
(signal) and a residual SS (noise). This
analysis reveals that much of the denom-
inator of the SRM calculation actually
contains signal. This masks the extent to
which valid inferences can be drawn
from the results. Accordingly, the SRM
analysis in the study by Chinsongkram
and colleagues does not capture the mea-
sures’ relative abilities to assess valid
change.

Although this illustration questions the
SRM application in the current study, it
does not detract from the overall conclu-
sion that the BESTest may have an advan-
tage over the Mini-BESTest, particularly
as it relates to a floor effect.

Paul W. Stratford

P.W. Stratford, PT, MS, School of Rehabilita-
tion Science, McMaster University, Hamil-
ton, Ontario, Canada. Address all correspon-
dence to Mr Stratford at: stratfor@
mcmaster.ca.

© 2016 American Physical Therapy
Association

This letter was posted as an eLetter on May 17,
2016, at ptjournal.apta.org. The letter is
responding to the version of the article pub-
lished ahead of print on April 21, 2016.
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On “Treatment-based
classification system for low
back pain: revision and
update.” Alrwaily M, Timko
M, Schneider M, et al. Phys
Ther. 2016;96:1057–1066.

The update of the treatment-based clas-
sification (TBC) system for low back pain
(LBP) published by Alrwaily et al1 ahead
of print in PTJ is an important contribu-
tion to the classification literature. The
objectives of this commentary are to
acknowledge the possible clinical signif-
icance of the updated 2015 TBC version
and to highlight parallels between this
version and the treatment-strategy-based
classification system (TREST), presented
in 20072 and subsequently evaluated for
interexaminer agreement by experi-
enced physical therapists not previously
familiar with the approach3 and recently
assessed regarding the feasibility of the
included subgroup criteria.4

To aid decisions concerning appropriate
management of LBP, the updated version
of TBC has 2 levels of triage: the level of
the first-contact health care provider and
the level of the rehabilitation provider.
Some countries, such as Sweden, imple-
ment a system that involves direct access
to physical therapy. This practice is patient-
centered in that it allows patients them-
selves to seek health care providers who
they consider to be appropriate for their
particular disorders, which accordingly
makes physical therapists both the first
health care contact and the rehabilitation
provider in many cases of nonspecific

low back pain (NSLBP). This places great
responsibility on a physical therapist, not
only to decide on appropriate physical
therapist interventions (eg, whether the
measures should entail self-management
or be provided by the physical therapist),
but also to recognize serious spinal
pathology (“red flags”) and psychological
comorbidities (“yellow flags”) and, in
some cases, to offer patients advice
about suitable care. The manner in
which this is done probably varies sub-
stantially, and hence the clear guidelines
regarding what to identify and evaluate,
as outlined in Figures 2 and 3 in the
article by Alrwaily et al,1 are essential for
patient safety and proper case manage-
ment. However, considering time con-
straints and workloads for clinical phys-
ical therapists in primary care settings, it
may be unrealistic to expect these pro-
fessionals to routinely use self-report
tools to reveal psychological comorbidi-
ties. Hence, in this context, it is neces-
sary to explore other simple strategies
for targeting psychosocial factors that
may have implications for treatment
approach. Another essential aspect is to
outline an explicit clinical pathway to
determine how patients can be helped to
address psychosocial factors in the actual
setting, and whether this can be
achieved through referral for medical or
psychological evaluation or through the
qualifications and resources of the phys-
ical therapist.

The original TBC5 and further develop-
ment of this system (2007 TBC)2,6–9 are
certainly clinically relevant because of
the included well-known physical thera-
pist treatment selections and clinical
reasoning processes that are easy to
understand. Even so, from a clinical per-
spective, the TBC has lacked necessary
within-subgroup treatment flexibility
and has not explicitly included treatment
options that can target patients with
either neurological deficits or high or
low pain/disability/irritability scores.
Accordingly, a new classification algo-
rithm was suggested in 2007,2 using the
original and continued evaluations of the
TBC10–12 as the primary incentive and
guiding principle. The objective of this
algorithm, like the TBC, is to provide
guidance in first-line physical therapist
treatment selection by identifying sub-
groups of patients with NSLBP, and the

Table 3.
Repeated-Measures Analysis of Variance With Partitioned Residual

Source SS df MS F P

Group 289 1 289.0

Patients � group 3456 6 576.0

Occasion 729 1 729

Group � occasion 324 1 324 45.21 �.001

Residual 43 6 7.17

Total 4841 15
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algorithm is designed to require minimal
training and no additional qualifications
for physical therapists. To address
within-subgroup treatment flexibility,
this approach includes treatment strate-
gies rather than specific techniques, and
the 4 subgroups are suggested with
respect to potential responders to the
tailored treatment strategies in each sub-
group. Two of the subgroups (stabiliza-
tion exercise and mobilization) are
adapted from the original and 2007
TBCs, whereas the other 2 subgroups
(pain modulation and training) are new.

The updated 2015 TBC1 presents new
concepts and classifications that are both
similar to and different from those pre-
sented in the TREST.2–4 The similarities
indicate convergent validity of the clini-
cal reasoning process among the 2 clas-
sification systems. The subgroups’ train-
ing (TREST) and functional optimization
(2015 TBC) include similar clinical find-
ings and have identical treatment options
(ie, physical exercise for endurance,
strength, and fitness). Similarities
between the subgroups’ stabilization
exercise (TREST) and movement control
(2015 TBC) comprise similar clinical
findings and a similar suggested treat-
ment option entailing exercises that tar-
get impairments of movement coordina-
tion. Differences refer to the addition of
flexibility exercises and sensorimotor
exercises as treatment options in move-
ment control (2015 TBC). In the TREST,
flexibility exercises are suggested to
match clinical criteria suggested for the
mobilization subgroup (ie, patients with
signs and symptoms of decreased spinal
mobility). The sensorimotor exercises
(2015 TBC), considering their purpose
and application, have not been clarified
to any extent. The clinical findings in the
subgroups’ pain modulation (TREST) and
symptom modulation (2015 TBC) are
partly similar (ie, high disability,
moderate-to-high pain intensity and neu-
rological deficits/sensitivity), but the pro-
posed treatment options differ. The main
disparity is that manipulation/mobiliza-
tion treatment selection is included in
symptom modulation in 2015 TBC,
whereas this is a treatment option
reserved for the subgroup mobilization
in the TREST. The primary reason for this
discordance is the clinical reasoning that
the mechanical stimuli induced by mobi-

lization techniques may affect sensitized
musculoskeletal structures13 and thereby
increase not only the risk of short-term
symptom exacerbation but also the risk
of driving further sensitization.14 There-
fore, specific mobilizing treatment has
been proposed to match patients with
clinical findings suggested in the sub-
group mobilization (TREST) (ie, mobility
deficits, a normal afferent neural input,
and normal pain processing).

Another interesting similarity between
the clinical reasoning processes in the
TREST and the 2015 TBC is the compo-
nent of possible reclassification when
clinical status changes, which I believe is
an important component in any classifi-
cation system. The TREST even suggests
a progressive treatment flow from the
subgroups pain modulation, mobiliza-
tion, and stabilization to the subgroup
training in accordance with improved
clinical status, with the purpose of
increasing fitness and developing a nec-
essary tolerance to spinal loading.

However, it is not yet known whether
the clinical reasoning in the TREST can
target different subgroups of NSLBP or
whether the suggested tailored treat-
ment approaches have a beneficial
impact on treatment outcome. Accord-
ingly, further work is needed to evaluate
the validity of the TREST. The parallels
between the TREST and the 2015 TBC
can potentially enhance this evaluation
and, by extension, the usefulness of the 2
systems in the management of NSLBP.

Low back pain clinical guidelines based
on study-level averages give advice on
approaches that apply to populations of
patients15,16 but do not provide guidance
regarding individualized quality-driven
physical therapist management. The clin-
ical practice guidelines of the American
Physical Therapy Association (APTA),17

therefore, have provided physical thera-
pists and patients with LBP with the first
truly clinically relevant recommenda-
tions concerning how to provide
evidence-based individualized treatment.

It has been suggested that that the ideal
classification system should have a lim-
ited number of subgroups to ensure the
confidence of users with little training.6 I
agree with this conclusion if the aim is to
find a more unanimous clinical reasoning

process and thereby facilitate generaliz-
ability. Any classification system can only
be expected to guide parts of the com-
plex clinical reasoning performed by
physical therapists during the patient
encounter and can never completely
replace clinical judgments based on the
full clinical picture of patients’ individual
circumstances, abilities, needs, and treat-
ment preferences. If uptake of research
results in clinical practice is to increase,
further work is needed to elucidate how
physical therapists in primary care make
pretreatment decisions and to explore
how treatment options for patients with
NSLBP are routinely selected. Some stud-
ies8,10 have shown that, compared with
alternative methods, matched treatment
can lead to better patient outcomes.
However, more recent investigations
comparing classified and unclassified18

or matched and unmatched19 treatment
have not obtained the same results. As a
strong advocate of classifying patients
into more homogeneous subgroups and
targeting treatment to provide “the right
treatment, to the right patient, at the
right time,” I welcome the updated 2015
TBC and am looking forward to future
evaluation of this classification system.

Birgitta Widerström

B. Widerström, Med Lic, Department of
Neurobiology, Care Sciences and Society,
Division of Physiotherapy, Karolinska Institu-
tet, Huddinge, Sweden. Address all corre-
spondence to Ms Widerström at: birgitta.
widerstrom@ki.se.

© 2016 American Physical Therapy
Association

This letter was posted as an eLetter on May 11,
2016, at ptjournal.apta.org. The letter is
responding to the version of the article pub-
lished ahead of print on December 4, 2015.

References
1 Alrwaily M, Timko M, Schneider M, et al.

Treatment-based classification system for
low back pain: revision and update. Phys
Ther. 2016;96:1057–1066.

2 Widerström B, Olofson N, Arvidsson I.
Manual therapy and a suggested treatment
based classification algorithm in patients
with low back pain: a pilot study. J Back
Musculoskelet Rehabil. 2007;20:61–69.

3 Widerström B, Olofsson N, Arvidsson I,
et al. Inter-examiner reliability of a pro-
posed decision-making treatment based
classification system for low back pain
patients. Man Ther. 2012;17:164–171.

Letters to the Editor

1302 f Physical Therapy Volume 96 Number 8 August 2016

mailto:birgitta.widerstrom@ki.se
mailto:birgitta.widerstrom@ki.se
http://ptjournal.apta.org


4 Widerström B, Olofsson N, Boström C,
Rasmussen-Barr E. Feasibility of the sub-
group criteria included in the treatment-
strategy-based (TREST) classification sys-
tem (CS) for patients with non-specific
low back pain (NSLBP). Man Ther. 2016;
23:90–97.

5 Delitto A, Erhard RE, Bowling RW. A
treatment-based classification approach to
low back syndrome: identifying and stag-
ing patients for conservative treatment.
Phys Ther. 1995;75:470–485; discussion
485–479.

6 Fritz JM, Brennan GP, Clifford SN, et al. An
examination of the reliability of a classifi-
cation algorithm for subgrouping patients
with low back pain. Spine (Phila Pa
1976). 2006;31:77–82.

7 Fritz JM, Cleland JA, Childs JD. Subgroup-
ing patients with low back pain: evolution
of a classification approach to physical
therapy. J Orthop Sports Phys Ther. 2007;
37:290–302.

8 Fritz JM, Delitto A, Erhard RE. Comparison
of classification-based physical therapy
with therapy based on clinical practice
guidelines for patients with acute low
back pain: a randomized clinical trial.
Spine (Phila Pa 1976). 2003;28:1363–
1371; discussion 1372.

9 Fritz JM, Whitman JM, Childs JD. Lumbar
spine segmental mobility assessment: an
examination of validity for determining
intervention strategies in patients with
low back pain. Arch Phys Med Rehabil.
2005;86:1745–1752.

10 Brennan GP, Fritz JM, Hunter SJ, et al.
Identifying subgroups of patients with
acute/subacute “nonspecific” low back
pain: results of a randomized clinical trial.
Spine (Phila Pa 1976). 2006;31:623–631.

11 Flynn T, Fritz J, Whitman J, et al. A clinical
prediction rule for classifying patients
with low back pain who demonstrate
short-term improvement with spinal
manipulation. Spine (Phila Pa 1976).
2002;27:2835–2843.

12 Fritz JM, George S. The use of a classifica-
tion approach to identify subgroups of
patients with acute low back pain: inter-
rater reliability and short-term treatment
outcomes. Spine (Phila Pa 1976). 2000;
25:106–114.

13 Woolf CJ. Dissecting out mechanisms
responsible for peripheral neuropathic
pain: implications for diagnosis and ther-
apy. Life Sci. 2004;74:2605–2610.

14 Woolf CJ. Central sensitization: implica-
tions for the diagnosis and treatment of
pain. Pain. 2011;152(3 suppl):S2–15.

15 National Institute for Health and Care
Excellence. Low back pain in adults: early
management. Available at: http://guidance.
nice.org.uk/CG88/NiceGuidance/pdf/
English.

16 Koes BW, van Tulder M, Lin CW, et al. An
updated overview of clinical guidelines for
the management of non-specific low back
pain in primary care. Eur Spine J. 2010;
19:2075–2094.

17 Delitto A, George SZ, Van Dillen LR, et al.
Low back pain. J Orthop Sports Phys Ther.
2012;42:A1–A57.

18 Apeldoorn AT, Ostelo RW, van Helvoirt H,
et al. A randomized controlled trial on the
effectiveness of a classification-based sys-
tem for subacute and chronic low back
pain. Spine (Phila Pa 1976). 2012;37:
1347–1356.

19 Henry SM, Van Dillen LR, Ouellette-
Morton RH, et al. Outcomes are not differ-
ent for patient-matched versus non-
matched treatment in subjects with
chronic recurrent low back pain: a ran-
domized clinical trial. Spine J.
2014;14:2799–2810.

[DOI: 10.2522/ptj.2016.96.8.1301]

Letters to the Editor

August 2016 Volume 96 Number 8 Physical Therapy f 1303

http://guidance.nice.org.uk/CG88/NiceGuidance/pdf/English
http://guidance.nice.org.uk/CG88/NiceGuidance/pdf/English
http://guidance.nice.org.uk/CG88/NiceGuidance/pdf/English

