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Abstract

Study Design: Cross-sectional Survey.

Objectives: The objective of this study was to describe clinicians’ decision-making regarding suitability of patient cases for
lumbar fusion surgery or conservative care and the level of equipoise to randomise participants into a randomised controlled
trial (RCT).

Methods: An online survey distributed via Australian professional networks to clinicians involved in low back pain care,
collected data on clinical discipline, clinical experience, practice setting and preferred care of five patient case vignettes (ranging
in age, pain duration, BMI, imaging findings, neurological signs/symptoms). Clinicians were asked about preferred clinical care
and willingness to randomise each case.

Results: Of 101 respondents (31 orthopaedic surgeons, 17 neurosurgeons, 50 allied health professionals (AHPs), 1 pain
physician, 1 nurse), 44% worked in public health services only, 36.4% in both public and private, 19.2% in private only. 46.5% had
over 20 years clinical experience. Conservative care was preferred for all cases (83.1%–90.9%). Surgeons preferred an anterior
approach to lumbar fusion (range 40.6%–68.4%). On average 51.9% (range: 47%–55%) indicated willingness to randomise cases,
with orthopaedic (61.5%) and neurosurgeons (64.9%) more willing than AHPs (44.4%). Willingness to randomise was highest in
younger cases with shorter pain duration, no neurological symptoms/signs and localised degeneration, and lowest when cases
had high BMI, longer pain duration, and inadequate conservative management. Willingness to randomise was higher in those in
private (70.3%) vs public health care services (43.6%).
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Conclusions: Over half of respondents reported willingness to randomise cases, indicating sufficient clinical equipoise for a
future RCT.
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Introduction

Persistent low back pain (LBP) is the leading cause of dis-
ability worldwide.1 It causes significant burden for individ-
uals, communities and society more broadly, with an estimated
$4.8 billion Australian dollars spent managing persistent LBP
in Australia per year.2 While most individuals will recover
from an episode of acute LBP,3 recurrence rates are high and
around 33% will have another episode of LBP within
12 months.4,5 Many clinical guidelines around the world
advocate education, physical and psychological interventions
for persistent LBP, reserving invasive treatments for specific
groups of patients such as those who do not respond to
conservative care.6-8

While evidence supports the role of decompressive surgery in
the management of LBP in the presence of neurological
compromise including radicular leg pain following disc
herniation9,10 or neurogenic claudication resulting from spinal
canal stenosis,11 the indication for stabilisation spinal surgery for
LBP associated with degenerative findings on spinal imaging, in
the absence of neurological compromise, is less clear. The
uncertainty regarding the role of lumbar fusion surgery for
treatment of degenerative LBP led to The National Institute for
Clinical Excellence (NICE) guidelines recommending against it
use unless as part of a randomised controlled trial (RCT).6

Worldwide, only six RCTs have been conducted evaluating
lumbar spine fusion surgery vs non-surgical care,12-17 sum-
marised in several systematic reviews, with the most recent
meta-analysis18 showing a between group difference of 7.51
points on the Oswestry Disability Index (ODI) scores in favour
of surgery at two years follow-up, a difference that was not
statistically significant. Surgical complication rates are reported
to be between 9%–18%.19 Where longer term RCT follow-up
data have been published (mean 12.8 years, range 9-22 years)
these show similar outcomes inODI scores between surgical and
non-surgical groups.16 Criticisms of previous trials include small
samples, large cross-over, and varied non-surgical care. Where
non-surgical care comprised more intensive physiotherapy and
cognitive behavioural therapy approaches, results were similar
to surgery.20 Trials concluding surgery was superior to con-
servative care have tended to offer less intensive conservative
interventions (eg, stretching and walking),17 or physical therapy
that was inadequately described,21 in populations that have
likely already undergone (and failed) these treatments. Despite
the collective uncertainty about the place of lumbar spine fusion
surgery for degenerative LBP, and the wide variation in rates of

this type of surgery across Australia,22 the overall rate has in-
creased, particularly in the Australian private sector.23,24

Based on the above RCT evidence, the collective uncer-
tainty is also reflected in clinical practice guidelines. The
American Pain Society guidelines conclude that lumbar fusion
surgery is no better than intensive rehabilitation combined
with cognitive behavioural therapy, but slightly superior to
standard, non-intensive conservative management.25 In the
UK, NICE released guidance on the management of LBP
which stated that lumbar spinal fusion surgery should not be
offered for the management of degenerative low back pain
except as part of a clinical trial.6 This prompted calls in 2021
from the National Institute for Health Research (NIHR) Health
Technology Assessment (HTA), and through collaboration
with the Australian National Health and Medical Research
Council (NHMRC), for new RCTevidence comparing lumbar
fusion surgery with conservative care for persistent degen-
erative LBP.

In response, two, soon-to-commence RCTs - FusiOn
veRsus bEst coNServatIve Care (the FORENSIC-UK and
FORENSIC-Australia trials) will compare lumbar fusion
surgery vs continued best conservative care in individuals with
persistent severe LBP and who have imaging evidence of
lumbar spine degenerative changes. In advance of these trials
being conducted, it is important to better understand i) which
clinical features of patients mean that health care professionals
are more likely to consider lumbar fusion surgery or con-
servative care to be the most appropriate treatment, and ii)
whether the necessary equipoise (ie, collective clinical un-
certainty) exists amongst health care professionals for ran-
domisation of cases into either intervention arm. A recent
cross-sectional survey concluded that the necessary equipoise
exists amongst UK health care professionals.26 The aims of
this study were to describe Australian health care profes-
sionals’ decision-making about the suitability of case exam-
ples of patients for either lumbar fusion surgery or best
conservative care, and to determine if there is sufficient
equipoise to randomise participants into each arm of the future
FORENSIC-Australia trial.

Materials and Methods

Design and Setting

A cross-sectional electronic survey was developed and dis-
tributed to health care professionals in Australia involved in
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the management of patients with LBP, between June-July
2023. Ethics approval was obtained from the University of
Queensland Human Research Ethics Committee (2023/
HE000438). Consent was assumed if individuals completed
and submitted survey responses.

Questionnaire Sampling and Mailing Process

The sampling frames comprised relevant professional bodies
in Australia (Spine Society of Australia, Australian Pain
Society, Neurosurgical Society of Australasia, Australian
Physiotherapy Association) in addition to Australian email
distribution lists accessible to the authors (Queensland
Neurosurgical/Orthopaedic Physiotherapy Screening Clinic
and Multidisciplinary Service, Queensland Directors of
Physiotherapy) and through highlighting the survey at sci-
entific conferences in Australia (Spineweek 2023, Queensland
Orthopaedic Research Foundation 2023).

Survey

The survey was administered electronically through Qualtrics
XM (Qualtrics International Inc., Seattle, WA US) and took
approximately 10 minutes to complete. Survey questions
related to respondent demographics (country of work, pro-
fession, practicing sector (public and/or private), years of
experience managing LBP) followed by five clinical case
vignettes (see Table 1). Each vignette provided a short
summary of the patient’s presenting history and previous
management, with MRI findings (either a mid-sagittal T2
weighted image or a T2 weighted axial image of the relevant
disc level). Vignettes were developed to describe individuals
of various sex, age, body size, and occupation, and differed in

both duration and severity of LBP symptoms, neurological
symptoms, imaging findings and previous treatment. Re-
spondents were asked to state their preferred treatment for
each case (ie, best conservative care, spinal fusion surgery),
and if they perform surgery, to nominate their preferred
surgical approach (where applicable), their recommended
intervention(s) for best conservative care, recommended an-
algesic medication(s), factors impacting preferred manage-
ment option, and willingness to randomise this vignette patient
to a trial of best conservative care or lumbar fusion surgery.
Respondents were also asked to define a good outcome from
either conservative care or fusion surgery for LBP. Finally,
respondents were asked to indicate on a 5-point likert scale
anchored by (‘very unlikely’ to ‘very likely’) their likelihood
of supporting a RCT comparing lumbar fusion surgery and
best conservative care for patients with LBP and degenerative
lumbar spine disease on imaging without neurological signs or
requiring decompressive surgery.

Data Management and Analysis

Upon completion of the survey period, data were exported into
Microsoft Excel (Microsoft, Redmond, Washington US) for
cleaning prior to exporting to SPSS (version 28) for analysis.
Presence of bot activity was evaluated from mean reCaptcha
scores, with scores <0.5 considered to be likely a bot. Possible
duplicate responses were flagged for consideration. Respon-
dent demographics were analysed using descriptive statistics.
Continuous data was reported as either means (standard de-
viation) or medians (inter-quartile range) while categorical
data were presented as n (%). Management decisions for each
vignette were evaluated using descriptive statistics, with
equipoise regarding willingness to randomise patients to best

Table 1. Case Vignettes.

Case Vignette 1
26-year-old (F) Teaching Assistant with an 8-month History of LBP (Severity 7/10). Her BMI is 16.4 kg/m2 and she has no Neurological
Symptoms or Signs. Has Outpatient Physiotherapy (Education and Exercise Programme) and Daily NSAIDs with no Improvement over
Time. Significant L5/S1 Disc Degeneration Only

Case vignette 2
49-year-old (M) surgeon with a BMI of 23 kg/m2. He has a history LBP of 3 years and has had to reduce operating hours. He has had
outpatient combined exercise and psychological programme. The pain radiates to the legs but there are no features of neural
compression. L4/L5 disc degeneration only on imaging

Case vignette 3
58-year-old (M) with a BMI of 42 kg/m2 who has had fluctuating LBP for 15 years. He is now unable to work and has daily oral opioids in
addition to occasional exercise and manual therapy. He had bilateral leg pain. Neural compression has been ruled out on imaging.
Significant L5/S1 disc degeneration only

Case vignette 4
37-year-old (F) who previously played rugby with ongoing LBP for 5 years. She is allergic to opioids and cannot tolerate NSAIDs.
Paracetamol and self-help exercises performed (not via accessing health professionals - yoga, pilates classes) have been of no help. Her
BMI is 20 kg/m2 and she had no leg pain and no neurological symptoms or signs. Minor spondylolisthesis (Grade 1) at L5/S1

Case vignette 5
63-year-old (M) construction worker with BMI of 18.5 kg/m2 has had previous self-limiting episodes of low back pain over the last 20 years.
LBP has been persistent since he stumbled in the street 12 months ago. No success with inpatient pain management in addition to CBT.
He has intermittent numbness in both feet. Imaging shows only significant L4/L5 + L5/S1 disc degeneration with no neural compression
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conservative care or lumbar fusion surgery determined a priori
and deemed sufficient if at least 50% of respondents were
willing to randomise. Differences in choice of management
across different disciplines (eg, orthopaedic spine surgeon,
neurosurgeon, allied health professional (AHP), pain spe-
cialist), time in practice, and practicing sector (public, private)
were analysed using descriptive statistics and chi-square tests.
Significance level was set at α = 0.05 for all analyses.

Results

A total of 101 survey responses were obtained. Recaptcha data
indicated a mean (SD) score of 0.91 (0.11) indicating high
likelihood of human responses, and no duplicate submissions
were noted. Respondent demographics are presented in
Table 2. Respondents included 50 AHPs, 31 orthopaedic spine
surgeons, 17 neurosurgeons, a pain registrar and a nurse.
Forty-three respondents (44.3%) worked in the public health
care sector only, with 18 (18.6%) in the private sector and 36
(37.1%) working in both public and private sectors. Nearly
half of respondents (47.4%) had over 20 years’ experience
managing patients with LBP.

Preferred Management

Preferred management approaches are shown in Table 3.
Across all case vignettes, conservative care was the preferred
option in 85.7% of responses, ranging from 83.1%–90.9%
across individual patient cases. Across professions, best
conservative care as preferred management was higher for
AHPs (Mean 90.9%), and neurosurgeons (average 88.1%)

compared to orthopaedic spinal surgeons (Mean 77.8%), al-
though the distribution was significantly different only for
vignette 4 (χ2 (4,76) = 10.00, P = 0.040). When explored by
sector, best conservative care as the preferred management
option was higher amongst respondents working in the public
(Mean 88.5%) and both public and private (Mean 87.5%)
sectors, compared to the private (Mean 80.3%) sector. This
distribution was significantly different for vignette 4, with
97.7% of AHPs preferring conservative care compared to
71.4% of orthopaedic surgeons (χ2 (4,76) = 26.1, P < 0.001).

Factors associated with respondents’ decisions regarding
clinical management are displayed in Figure 1. Radiological
appearance was the strongest factor across vignettes 2-5
(23.2%–30.8% of all responses), with age being the most
significant factor in vignette 1 (26 year old female). Bodymass
index was a strong factor in vignette 3 (22.8% of all responses,
BMI of 42 kg/m2).

Willingness to Randomise

Willingness to randomise the vignettes to either lumbar fusion
surgery or best conservative care is shown in Table 4. In total,
over half (51.9%) of respondents were willing to randomise
the patients to best conservative care or spinal fusion surgery,
with rates ranging from 47.4% to 55.7% across individual
vignettes. Willingness to randomise was higher amongst or-
thopaedic spinal surgeons (Mean 61.5%, range 56.3%–

72.0%) and neurosurgeons (Mean 64.9%, range 50.0%–

75.0%) compared to AHPs (Mean 44.4%, range 40.9%–

52.5%), and this was significant for vignette 1 (χ2 (3,88) =
10.3, P = 0.017). Willingness to randomise was also higher in

Table 2. Survey Respondent Demographics.

Country of Work Australia 91 (90.1%)

Overseasa 10 (9.9%)
Role in management of LBP Orthopaedic spine surgeon 31 (30.7%)

Neurosurgeon 17 (16.8%)
Allied health professional 50 (49.5%)
Physiotherapist 44
Psychologist 3
Occupational Therapist 2
Pain registrar 1 (1%)
Nursing 1 (1%)
Missing 1 (1%)

Sector predominantly practicing in Public 44 (44.4%)
Private 19 (19.2%)
Both public and private 36 (36.4%)

Years of experience outside of training in managing low back pain ≤5 9 (9.1%)
6-10 12 (12.1%)
11-15 18 (18.2%)
16-20 14 (14.1%)
>20 46 (46.5%)

aOverseas respondents included New Zealand (n = 3), UK (n = 2), Europe (n = 2), North America (n = 1), and not stated (n = 2).
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Table 3. Preferred management Across vignettes by Profession and Sector.

Vignette All respondents
Preferred management by
Profession Sig

Preferred management by
Sector Sig

1 Conservative
care

90.9% Orthopaedic spinal
surgeon

80.0% X2 (6,88) = 6.94, P = 0.33 Public 97.6% X2 (4,88) = 8.01, P = 0.09

Neurosurgeon 87.5% Private 87.5%
Allied health profession 97.8% Both public &

private
83.9%

Spinal fusion 3.4% Orthopaedic spinal
surgeon

8.0% Public 0.0%

Neurosurgeon 6.3% Private 0.0%
Allied health profession 0.0% Both public &

private
9.7%

Other 5.7% Orthopaedic spinal
surgeon

12.0% Public 2.4%

Neurosurgeon 6.3% Private 12.5%
Allied health profession 2.2% Both public &

private
6.5%

2 Conservative
care

87.8% Orthopaedic spinal
surgeon

82.6% X2 (6,82) = 1.62, P = 0.95 Public 84.2% X2 (4,82) = 2.33, P = 0.68

Neurosurgeon 92.9% Private 85.7%
Allied health profession 88.6% Both public &

private
93.3%

Spinal fusion 8.5% Orthopaedic spinal
surgeon

13.0% Public 10.5%

Neurosurgeon 7.1% Private 7.1%
Allied health profession 6.8% Both public &

private
6.7%

Other 3.7% Orthopaedic spinal
surgeon

4.4% Public 5.3%

Neurosurgeon 0.0% Private 7.1%
Allied health profession 4.6% Both public &

private
0.0%

3 Conservative
care

84.6% Orthopaedic spinal
surgeon

76.2% X2 (4,78) = 4.54, P = 0.34 Public 89.2% X2 (4,78) = 4.74, P = 0.32

Neurosurgeon 76.9% Private 84.6%
Allied health profession 90.5% Both public &

private
78.6%

Spinal fusion 6.4% Orthopaedic spinal
surgeon

14.3% Public 2.7%

Neurosurgeon 7.7% Private 15.4%
Allied health profession 2.4% Both public &

private
7.1%

Other 9.0% Orthopaedic spinal
surgeon

9.5% Public 8.1%

Neurosurgeon 15.4% Private 0.0%
Allied health profession 7.1% Both public &

private
14.3%

4 Conservative
care

88.2% Orthopaedic spinal
surgeon

71.4% X2 (4,76) = 10.0,
P = 0.04*

Public 94.6% X2 (4,76) = 26.1,
P < 0.001*

Neurosurgeon 83.3% Private 63.6%
Allied health profession 97.7% Both public &

private
89.3%

Spinal fusion 5.3% Orthopaedic spinal
surgeon

14.3% Public 0.0%

Neurosurgeon 8.3% Private 36.4%
Allied health profession 0.0% Both public &

private
0.0%

Other 6.6% Orthopaedic spinal
surgeon

14.3% Public 5.4%

Neurosurgeon 8.3% Private 0.0%
Allied health profession 2.3% Both public &

private
10.7%

(continued)
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respondents working solely in the private sector (Mean 70.1%,
range 61.5%–75.0%) compared to those solely in the public
sector (Mean 43.8%, range 37.8%–54.3%) and respondents
working across both sectors (Mean 51.6%, range 42.3-60.0).
Generally, willingness to randomise was highest when cases
were young with shorter pain duration, no neurological
symptoms/signs and significant, localised degeneration, and
lowest when cases had high BMI, longer pain duration, and
inadequate conservative management. However, across pro-
fessions, the highest willingness to randomise for both or-
thopaedic spinal surgeons and neurosurgeons was observed
for vignette one (72.0% and 75.0% respectively) yet this
vignette was rated lowest by AHPs (41.3%). Vignette five was
rated highest in willingness to randomise by AHPs (52.5%)
yet lowest by orthopaedic spinal surgeons (56.3%).

Preferred Surgical Approach

The preferred surgical approach if choosing lumbar fusion is
displayed in Figure 2. Of respondents performing spinal
surgery, Anterior Lumbar Interbody Fusion (ALIF) was most
preferred across all vignettes (Mean 54%, range 40.6%–

68.4%). Posterior Lumbar Interbody Fusion (PLIF, Mean
11.3%, range 5.0%–15.7%) and Transforaminal Lumbar In-
terbody Fusion (TLIF, Mean 10.3%, range 3.1%–15.1%)
showed similar rates.

Preferred Conservative Care and Analgesia

Preferred conservative care across vignettes is demonstrated in
Figure 3. Advice and self-management (range 17.2%–20.8%
of all responses) was most commonly selected, followed by
education (14%–18% of all responses), a combined physical
and psychological programme (13.5%–20.5%), and exercise
(14%–18%).

Figure 4 demonstrates respondents’ preferred analgesia for
the case vignettes. Simple analgesia was the preferred option
across all vignettes (range 53.1%–71.3%). Higher rates of

pregabalin/gabapentin were noted for vignettes 2 (13.5%), 3
(15.8%), and 5 (15.2%), where leg pain or numbness was
mentioned in the case description.

Discussion

This is the first Australian descriptive survey of health care
professionals’ decision-making regarding suitability of patient
cases for lumbar fusion surgery or conservative care. This
study demonstrated that best conservative care was seen as the
preferred option in all hypothetical vignettes. Over half of
surveyed clinicians reported being willing to randomise pa-
tients with back pain without features of neurological com-
promise to either lumbar fusion surgery or best conservative
care, indicating that there is clinical equipoise (collective
uncertainty) required for RCT recruitment. However, will-
ingness to randomise differed by profession and by sector,
with lower willingness to randomise amongst AHPs and re-
spondents working in the public sector only.

Comparing our findings with the UK survey results,26 we
found that similar rates were seen for preferred management,
with best conservative care selected in 84.4% of cases in the
UK data compared to 85.7% in this study. Willingness to
randomise amongst health care professionals was very similar
(50.7% in the UK study compared to 51.9%) although the data
from this study demonstrated less variation across vignettes
(47.4%–55.7% in Australia vs 37.0%–60.3% in the UK).
These similarities were apparent despite a lower number of
respondents from AHPs in the UK study (20.5% of respon-
dents compared to 49.5% in this study), who tended to show
higher preference for conservative care management and
lower willingness to randomise. Two key differences between
studies were apparent: firstly, with respect to best conservative
care, UK survey respondents much more often preferred a
combined physical and psychological program compared to
our Australian respondents (48.5% vs 13.5%–20.5%). This is
likely explained by the response options (the UK survey
forced one response only to this question whereas the

Table 3. (continued)

Vignette All respondents
Preferred management by
Profession Sig

Preferred management by
Sector Sig

5 Conservative
care

83.1% Orthopaedic spinal
surgeon

79.0% X2 (4,71) = 3.2, P = 0.53 Public 77.1% X2 (4,71) = 3.3, P = 0.51

Neurosurgeon 100.0% Private 80.0%
Allied health profession 80.0% Both public &

private
92.3%

Spinal fusion 11.3% Orthopaedic spinal
surgeon

15.8% Public 17.1%

Neurosurgeon 0.0% Private 10.0%
Allied health profession 12.5% Both public &

private
3.9%

Other 5.6% Orthopaedic spinal
surgeon

5.3% Public 5.7%

Neurosurgeon 0.0% Private 10.0%
Allied health profession 7.5% Both public &

private
3.9%
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Australian survey allowed respondents to choose multiple
conservative care interventions). Secondly with respect to
preferred surgical approach, TLIF was the preferred approach
in the UK (36.4% across vignettes) while in Australia ALIF
was, by far, most preferred (54.0%), with TLIF comparatively
lower (Mean 10.3%). The reasons for this disparity are un-
clear, however the preference for TLIF in the UK mirrors the
findings of a UK cross-sectional survey of surgeons, with
TLIF most frequently performed,27 and database evidence in
the United States also indicate a higher rate of TLIF to ALIF
procedures.28 No data relating to trends in surgical approach
for lumbar fusion surgery were available in the Australian
context. Discrepancies may reflect an economic driver in the
UK, particularly as UK survey respondents were mostly
currently practising in the NHS (91.7%). Anterior Lumbar
Interbody Fusion approaches are significantly more costly
than TLIF procedures,29 while evidence to date suggests
similar fusion rates and clinical outcomes between these
approaches.30

Results highlighted that across all professions and sectors,
over half of respondents were willing to randomise the hypo-
thetical vignettes to either lumbar fusion surgery or best con-
servative care, indicating sufficient equipoise for a future RCT in
the Australian context. However, willingness to randomise was
lower amongst AHPs (Mean 44.4%) and those working solely in
the public sector (43.8%). These findings are consistent with the
increasing rates of private lumbar fusion surgeries relative to the
public sector in Australia,23,24 which may reflect over-servicing
in the private sector (and potential under-servicing in the public
sector). It is also likely that health care professionals will favour
selection of treatments they have most experience with. For
example, a pilot implementation of multidisciplinary case con-
ferences including both surgical and non-surgical (including
physiotherapy) health care professionals reduced recommenda-
tions for lumbar fusion surgery compared to surgical

consultations alone.31 Further, while over half of respondents
were willing to randomise the vignettes to either approach, the
preferred management option was overwhelmingly for best
conservative care, perhaps indicating that although both inter-
ventionswere considered appropriate, there is a preference to trial
adequate conservative management (both in type and duration)
prior to undergoing lumbar fusion surgery. Survey results also
indicated potential differences between professions regarding
their willingness to randomise, with AHPs favouring older pa-
tients with longer duration of pain and long-term conservative
management, while surgeons favouring younger patients with
shorter duration of symptoms. Our survey findings have potential
implications for health care professional engagement with, and
patient recruitment into, the FORENSIC-Australia RCT. Tar-
geted strategies may be required to both explore and address
potential barriers to recruitment32 that may include differing
health care professional views around preferred management
approach and equipoise.33

From a clinical perspective, these findings suggest the need
for careful consideration in determining treatment options for
individuals with LBP associated with degenerative findings.
While younger patients with shorter duration of symptoms
may be seen as more favourable candidates for lumbar fusion
surgery, they may also be more amenable to appropriate
conservative care, particularly if this has not already been
tried. Conversely, individuals with longstanding low back
pain that has been recalcitrant to appropriate conservative
management may also present as higher risk of poor outcome
following lumbar fusion surgery, and alternative pathways
(eg, pain specialist review) should be considered. Finally,
willingness to randomise was impacted by vignette features
such as BMI and opioid use (vignette 3). These are factors
known to impact treatment outcomes following lumbar fusion
surgery for degenerative low back pain,34,35 and a wider
multidisciplinary review including dietetics and pharmacy

Figure 1. Factors influencing decision-making regarding preferred management for vignettes. Examples of ‘Other’ responses included
duration and severity of symptoms, lack of neurological symptoms, psychological factors, and need for further investigations/work up.
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could be considered for individuals presenting as surgical
candidates with these features.

This study has strengths and limitations. It had represen-
tation across multiple professions and sectors, enhancing the
generalisability of findings to the wider Australian context. It
comprised multiple sampling frames including relevant na-
tional professional bodies, advertisement at relevant confer-
ences and through email distribution lists. However this also
prevented us from accurately estimating a survey response
rate. Although participation was also influenced by eligibility
criteria (eg, currently involved in management of individuals

with low back pain), given the membership of the Australian
Physiotherapy Association (32 000 members), Spine Society
of Australia (169 members), Neurosurgical Society of Aus-
tralasia (>200 members) and Australian Pain Society (>800
members), it represents a low response rate, likely introducing
an unknown influence of responder bias. We believe those
more interested in the topic are more likely to have responded
to this online survey. There were also limited responses from
pain specialists (one pain registrar, one pain nurse) preventing
any meaningful description of these health care professionals’
decision-making. We also acknowledge that our analysis

Figure 3. Preferred conservative care for individual vignettes. Respondents were asked ‘If choosing the best conservative care for this
patient, what will you offer?’. Examples of ‘other’ responses include cognitive functional therapy, specific exercises, and weight loss/dietetics.

Figure 2. Preferred surgical approach for individual vignettes (for respondents who perform lumbar fusion surgery). Respondents were
asked ‘How will you perform the surgery if you choose spinal fusion surgery?’
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included multiple statistical tests, without adjustment in the
alpha level to identify statistically significant findings. Finally,
hypothetical case vignettes were used in the survey. While
vignettes have demonstrated validity and reliability in eval-
uating clinical decisions36,37 they may not provide a true
representation of the real world but rather an approximation of
it. However, the vignettes in this study were developed to
reflect realistic case descriptions consistent with the real-world
environment, a necessary feature of vignette-based surveys.37

Conclusion

This is the first Australian descriptive survey of clinicians’
decision-making regarding suitability of cases for lumbar
fusion surgery or conservative care. This study demonstrated
that conservative care was the preferred management, how-
ever clinical equipoise (collective uncertainty) exists re-
garding willingness to randomise individuals with severe,
persistent low back pain into an RCT investigating lumbar
fusion surgery vs best conservative care. Willingness to
randomise was higher amongst orthopaedic surgeons and
those working in the private sector, and targeted recruitment
strategies may need to be considered for recruitment through
AHPs and clinicians in the public sector.
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12. Brox JI, Reikerås O, Nygaard Ø, et al. Lumbar instrumented
fusion compared with cognitive intervention and exercises in
patients with chronic back pain after previous surgery for disc
herniation: a prospective randomized controlled study. Pain.
2006;122(1-2):145-155. doi:10.1016/j.pain.2006.01.027

13. Brox JI, Sørensen R, Friis A, et al. Randomized clinical trial of
lumbar instrumented fusion and cognitive intervention and
exercises in patients with chronic low back pain and disc de-
generation. Spine. 2003;28(17):1913-1921. doi:10.1097/01.Brs.
0000083234.62751.7a

14. Fairbank J, Frost H, Wilson-MacDonald J, Yu LM, Barker K,
Collins R, Spine Stabilisation Trial Group. Randomised con-
trolled trial to compare surgical stabilisation of the lumbar spine
with an intensive rehabilitation programme for patients with
chronic low back pain: the MRC spine stabilisation trial. BMJ
(Clinical research ed). 2005;330(7502):1233. doi:10.1136/bmj.
38441.620417.8F

15. Froholdt A, Reikeraas O, Holm I, Keller A, Brox JI. No dif-
ference in 9-year outcome in CLBP patients randomized to
lumbar fusion versus cognitive intervention and exercises. Eur
Spine J. 2012;21(12):2531-2538. doi:10.1007/s00586-012-
2382-0. official publication of the European Spine Society,
the European Spinal Deformity Society, and the European
Section of the Cervical Spine Research Society.

16. Hedlund R, Johansson C, Hägg O, Fritzell P, Tullberg T,
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