very significant reductions in 
facet joint injections and epidural injections. 
 
These savings were predicated on the existence of a pathway of community treatment  to ensure that patients would achieve 
appropriate intervention at an early stage to reduce the need for more intensive intervention.     
                  

Projected change in activity in DDES / ND business case             

Procedure Year 1 Year 2 Year 3+           

Nerve Root Injections 5% 5% -           

Facet Joint Injections -60% -60% -60%           

Epidural Injections -25% -25% -25%           

Fusion - -25% -50%           

Decompression - -10% -10%           

Discectomy - - -           

Other spinal - -10% -15%           

                  
The business case also looked at reducing X rays of the lower back by 80% and MRI scans of the lower back by 40%.  Sufficiently 
detailed data was not available as at December 2017 to allow evaluation of imaging trends. 
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Darlington CCG                 

                  
 

  
 

                

                  

          The increase in 'other injections' represents an increase 
in nerve root injections. 

  

            

                  

          The significant cost increase in 'others' presents a small 
number of procedures around the insertion of a 
neurostimulator. 

  

            

            

          

Darlington fully implemented the RBPP pathway April 
17.  Go-live was delayed by 12 months due to a MSK 
service procurement process and mobilisation of a new 
MSK provider.  Therefore, the impact of the pathway 
will not be included in this data. 

  

          

The CCG are looking to create a true single point of access for 
2018/19, to maximise the use of the pathway 
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Procedure Type 

Activity Cost (£) 

2013/14 2014/15 2015/16 2016/17 2013/14 2014/15 2015/16 
2016/1

7 

Facet Spine Injection 85 86 59 73 54,730 52,497 33,863 44,653 

Epidural injection 17 8 18 17 10,719 4,816 10,942 9,975 

Other injection 25 19 23 40 15,331 12,090 13,466 23,129 

Decompression 0 0 0 0 0 0 0 0 

Denervation 30 18 22 13 15,603 9,202 10,917 6,548 

Discectomy 0 1 0 0 0 3,385 0 0 

Other 4 4 4 7 10,148 12,679 12,870 30,775 

Total RBP Procedures* 161 136 126 150 106,531 94,669 82,058 
115,08

0 

* For definitions see RBP definitions tab 
              

                 

DDES CCG                 
 

  
 

                

                  

                  

                  

          There has been very little change to lower back pain 
procedures for DDES during the period (using the 
Regional Back Pain Pathway definitions). 

  

            

            

          
DDES have not implemented the RBPP 
pathway     

                  

                  

                  

                  

                  

file:///C:/Users/u0028981/AppData/Local/Microsoft/Windows/INetCache/Content.Outlook/GKQ96KEP/2017-12-21%20Regional%20Back%20Pain%20South%20Region%20activityv3.xlsx%23'Reg%20Back%20Pain%20Pathway%20Defns'!A1


 

The North of England Regional Back Pain Pathway: Evaluation Page | 94  
 

Procedure Type 

Activity Cost (£) 

2013/14 2014/15 2015/16 2016/17 2013/14 2014/15 2015/16 
2016/1

7 

Facet Spine Injection 185 211 174 191 117,193 129,395 102,080 
116,77

7 

Epidural injection 75 75 38 38 46,644 45,970 22,587 22,830 

Other injection 72 58 70 76 45,165 36,426 39,993 44,670 

Decompression 0 1 3 1 0 3,375 12,409 4,696 

Denervation 43 33 47 25 22,711 16,855 23,535 12,595 

Discectomy 0 0 0 0 0 0 0 0 

Other 10 11 12 13 18,044 33,688 50,946 53,270 

Total RBP Procedures* 385 389 344 344 249,757 265,709 251,550 
254,83

8 

* For definitions see RBP definitions tab 
              

North Durham CCG                 
  

        

North Durham has seen a growth in the overall cost of lower back 
procedures (using the Regional Back Pain Pathway definition), 
although this is largely driven by a growth in a small number of  
‘other procedures’ (insertion of neurostimulators and biopsies of  

 

  
 

        

Vertebra. 
There has been an increase in expenditure on 'other injections’ -   
specifically nerve root injections – and a downwards trend for   
epidural injections.  

          

North Durham partially implemented the pathway in January 17. 
Since the RBPP went live, there have been a number of ongoing 
 issues that prevent both accurate and timely project monitoring 
and 
 realisation of the potential benefits of the pathway itself. 

          No true single point of access in place to redirect 
activity 
Through MSK/physio. 

  

            

            

file:///C:/Users/u0028981/AppData/Local/Microsoft/Windows/INetCache/Content.Outlook/GKQ96KEP/2017-12-21%20Regional%20Back%20Pain%20South%20Region%20activityv3.xlsx%23'Reg%20Back%20Pain%20Pathway%20Defns'!A1
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Procedure Type 

Activity Cost (£) 

2013/14 2014/15 2015/16 2016/17 2013/14 2014/15 2015/16 
2016/1

7 

Facet Spine Injection 100 117 117 132 61,571 71,015 69,079 78,904 

Epidural injection 78 71 59 42 47,684 43,107 34,674 25,031 

Other injection 29 40 37 47 17,668 24,263 21,723 26,879 

Decompression 0 2 2 3 0 8,086 7,801 15,374 

Denervation 25 41 16 16 16,551 19,943 7,516 8,086 

Discectomy 0 0 1 0 0 0 3,411 0 

Other 4 1 5 8 12,588 2,437 21,425 29,008 

Total RBP Procedures* 236 272 237 248 156,062 168,851 165,629 
183,28

2 

* For definitions see RBP definitions tab 
              

                  

Hartlepool and Stockton-on-Tees CCG               
 

  
 

        

HAST has seen a significant reduction in expenditure on lower 
back procedures, driven by declines in facet injections, epidurals 
and nerve root injections 
Between 2014/15 and 2016/17 HAST saw significant decreases in   
expenditure: 
62.5% reduction in facet joint injections 
53.5% reduction in epidural injections 
30.9% reduction in nerve root injections 

          

          

          

          

          

There has been a continued growth over the period in ‘other 
procedures’, specifically insertion of neurostimulators. 
HAST CCG went live with the full RBP pathway in March 2016.  At 
the same time, the CCG ensured there was a true single point of  

          

access through MSK, ensuring all routine referrals are seen within  
 MSK. 
  

                 

file:///C:/Users/u0028981/AppData/Local/Microsoft/Windows/INetCache/Content.Outlook/GKQ96KEP/2017-12-21%20Regional%20Back%20Pain%20South%20Region%20activityv3.xlsx%23'Reg%20Back%20Pain%20Pathway%20Defns'!A1


 

The North of England Regional Back Pain Pathway: Evaluation Page | 96  
 

Procedure Type 

Activity Cost (£) 

2013/14 2014/15 2015/16 2016/17 2013/14 2014/15 2015/16 
2016/1

7 

Facet Spine Injection 133 152 113 58 81,251 91,957 66,271 34,491 

Epidural injection 50 63 45 30 30,424 38,507 26,674 17,906 

Other injection 35 44 48 32 21,954 27,110 27,184 18,736 

Decompression 2 0 1 0 8,148 0 4,544 0 

Denervation 22 18 55 16 11,359 9,182 27,239 8,038 

Discectomy 0 0 1 0 0 0 4,564 0 

Other 14 11 9 10 44,883 25,852 31,736 42,739 

Total RBP Procedures* 256 288 272 146 198,019 192,608 188,212 
121,91

0 

* For definitions see RBP definitions tab 
              

                  

South Tees CCG                 

                  
 

  
 

                

                  

                  

          South Tees has shown continued growth, 
particularly between 2014/15 and 2015/15. 

    

              

                  

          
South Tees fully implemented the pathway in 2015.  

          

 There is no single point of access in place for MSK triage 
  
  
  

                  

file:///C:/Users/u0028981/AppData/Local/Microsoft/Windows/INetCache/Content.Outlook/GKQ96KEP/2017-12-21%20Regional%20Back%20Pain%20South%20Region%20activityv3.xlsx%23'Reg%20Back%20Pain%20Pathway%20Defns'!A1
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Procedure Type 

Activity Cost (£) 

2013/14 2014/15 2015/16 2016/17 2013/14 2014/15 2015/16 
2016/1

7 

Facet Spine Injection 88 71 113 104 54,775 45,603 66,823 62,223 

Epidural injection 59 75 97 94 36,950 47,818 59,412 56,440 

Other injection 103 131 158 174 63,214 81,379 93,084 
111,43

0 

Decompression 0 0 7 1 0 0 29,286 4,667 

Denervation 19 21 19 11 9,987 10,752 9,633 5,542 

Discectomy 0 0 0 1 0 0 0 5,931 

Other 20 14 15 20 50,522 37,489 58,985 85,970 

Total RBP Procedures* 289 312 409 405 215,448 223,041 317,223 
332,20

3 
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Summary: Analysis using the definitions in Value Based Commissioning Lower Back Pain reporting         

                  

Darlington CCG                 
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Procedure Type 

Activity Cost (£) 

2013/14 2014/15 2015/16 2016/17 2013/14 2014/15 2015/16 2016/17 

Facet Spine Injection 84 68 50 68 54,372 42,255 30,158 41,856 

Epidural injection 16 54 81 49 10,281 39,202 55,763 34,778 

Other injection 40 49 44 35 24,455 30,296 26,307 21,059 

Decompression 0 3 5 0 0 10,155 17,673 0 

Denervation 0 0 0 0 0 0 0 0 

Discectomy 4 1 1 2 15,015 3,385 4,564 8,857 

Other 0 0 0 0 0 0 0 0 

Total RBP Procedures* 144 175 181 154 104,123 125,293 134,465 106,550 

                  

                  

                  

                  

DDES CCG                 
 

  
 

                

          Between 2014/15 and 
2016/17 DDES has seen some 
decline in expenditure on 
facet injections, and a 35% 
decline in epidural injections.  
There has been a 35% 
increase in expenditure on 
nerve root injections during 
the same period. 
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Procedure Type 

Activity Cost (£) 

2013/14 2014/15 2015/16 2016/17 2013/14 2014/15 2015/16 2016/17 

Facet Spine Injection 181 198 158 187 114,977 121,868 94,622 114,874 

Epidural injection 78 168 118 109 48,881 114,505 78,435 74,308 

Other injection 103 140 186 193 63,328 86,691 110,993 116,743 

Decompression 1 0 3 2 3,408 0 12,575 7,663 

Denervation 4 0 0 0 2,676 0 0 0 

Discectomy 3 3 2 3 11,637 10,166 6,667 11,374 

Other 0 0 0 0 0 0 0 0 

Total RBP Procedures* 370 509 467 494 244,907 333,230 303,292 324,962 

                  

North Durham CCG                 
 

  
 

                

                  

                  

          North Durham has a notably 
higher spend on discectomy 
than DDES, Darlington and 
HAST -driven by activity at 
Newcastle and Spire. 
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Procedure Type 

Activity Cost (£) 

2013/14 2014/15 2015/16 2016/17 2013/14 2014/15 2015/16 2016/17 

Facet Spine Injection 94 117 110 123 57,862 70,492 65,449 73,844 

Epidural injection 80 101 62 44 48,905 65,171 38,138 27,230 

Other injection 117 114 214 187 71,335 68,673 127,092 111,775 

Decompression 1 0 2 0 3,414 0 7,836 0 

Denervation 1 0 0 0 669 0 0 0 

Discectomy 3 11 10 9 11,596 41,237 37,834 32,847 

Other 0 0 0 0 0 0 0 0 

Total RBP Procedures* 296 343 398 363 193,781 245,573 276,349 245,696 

                  

                  

Hartlepool and Stockton-on-Tees CCG               

                  
 

  
 

        

HAST has seen significant reductions in back pain 
procedures using the definitions used for lower 
back procedures of limited clinical value, as well as 
those in the Regional Back Pain Pathway itself. In 
particular there has been a 62% reduction in 
expenditure on facet joint injections and 19% on 
epidural injections.  There has been a 12% growth 
in nerve root injections.  There has been a 60% 
reduction in decompression. The reason for the 
increase in epidural injections between 2013/14 
and 2014/15 is not immediately  clear but may 
represent changes in coding or counting at the 
main provider. 
  
  

               



 

The North of England Regional Back Pain Pathway: Evaluation Page | 102  
 

Procedure Type 

Activity Cost (£) 

2013/14 2014/15 2015/16 2016/17 2013/14 2014/15 2015/16 2016/17 

Facet Spine Injection 130 149 110 58 79,428 90,160 64,626 34,609 

Epidural injection 47 197 175 156 28,564 136,588 119,627 110,133 

Other injection 73 95 120 109 44,486 58,033 70,522 64,818 

Decompression 3 5 2 2 10,224 16,895 7,834 6,697 

Denervation 0 0 0 0 0 0 0 0 

Discectomy 2 3 4 1 9,021 10,153 17,982 3,355 

Other 0 0 0 0 0 0 0 0 

Total RBP Procedures* 255 449 411 326 171,723 311,829 280,591 219,612 

                  

South Tees CCG                 

          South Tees CCG has seen an 
increase in expenditures 
across facet injections, 
epidural injections and nerve 
root injections.  There has 
been a cost reduction of 43% 
in discectomies driven by a 
significant reduction in 
procedures and reduced unit 
cost. 
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Procedure Type 

Activity Cost (£) 

2013/14 2014/15 2015/16 2016/17 2013/14 2014/15 2015/16 2016/17 

Facet Spine Injection 81 66 106 103 50,541 42,663 62,783 61,623 

Epidural injection 55 105 115 112 34,715 69,655 72,170 70,088 

Other injection 179 156 219 249 109,615 97,082 129,079 148,647 

Decompression 0 0 2 1 0 0 7,845 4,667 

Denervation 0 0 0 0 0 0 0 0 

Discectomy 21 18 8 11 85,475 74,625 39,533 42,105 

Other 0 0 0 0 0 0 0 0 

Total RBP Procedures* 336 345 450 476 280,346 284,025 311,410 327,130 
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Definitions in Regional Back Pain Pathway Reporting 

    

Spell has Primary Diagnosis from : 

    

Code Description 

M541 Radiculopathy 

M5410 Radiculopathy: Multiple sites in spine 

M5411 Radiculopathy: Occipito-atlanto-axial region 

M5412 Radiculopathy: Cervical region 

M5413 Radiculopathy: Cervicothoracic region 

M5414 Radiculopathy: Thoracic region 

M5415 Radiculopathy: Thoracolumbar region 

M5416 Radiculopathy: Lumbar region 

M5417 Radiculopathy: Lumbosacral region 

M5418 Radiculopathy: Sacral and sacrococcygeal region 

M5419 Radiculopathy: Site unspecified 

M542 Cervicalgia 

M5421 Cervicalgia: Occipito-atlanto-axial region 

M5422 Cervicalgia: Cervical region 

M5423 Cervicalgia: Cervicothoracic region 

M545 Low back pain 

M5450 Low back pain: Multiple sites in spine 

M5455 Low back pain: Thoracolumbar region 
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M5456 Low back pain: Lumbar region 

M5457 Low back pain: Lumbosacral region 

M5458 Low back pain: Sacral and sacrococcygeal region 

M5459 Low back pain: Site unspecified 

M546 Pain in thoracic spine 

M5460 Pain in thoracic spine: Multiple sites in spine 

M5463 Pain in thoracic spine: Cervicothoracic region 

M5464 Pain in thoracic spine: Thoracic region 

M5465 Pain in thoracic spine: Thoracolumbar region 

    

AND   

HRG Subchapter 
from:   

    

Code Description 

AB Pain Management 

HC Spinal Procedures and Disorders 
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AND  

Procedure code (any position in spell) from: 
    

Code Description 

A521       Therapeutic lumbar epidural injection 

A522       Therapeutic sacral epidural injection 

A528       Other specified therapeutic epidural injection 

A529       Unspecified therapeutic epidural injection 

A577 Injection of therapeutic substance around spinal nerve root 

A735 Injection of therapeutic substance around peripheral nerve 

V011       Cranioplasty using prosthesis 

V012       Cranioplasty using bone graft 

V013       Opening of suture of cranium 

V014       Removal of prosthesis from cranium 

V015       Revision of cranioplasty NEC 

V016       Strip craniectomy 

V017       Strip craniectomy with remodelling of cranial bones HFQ 

V018       Other specified plastic repair of cranium 

V019       Unspecified plastic repair of cranium 

V021       Posterior calvarial release 

V022       Remodelling of calvarium HFQ 

V023       Reconstruction of cranium NEC 

V028       Other specified other plastic repair of cranium 
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V029       Unspecified other plastic repair of cranium 

V031       Exploratory open craniotomy 

V032       
Reopening of cranium and re-exploration of intracranial operation site and surgical arrest of 
postoperative bleeding 

V033       Reopening of cranium and re-exploration of intracranial operation site NEC 

V034       Reopening of cranium NEC 

V035       Trephine of cranium 

V036       Exploratory burrhole of cranium 

V037       Decompressive craniectomy 

V038       Other specified opening of cranium 

V039       Unspecified opening of cranium 

V041       Fitting dynamic cranioplasty bands 

V048       Other specified reshaping of cranium 

V049       Unspecified reshaping of cranium 

V051       Extirpation of lesion of cranium 

V052       Biopsy of lesion of cranium 

V053       Elevation of depressed fracture of cranium 

V054       Repair of fracture of cranium NEC 

V055       Graft of bone to cranium 

V056       Transpetrous excision of lesion of jugular foramen 

V057       Hemicraniotomy 

V058       Other specified other operations on cranium 

V059       Unspecified other operations on cranium 
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V061       Medial maxillectomy 

V068       Other specified excision of maxilla 

V069       Unspecified excision of maxilla 

V071       Extensive excision of bone of face 

V072       Partial excision of bone of face NEC 

V073       Excision of lesion of bone of face 

V074       Excision of lesion of infratemporal fossa 

V078       Other specified excision of bone of face 

V079       Unspecified excision of bone of face 

V081       Reduction of fracture of alveolus of maxilla 

V082       Open reduction of fracture of maxilla NEC 

V083       Closed reduction of fracture of maxilla NEC 

V088       Other specified reduction of fracture of maxilla 

V089       Unspecified reduction of fracture of maxilla 

V091       Reduction of fracture of nasoethmoid complex of bones 

V092       Reduction of fracture of nasal bone NEC 

V093       Reduction of fracture of zygomatic complex of bones 

V098       Other specified reduction of fracture of other bone of face 

V099       Unspecified reduction of fracture of other bone of face 

V101       Intracranial osteotomy of bone of face 

V102       Transorbital subcranial osteotomy of bone of face 

V103       Osteotomy of maxilla involving nasal complex 

V104       Low level osteotomy of maxilla 
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V105       Osteotomy of alveolar segment of maxilla 

V106       Osteotomy of bones of face and translocation of orbit 

V107       Subcranial U-osteotomy of bones of face and translocation of orbit 

V108       Other specified division of bone of face 

V109       Unspecified division of bone of face 

V111       Intermaxillary fixation of maxilla 

V112       Internal fixation of maxilla NEC 

V113       Extraoral fixation of maxilla 

V114       Fixation of maxilla NEC 

V115       Removal of fixation from bone of face 

V118       Other specified fixation of bone of face 

V119       Unspecified fixation of bone of face 

V121       Advancement and remodelling of cranium and orbits HFQ 

V122       Advancement and remodelling of cranium and facial bones HFQ 

V123       Transcranial repair of craniofacial cleft and reconstruction of cranial and facial bones HFQ 

V124       Subcranial repair of craniofacial cleft and reconstruction of cranial and facial bones HFQ 

V125       Reconstruction of skull NEC 

V128       Other specified operations on bones of skull 

V129       Unspecified operations on bones of skull 

V131       Reconstruction of bone of face 

V132       Alveolar bone graft to maxilla 

V133       Biopsy of lesion of bone of face 

V134       Bipartition of facial bones and maxilla 
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V138       Other specified other operations on bone of face 

V139       Unspecified other operations on bone of face 

V141       Hemimandibulectomy 

V142       Extensive excision of mandible NEC 

V143       Partial excision of mandible NEC 

V144       Excision of lesion of mandible 

V148       Other specified excision of mandible 

V149       Unspecified excision of mandible 

V151       Reduction of fracture of alveolus of mandible 

V152       Open reduction of fracture of mandible NEC 

V153       Closed reduction of fracture of mandible NEC 

V158       Other specified reduction of fracture of mandible 

V159       Unspecified reduction of fracture of mandible 

V161       Osteotomy of mandible and advancement of mandible 

V162       Osteotomy of mandible and retrusion of mandible 

V163       Osteotomy of alveolar segment of mandible 

V168       Other specified division of mandible 

V169       Unspecified division of mandible 

V171       Intermaxillary fixation of mandible 

V172       Internal fixation of mandible NEC 

V173       Extraoral fixation of mandible 

V174       Removal of fixation from mandible 

V178       Other specified fixation of mandible 
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V179       Unspecified fixation of mandible 

V181       Application of external distractor to skull 

V182       Insertion of internal distractor into skull 

V183       Attention to external distractor of skull 

V184       Attention to internal distractor of skull 

V185       Removal of external distractor from skull 

V186       Removal of internal distractor from skull 

V188       Other specified distraction osteogenesis of bones of skull 

V189       Unspecified distraction osteogenesis of bones of skull 

V191       Reconstruction of mandible 

V192       Genioplasty of mandible 

V193       Alveolar bone graft to mandible 

V194       Biopsy of lesion of mandible 

V195       Manipulation of mandible NEC 

V198       Other specified other operations on mandible 

V199       Unspecified other operations on mandible 

V201       Total prosthetic replacement of temporomandibular joint 

V202       Prosthetic replacement of temporomandibular joint NEC 

V203       Intra-articular arthroplasty of temporomandibular joint 

V208       Other specified reconstruction of temporomandibular joint 

V209       Unspecified reconstruction of temporomandibular joint 

V211       Meniscectomy of temporomandibular joint 

V212       Reduction of dislocation of temporomandibular joint 
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V218       Other specified other operations on temporomandibular joint 

V219       Unspecified other operations on temporomandibular joint 

V221       Primary anterior decompression of cervical spinal cord and fusion of joint of cervical spine 

V222       Primary anterior decompression of cervical spinal cord NEC 

V223       Primary foraminotomy of cervical spine 

V224       Primary anterior corpectomy of cervical spine with reconstruction HFQ 

V225       Primary decompression of posterior fossa and upper cervical spinal cord and instrumentation 

V226       Primary decompression of posterior fossa and upper cervical spinal cord NEC 

V227       Primary laminoplasty of cervical spine 

V228       Other specified primary decompression operations on cervical spine 

V229       Unspecified primary decompression operations on cervical spine 

V231       Revisional anterior decompression of cervical spinal cord and fusion of joint of cervical spine 

V232       Revisional anterior decompression of cervical spinal cord NEC 

V233       Revisional foraminotomy of cervical spine 

V234       Revisional anterior corpectomy of cervical spine with reconstruction HFQ 

V235       Revisional decompression of posterior fossa and upper cervical spinal cord and instrumentation 

V236       Revisional decompression of posterior fossa and upper cervical spinal cord NEC 

V237       Revisional laminoplasty of cervical spine 

V238       Other specified revisional decompression operations on cervical spine 

V239       Unspecified revisional decompression operations on cervical spine 

V241       Primary decompression of thoracic spinal cord and fusion of joint of thoracic spine 

V242       Primary decompression of thoracic spinal cord NEC 

V243       Revisional decompression of thoracic spinal cord NEC 
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V244       Primary anterior corpectomy of thoracic spine and reconstruction HFQ 

V245       Revisional anterior corpectomy of thoracic spine and reconstruction HFQ 

V248       Other specified decompression operations on thoracic spine 

V249       Unspecified decompression operations on thoracic spine 

V251       
Primary extended decompression of lumbar spine and intertransverse fusion of joint of lumbar 
spine 

V252       Primary extended decompression of lumbar spine NEC 

V253       
Primary posterior decompression of lumbar spine and intertransverse fusion of joint of lumbar 
spine 

V254       Primary posterior laminectomy decompression of lumbar spine 

V255       Primary posterior decompression of lumbar spine NEC 

V256       Primary lateral foraminotomy of lumbar spine 

V257       Primary anterior corpectomy of lumbar spine and reconstruction HFQ 

V258       Other specified primary decompression operations on lumbar spine 

V259       Unspecified primary decompression operations on lumbar spine 

V261       
Revisional extended decompression of lumbar spine and intertransverse fusion of joint of lumbar 
spine 

V262       Revisional extended decompression of lumbar spine NEC 

V263       
Revisional posterior decompression of lumbar spine and intertransverse fusion of joint of lumbar 
spine 

V264       Revisional posterior laminectomy decompression of lumbar spine 

V265       Revisional posterior decompression of lumbar spine NEC 

V266       Revisional lateral foraminotomy of lumbar spine 

V267       Revisional anterior corpectomy of lumbar spine and reconstruction HFQ 



 

The North of England Regional Back Pain Pathway: Evaluation Page | 114  
 

V268       Other specified revisional decompression operations on lumbar spine 

V269       Unspecified revisional decompression operations on lumbar spine 

V271       Primary decompression of spinal cord and fusion of joint of spine NEC 

V272       Primary decompression of spinal cord NEC 

V273       Revisional decompression of spinal cord NEC 

V278       Other specified decompression operations on unspecified spine 

V279       Unspecified decompression operations on unspecified spine 

V281       Primary insertion of lumbar interspinous process spacer 

V282       Revisional insertion of lumbar interspinous process spacer 

V288       Other specified insertion of lumbar interspinous process spacer 

V289       Unspecified insertion of lumbar interspinous process spacer 

V291       Primary laminectomy excision of cervical intervertebral disc 

V292       Primary hemilaminectomy excision of cervical intervertebral disc 

V293       Primary fenestration excision of cervical intervertebral disc 

V294       
Primary anterior excision of cervical intervertebral disc and interbody fusion of joint of cervical 
spine 

V295       Primary anterior excision of cervical intervertebral disc NEC 

V296       Primary microdiscectomy of cervical intervertebral disc 

V298       Other specified primary excision of cervical intervertebral disc 

V299       Unspecified primary excision of cervical intervertebral disc 

V301       Revisional laminectomy excision of cervical intervertebral disc 

V302       Revisional hemilaminectomy excision of cervical intervertebral disc 

V303       Revisional fenestration excision of cervical intervertebral disc 
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V304       
Revisional anterior excision of cervical intervertebral disc and interbody fusion of joint of cervical 
spine 

V305       Revisional anterior excision of cervical intervertebral disc NEC 

V306       Revisional microdiscectomy of cervical intervertebral disc 

V308       Other specified revisional excision of cervical intervertebral disc 

V309       Unspecified revisional excision of cervical intervertebral disc 

V311       Primary anterolateral excision of thoracic intervertebral disc and graft HFQ 

V312       Primary anterolateral excision of thoracic intervertebral disc NEC 

V313       Primary costotransversectomy of thoracic intervertebral disc 

V314       Primary percutaneous endoscopic excision of thoracic intervertebral disc 

V318       Other specified primary excision of thoracic intervertebral disc 

V319       Unspecified primary excision of thoracic intervertebral disc 

V321       Revisional anterolateral excision of thoracic intervertebral disc and graft HFQ 

V322       Revisional anterolateral excision of thoracic intervertebral disc NEC 

V323       Revisional costotransversectomy of thoracic intervertebral disc 

V324       Revisional percutaneous endoscopic excision of thoracic intervertebral disc 

V328       Other specified revisional excision of thoracic intervertebral disc 

V329       Unspecified revisional excision of thoracic intervertebral disc 

V331       Primary laminectomy excision of lumbar intervertebral disc 

V332       Primary fenestration excision of lumbar intervertebral disc 

V333       
Primary anterior excision of lumbar intervertebral disc and interbody fusion of joint of lumbar 
spine 

V334       Primary anterior excision of lumbar intervertebral disc NEC 
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V335       
Primary anterior excision of lumbar intervertebral disc and posterior graft fusion of joint of lumbar 
spine 

V336       
Primary anterior excision of lumbar intervertebral disc and posterior instrumentation of lumbar 
spine 

V337       Primary microdiscectomy of lumbar intervertebral disc 

V338       Other specified primary excision of lumbar intervertebral disc 

V339       Unspecified primary excision of lumbar intervertebral disc 

V341       Revisional laminectomy excision of lumbar intervertebral disc 

V342       Revisional fenestration excision of lumbar intervertebral disc 

V343       
Revisional anterior excision of lumbar intervertebral disc and interbody fusion of joint of lumbar 
spine 

V344       Revisional anterior excision of lumbar intervertebral disc NEC 

V345       
Revisional anterior excision of lumbar intervertebral disc and posterior graft fusion of joint of 
lumbar spine 

V346       
Revisional anterior excision of lumbar intervertebral disc and posterior instrumentation of lumbar 
spine 

V347       Revisional microdiscectomy of lumbar intervertebral disc 

V348       Other specified revisional excision of lumbar intervertebral disc 

V349       Unspecified revisional excision of lumbar intervertebral disc 

V351       Primary excision of intervertebral disc NEC 

V352       Revisional excision of intervertebral disc NEC 

V358       Other specified excision of unspecified intervertebral disc 

V359       Unspecified excision of unspecified intervertebral disc 

V361       Prosthetic replacement of cervical intervertebral disc 
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V362       Prosthetic replacement of thoracic intervertebral disc 

V363       Prosthetic replacement of lumbar intervertebral disc 

V368       Other specified prosthetic replacement of intervertebral disc 

V369       Unspecified prosthetic replacement of intervertebral disc 

V371       Posterior fusion of atlantoaxial joint NEC 

V372       Posterior fusion of joint of cervical spine NEC 

V373       Transoral fusion of atlantoaxial joint 

V374       Fusion of atlanto-occipital joint 

V375       Posterior fusion of atlantoaxial joint using transarticular screw 

V376       Posterior fusion of atlantoaxial joint using pedicle screw 

V377       Fusion of occipitocervical junction NEC 

V378       Other specified primary fusion of joint of cervical spine 

V379       Unspecified primary fusion of joint of cervical spine 

V381       Primary fusion of joint of thoracic spine 

V382       Primary posterior interlaminar fusion of joint of lumbar spine 

V383       Primary posterior fusion of joint of lumbar spine NEC 

V384       Primary intertransverse fusion of joint of lumbar spine NEC 

V385       Primary posterior interbody fusion of joint of lumbar spine 

V386       Primary transforaminal interbody fusion of joint of lumbar spine 

V388       Other specified primary fusion of other joint of spine 

V389       Unspecified primary fusion of other joint of spine 

V391       Revisional fusion of joint of cervical spine NEC 

V392       Revisional fusion of joint of thoracic spine 
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V393       Revisional posterior interlaminar fusion of joint of lumbar spine 

V394       Revisional posterior fusion of joint of lumbar spine NEC 

V395       Revisional intertransverse fusion of joint of lumbar spine NEC 

V396       Revisional posterior interbody fusion of joint of lumbar spine 

V397       Revisional transforaminal interbody fusion of joint of lumbar spine 

V398       Other specified revisional fusion of joint of spine 

V399       Unspecified revisional fusion of joint of spine 

V401       Non-rigid stabilisation of spine 

V402       Posterior instrumented fusion of cervical spine NEC 

V403       Posterior instrumented fusion of thoracic spine NEC 

V404       Posterior instrumented fusion of lumbar spine NEC 

V405       Removal of instrumentation from spine 

V408       Other specified stabilisation of spine 

V409       Unspecified stabilisation of spine 

V411       Posterior attachment of correctional instrument to spine 

V412       Anterior attachment of correctional instrument to spine 

V413       Removal of correctional instrument from spine 

V414       Anterior and posterior attachment of correctional instrument to spine 

V418       Other specified instrumental correction of deformity of spine 

V419       Unspecified instrumental correction of deformity of spine 

V421       Excision of rib hump 

V422       Epiphysiodesis of spinal apophyseal joint for correction of deformity 

V423       Anterolateral release of spine for correction of deformity and graft HFQ 
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V424       Anterior and posterior epiphysiodesis of spine for correction of deformity 

V425       Anterior epiphysiodesis of spine for correction of deformity NEC 

V426       Posterior epiphysiodesis of spine for correction of deformity NEC 

V428       Other specified other correction of deformity of spine 

V429       Unspecified other correction of deformity of spine 

V431       Excision of lesion of cervical vertebra 

V432       Excision of lesion of thoracic vertebra 

V433       Excision of lesion of lumbar vertebra 

V438       Other specified extirpation of lesion of spine 

V439       Unspecified extirpation of lesion of spine 

V441       Complex decompression of fracture of spine 

V442       Anterior decompression of fracture of spine 

V443       Posterior decompression of fracture of spine NEC 

V444       Vertebroplasty of fracture of spine 

V445       Balloon kyphoplasty of fracture of spine 

V448       Other specified decompression of fracture of spine 

V449       Unspecified decompression of fracture of spine 

V451       Open reduction of fracture of spine and excision of facet of spine 

V452       Open reduction of fracture of spine NEC 

V453       Manipulative reduction of fracture of spine 

V458       Other specified other reduction of fracture of spine 

V459       Unspecified other reduction of fracture of spine 

V461       Fixation of fracture of spine using plate 
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V462       Fixation of fracture of spine using Harrington rod 

V463       Fixation of fracture of spine using wire 

V464       Fixation of fracture of spine and skull traction HFQ 

V465       Removal of fixation device from spine 

V468       Other specified fixation of fracture of spine 

V469       Unspecified fixation of fracture of spine 

V471       Biopsy of cervical vertebra 

V472       Biopsy of thoracic vertebra 

V473       Biopsy of lumbar vertebra 

V478       Other specified biopsy of spine 

V479       Unspecified biopsy of spine 

V481       Radiofrequency controlled thermal denervation of spinal facet joint of cervical vertebra 

V482       Denervation of spinal facet joint of cervical vertebra NEC 

V483       Radiofrequency controlled thermal denervation of spinal facet joint of thoracic vertebra 

V484       Denervation of spinal facet joint of thoracic vertebra NEC 

V485       Radiofrequency controlled thermal denervation of spinal facet joint of lumbar vertebra 

V486       Denervation of spinal facet joint of lumbar vertebra NEC 

V487       Radiofrequency controlled thermal denervation of spinal facet joint of vertebra NEC 

V488       Other specified denervation of spinal facet joint of vertebra 

V489       Unspecified denervation of spinal facet joint of vertebra 

V491       Exploratory cervical laminectomy 

V492       Exploratory thoracic laminectomy 

V493       Exploratory lumbar laminectomy 
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V494       Exploratory laminectomy NEC 

V495       Transthoracic exploration of spine 

V496       Transperitoneal exploration of spine 

V498       Other specified exploration of spine 

V499       Unspecified exploration of spine 

V501       Manipulation of spine using traction 

V508       Other specified manipulation of spine 

V509       Unspecified manipulation of spine 

V521       Enzyme destruction of intervertebral disc 

V522       Destruction of intervertebral disc NEC 

V523       Discography of intervertebral disc 

V524       Biopsy of lesion of intervertebral disc NEC 

V525       Aspiration of intervertebral disc NEC 

V528       Other specified other operations on intervertebral disc 

V529       Unspecified other operations on intervertebral disc 

V541       Transoral excision of odontoid process of axis 

V542       Graft of bone to spine NEC 

V543       Osteotomy of spine NEC 

V544       Injection around spinal facet of spine 

V548       Other specified other operations on spine 

V549       Unspecified other operations on spine 

V551       One level of spine 

V552       Two levels of spine 
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V553       Greater than two levels of spine 

V558       Other specified levels of spine 

V559       Unspecified levels of spine 

V561       Primary laser foraminoplasty of cervical spine 

V562       Primary laser foraminoplasty of thoracic spine 

V563       Primary laser foraminoplasty of lumbar spine 

V564       Primary laser foraminoplasty of spine NEC 

V568       Other specified primary foraminoplasty of spine 

V569       Unspecified primary foraminoplasty of spine 

V571       Revisional laser foraminoplasty of cervical spine 

V572       Revisional laser foraminoplasty of thoracic spine 

V573       Revisional laser foraminoplasty of lumbar spine 

V574       Revisional laser foraminoplasty of spine NEC 

V578       Other specified revisional formaminoplasty of spine 

V579       Unspecified revisional formaminoplasty of spine 

V581       Primary automated percutaneous mechanical excision of cervical intervertebral disc 

V582       Primary automated percutaneous mechanical excision of thoracic intervertebral disc 

V583       Primary automated percutaneous mechanical excision of lumbar intervertebral disc 

V588       Other specified primary automated percutaneous mechanical excision of intervertebral disc 

V589       Unspecified primary automated percutaneous mechanical excision of intervertebral disc 

V591       Revisional automated percutaneous mechanical excision of cervical intervertebral disc 

V592       Revisional automated percutaneous mechanical excision of thoracic intervertebral disc 

V593       Revisional automated percutaneous mechanical excision of lumbar intervertebral disc 
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V598       Other specified revisional automated percutaneous mechanical excision of intervertebral disc 

V599       Unspecified revisional automated percutaneous mechanical excision of intervertebral disc 

V601       Primary percutaneous decompression using coblation to cervical intervertebral disc 

V602       Primary percutaneous decompression using coblation to thoracic intervertebral disc 

V603       Primary percutaneous decompression using coblation to lumbar intervertebral disc 

V608       Other specified primary percutaneous decompression using coblation to intervertebral disc 

V609       Unspecified primary percutaneous decompression using coblation to intervertebral disc 

V611       Revisional percutaneous decompression using coblation to cervical intervertebral disc 

V612       Revisional percutaneous decompression using coblation to thoracic intervertebral disc 

V613       Revisional percutaneous decompression using coblation to lumbar intervertebral disc 

V618       Other specified revisional percutaneous decompression using coblation to intervertebral disc 

V619       Unspecified revisional percutaneous decompression using coblation to intervertebral disc 

V621       Primary percutaneous intradiscal radiofrequency thermocoagulation to cervical intervertebral disc 

V622       Primary percutaneous intradiscal radiofrequency thermocoagulation to thoracic intervertebral disc 

V623       Primary percutaneous intradiscal radiofrequency thermocoagulation to lumbar intervertebral disc 

V628       
Other specified primary percutaneous intradiscal radiofrequency thermocoagulation to 
intervertebral disc 

V629       
Unspecified primary percutaneous intradiscal radiofrequency thermocoagulation to intervertebral 
disc 

V631       
Revisional percutaneous intradiscal radiofrequency thermocoagulation to cervical intervertebral 
disc 

V632       
Revisional percutaneous intradiscal radiofrequency thermocoagulation to thoracic intervertebral 
disc 
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V633       
Revisional percutaneous intradiscal radiofrequency thermocoagulation to lumbar intervertebral 
disc 

V638       
Other specified revisional percutaneous intradiscal radiofrequency thermocoagulation to 
intervertebral disc 

V639       
Unspecified revisional percutaneous intradiscal radiofrequency thermocoagulation to 
intervertebral disc 

V661       Revisional fusion of occipitocervical junction 

V662       Revisional posterior fusion of atlantoaxial joint using transarticular screw 

V663       Revisional posterior fusion of atlantoaxial joint using pedicle screw 

V664       Revisional posterior fusion of atlantoaxial joint NEC 

V668       Other specified other revisional fusion of joint of spine 

V669       Unspecified other revisional fusion of joint of spine 

V671       Primary posterior lumbar medial facetectomy 

V672       Primary hemilaminectomy decompression of lumbar spine 

V678       Other specified other primary decompression operations on lumbar spine 

V679       Unspecified other primary decompression operations on lumbar spine 

V681       Revisional posterior lumbar medial facetectomy 

V682       Revisional hemilaminectomy decompression of lumbar spine 

V688       Other specified other revisional decompression operations on lumbar spine 

V689       Unspecified other revisional decompression operations on lumbar spine 

X375 Intramuscular injection for local action 

Y811       Epidural anaesthetic using lumbar approach 

Y812       Epidural anaesthetic using sacral approach 
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Definitions in Regional Back Pain Pathway Reporting   

      

Facet Joint 
Injections     

Spell has Primary Diagnosis from :   

      

Code Description   

V544 Injection around spinal facet of spine   

      

AND      

      

Procedure code (any position in spell) from:   

    

Code Description   

M545 Low back pain   

M5450 Low back pain: Multiple sites in spine   

M5455 Low back pain: Thoracolumbar region   

M5456 Low back pain: Lumbar region   

M5457 Low back pain: Lumbosacral region   

M5458 Low back pain: Sacral and sacrococcygeal region   

M5459 Low back pain: Site unspecified   
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Other 
Procedures 

Spell has Primary Diagnosis from :   

      

Code Description   

G551 Nerve root and plexus compressions in intervertebral disc disorders   

M511 Lumbar and other intervertebral disc disorders with radiculopathy   

M512 Other specified intervertebral disc displacement   

M544 Lumbago with sciatica   

M5440 Lumbago with sciatica: Multiple sites in spine   

M5445 Lumbago with sciatica: Thoracolumbar region   

M5446 Lumbago with sciatica: Lumbar region   

M5447 Lumbago with sciatica: Lumbosacral region   

M5448 Lumbago with sciatica: Sacral and sacrococcygeal region   

M5449 Lumbago with sciatica: Site unspecified   

M545 Low back pain   

M5450 Low back pain: Multiple sites in spine   

M5455 Low back pain: Thoracolumbar region   

M5456 Low back pain: Lumbar region   

M5457 Low back pain: Lumbosacral region   

M5458 Low back pain: Sacral and sacrococcygeal region   

M5459 Low back pain: Site unspecified   
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AND     

      

Procedure code (any position in spell) from:   

      

Code Description VBC Category 

A577 Injection of therapeutic substance around spinal nerve root 
Nerve Root 
Injections 

A521 Therapeutic lumbar epidural injection 

Epidural 
Injections 

A522 Therapeutic sacral epidural injection 

A523 Epidural blood patch 

A528 Other specified therapeutic epidural injection 

A529 Unspecified therapeutic epidural injection 

V337 Primary microdiscectomy of lumbar intervertebral disc 

Discectomy 

V338 Other specified primary excision of lumbar intervertebral disc 

V339 Unspecified primary excision of lumbar intervertebral disc 

V341 Revisional laminectomy excision of lumbar intervertebral disc 

V342 Revisional fenestration excision of lumbar intervertebral disc 

V343 
Revisional anterior excision of lumbar intervertebral disc and interbody fusion of 
joint of lumbar spine 

V344 Revisional anterior excision of lumbar intervertebral disc NEC 

V345 
Revisional anterior excision of lumbar intervertebral disc and posterior graft fusion 
of joint of lumbar spine 

V346 
Revisional anterior excision of lumbar intervertebral disc and posterior 
instrumentation of lumbar spine 
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V347 Revisional microdiscectomy of lumbar intervertebral disc 

V348 Other specified revisional excision of lumbar intervertebral disc 

V349 Unspecified revisional excision of lumbar intervertebral disc 

V254 Primary posterior laminectomy decompression of lumbar spine Decompression 
 


