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Randomised comparison of chiropractic and hospital outpatient
management for low back pain: results from extended follow up

T W Meade, Sandra Dver, Wendy Browne, A O Frank

Abstract

Objective—To compare the effectiveness over
three vears of chiropractic and hospital outpatient
management for low back pain.

Destgn—Randomised allocation of patients to
chiropractic or hospital outpatient management.

Setting—Chiropractic  clinics  and  hospital
outpatient departments within reasonable travelling
distance of each other in 11 centres.

Subjects—"41 men and wemen aged 18-64 vears
with low back pain in whom manipulation was not
contraindicated.

Outcome measures—Change in total Oswestry
questionnaire score and in score for pain and patient
satisfaction with allocated treaunent.

Results—According to total Oswestry scores
improvement in all patients at three years was about
29% more in those treated by chiropractors than in
those treated by the hospitals. The beneficial effect
of chiropractic on pain was particularly clear. Those
treated bv chiropractors had more further treat-
ments for back pain after the completion of wrial
treatment. Among both those initially referred from
chiropractors and from hospitals more rated
chiropractic helpful at three years than hospital
management.

Conclusions—At three vears the results confirm
the findings of an earlier report that when chiropractic
or hospital therapists treat patients with low back
pain as they would in day to day practice those
treated by chiropractic derive more benefit and long
term satisfaction than those treated by hospitals.

Introduction

In 1990 we reported greater improvement in pauents
with low back pain treated by chiropractic compared
with those receiving hospital outpatient management.
The rtriat was “pragmatic” 1n allowing the therapists to
treat pauents as thev would in Jday to day practice. At
the ume of our nrst report not all patients had been in
the trial for mere than six months. This paper presents
the full resuits up #o three vears for all patients for
whom follow up information from Oswestry question-
nawres: and for other outcomes was available for
anaivsis. We also present data on pan from the
quesnonnaire. which 18 by definition the main com-
plaint prompuing referral or self referral.

Methods .

Metheds were fullv described in our first report.
Patients imnailv referred or presenung either 10.a
curopractic clinic or in hospital were randomiv
allocated 1o be treated erther bv chiropractic or in
nosprtal. A total of 741 pauents started treatment.
Progress was measured with the Oswestry queston-
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naire on back pain, which gives scores for 10 sections
-—for example, intensitv of pain and difficulty with
lifting. walking. and mavelling: The result s expressed
on a scale tanging from ¢ -no pain o dimeulnes o
100 {highest score for pain and greates: difficuln
on all items). For an individuai :tem. such as pain.
scores range from O to 10, The main outcome measures
are the changes 1n Oswestry score from belore reat-
ment to cach follow up. At one, two, and three vears
patients were also asked about further treatment
since the completion of their tnai treaument or since
the previous annual questionnaire. At the three vear
tollow up patients were asked whether thev theought
their allocated mal treatment had heiped thewr back
pain.

In the random allocation of treatment minimisation
was used within each centre to establish groups for the
analvsis of results according to mitial referrai clinie,
length of current episode (more or less than a month),
presence or absence of a history of back pain, and an
Oswestry score at entry of 40 or = 40",

Results were analvsed on an :ntenuon to treat basis
{subject 1o the availability of data at foliow up as well as
at entrv for individual patients). Differences between
mean changes were tested by unpared ; tests, and
X" tests were used to test for differences :n proportions
berween the two treaument groups.

Results

Follow up Oswestry questionnaires were retumed
by a consistently higher proportion of pauents allocated
to chiropractic than to hospital treatment. At six
weeks, for =xample, they were retumed bv 953% and
89% of chiropractic and hospital patients. respectvely
and at three vears by 77% and 70%s.

Mean SD) scores pefore reammeri were 263 1423
and 285 (i41) in the chiropracuc and hospiual
treatment groups. respectively. Tabic T shows the
differences between the mean changes in totd Oswestry
scores according to randomiv allocated treaument
group. The Jdifference at each follow up is the mean
change tor the chiropracuc group minus the mean
change for the hospitai group. Posinve differences
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therefore reflect more improvement (due to a greater
change n score) in those treated by chiropractic than
in hospital (negative differences the reverse). The
318 percentage pomnt difference at rhree vears in
rapje | represents a 29%u greater mmprovement :n
patents treated with chiropracuce compared  with
nospital treaument, the absolute improvement in the
1two groups at this tme being 141 and 10-9 percentage
pownts. respectivelv. As in the first report those with
short current episodes. a history ot back pain, and
imitally high Oswestry scores tended to denive most
benefit from chiropractic. Those referred by chiro-
practors consistentdy denved more benefit from
chiropracuc than those referred by hospitals.

Table IT shows changes between the scores on pain
mntensity before treaument and the corresponding
scores at the vanous follow up intervals. All these
changes were posiuve—that is. indicated improvement
—oput were all sigmticantly greater (n those weated by
chiropractic, including the changes early on—that is.
at wix weeks and six months, when the proportions
retaming  questonnawres were Digh. As with  the
resutts based on the full Qsweerry score the ymprove-
Trent Jue T ChITOpPrachic was graarest in those (mtiatiy
reterred by chiropractors, although there was also
4 non-significant improvement ranging from 9%
at six months to 3-4%0 at three vears) due to chiro-
pracuc at each follow up nterval in those referred by
nospitals.

Other scores tor indwvidual items on the Qswesiry
index 1o show sigmficant improvement attnibutable to
chiropracuic were abihty to sut for more than a shon
ume and sleeping (P=0-004 and 0-03, respecuvely, at
three vears), though the differences were not as
consistent as tor pain. Other scores (personal care,
iifing, watking, standing, sex lite, sociai life. and
rravelling) also nearly all improved more in the pauents
treated with chiropractic, though most of the dif-
ferences were small compared with the differences for
pamn.

Higher proportions of patients allocated to chiro-
practic sought further rreaument (of any kind) for back
pain after completion of trial treatment than those
managed in hospual. For example, between one and

TaBLE (I—Changes 1n scores from section on parn intensiny in Uswestry
Juestonnaire between score before treatmenr and score it follow wup
micrvals according o mcthod of treatment and difference berween
Shumges

Mean
Intervaland No change
method of of n Difference (SE)
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TABLY Gi—Number  porconrige f pationis i Chrec vear

wao comstdered adocatea il treammiens had hoiped thor back pam

H.ospial rrestment Chirepracuc sreatmen?

Rererral Hen No nelp Noheip
Loz 47 .3a-%
6:03 3 40345

aospitas referrai ¢ =0 T P=0-001
raropracin referrais. x = 133 e 20003

Key messages

]

& Back pain often remuts spontaneousiv

¢ Cffecuve treauments for  non-remuang
episodes need 1o be more cleariv idenniied

® Chiropracuc seems to be more effective than
hospital management, possibiv because more
treatments are spread over longer time periods

® A growing number of NHS purchasers are
© making complementary treaunents, ncluding
° chiropracuc, availabie

¢ Further twals 1o :denufy the effecuve
1 components of chiropractic are needed

two vears after tnal entry 122/292 7429%) patents
reated with chiropractuie compared with RO/25% .31 ¢,
of hospital treated patients diz sy -=t68, P~ 01

Table I chows the pror :
vears ANy rnought ther altocated tmal rreatment hud
heiped ther back pain. Among tmose mitally referred
by nosprtals as well a3 among those mitally referred
by chiropractors higher proportions treated bv
chiropracuc considered that treatment had helped
compared with those treated in hospital.

WerTiens of Cellenis 4

Discussion

The results at six weeks and six months shown in
table [ are :denucal with those in our first report. as all
patients had then been tollowed up for six months. The
findings at one vear are similar as many patients had
also been followed up then. The considerabiv larger
numbers of patients with data now avaiable at two and
three years show smaller benefits at these mtervais than
previously, though these sull significantly tavour
chiropracuc. The substanual benefit of chiropractic on
Intensity of pain 1s evident early on and then persists.
The consistently larger proportions iost to follow up
throughout the wnal in those treated i hospital than
in those treated by chiropractic suggests greater
sausfaction with chiropractic. This conclusion s
supported (table III} by the higher proportions in each
referral group considening chiropractic aelpful by
companson with hospital treaument.

The maimn c¢nucism of the tnal after our first report
centred on its “pragmauc” nature, particularly the
targer number of chiropractc than hospital rzatments
and the loager peried vver winicn the chiropractic
aeatments were spread and which were deliberately
ailowed. These consideranions and any conseguences
of the higher propornons of patients allocated to
chiropracuc who received further treatment in the later
stages of follow up. however. do not apply to the resuits
at six weeks and onlyv appiv ro a limited extent at wix
months, when the proporuons followed up were ot
and extra waunent had either aot occurred at ail
was not yet extensive. Benents arnbutabie o chiro-
pracuc were alreadv evident (especally on pamn. table
I} at these shorter intervais.

W believe there & now maore support for the
need for “fastidious” nals focusing on specihic com-
ponents of management and on thewr feasibiiiv
Meanwhiie, the results of our wmal show that chiro-
practic has a valuable part ro play in the management o1
low back pamn.
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Using decision analysis to compare policies for antenatal screening

for Down’s syndrome
] Fietcher, N R Hicks, ] D S Kay, P A Bovd

Abstract

Objective—To  compare different  screening
policies for Down’'< syndrome across a broad range
of obutcomes. using decision analysis, with particular
reference to the role of maternal serum testing.

Design—A decision tree was used to combine data
from local sources and the medical literature to
predict the likely frequency of several outcomes.
Sensitiviry analyses were used to test the robustness
of the conclusions drawn.

Setting—Oxfordshire Health Authoriry.

Main ourcome measures—Live births with and
without Down’s syndrome; miscarriages with
Down's syndrome; cases of Down’'s syndrome
detected antenatally; amniocenteses performed
(and associated miscarriages); direct NHS screen-
ing costs; number of women offered screening.

Results—Screening policies for Down’s syndrome
that include serum testing can produce better pop-
ulation outcomes than programmes that do not.
Each option for screening for Down’s syndrome that
we considered had significant drawbacks. In Oxford-
shire, offering serum testing to women of all ages
would prevent the birth of approximately one more
baby with Down’s syndrome per vear than would a
policy of screening for women aged 30 years or more.
The cost of preventing this one extra Down’s birth
would be one or two normal babies lost after
amniocentesis, 4500 blood tests for young women
(with the associated anxiety and counselling),
approximately 200 false positive serum test results
and amniocenteses (with the associated anxiety and
distress), and £90000 for the extra tests, counseliling,
and amniocenteses. Opinions are divided as to which
policy is the beiter eption for the population.

Conclusions—Decision analysis is a useful tool for
determining the likely consequences of different
policy options across a broad range of outcomes.
This focuses debate and decision making on out-
comes of care, which in turn makes it clear that
the choice of screepging programme for Down’s
syndrome depends’ on the relative importance
ascribed to the different outcomes. If individuals’
values vary widelv it mayv be impossible to find one
screening policyv that meets the needs of all pregnant
women.

Introduction

Maternal serum concentrations of vanous anaiytes
nciuding o fetoprotemn. vestrioi, and human chononic
zonadotropmin can de used to estmate the prob-
abiiey of a ferus having Down's syndrome. Waid and
colleagues have predicted and subseguently shown

that nformatior.  derived {rom measurements of

various combinations of such analvtes, when inter-
preted in the knowledge of a woman's age and the
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gestational age of the ferus. allows a more accurate
SSUMILOn o e nisk of a4 fetus be

r affected
Down’s svndrome thun Joes risk eetimanoen mased on
muternal age alone - This nas rayed the possibiling of
ntroducing bioechemical testng as a4 soree
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Hoewever. there 8 ne consensus among healtn duth
oniies m Britain as 1o whether hochemical screening
for Down’s syndreme should be oftered and if so to
which groups of pregnant women.* The mamn ssues
that have been the topics of professional and public
debate are the ethics of prenatal screeming; the
performance of biochemical screening tests; the choice
of test: the relative costs, both personal and monetany:
whether centres which ntroduced biechemical screen-
:ng early have done the nght thing; and the importance
of counselling.”~

The consequences of screening for Down's
syndrome are vanous. Thev mayv include changes in
the number of Down’s svndrome babies detected, the
number of Down’s syndrome babies born, the number
of unaffected babies bom, the number of pregnancies
lost by muscarniage, the amount of anxietv generated,
and the direct and indirect financial costs of the
programme to the NHS, other agencies, and pregnant
women and their families. Most published contn-
butions to the debate have provided information about
only one or two measures of outcome such as detection
rate’ or psvchological costs.'* Others have used sum-
mary measures such as overall cost or saving per
Down’s syndrome case detected ® However, a decision
to implement a particular screening programme should
be based on as full an assessment of as many as possible
of the relevant outcomes of a screening programme. In
1993, in the absence of clear regional or national
guidance, Oxfordsnire health authoniv had not
decided whether 10 purchase a serum screening pro-
gramme. In that same vear about a third of pregnant
women over 35 vears in Oxfordshire chose to pav
around £ 50 each to have biochemical tests for Down’s
svndrome performed privately: this cnolee was avail-
able oniy to those who could atford o pay. Thie was
widely regarded as unsanstactory. A decision swas
required about the NHS provision of serum screening
for Down’s svndrome for the women of Oxfordshire.
The Jdistrict heaitn authonty sought 4 screening oprion
that was as zffective or better at Jdetecung Down's
ssndrome than current pracnce, addressed the son-
rroversy  surrounding  stress and  the screeming of
vounger women. and 'was cost neutral or cheaper in
direct NHS costs than current practice.

We wanted o use the large amount of navonal and
local data that s avatiable about brochemieal screening
for Down's syndrome 1o quanufv as many as possible
of the fiikely consequences of different screening
options for the populauon of Oxiordshire. We used
the techmgue of decision anaivsis, which 15 a well
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