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ABSTRACT

PURPOSE To determine the effects of stratified primary care for low back pain (SPLIT pro-
gram) in decreasing back-related disability for patients with low back pain (LBP) in primary
care.

METHODS We conducted a before-and-after study. We compared health-related outcomes
for 2 sequential, independent cohorts of patients with LBP recruited at 7 primary care units
in Portugal. The first prospective cohort study characterized usual care (UC) and collected
data from February to September 2018. The second was performed when the SPLIT pro-
gram was implemented and collected data from November 2018 to October 2021. Between
cohorts, physical therapists were trained in the implementation of the SPLIT program, which
used the STarT Back Screening Tool to categorize patients for matched treatment. We com-
pared back-related disability (Roland-Morris Disability Questionnaire, 0-24 points), pain
(Numeric Pain Rating Scale, 0-10 points), perceived effect of treatment (Global Perceived
Effect Scale, —5 to +5 points), and health-related quality of life (EuroQoL 5 dimensions 3
levels index, O-1 points).

RESULTS We enrolled a total of 447 patients: 115 in the UC cohort (mostly treated with
pharmacologic treatment) and 332 in the SPLIT cohort (all referred for a physical therapy
intervention program). Over the study period of 6 months, patients in the SPLIT program
showed significantly greater improvements in back-related disability (8, —2.94; 95% (I,
—3.63 to —2.24; P<.001), pain (8, —0.88; 95% Cl, —1.18 to —0.57; P<.001), per-
ceived effect of treatment (8, 1.40; 95% Cl, 0.97 to 1.82; P<.001), and health-related
quality of life (8, 0.11; 95% ClI, 0.08 to 0.14; P<.001) compared with UC.

CONCLUSIONS Patients in the SPLIT program for LBP showed greater benefits regarding
health-related outcomes than those receiving UC.

Ann Fam Med 2024;22:195-202. https://doi.org/10.1370/afm.3104

INTRODUCTION

ow back pain (LBP) is a high-burden health problem worldwide, and its man-

agement represents a serious challenge for health systems."* The burden

caused by LBP is mainly explained by the great disability it causes in a minor-
ity of patients, those with persistent, disabling pain.>°

To decrease the number of patients who develop persistent, disabling LBP, the
implementation of a stratified approach in primary care has been suggested.”!°
Using the STarT Back Screening Tool (SBST) to categorize patients according
to low, medium, and high risk of developing poor disability, this approach sug-
gests matched physical therapy treatments of increasing complexity according to
risk subgroup."

The STarT Back trial was the first study to show the effectiveness and cost-
effectiveness of the stratified approach for LBP.">'3 Aiming to generalize these
results, the IMplementation to improve Patient Care through Targeted treatment
(IMPaCT) study confirmed the potential of this approach for improving patient-
level outcomes while decreasing the consumption of health care in the routine clini-
cal practice of a UK primary care setting.'*"”

Considering that health systems are context specific and might vary sub-
stantially between countries, several studies sought to adapt and test the strati-
fied approach in primary care.'®?° A country that might benefit from such a
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comprehensive approach is Portugal. In addition to being the
major cause of disability-adjusted life-years,' LBP management
in Portuguese primary care is described as fragmented and
not aligned with clinical recommendations.?'?> Given this sce-
nario, we aimed to determine the effects of stratified primary
care for low back pain (SPLIT) in decreasing back-related dis-
ability for patients seeking primary care for an LBP episode.

METHODS

Design and Setting
The SPLIT study used a before-and-after design embedded in
Portuguese primary care.?® This is an integral part of the pub-
lic National Health System and is geographically organized
within regional health administrations that manage a set of
health center groups, which in turn includes a set of health
units to which residents are assigned. The present study was
developed under a protocol with the Regional Health Admin-
istration of Lisbon and Tagus Valley (ARS-LVT) via its Arra-
bida health center group. With a total of 23 health units, this
health center group is responsible for 242,928 patients from 3
geographic regions (Palmela, Sesimbra, Setubal).

Two sequential, independent cohorts of patients with
LBP were recruited at 7 health units according to the differ-
ent study phases. These units were chosen considering the
proportion of geographic area covered (Palmela, Sesimbra,
Setubal) and the presence of primary care—based physical
therapists (PTs) in these workplaces. In Phase 1, a cohort of
patients (usual care [UIC] cohort) was recruited to charac-
terize UC and patients’ health-related outcomes (February-
September 2018). Slightly before the end of this phase, a
training and mentoring program (Phase 2) aiming to optimize
the implementation of the SPLIT program in the routine
clinical practice of the 4 participating PTs was developed and
executed (September 2018-August 2019). In Phase 3, a new
cohort of patients (SPLIT cohort) was recruited to evaluate
the outcomes of the SPLIT program (November 2018-Octo-
ber 2021). The longer recruitment period of Phase 3 repre-
sents a deviation from the protocol and is mainly explained
by the constraints associated with the coronavirus disease
2019 (COVID-19) pandemic. The decision to increase the

recruitment period aimed to prevent access restrictions to
health care during the pandemic from affecting the future
maintenance of the SPLIT program. The study was approved
by the Ethics Committee of ARS-LVT (REF 3562/CES/2018);

its framework is presented in Figure 1.

Participants
Participants were eligible if they had consulted a participating

P2425 of any duration,

family physician (FP) for nonspecific LB
with or without leg pain; were aged 18-65 years; and were
able to read and speak the Portuguese language. Exclusion
criteria were clinical signs of infection, tumor, osteoporosis,
fracture, inflammatory disorder, radicular syndrome, severe
depression or other psychiatric condition, pregnancy, or hav-
ing undergone back surgery or conservative treatment within

the previous 6 or 3 months, respectively.

Phase 1: Usual Care Cohort

Patients from participating health units were recruited consec-
utively by their attending FP. Patients were invited to partici-
pate and asked to be contacted by a trained research assistant
(RA), who confirmed eligibility criteria and informed them
about the study. For those who consented, sociodemographic
and clinical data (including back-related disability, pain, and
health-related quality of life [HRQoL]) were collected by the
RA by interview, using a standard data collection form.

In this phase, FPs were not aware of the SPLIT program;
they were encouraged to manage patients as usual based on
their clinical judgment. Monthly debriefing meetings were
scheduled to motivate participating FPs regarding the recruit-
ment process. The course of outcomes for this cohort is pub-
lished elsewhere.?!

Phase 2: Training and Mentoring Program
The SPLIT program consisted of a structured physical
therapy program informed by the theoretical rationale and
interventions suggested by the STarT Back Trial>* and other
frameworks.?”? After each patient's initial FP consultation
and referral, the following 3 main steps were taken: (1) clinical
assessment by a trained PT, including use of the SBST 3 for
stratification of risk of poor disability, (2) matched treatment,
and (3) a monitoring program to track out-

Figure 1. Study framework.

Phase 1

Y

Phase 2

Y

comes (Supplemental Appendix).

Considering the lack of involvement of
primary care—based PTs within the clinical
pathway for LBP and the potential chal-

4 lenges implementation of the SPLIT pro-

Feb—Sep 2018 Sep 2018-Aug 2019

UcC cohort PT training and
Participant recruitment mentoring program
FP UC

Baseline assessment +
2- and 6-month follow-up

Nov 2018-0Oct 2021
SPLIT cohort
Participant recruitment
FP UC + SPLIT program (PT)

Baseline assessment +
2- and 6-month follow-up

gram would entail 3" we developed a training
program for PTs, which comprised a 30-hour
course delivered by 4 PTs with expertise in
training clinicians. To consolidate the knowl-
edge and confidence of participating PTs,?

we executed a mentoring program involv-

FP = family physician; PT = physical therapist; SPLIT = stratified primary care for low back pain; UC = usual care.

ing monthly contacts over a period of 12

months to provide peer feedback and clinical
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case review. To present the SPLIT program and motivate FPs
regarding the recruitment and referral procedures, we orga-
nized 2 interactive group-based sessions, in which the best
evidence on the effects of nonpharmacologic interventions
for LBP was presented.”®3?3* Two rheumatologists and 2 PTs
moderated these sessions. Monthly debriefing meetings con-
tinued to be scheduled.

Phase 3. SPLIT Cohort

Participating FPs from the same 7 health units were asked to
keep the recruitment process used for Phase 1. They were
again encouraged to manage patients as usual, except for
the referral of potentially eligible participants who should
be referred to primary care—based PTs for evaluation and
treatment. After referral, participating PTs confirmed the
eligibility criteria and informed patients about the study,
inviting them to participate. For those who consented,

sociodemographic and clinical data were collected using the
same procedures as for Phase 1. The decision to entrust par-
ticipating PTs with the responsibility of collecting patients’
data aimed to optimize the implementation of the SPLIT
program. Because it included, for clinical reasoning purposes,
the collection of clinical data that were used later as study
outcomes (ie, back-related disability and pain intensity), this
decision prevented the duplication of data collection and
thus decreased patients' burden with regard to answering
questionnaires.

Health-Related Outcomes

Health-related outcomes were assessed at 2- and 6-month
follow-ups (by telephone) by the RA (UC cohort) and partici-
pating PTs (SPLIT cohort). The use of telephone interviews
was established to potentiate patient retention. Training was
provided to standardize data collection procedures. The

Figure 2. Study flow diagram.

Phase 1 Phase 2
Y Y

Usual care cohort ‘ Implementation plan ‘

\ 4

cohort

\ 4

119 Potential eligible participants 564 Pot

referred by family physician referred by family physician

ential eligible participants

4 Excluded participants
4 Did not meet inclusion criteria:
3 Specific cause of LBP
1 Age >65 years
0 Not able to read and speak Portuguese

Y

0 Other concurrent conservative treatments
0 Other health conditions
0 Other reasons

0 Declined to participate in baseline

0 Dropped out during intervention

0 Other reasons

232 Excluded participants
104 Did not meet inclusion criteria:
43 Specific cause of LBP
16 Age >65 years
3 Not able to read and speak Portuguese

23 Other concurrent conservative treatments
9 Other health conditions

\4

10 Other reasons
74 Declined to participate in baseline
50 Dropped out during intervention
4 Other reasons

A4

\4

115 Received usual care at baseline 332 Received SPLIT care at baseline

5 Dropouts (4.3%,
unable to contact)

Y

4

17 Dropouts (5.1%,
unable to contact)

Y

\4

110 Analyzed at 2-month follow-up 315 Analyzed at 2-month follow-up

11 Dropouts (9.6%,
unable to contact)

Y

4

51 Dropouts (15.4%,
unable to contact)

Y

\4

104 Analyzed at 6-month follow-up 281 Analyzed at 6-month follow-up

LBP = low back pain; SPLIT = stratified primary care for low back pain.
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primary outcome was back-related disability measured with
the Portuguese version of the Roland-Morris Disability Ques-

pain).?**° The HRQoL was measured with the EuroQol

5-dimension 3-level (EQ-5D-3L), a generic instrument sug-

tionnaire (RMDQ) (0-24 points [greater scores indicating
greater disability]).*-¥ Secondary outcomes included pain

intensity, HRQoL, and perceived effect of treatment. For pain

intensity, the Portuguese version of the Numeric Pain Rat-

ing Scale (NPRS) was used (0 = no pain, 10 = worst possible

gesting an index of the individual health status (1 = the best
possible health, 0 = death).*'*> The weight applied was based

on the Portuguese valuation study.** The Global Perceived

Effect Scale (GPES) measured the perceived effect of treat-

ment (-5 = vastly worse, +5 = completely recovered).

44-46

Table 1. Baseline Characteristics of Participants Statistical Analysis
We used descriptive statistics to
Total (n=447) UC (n=115) SPLIT (n=332) P Value characterize both cohorts of partici-

Sociodemographic pants. Baseline differences between

Age, y, mean (SD) 46.19(11.65) 48.06 (11.41) 4546 (11.75) 035 cohorts were tested with the Mann-

Female, No. (%) 268 (60.0) 65 (56.5) 203 (61.1) 383" Whitney test (continuous variables)

BMI (kg/m?), No. (%) 8720 and the x* test (categorical variables).
Underweight or normal 174 (39.4) 46 (40.0) 128 (39.1) We used linear mixed-effects

weight, models to compare cohorts regard-
Overweight or obesity 268 (60.6) 69 (60.0) 199 (60.9) ing the RMDQ, NPRS, GPES, and

Marital status, No. (%) 9375 EQ-5D-3L index over follow-up
Lives alone 158 (35.3) 41 (35.7) 117 (35.2) (ie, baseline, 2- and 6-month time
Lives with someone 289 (64.7) 74 (64.3 215 (64.8) points). Because we also considered

Years of education, No. (%) 365 the proportion of patients who met
0-9 216 (48.5) 60 (52.2) 156 (47.3) the minimum important change
=10 229 (51.5) 55 (47.8) 174 (52.7) (MIC) criteria (ie, 230% decrease

Work status, No. (%) 068b from baseline for RMDQ and NPRS

., No. : 16,47
Active 314 (70.7) 89 (77.4) 225 (68.4) a‘?d a GPES'SCOF? 23)** and thoff‘
Not working 130 (29.3) 26 (22 104 (31.6) with poor disability (RMDQ 27),
we also used logistic mixed-effects

Clinical models. All of the models included

Duration of LBP episode, .618° varying intercepts for each par-

No. (%) tici d an identi i
pant and an identity covariance

<12 weeks 231 (51.9) 62 (53.9) 169 (51.2) structure. For outcomes that were

212 weeks . 214 (48.1) 53 (46.1) 161 (48.8) not measured at baseline (ie, GPES

Referred leg pain, No. (%) 206 (46.5) 76 (66.1) 130 (39.6) <.001° and MIC outcomes), the 2-month

LBP pain medication, No. (%) 225 (51.1) 66 (57.4) 159 (48.9) .118P follow-up was considered the models’

Sickness certificate, No. (%) 95 (21.6) 31 (27.0) 64 (19.7) .104p first time point.

SBST risk subgroup, No. (%) <.001° Given the observational nature of
Low 174 (38.9) 20 (17.4) 154 (46.4) the study and the consequent prob-
Medium 189 (42.3) 62 (53.9) 127 (38.3) ability of confounding, we adjusted
High 84 (18.8) 33 (28.7) 51 (15.4) models for baseline imbalances

SBST pSyChOSOCiaI subscale 2.20 (1 45) 2.78 (] 28) 2.00 (] 45) <.0012 between Cohorts (16, age; referred leg
(Q5-9. 0-5), fnean (D) pain; and baseline SBST psychosocial

Back-related disability 9.46 (6.18) 12.63 (5.90) 8.37 (5.89) <.0012 subscale, NPRS, RMDQ, and EQ-
(RMDQ, 0-24), mean (SD) e )

o , 5D-3L values) and clinically impor-

Pain intensity (NPRS, 0-10), 4.23 (2.61) 5.41 (2.56) 3.83 (2.50)  <.001° S )
mean (D) tant characteristics (ie, duration of

HRQoL (EQ-5D-3L, 0-1), 0.56(0.25) 044 (0.23)  0.61(0.25  <001° LBP episode). Despite some of these
mean (SD) measures having been collected at all

: — — : 3 time points, they were entered into

BMI = body mass index; EQ-5D-3L = EuroQoL 5 dimensions 3 levels; HRQoL = health-related quality of life; LBP = low back pain; . .

NPRS = Numeric Pain Rating Scale; Q5-9 = Questions 5-9; RMDQ = Roland-Morris Disability Questionnaire; SBST = STarT Back the models as time lﬂdepeﬂdent to

Screening Tool; SPLIT = stratified primary care for low back pain; UC = usual care. address baseline discrepancies.

Note: Sample size was not consistent, owing to missing data. Total: BMI (n = 442); years of education (n = 445); work status We conducted a Sensitivity

(n = 444); duration of LBP episode (n = 445); referred leg pain (n = 443); pain medication (n = 440); sickness certificate (n = 440). X . .

SPLIT: BMI (n = 327); years of education (n = 330); work status (n = 329); duration of LBP episode (n = 330); referred leg pain analy515 to investigate whether the

(n = 328); pain medication (n = 325); sickness certificate (n = 325). deviation from the pl‘OtOCO] regard-

Z'Vlat“”t'\x’himey test. ing recruitment time influenced the
X7 test.

results. This followed the procedures
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described for the main analysis; however, for the SPLIT
cohort, only those participants recruited from September
2018 to August 2019 were considered. For exploratory pur-
poses, we also conducted a descriptive analysis of outcomes
considering the SBST risk subgroups (low, medium, and
high risk). STarT Back Screening Tool scoring methods are
presented in the Supplemental Appendix. Given the low
proportion of missing data, statistical methods for handling
missing date were not considered. A significance level of 5%
was used. All analyses were performed with SPSS Statistics

version 23 (IBM).

-2.94,95% CI, ~3.63 to ~2.24; P<.001) (Table 2 and Table
3). The superiority of changes favoring the SPLIT program
was also found for pain (B, -0.88; 95% CI, -1.18 to -0.57
P<.001), perceived effect of treatment (B3, 1.40; 95% CI, 0.97
to 1.82, P<.001), and HRQoL (B, 0.11, 95% CI, 0.08 to 0.14,
P<.001). For the proportion of patients who met the MIC
and poor disability cutoffs, results also favored the SPLIT
program. Sensitivity analysis showed similar results when
considering only participants recruited during the imple-
mentation plan (Supplemental Table 1 and Supplemental

Table 2). Exploratory analysis suggested that whereas for the
first cohort, improvements appeared to have been inferior

RESULTS

A total of 447 participants were included in the study: 115 in
the UC cohort and 332 in the SPLIT cohort (Figure 2). For

the SPLIT cohort, most of the included par-
ticipants (173 [52.1%]) were referred during the
first 12 months. The remaining 78 (23.5%) and
81 (24.4%) were referred during the second and
third years of recruitment, respectively.

In Phase 1 (UC cohort), patients were pre-
dominantly treated by FPs with pharmacologic
treatment (85.3%). Nonsteroidal anti-inflam-
matory drugs (81.4%) and muscle relaxants
(60.8%) were the most common, followed by
weak opioids (19.6%). Only 8.3% of patients
were referred for physical therapy, namely to
community clinics not related to primary care.
In Phase 3, all patients in the SPLIT cohort
were referred to trained primary care—based
PTs. A mean (SD) of 3.76 (3.70) physical
therapy sessions were provided: 1.11 (0.71) for
patients with low risk, 4.48 (2.52) for medium
risk, and 9.98 (3.31) for high risk.

Participant Characteristics

Participants had a mean (SD) age of 46.19
(11.65) years and were predominantly female
(268 [60.0%]) and employed (314 [70.7%))
(Table 1). Except for the older age of the SPLIT
cohort (P =.035), sociodemographic charac-
teristics were similar between cohorts. Clini-
cally, LBP-related symptoms were generally
less severe in participants in the SPLIT cohort
(P<.001); they had less referred leg pain,

risk of poor disability, back-related disability,
pain, and increased HRQoL compared with
the UC cohort.

Health-Related Outcomes

With respect to the 6-month follow-up period,
there was a significant and superior improve-
ment in back-related disability for the SPLIT
cohort compared with the UC cohort (B,

for patients with high risk of poor disability; for the second
cohort, benefits of the SPLIT program appeared consistent

over the distinct risk subgroups (Supplemental Table 3 and
Supplemental Table 4).

Table 2. Primary and Secondary Outcomes Over the 6-Month Follow-Up

uc SPLIT
Back-related disability (RMDQ, 0 to 24)
2 months: UC, n = 110; SPLIT, n = 315
Mean (SD) 9.14 (6.77) 3.02 (3.81)
Achieved MIC, No. (%)? 54 (49.1) 240 (76.2)
Poor disability, No. (%)° 64 (58.2) 49 (15.6)
6 months: UC, n = 104; SPLIT, n = 281
Mean (SD) 8.37 (6.83) 3.06 (4.23)
Achieved MIC, No. (%) 53 (51.0) 210 (74.7)
Poor disability, No. (%)° 56 (53.8) 47 (16.7)
Pain intensity (NPRS, O to 10)
2 months: UC, n = 110; SPLIT, n = 315
Mean (SD) 3.88 (2.90) 1.58 (2.17)
Achieved MIC, No. (%) 55 (50.0) 239 (75.9)
6 months: UC, n = 104; SPLIT, n = 281
Mean (SD) 3.18 (3.24) 1.83 (2.55)
Achieved MIC, No. (%)? 60 (57.7) 195 (69.4)
Perceived effect of treatment (GPES, —5 to +5)
2 months: UC, n = 110; SPLIT, n = 315
Median (IQR) 3.0 (4.0) 4.0 (2.0)
Achieved MIC, No. (%)’ 58 (52.7) 233 (74.0)
6 months: UC, n = 104; SPLIT, n = 281
Median (IQR) 3.0 (4.0) 4.0 (2.0)
Achieved MIC, No. (%)? 56 (53.8) 213 (75.8)
HRQoL (EQ-5D-3L, 0 to 1)
2 months: UC, n= 110; SPLIT, n= 314
Mean (SD) 0.61 (0.27) 0.81(0.21)
6 months: UC, n = 104; SPLIT, n = 281
Mean (SD) 0.59 (0.25) 0.81 (0.23)

EQ-5D-3L = EuroQoL 5 dimensions 3 levels; GPES = Global Perceived Effect Scale; HRQoL = health-related qual-
ity of life; IQR = interquartile range; MIC = minimal important change; NPRS = Numeric Pain Rating Scale;
RMDQ = Roland-Morris Disability Questionnaire; SPLIT = stratified primary care for low back pain; UC = usual care.

2 Based on established MIC criteria: >30% decrease from baseline for RMDQ and NPRS and a GPES score >3.
b Based on a cutoff RMDQ score >7.
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the 6-Month Follow-Up

Table 3. Effect Estimates for Comparison of Cohorts (SPLIT vs Usual Care) for Primary and Secondary Outcomes Over

Crude BIOR (95% Cl)*

P Value Adjusted BIOR (95% Cl)® P Value

Back-related disability (RMDQ, O to 24)
Raw score
Achieved MIC, yes vs noP
Poor disability, yes vs no¢
Pain intensity (NPRS, O to 10)
Raw score

~5.19 (=6.09 to —4.29)  <.001
7.07 (3.31 to 15.08) <.001
0.07 (0.003 t0 0.13) <.001

~-1.76 (-2.18t10 —1.35)  <.001

-2.94(-3.6310 —2.24)  <.001
8.67 (3.98 to 18.89) <.001
0.24 (0.15 t0 0.38) <.001

-0.88 (~1.18 10 —0.57)  <.001

Achieved MIC, yes vs noP 3.55 (1.94 to 6.48) <.001 3.50 (1.88 to 6.49) <.001
Perceived effect of treatment (GPES, —5 to +5)

Raw score 1.50 (1.08 to 1.91) <.001 1.40 (0.97 to 1.82) <.001

Achieved MIC, yes vs no® 4.66 (2.39 10 9.12) <.001 4.40 (2.22 10 8.71) <.001
HRQoL (EQ-5D-3L, 0 to 1)

Raw score 0.19 (0.16 to 0.23) <.001 0.11 (0.08 to 0.14) <.001

and EQ-5D-3L values.

< Based on a cutoff RMDQ score >7.

EQ-5D-3L = EuroQoL 5 dimensions 3 levels; GPES = Global Perceived Effect Scale; HRQoL = health-related quality of life; MIC = minimal important change; NPRS = Numeric Pain Rating Scale;
OR = odds ratio; RMDQ = Roland-Morris Disability Questionnaire; SPLIT = stratified primary care for low back pain; UC = usual care.

2 For continuous outcomes (RMDQ, NPRS, GPES, and EQ-5D-3L raw scores over time), crude/adjusted BB values were derived via a linear mixed-effects model for the comparison of UC vs SPLIT. For
categorical outcomes (achieved MIC of RMDQ, NPRS, and GPES, along with poor disability), crude/adjusted OR values were derived via a logistic mixed-effects model for the comparison of UC vs
SPLIT. Adjusted B/0R and 95% Cl values were adjusted for age, duration of low back pain episode, referred leg pain, and baseline STarT Back Screening Tool psychosocial subscale, NPRS, RMDQ,

b Based on established MIC criteria: >30% decrease from baseline for RMDQ and NPRS and a GPES score >3.

DISCUSSION

In the present before-and-after study, implementation of the
SPLIT program for patients with LBP in primary care was
associated with greater improvements in back-related dis-
ability, pain, perceived effect of treatment, and HRQoL com-
pared with UC over a 6-month follow-up period.

Our results suggest a superior benefit of the SPLIT
program vs UC compared to previous studies testing a
similar stratified approach in primary care in different coun-
tries.!?'41920 [nterestingly, our findings occurred even consid-
ering the predominant proportion of patients with low risk of
poor disability within our sample.

The described benefits challenge the idea that the strati-
fied approach is only successful within the context of UK
primary care, where it was initially developed. This was
implied after no differences between interventions were
found between the United States' and Denmark." Speci-
ficities of health context and methodologic options might
help explain these results. In the United States, despite the
comprehensiveness of the implementation plan,*® only one-
half of the FPs used the SBST, and of those who did, knowl-
edge about each patient’s risk did not change the referrals
for matched treatments.'® This might be justified by (1) the
predominancy of the training program on general concepts
and use of SBST and less on the matched treatments for
each risk subgroup, (2) the lack of a clear clinical pathway,
especially for medium- and high-risk patients, because dis-
tinct clinicians could complete the SBST and treat patients
accordingly with numerous treatment options (eg, physical
therapy, acupuncture, chiropractic), or (3) the absence of a
monitoring program to audit/provide feedback for clinicians

responsible for treating patients.*® In the present study, both
risk stratification and treatment procedures were the PTs'
responsibilities alone. In addition, the standardization and
structure of the training and mentoring program for these
clinicians, along with their lack of experience and confidence
in managing musculoskeletal disorders ' might have contrib-
uted to the lack of belief regarding alternative interventions
and thus potentiated the fidelity to the matched treatments.
The average number of physical therapy sessions provided
to each risk subgroup, which was aligned with the guidance
given to participating PTs, might be indicative of this fidelity
to matched treatments.

To the best of our knowledge, this is the first study
aiming to implement a stratified approach for LBP in the
routine clinical practice of Portuguese primary care. We
observed high retention during follow-up. Notwithstand-
ing, several limitations need to be considered. First, this was
not a randomized controlled trial, and thus several factors
could explain changes in health-related outcomes for the
SPLIT cohort. The complexity of the Portuguese health
context and the great probability of contamination of the
randomization procedure (even with a cluster design given
the decreased number of PTs and the same working region),
as well as our intention of mirroring routine clinical practice,
explain our option for a before-and-after design. Second,
the recruitment of participants was based soley on the par-
ticipating FPs; therefore, selection bias cannot be excluded.
This is especially important considering the baseline imbal-
ances observed between cohorts. Despite the adjustments
of the effect estimates for these imbalances, results should
be interpreted with caution. Measurement (ie, different
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assessors between cohorts) and performance bias (ie, more
attention given to participants in the SPLIT cohort) also
need to be considered. Third, approximately 41% of the
referred participants in the SPLIT cohort were excluded,
mainly owing to patients' lack of interest in participating or
dropouts during the treatment program. Despite anticipa-
tion of this barrier,?' this might represent proof of selection
bias. Fourth, the COVID-19 pandemic period might have
had unknown effects on our findings. However, the results of
our sensitivity analysis showing a limited effect of this devia-
tion from protocol cannot be ignored. Finally, the change

in PTs' behavior was not measured, and we cannot confirm
they applied the knowledge that the training and mentoring
program entailed.

In the future, investigation of the economic effect of the
SPLIT program should be prioritized. The constraints of the
COVID-19 pandemic largely hindered access to LBP-related
medical records, preventing this analysis.

In conclusion, the implementation of a stratified approach
for LBP in Portuguese primary care might promote substan-
tial benefits for patients, supporting the recommendation that
further development and implementation of evidence-based
managing approaches within local health systems should be
prioritized.*
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