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Abstract
Background: Low back pain (LBP) is the most frequent complaint in clinical practice. Electroacupuncture treatment
may be effective; however, the supporting evidence is still limited, especially in older adults.
Objective: The current study is a randomized controlled trial that aims to evaluate the clinical efficacy of
electroacupuncture in older adults with LBP.
Methods: A five-arm randomized controlled trial with patients and evaluators blinded to the group allocation. A
total of 125 participants with non-specific LBP will be randomly assigned into one of five groups: three
electroacupuncture groups (low, high, and alternating frequency); one control group; and one placebo group. The
electroacupuncture will be applied twice a week (30 min per session) for five weeks. The primary clinical outcome
measure will be pain intensity. The secondary outcomes include: quality of pain; physical functioning; perceived
overall effect; emotional functionality; patient satisfaction; and psychosocial factors. Patients will be evaluated before
the first session, immediately after the last, and followed up after six and 12 months to check the medium- and
long-term effects.
Discussion: Although electroacupuncture is increasingly used to treat LBP, there is no guidance regarding the
parameters used, which leads to inconsistent results. Thus, the effect of electroacupuncture (EA) on LBP remains
controversial and requires more studies, especially in the older adult population.
Conclusion: This is the first randomized controlled trial to evaluate the efficacy of different frequencies of
electroacupuncture for treating chronic LBP in older adults. This study will provide evidence on the effectiveness of
electroacupuncture as an alternative treatment method for LBP and will entail wider debate about an appropriate
acupuncture intervention in this population.
Trial registration: Clinicaltrials.gov, NCT03802045. Registered on 14 January 2019.
Keywords: Acupuncture, Aged, Clinical trial, Electroacupuncture, Low back pain

* Correspondence: sarinaftorres@usp.br
1
School of Medicine, Department of Physical Therapy, Speech Therapy and
Occupational Therapy, Postgraduate Program in Rehabilitation Sciences,
University of Sao Paulo, Sao Paulo, Brazil
2
Postgraduate Program in Rehabilitation Sciences, Department of Physical
Therapy, Speech Therapy and Occupational Therapy, University of Sao Paulo,
Rua Cipotânea, 51, São Paulo, São Paulo 05360-160, Brazil
Full list of author information is available at the end of the article
© The Author(s). 2019 Open Access This article is distributed under the terms of the Creative Commons Attribution 4.0
International License (http://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to
the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver
(http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated.

Francescato Torres et al. Trials

(2019) 20:762

Background
Low back pain (LBP) is the most frequent complaint in
the clinical practice, with approximately 80% of the
world population presenting with at least one episode
throughout their lives [1]. Approximately six million
older adults suffer from chronic LBP [2], with a prediction of increase in the coming years due to rapid and
progressive population growth and aging [3]. These data
are worrisome, since the elder population is the second
most common age group to visit physicians due to LBP.
This musculoskeletal condition is considered one of the
main causes of disability worldwide, being strongly associated with functional incapacity, sleep disorders,
withdrawal from social and recreational activities, psychological distress, cognitive deterioration, and falls in
older adults [4, 5].
Pain is the main factor responsible for these harmful
outcomes, therefore the treatment focuses mainly on analgesia and requires a combination of pharmacological
and non-pharmacological therapies, where the latter
should be emphasized [6]. Acupuncture is among the
non-pharmacological strategies, the effects of which can
be potentiated by electroacupuncture (EA). EA allows
the stimulation of a larger area around the acupoint for
a shorter time and, especially, allows parameters such as
intensity, duration, and frequency of the stimulus to be
easily identified and quantified [7].
However, the studies recommending EA as an effective
and viable option for treating chronic LBP have methodological discrepancy regarding acupuncture techniques and procedures, with no guidelines regarding the
standardization and efficiency of this treatment, which
makes the healing effect of acupuncture controversial
[8–10]. Hence, there is a need for rigorously studies
that explore the acupuncture methods related with its
therapeutic efficacy in order to improve validity of
randomized clinical trials about acupuncture and EA
in LBP [11].
Considering the prevalence of LBP in older people, the
significance of health problems associated with this painful condition, and the lack of evidence in acupuncture
guidelines, a thorough designed randomized controlled
clinical trial is proposed.
Study objectives

This study aims to evaluate the clinical efficacy of EA in
older adults with LBP.
Our primary study goal is to screen a dominant EA
frequency on pain management and its secondary outcomes in EA groups.
Our second goal is to determine whether EA is a more
effective treatment than acupuncture (control) and placebo in older people with chronic LBP, in a one-year
randomized controlled trial (RCT) (NCT03802045).
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Our third goal is to determine the long-term effect of
the EA, acupuncture, and placebo on LBP in older adults
after six months and one year at the end of treatment.
Trial design

This study is a five-arm clinical RCT with blinded patients and evaluators.

Materials and methods
Study setting

The study will be conducted at the University of São
Paulo (USP) in partnership with the Federal University
of Paraná (UFPR), both in Brazil. The study was approved by the Research Ethics Committee of the Medical
School of USP (authorization no. 2.903.991) and financed with the authors’ own resources.
Recruitment

Participants will be recruited through radio ads, social
networks, and local newspapers. Individuals will be informed about the research proposal and treatment
protocol, and those interested in participating will be selected according to the inclusion and exclusion criteria.
Participant timeline

The participant timeline is shown in Fig. 1.
Inclusion criteria

We will use the World Health Organization (WHO)
cut-off point of ≥ 60 years to refer to the elderly population in resource-poor countries [9]. Patients of both genders will be included. Other criteria are: (1) medical
diagnosis of non-specific LBP of > 3 months’ duration;
(2) with or without radiating leg pain; (3) a minimum
pain intensity score of 4 on the 11-point pain numerical
rating scale (NRS; Brazilian Portuguese version); (4) walk
independently (with or without walking devices); and (5)
signing of the consent form.
Exclusion criteria

Patients will be excluded if: (1) they have had previous
surgery on the spinal column; (2) have a known or suspected serious spinal pathology (e.g. cancer, vertebral
fracture, spinal infection, or cauda equina syndrome); (3)
fear of needles; (4) have participated in acupuncture
treatment in the previous 30 days; or (5) if they are
wheelchair users.
Study standard

The study protocol is based on standards established
under the Standards for Reporting Interventions in Clinical Trials of Acupuncture (STRICTA) and the Initiative
on Methods, Measurement, and Pain Assessment in
Clinical Trials (IMMPACT) [12].
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Fig. 1 Study timepoints

Randomization procedures

The treatment allocation of each eligible individual in
the study will be determined by a randomization
process. The random allocation to the five arms of the
study will be achieved using an online random-number
generator (randomization.com) following a balanced 1:1
pattern with a block size of 5. This randomization
process will be conducted by an independent staff person who is not involved in the study to guarantee concealment of the allocations. The information on the
allocation list will remain strictly confidential. The allocations will be concealed and sequentially numbered;
opaque, sealed envelopes will be used to contain the
randomization assignments. The acupuncturist will open
the envelopes according to the numerical sequence, immediately before the first session of treatment (Fig. 2).
Blinding

Patients will remain blinded regarding the category of
their allocation throughout the study data collection
period. Additionally, the evaluators responsible for the
data collection and the outcomes assessor will also be
blinded to the patient allocation. The acupuncturist

responsible for the interventions will be the only person
not blind to the type of treatment to be performed.
Qualification of practitioners

The interventions will be performed by acupuncture
specialists with at least three years of clinical experience,
who will receive prior training to ensure that they rigorously follow the study protocol and are familiar with the
types of treatments, including details such as acupuncture points and manipulation of electroacupuncture
parameters.
Outcome measures

Four stages of evaluations will be performed: (1) before
the start of treatment; (2) immediately after the end of
treatment (five weeks); (3) at six months; and (4) one
year after the final treatment. The evaluators will be
trained in advance.
The primary clinical outcome will be pain intensity.
The secondary outcomes will include quality of pain,
physical functioning, perception of overall effect, emotional functionality, patient satisfaction, and psychosocial
factors. All the scales and questionnaires have been
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Fig. 2 Flow chart of study design

translated into Brazilian Portuguese, with the exception
of the visual analog scale for the assessment of anxiety,
and their properties clinimetrically tested [13–16].
Primary outcomes
Pain intensity

Numerical rating scale (NRS) The NRS is an 11-point
scale ranging from 0 (no pain) to 10 (worst possible
pain). Participants will be asked to rate their average
pain levels in the 24 h before the assessment [17].

The pressure pain threshold (PPT) will be measured
using a pressure algometer (EMG System, Brazil). The
assessed region will be marked with a tape measure and
a dermatographic pencil. Two points will be marked bilaterally: 5 cm to the right and left of the spinous process
of L3 and L5. A control point will be marked on the anterior tibial muscle of the right leg, 5 cm lateral to the
tuberosity of the tibia [18]. The circular tip of the algometer will be positioned perpendicular to the participant’s skin and gradually pressed until the participant
reports that the pressure has become painful and
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unbearable. Three measurements will be taken at each
point with an interval of 1 min. Finally, the arithmetic
mean will be used to define the pressure pain threshold [18].
Secondary outcomes
Quality of pain

This will be analyzed using the McGill Pain Questionnaire, a valid and reliable instrument containing 78 pain
descriptors divided into four categories (sensory, affective,
evaluative, and miscellaneous) and 20 subcategories, to
which scores of 1–5 are attributed [19, 20]. The result is
obtained by first scoring the words according to their position within the set of descriptors of each subcategory.
The maximum score in the sensory category is 42, in the
affective 14, in the evaluative 5, and in the miscellaneous
17. The analysis is then performed by adding these values
associated with their categories. Higher scores equate to
more intense pain [19, 20].
Physical functioning
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Global Anxiety - Visual Analog Scale (GA-VAS) [23],
respectively.
The BDI is a self-administered questionnaire that contains 21 items, with a score in the range of 0–3, where a
higher score indicates more depressive symptoms. The
GA-VAS is composed of a 100-mm line, where the left
extremity is related to the absence of anxiety and the
right extremity is related to the worst possible anxiety.
The individual is asked to assess the intensity of their
anxiety in the previous 24 h and to mark this on the line.
The distance from the left edge of the line to the mark
placed by the patient is measured in millimeters. Greater
measurements indicate greater anxiety.
Patient satisfaction

The evaluation of the patient’s treatment satisfaction will
be carried out using the MedRisk questionnaire of patient satisfaction with physiotherapeutic care [15].
This questionnaire contains 20 items, covering global
aspects of the treatment (two items), aspects related to
the service provided (eight items), and aspects about the
therapist–patient relationship (10 items). Following a
Likert-type scale, the patient’s response will range from
1 (strongly disagree) to 5 (strongly agree), where higher
scores represent greater satisfaction with the treatment.

This measure will be assessed through the Roland Morris Disability Questionnaire (RMQ) and the Five Times
Sit to Stand Test (FTSST).
RMQ is the Roland Morris Disability Questionnaire. It
is a self-administered questionnaire, adapted to Brazilian
Portuguese, which aims to evaluate physical incapacity
due to LBP [13]. This contains 24 items pertaining to activities that can be impaired due to LBP. Individuals
need to select the items that apply to their pain on that
day. The selected items are summed for a total score
ranging from 0 to 24, with higher scores indicating more
severe functional incapacity
The activity of sitting and standing is a common and
important movement in daily life; in clinical practice it
helps to determine a person’s functional level [21]. The
patient initiates the FTSST sitting in a chair without arm
support, with the upper limbs crossed over the chest,
feet positioned at hip width and knees in 90° flexion.
They will be asked to stand and sit five times as fast as
possible. A timer will be used to measure the task execution time. The test will be performed twice and the
mean time will be calculated.

The risk of poor prognosis due to psychosocial factors
will be assessed using the STarT Back Screening Tool
(SBST), a self-administered questionnaire with nine
items (four related to referred pain and five related to
psychosocial factors), where the patient has the following
response options: “I agree” (1 point) and “I Disagree”
(zero points) for the first eight items; and “Nothing,” “A
little,” or “Moderate” (zero points each), “A lot” or “Extremely” (1 point each) for the ninth item [16]. If the
total score is in the range of 0–3 points, the patient is
classified as low risk for poor prognosis. If the total score
is > 3 points, the score of the psychosocial subscale,
questions 5–9, is then considered. If the score of this
subscale is ≤ 3 points, the patient is classified as medium
risk and scores > 3 points are considered to indicate a
high risk for poor prognosis [16].

Perceived overall effect

Procedures

The patient’s treatment self-perception will be evaluated
using the Global Effect Perception Scale, an 11-point numerical scale ranging from − 5 (much worse) to + 5
(much better), where higher scores represent better recovery [17].

After randomization, the acupuncturist will sequentially
open the envelopes and the individuals will be randomly
assigned to one of five treatment groups, each containing 25 participants: low frequency EA (LF); high frequency EA (HF); alternating frequency EA (AF); control
group (C); and placebo group (P). The acupuncture
points will be located and described according to the
WHO Standard Acupuncture Locations [24]. Based on
the beneficial effects of previous clinical trials, the

Emotional functionality

Depression and anxiety will be assessed using the
Beck Depression Inventory (BDI) [14, 22] and the

Psychosocial factors
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acupoints selected for this study will be: BL23, BL25,
BL40, SP6, and KI3 [10, 25–27] (Table 1).

Interventions

Participants of the LF, HF, and AF groups will be
submitted to the treatment protocol, which will consist of the bilateral application of electroacupuncture
using a previously calibrated electrostimulator (Sikuro
DS100C), consisted of alternating symmetrical biphasic waves with continuous pulse train for the low
(2 Hz) or high (100 Hz) frequency groups, and a
mixed pulse train for the alternating frequency group
(100 Hz and 2 Hz for 3 s each); 100 ms pulse duration
and 0.5 ms pulse width; and the maximum current
(amplitude) intensity tolerated by the patient and intensified so that sensory habituation is avoided. Trichotomy will be carried out when necessary and the
skin will be disinfected with 70% alcohol. With the
participant lying down in a ventral position, the needles will be inserted at a 90° inclination with the skin,
to a depth at which that the patient reports the
“deQi” sensation (≅ 1.5 cm). The protocol sessions
will happen twice a week (30 min per session) for five
weeks, at no cost to the participants.
Sterile and disposable 0.25 × 30 mm stainless-steel
needles (Dong Bang Acupuncture Inc., Seoul, Republic
of Korea) will be used. The sessions will last 30 min,
twice a week, for five weeks, totaling 10 sessions [10, 26].
The individuals that are randomly assigned to the C
and P groups will follow exactly the same protocol as
the electroacupuncture groups; however, the C group
will not undergo electrical stimulation, as the acupuncturist will activate channels that are not connected to
the patient. In the P group, an adhesive moxa (Dong
Yang®) will be placed on each acupoint and the needle
will be inserted over it, so that the participant only feels
the needle prick, but without perforation of the skin and
the “deQi” sensation. In addition, as in group C, the
electrodes will be connected to the needles; however, no
electrical current will be applied [28].
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Placebo effect

The individuals will be instructed since recruitment that
this research has five groups with different types of
treatment. However, to ensure the blinding of the participants and to avoid biases in measuring outcomes [11],
they only will be enlightened about the control and placebo group when they finish the 12-month follow-up
evaluation. Also, in the post-treatment evaluation, each
one of them will be asked to answer the questions: “Did
you feel the needle penetrate your skin?” and “Did you
feel that you received real electroacupuncture?”
The percentage of yes and no answers will be analyzed.
A significant percentage of “no” responses may suggest
that the placebo effect was insufficient. According to Research Ethics Committee of the Medical School of University of São Paulo and Resolution 466/2012 of the
Brazilian National Health Council [29], if we observe
that the therapeutic effect of one group (EA treatment
or control) will statistically greater than the placebo
group, we will ensure that all participants of this group
receive the best treatment when they finish the 12month follow-up evaluation.

Adverse events

At each treatment session, the participants will be asked
about any unpleasant and unintended signs or symptoms
associated with the use of electroacupuncture. A questionnaire will also be used with a record of the duration
and intensity of the adverse symptom reported by the
patient, which will be scored according to a Likert-type
scale of 1–5, with 1 representing the absence of adverse
symptoms and 5 severe adverse symptoms. The severe
adverse symptoms will exclude the participant from the
treatment and the participant will be referred for medical consultation.

Withdrawal

Participants may withdraw from the study for any reason
at any time, without penalty.

Table 1 Protocol for acupoints
Acupoints

Location

BL23 (Shenshu)

In the lumbar region, at the same level as the inferior border of the spinous process of the second lumbar
vertebra (L2). 1.5 B-cun lateral to the posterior median line.

BL25 (Dachangshu)

In the lumbar region, at the same level as the inferior border of the spinous process of the fourth
lumbar vertebra (L4). 1.5 B-cun lateral to the posterior median line.

BL40 (Weizhong)

On the posterior aspect of the knee, at the midpoint of the popliteal crease.

SP6 (Sanyinjiao)

On the tibial aspect of the leg, posterior to the medial border of the tibia, 3 B-cun superior to the
prominence of the medial malleolus.

KI3 (Taixi)

On the posteromedial aspect of the ankle, in the depression between the prominence of the medial
malleolus and the calcaneal tendon.

BL bladder, SP spleen, KI kidney

Francescato Torres et al. Trials

(2019) 20:762

Dropouts

All dropouts and attrition during the course of the study
will be monitored and the respective reasons for withdrawal will be recorded. All randomized participants will
be included in the analysis independent of whether they
complete the intervention or not (intention-to-treat
principles).
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School (authorization No. 2.903.991) and in ClinicalTrials.gov under number NCT03802045.
Auditing

Data may be subject to audits, independent ethics committee (IEC)/Institutional Review Board (IRB) review
and regulatory inspection(s). Local investigators will provide direct access to the source data documents.

Sample size

Based on a previous study [11], the sample size was calculated to detect a difference of 2 points on the pain intensity measured by the 11-point pain NRS. In our study, the
sample size was calculated using the program G*Power 3
3.1. 9.2, with an estimated standard deviation of 1.47
points [30], a moderate effect size (0.35) [31], a statistical
power of 80% (1 β error probability), and an α error level
probability of 0.05. The study will require 105 individuals.
However, an extra 20% of participants will be added in
order to increase the power. Thus, this study will therefore
require a total of 125 participants, with 25 in each group.
Statistical analysis

The analysis of the data will follow the intention-to-treat
principles. The normality of the data distribution will be
assessed by the Kolmogorov–Smirnov test. The Pearson
test will be used for correlations between variables that
present a normal distribution, and the Spearman test
will be adopted for correlations between variables that
present a non-normal distribution.
The data will also be analyzed using the ANCOVA
mixed model, considering age, gender, body mass index,
and RMQ score as the covariates. The differences between groups for the primary and secondary outcome
measurements will be analyzed using the linear mixed
models (random intercepts and fixed coefficients), which
incorporated terms for treatment, time, and the treatment by time interactions. The Bonferroni post hoc test
will be used to control the overall type I error rate at the
prespecified 5% level. Furthermore, in order to verify the
magnitude of the differences between the interventions,
the effect size (Cohen’s d) will be calculated [30].
All the analyses will be carried out using the SPSS program (IBM Corp., Armonk, NY, USA) for Windows,
V.19.0. The confidence interval will be established at
95%, and the significance level will be set at 5%.
Ethics and data security

All the patients will participate voluntarily and will sign
a consent form before randomization. The access and
storage of the data will be in accordance with the guidelines of the National Research Ethics Commission
(CONEP). This study has been approved by the Ethics
Committee of the University of São Paulo Medical

Results
This trial still has no results, since it is in the recruitment phase.
SPIRIT
This protocol has been written in accordance with the
Standard Protocol Items: Recommendations for Interventional Trials (SPIRIT) guidelines. The SPIRIT checklist is in Additional file 1.
Discussion
Although acupuncture, both manual and electrical, is increasingly used to treat LBP, recent studies have concluded that its efficacy still needs to be established [32–
35]. Discrepancies in its application and the low methodological quality of the studies produce inconsistent results and lead to it not being recommended according to
the current clinical practice guidelines for patients with
non-specific LBP [10, 32, 35]. Thus, with no guidance
regarding the parameters used, the effect of EA on LBP
remains controversial and requires more studies, especially in the older adult population, who are the leading
population for this painful condition.
Therefore, there is a need for randomized, controlled,
and well-delineated clinical trials in order to standardize
EA treatment in LPB and to improve the level of scientific
evidence. Here we describe the protocol for a clinical RCT
to investigate the efficacy of different frequencies of EA
for the treatment of older adults with chronic LBP, and
thus to determine the most effective EA frequency.
We expect that the results of this study will aid in the
standardization of the technique and provide convincing
experimental evidence of the efficacy of EA treatment in
older people with LBP.
Our study presents the non-blindness of the practitioner as a limitation, since it is not possible to blind the
acupuncturist to the type of treatment.
Trial status

This trial number NCT03802045 is currently in the recruitment phase. The date recruitment started was April
2019 and the expected date for recruitment completion
is October 2019. (protocol version 2, 29 March 2019).
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Additional file
Additional file 1. SPIRIT-Checklist-for randomised studies.
Abbreviations
AF: Alternating frequency group; BDI: Beck Depression Inventory; C: Control
group; CEP: Ethics Committee of the School of Medicine of the University of
Sao Paulo; CONEP: National Commission for Research Ethics;
EA: Electroacupuncture; FTSST: Five Times Sit to Stand Test; GA-VAS: Visual
analog scale for the assessment of anxiety; GOV: Government; HF: High
frequency group; ICC: Intraclass correlation; IMMPACT: Initiative on Methods,
Measurement, and Pain Assessment in Clinical Trials; LBP: Low back pain;
LF: Low frequency group; NRS: Numerical rating scale; P: Placebo group;
PPT: Pressure pain threshold; RMQ: Roland Morris Disability Questionnaire;
SBST: STarT Back Screening Tool; SPSS: Statistical Package for the Social
Sciences; STRICTA: Revised Standards for Reporting Interventions in Clinical
Trials of Acupuncture; UFPR: Federal University of Parana; USP: University of
Sao Paulo; WHO: World Health Organization
Acknowledgements
The authors would like to acknowledge the support and contribution of
their partner organization (Federal University of Parana) to the study. The
authors also thank the contributions of the older adult patients with LBP
who will participate in this trial.
Registration of clinical trials
NCT03802045
Authors’ contributions
SFT helped to conceive and design the trial, wrote the manuscript, and will
conduct the trial. She is one of the project coordinators. ACBM contributed
to the design and implementation of the study. She is one of the project
coordinators. MDA wrote the first draft and also contributed to the design
and implementation of the study. IMBS also wrote the first draft of this
article and contributed to finalizing the manuscript. FDRPS planned the
statistical analysis and contributed to finalizing the manuscript. ASES wrote
the second draft of this article. FRJ designed the electroacupuncture
protocol in the study and contributed to finalizing the manuscript. ATC she
contributed to the methodology and discussion of the study. POJ also
contributed to the design of the study and contributed to finalizing the
manuscript. AMP is the supervisor of SFT. She provided valuable feedback
throughout the writing of this manuscript. All authors contributed to
refinement of the study protocol and approved the final manuscript.
Funding
The authors received no financial support for the research, authorship, and/
or publication of this article.
Availability of data and materials
All data generated or analyzed in this study will be fully available without
restriction through online platform on Clinicaltrials.gov (NCT03802045).
Ethics approval and consent to participate
This study was approved by the Ethics Committee of the School of Medicine
of the University of Sao Paulo in September 2018 (authorization no.
2.903.991). The project coordinators will provide participants with written
and oral information about the study before enrolment. All participants will
sign informed consent before enrolment in the study.
Consent for publication
Not applicable.
Competing interests
All authors deny any financial and personal relationships with other people
or organizations that could inappropriately influence this work.
Author details
1
School of Medicine, Department of Physical Therapy, Speech Therapy and
Occupational Therapy, Postgraduate Program in Rehabilitation Sciences,
University of Sao Paulo, Sao Paulo, Brazil. 2Postgraduate Program in

Page 8 of 9

Rehabilitation Sciences, Department of Physical Therapy, Speech Therapy
and Occupational Therapy, University of Sao Paulo, Rua Cipotânea, 51, São
Paulo, São Paulo 05360-160, Brazil. 3Department of Physical Therapy
Prevention and Rehabilitation, Federal University of Parana, Parana, Brazil.
4
Higher Education Unit of the South of Maranhao, Maranhao, Brazil.
Received: 14 May 2019 Accepted: 22 October 2019

References
1. Malta DC, Oliveira MM, Andrade S, Caiaffa WT, Souza MFM, Bernal RTI.
Factors associated with chronic back pain in adults in Brazil. Rev Saude
Publica. 2017;51:9s.
2. Wong AYL, Forss KS, Jakobsson J, Schoeb V, Kumlien C, Borglin G. Older
adult’s experience of chronic low back pain and its implications on their
daily life: Study protocol of a systematic review of qualitative research. Syst
Rev. 2018;7:81.
3. Wong AY, Karppinen J, Samartzis D. Low back pain in older adults: risk
factors, management options and future directions. Scoliosis Spinal Disord.
2017;12:14.
4. Lardon A, Dubois JD, Cantin V, Piche M, Descarreaux M. Predictors of
disability and absenteeism in workers with non-specific low back pain: A
longitudinal 15-month study. Appl Ergon. 2018;68:176–85.
5. Fang JF, Du JY, Shao XM, Fang JQ, Liu Z. Effect of Electroacupuncture on
the NTS is modulated primarily by acupuncture point selection and
stimulation frequency in normal rats. BMC Complement Altern Med. 2017;
17:182.
6. Langevin HM, Schnyer R, MacPherson H, Davis R, Harris RE, Napadow V,
et al. Manual and electrical needle stimulation in acupuncture research:
pitfalls and challenges of heterogeneity. J Altern Complement Med. 2015;21:
113–28.
7. Comachio J, Oliveira Magalhaes M, Nogueira Burke T, Vidal Ramos LA,
Peixoto Leao Almeida G, Silva AP, Ferreira de Meneses SR, Costa-Frutuoso
JR, Santos Miotto Amorim C, Pasqual Marques A. Efficacy of acupuncture
and electroacupuncture in patients with nonspecific low back pain: study
protocol for a randomized controlled trial. Trials. 2015;16:469.
8. Hong Z, Bao-yan L, Zhi-shun L, Li-min X, Vi-gong F, Yuan Z, et al. Clinical
practice guidelines of using acupuncture for low back pain. World J
Acupunct Moxibustion. 2016;26:1–13.
9. Beard JR, Officer AM, Cassels AK. The World Report on Ageing and Health.
Gerontologist. 2016;56(Suppl 2):S163–6.
10. de Carvalho RC, Parisi JR, Prado WA, de Araujo JE, Silva AM, Silva JRT, et al.
Single or Multiple Electroacupuncture Sessions in Nonspecific Low Back
Pain: Are We Low-Responders to Electroacupuncture? J Acupunct Meridian
Stud. 2018;11:54–61.
11. Leite PMS, Mendonça ARC, S.Maciel LY, Poderoso-Neto ML, Araujo CCA,
Góis HCJ, Souza JHS, DeSantana JM: Does electroacupuncture treatment
reduce pain and change quantitative sensory testing responses in patients
with chronic nonspecific low back pain? A randomized controlled clinical
trial. Evid Based Complement Alternat Med. 2018;3:1-8.
12. Dworkin RH, Turk DC, Farrar JT, Haythornthwaite JA, Jensen MP, Katz NP,
et al. Core outcome measures for chronic pain clinical trials: IMMPACT
recommendations. Pain. 2005;113:9–19.
13. Nusbaum L, Natour J, Ferraz MB, Goldenberg J. Translation, adaptation and
validation of the Roland-Morris questionnaire--Brazil Roland-Morris. Braz J
Med Biol Res. 2001;34:203–10.
14. Gomes-Oliveira MH, Gorenstein C, Lotufo Neto F, Andrade LH, Wang YP.
Validation of the Brazilian Portuguese version of the Beck Depression
Inventory-II in a community sample. Braz J Psychiatry. 2012;34:389–94.
15. de Fatima Costa Oliveira N, Oliveira Pena Costa L, Nelson R, Maher CG,
Beattie PF, de Bie R, et al. Measurement properties of the Brazilian
Portuguese version of the MedRisk instrument for measuring patient
satisfaction with physical therapy care. J Orthop Sports Phys Ther. 2014;44:
879–89.
16. Pilz B, Vasconcelos RA, Marcondes FB, Lodovichi SS, Mello W, Grossi DB. The
Brazilian version of STarT Back Screening Tool - translation, cross-cultural
adaptation and reliability. Braz J Phys Ther. 2014;18:453–61.
17. Costa LO, Maher CG, Latimer J, Ferreira PH, Ferreira ML, Pozzi GC, et al.
Clinimetric testing of three self-report outcome measures for low back pain
patients in Brazil: which one is the best? Spine (Phila Pa 1976). 2008;33:
2459–63.

Francescato Torres et al. Trials

(2019) 20:762

18. Correa JB, Costa LO, de Oliveira NT, Sluka KA, Liebano RE. Effects of the
carrier frequency of interferential current on pain modulation in patients
with chronic nonspecific low back pain: a protocol of a randomised
controlled trial. BMC Musculoskelet Disord. 2013;14:195.
19. Varoli FK, Pedrazzi V. Adapted version of the McGill Pain Questionnaire to
Brazilian Portuguese. Braz Dent J. 2006;17:328–35.
20. Menezes Costa Lda C, Maher CG, McAuley JH, Hancock MJ, de Melo OW,
Azevedo DC, et al. The Brazilian-Portuguese versions of the McGill Pain
Questionnaire were reproducible, valid, and responsive in patients with
musculoskeletal pain. J Clin Epidemiol. 2011;64:903–12.
21. Kahraman T, Ozcan Kahraman B, Salik Sengul Y, Kalemci O. Assessment of
sit-to-stand movement in nonspecific low back pain: a comparison study
for psychometric properties of field-based and laboratory-based methods.
Int J Rehabil Res. 2016;39:165–70.
22. Gorenstein C, Andrade L, Vieira Filho AH, Tung TC, Artes R. Psychometric
properties of the Portuguese version of the Beck Depression Inventory on
Brazilian college students. J Clin Psychol. 1999;55:553–62.
23. Williams VS, Morlock RJ, Feltner D. Psychometric evaluation of a visual
analog scale for the assessment of anxiety. Health Qual Life Outcomes.
2010;8:57.
24. Lim S. WHO Standard Acupuncture Point Locations. Evid Based
Complement Alternat Med. 2010;7:167–8.
25. Cherkin DC, Sherman KJ, Avins AL, Erro JH, Ichikawa L, Barlow WE, et al. A
randomized trial comparing acupuncture, simulated acupuncture, and usual
care for chronic low back pain. Arch Intern Med. 2009;169:858–66.
26. Liu L, Skinner MA, McDonough SM, Baxter GD. Acupuncture for chronic low
back pain: a randomized controlled feasibility trial comparing treatment
session numbers. Clin Rehabil. 2017;31:1592–603.
27. Rached RDVA, Rosa CDP, Alfieri FM, Amaro SMC, Nogueira B, Dotta L, et al.
Chronic nonspecific low back pain: rehabilitation. Revista da Associação
Médica Brasileira. 2013;59:536–53.
28. Schliessbach J, Nielsen LA, Klift EVD, Curatolo M, Streitberger K. The effect of
brief electrical and manual acupuncture stimulation on mechanical
experimental pain. Pain Med. 2011;12:268–75.
29. Feijó AGS, Crippa A, Giordani AD, Vieira NM, Filho CI. Clinical research from
the perspective of integrity. Revista Bioética. 2018;26:172–82.
30. Corrêa J, Costa L, Oliveira N, Lima W, Sluka K, Liebano R. Effects of the
carrier frequency of interferential current on pain modulation and central
hypersensitivity in people with chronic nonspecific low back pain: A
randomized placebo-controlled trial. Eur J Pain. 2016;20:1653–66.
31. Q-l Y, Wang P, Liu L, Sun F, Cai Y-S, Wu W-T, et al. Acupuncture for
musculoskeletal pain: A meta-analysis and metaregression of shamcontrolled randomized clinical trials. Sci Rep. 2016;6:1–24.
32. Oliveira CB, Maher CG, Pinto RZ, Traege AC, Lin CWC, Chenot JF, et al.
Clinical practice guidelines for the management of non-specific low back
pain in primary care: an updated overview. Eur Spine J. 2018;27:2791–803.
33. Yin C, Buchheit TE, Park JJ. Acupuncture for chronic pain: an update and
critical overview. Pain Med. 2017;30:583–92.
34. Chen L, Michalsen A. Management of chronic pain using complementary
and integrative medicine. BMJ. 2017;357:1–19.
35. Yeganeh M, Baradaran HR, Ghorbani M, Moradi Y, Dastgiri S. The
effectiveness of acupuncture, acupressure and chiropractic interventions on
treatment of chronic nonspecific low back pain in Iran: A systematic review
and metaanalysis. Complement Ther Clin Pract. 2017;27:11–8.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Page 9 of 9

