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Search strategy to identify CPGs  
We used the following terms to identify CPG’s: (noninvasive or non-invasive or non-pharmacologic* or nonpharmacologic* or “manual therapy” or “manipulation, chiropractic” or “chiropractic” or “musculoskeletal manipulations” or “manipulation, spinal” or spinal manipulation or “manipulation, osteopathic” or osteopathic manipulation or alternative medicine or complementary therapies or acupuncture or biofeedback or mindfulness or psychotherapy or cognitive behavioral therapy or yoga or tai chi or qigong or Pilates or “mind-body” or relaxation or massage or exercise or traction or “ultrasound” or transcutaneous electrical nerve stimulation or low-level laser therapy or interferential or “superficial heat” or “superficial cold” or bracing or physical therapy or stimulation or meditation or “functional restoration” or multidiscipline* or interdisciplin*) AND ((back or lumbar or lumbo* or spine or spinal or radicular) AND (pain))

[bookmark: _Hlk75268506]Filters: Guideline or Practice Guideline; English; publication date from 2015/03/01—2021/09/01
We used reference tracking and consulted topic experts on the SC to identify relevant papers that were not captured in the search. We also used our 2020 CPG on chiropractic management of adults with chronic musculoskeletal pain as a resource.3 Additional information on search strategy may be found in the Supplemental file.

Second stage search. We performed targeted searches on specific interventions and/or topics that were not addressed in detail in the CPGs. For systematic reviews, we used the same search strategy as was used for CPGs but with appropriate filters. Lower level studies were only included by reference tracking or expert recommendations.


Stakeholder engagement: Dissemination routes for inviting public comments on the draft CGP:

· Email blast through MailChimp to the Clinical Compass email list, including representatives of U.S. state chiropractic organizations; a number of national chiropractic professional and academic organizations (totaling approximately 900 individuals); and vendors, which included informed laypersons. 
· ChiroCongress, a professional organization that represents over 35,000 chiropractors.  

· Clinical Compass Facebook and LinkedIn pages, accessible by health professionals and interested laypersons.

· Email list of the Chiropractic Summit (https://www.chirosummit.org/), a U.S. organization made up of chiropractic organizations, institutions and individuals.

These routes had some overlap, which we believed would have a reinforcing effect for the dissemination. The comment period was 30 days.
Strength of  recommendations (SoR). SOR combines the level of the evidence with confidence that beneficial effects of an intervention outweigh possible harmful effects. The balance between benefits and harms, quality of evidence, applicability, and the certainty of the baseline risk are all considered in judgments about the strength of recommendations.22-25 Only evidence rated 1 or 2 were included in our recommendations.
1 = Strong recommendation in favor of the intervention
2 = Weak recommendation in favor of the intervention
3 = Weak  recommendation against the intervention
4 = Strong  recommendation against the intervention



Grading of Recommendations Assessment, Development and Evaluation system.*

	Level of evidence
	Quality rating
	Explanation of quality rating

	A
	High
	Further research unlikely to affect confidence in estimate of effects of intervention
· More than one high-quality study with consistent outcomes

	B
	Moderate
	Further research likely to affect confidence in estimate of effects of intervention 
· Only one high-quality study or
· Several lower quality studies

	C
	Low
	Further research very likely to affect confidence in estimate of effects of intervention and likely to change the estimate
· One or more studies with severe limitations

	D
	Very Low
	Any estimate of effect uncertain 
· Only expert opinion and/or
· No direct research evidence or 
· Very low-quality evidence



*Source: GRADE (Grading of Recommendations Assessment, Development and Evaluation) Working Group 2007 (modified by the EBM Guidelines Editorial Team)
http://www.essentialevidenceplus.com/product/ebm_loe.cfm?show=grade 


Consensus panel characteristics
We invited 74 individuals to participate and 69 accepted. The 69-member panel represented 6 health professions (acupuncture, chiropractic, medicine, mental health counseling, nursing and physical therapy). Distribution of professions was 64 DCs, 2 MDs and 2 PTs and 1 acupuncturist. The other professions listed above were represented by dual-trained DCs: acupuncture (7); medicine (2); nursing (1) and mental health counseling (1). Thirty US states were represented.

We invited 74 individuals to participate and 69 accepted. The 69-member panel represented 6 health professions (acupuncture, chiropractic, medicine, mental health counseling, nursing and physical therapy). Distribution of professions was 64 DCs, 2 MDs and 2 PTs and 1 acupuncturist. The other professions listed above were represented by dual-trained DCs: acupuncture (7); medicine (2); nursing (1) and mental health counseling (1). The panelists were primarily male (78%) and Caucasian (81%). Other races/ethnicities reported were: Black/African American (6%), Asian/Pacific Islander (4%), Multiracial/biracial (4%), Hispanic/Latino (3%), Native American/Other Indigenous (2%). Thirty US states were represented, distributed as follows: 7 (CA), 6 (WA), 5 (NY), 4 (FL, OH), 3 (AZ, IA, KS, MN, MO, OR, PA, TX), 2 (NJ, SD), 1 (CO, GA, HI, IL, IN, KY, MA, MD, MI, MS, MT, ND, NH, RI, UT).

Twenty-one of the 69 panelists had a Master’s degree in addition to their professional degree (including MS, MA, MBA, MPH). Two of 69 were full-time faculty and 2 were part-time faculty at a chiropractic institution; 2 were full-time faculty and 4 were part-time faculty at a non-chiropractic institution.

Practice characteristics. Fifty-eight of the 69 panelists were in active practice, with a mean number of years in practice of 22 (range 2-51). Twenty-two of 69 worked either in or with the VA (32%). For practitioners, the mean number of estimated (pre-Covid) patient visits per week they personally managed was 78 (range, 6-280). The mean percent of their patients whose chief complaint was low back pain was 59% (range, 10-90%). The mean percent of estimated patients with whom they use “maintenance care, (defined as scheduled treatment visits to prevent recurrences or exacerbations of low back pain) was 18% (range, 0-90%). The mean percent of estimated patients with whom they use “wellness care,” (defined as scheduled treatment visits for asymptomatic patients to stay healthy and/or improve function and/or well-being) was 7% (range, 0-60)%. For lifestyle factors, the mean percent of estimated sedentary patients to whom they give advice on being active was 71% (range, 0-100); obese patients whom they advise on diet and weight management was 49% (0-100) and tobacco users whom they advised on cessation was 44% (0-100).
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Factors to consider in obtaining a history

1. Assessment of red flags and possible contraindications for manipulation, particularly high-velocity, low-amplitude thrust

2. Assessment of yellow flag risk factors (see text.)

3. History of significant physical trauma

4. Onset of current pain and perceptions about initial precipitating factors

5. Pain parameters, including type, severity, location, frequency and duration 

6. Provocative and relieving factors Review of systems

7. Previous treatment and response, including medical, surgical, nonpharmacological.

8. History of past, current or considered self-care strategies

9. History of diagnostic tests with results

10. Current medications and nutraceuticals 

11. Complicating factors/barriers to recovery, including concurrent conditions; social factors affecting health (examples: social support; financial resources; access to health care; education and health literacy: https://www.health.gov/healthypeople/objectives-and-data/browse-objectives#social-determinants-of-health   

12. Psychological and behavioral health factors (examples: anxiety, depression, PTSD).

13. Lifestyle factors (examples: drugs/alcohol, diet, exercise/sedentary, tobacco use)



Delphi rounds, rating system, and data analysis
The project coordinator entered all ratings by panelist ID into an SPSS file for analysis for median rating and percent agreement. Comments were organized by panelist ID and statement ID and rating. All ratings and comments remained identified only by a code number when circulated to the panelists and the Steering Committee. They received the median rating, percent agreement and comments for each statement. Any statements not reaching 80% agreement were revised by the SC, based upon the panelists’ comments, and were recirculated until the panel reached at least 80% agreement. 80 percent was selected because this was the level used in our previous CPG’s and was supported by the literature.22

