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Aims: Interventional pain treatments range from injections to established radiofrequency ablation
techniques and finally neuromodulation. In addition to safety, efficacy and cost dominance, patient
preference for type of treatment is important. Methods: Chronic pain patients (n = 129) completed a
preference scale to determine which interventional pain management procedures they would prefer from
among radiofrequency ablation, temporary (60-day) peripheral nerve stimulation (PNS), conventional
PNS and spinal cord stimulation/dorsal root ganglion stimulation. A second survey (n = 347) specific
to assessing the preference for radiofrequency ablation or temporary PNS treatment was completed
by patients with low back pain. Results: On the basis of mean rank, temporary PNS percutaneously
implanted for up to 60 days was the most preferred treatment compared with the other options presented
(p = 0.002). Conclusions: Patient preference should be unbiased and considered as an independent variable
for physician discussion in treatment options and future research.

Lay abstract: Patient preference is an important variable for physicians to consider when discussing
treatment options for low back pain. A consumer survey study was completed discussing patient
preference among various invasive treatments for low back pain. When given scenarios discussing risks
and benefits of each procedure (temporary peripheral nerve stimulation for 60 days, heat ablation of
small back nerves and permanently implanted back pain devices) temporary peripheral nerve stimulation
was considered the preferred option.
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That patient preference should play a role in pain treatment-related decision-making is paramount to the concept
of patient-centric care in which individual patient preferences, needs and values guide all clinical decisions [1,2].
In fact, the use of quantitative patient preference data is increasingly being considered or proposed by health
technology assessment agencies in many European countries [3]. Multiple new interventional pain management
therapies have emerged over the past several years including, but not limited to, high frequency and burst spinal
cord stimulation [4–7], dorsal root ganglion stimulation [8,9], cooled radiofrequency ablation [10,11], and temporary
and permanent percutaneously implanted peripheral nerve stimulation (PNS) [12,13]. While the data in support
of these therapies is growing at a rapid pace [14–21], insights into patient-preferences that may impact physician
guidance and choice of treatment have not yet been characterized.
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To our knowledge, patient preference for choosing various neuroablative and neuromodulation treatments for
chronic pain has not been discussed in the literature. To that end, a survey research project was initiated to help
characterize patient insights into multiple interventional pain management treatment choices. The purpose of
this project was to characterize patient preferences from among several interventional pain management treatment
options to include radiofrequency ablation, temporary 60-day PNS treatment, permanently implanted PNS systems
and permanently implanted dorsal root ganglion/spinal cord stimulation systems and for practitioners to understand
how treatment-related details and nuances can influence these preferences.

Methods
Survey 1
Between September 2019 and October 2019, 129 panelists with chronic pain completed an online survey. A total
of 2402 panelists aged 34–75 years were recruited from the American Consumer Opinion panel (a marketing
research firm owned by Decision Analyst designed to research and optimize consumer experiences) after confirming
the self-reported presence of moderate to severe pain (pain >4 on a 0–10-point scale) of at least 6 months’ duration
that prevented participation in activities they enjoyed. On the basis of a set of screener questions, 154 panelists
reported pain to be present only in the axial back (it did not radiate into their legs); had sought the care of a medical
doctor specializing in pain, orthopedic surgery, spine surgery or neurosurgery; had completed physical therapy; had
not completed an interventional back treatment (including radiofrequency ablation [RFA]); and reported health
insurance to be in place. Answering all questions in the online survey was mandatory, and responses were deemed
theoretical; as such, only the responses of those who provided a complete data set were included in the analysis. Of
the eligible panelists, 129 completed the full survey and are included in the present analysis.

This study was determined to be exempt from institutional review board (IRB) approval per 45 CFR 46.101(b)
(Categories of Exempt Human Subjects Research) based on its use of anonymized survey procedures [22]. A medical
ethicist reviewed and constructed the questions to minimize the internal bias in the questions that were presented
to the participants.

Serial ranking of three peripheral-nerve-oriented interventional pain management pain therapies was conducted:
RFA, temporary neurostimulation and permanently implanted neurostimulation. The layperson definitions used
to describe each therapy within the online survey were as follows:

• RFA is a treatment that uses the tip of a needle to burn or ‘ablate’ the nerve in an attempt to stop the pain signal.
The procedure is performed via a series of four to six needle sticks and is performed with the patient asleep
(under conscious sedation). A small needle is inserted very close to a nerve under image guidance. The target
nerve(s) carrying the pain signal are burned (destroyed). Fifty percent of patients who receive RFA obtain relief
of 50% of their pain or more for 6–12 months and often longer. In most patients the nerve grows back, and the
procedure may need to be repeated.

• Temporary neurostimulation is a treatment that uses an implanted leadwire connected to a wearable matchbox-
sized stimulator to send mild electrical pulses to a specific nerve to interrupt the pain signal. The leadwire is
implanted under local anesthesia through a single needle stick and placed approximately one-half inch away from
the nerve. The leadwire is about the size of a human hair and connects to a wearable matchbox-sized stimulator.
The site where the leadwire exits the skin is covered by a waterproof bandage. Stimulation intensity can be
adjusted using a handheld remote. The leadwire is withdrawn in the doctor’s office after 60 days. Fifty percent
of patients who receive temporary neurostimulation obtain relief of 50% or more of their pain for 6–12 months
and often longer. If pain returns, the procedure can be repeated or advanced to a permanent implant for patients
who obtain pain relief.

• Permanently implanted neurostimulation is a treatment that uses a wearable matchbox-sized stimulator and
an implanted leadwire to send mild electrical pulses to the nerves to interrupt the pain signal. A leadwire about
the diameter of a piece of spaghetti is positioned very closely to a nerve. The leadwire is implanted through
two small incisions. A wearable matchbox-sized stimulator delivers energy to the leadwire through the skin.
Fifty percent of patients obtain significant pain relief while the device is implanted. The permanently implanted
leadwire may be explanted (surgically removed) if not beneficial.

After ranking each of these peripheral-nerve-related therapies, respondents were also asked to consider their
interest in a ‘permanently implanted neurostimulation treatment that uses a pacemaker-like device connected to a
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spaghetti-sized leadwire implanted near your spinal cord to send mild electrical pulses directly to the spinal cord
to manage your pain.’ This definition was intended to be used as a proxy description to assess relative interest in
spinal cord stimulation (SCS)/dorsal root ganglion stimulation (DRGS)-based therapies.

After each respondent ranked the four treatment options, a follow-on question in regard to potential therapy risks
was presented to those with axial low back pain who selected temporary stimulation or RFA as their most-desirable
choice. For those who chose temporary stimulation as most desirable, the following additional information was
provided:

• Temporary neurostimulation follow-on question: ‘In 10% of patients who receive temporary neurostimula-
tion, a piece of the hairlike wire [leadwire] remains in the body when the physician withdraws it. If a small piece
does remain in the body, MRI is still possible. There is an extremely low risk that this remnant would cause any
complications, but in rare cases an incision may be required to remove the remnant. Note that the remnant is
generally much smaller than a commonly used surgical staple.’
Respondents were asked to select one of the following options in response to the additional information:
◦ This information does not change my preference for temporary neurostimulation compared with the other

options.
◦ I would opt to have RFA instead.
◦ I would opt to have a device permanently implanted instead.

• RFA follow-on question: For those with back pain who ranked RFA higher than temporary neurostimulation,
the following additional information was provided: ‘When performed in the lower back, one side effect of RFA is
that some core lower back muscles can be temporarily paralyzed until the nerve grows back over the next several
months.’

Respondents were asked to select one of the following options in response to the additional information:

◦ This information does not change my preference for RFA compared to the other options.
◦ I would opt to have the temporary nerve stimulator for 60 days instead.
◦ I would opt to have a device permanently implanted instead.

Survey respondents were also asked to characterize the primary benefit they ascribed to temporary PNS via the
question ‘What would you consider to be the best outcome with this temporary (60-day) nerve-stimulation device?’
Their response options included the following:

◦ The potential for pain relief without the need for a permanently implanted system.
◦ Information regarding whether a permanently implanted system could be helpful.

For clarity in the remainder of the report on Survey 1, temporary neurostimulation is referred to as ‘temporary
PNS,’ permanently implanted neurostimulation is referred to as ‘permanently implanted PNS’ and permanently
implanted neurostimulation that uses a pacemaker-like device connected to a spaghetti-sized leadwire implanted
near the spinal cord is referred to as ‘permanently implanted SCS/DRGS.’

The mean rank for each treatment option was calculated and compared between treatment options using a non-
parametric Mann-Whitney U-test with post hoc Bonferroni correction for multiple comparisons. The distributions
of subjects that chose to continue with their first choice, switch to the other therapy or switch to neither option
after being provided additional information were compared using a two × three chi-square test. The proportions
of low back pain subjects that selected stimulation, ablation and neither as their final choice were compared using
a goodness-of-fit test with post hoc Bonferroni correction for multiple pairwise comparisons.

Survey 2
A subsequent online survey was completed by 347 individuals with moderate to severe low back pain who were
identified using the same online recruitment and screening methodology as in Survey 1. The descriptions of
stimulation (temporary PNS) and ablation (RFA) were reviewed for balance by all study authors, including experts
in pain medicine and medical ethics, before survey administration. Survey 2 was also determined to be exempt
from IRB review [22].
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Subjects were asked to select their first-choice treatment option, or select neither option, based on the following
treatment descriptions:

• STIMULATION involves the temporary placement of two hairlike wires (or ‘leads’) using local anesthetics. The
leads deliver microdoses of electrical energy to stimulate the nerves that control the back muscles. Stimulation
causes the muscles in the low back to comfortably contract while you go about your normal daily routine. It is
nondestructive. The leads are covered by a bandage and connected to a small wearable stimulator. Showering is
permitted but immersion should be avoided. The leads are withdrawn in your physician’s office after the 60-day
treatment period.

• ABLATION involves the use of electrical energy to disrupt the nerve. The procedure is typically performed with
sedation or local anesthesia. The nerve typically regrows and eventually heals and the procedure may be repeated
when necessary.

Follow-on question for those who chose ABLATION as their first choice treatment option:

1. Please consider the additional details below regarding ablation. With ablation, one of the effects of disrupting
the nerve is that impulses which would normally cause the low back muscles to contract and stabilize the spine
are temporarily unable to function. Their ability to function again is generally restored after the nerve regrows.
Given this additional information, please select your preference for ablation, stimulation or neither.

Follow-on question for those who chose STIMULATION as their first choice treatment option:

1. Please consider the additional details below regarding stimulation: With stimulation, a small piece of the hairlike
lead may remain under the skin in 5–10% of cases when the physician withdraws it. There are no known safety
concerns related to the presence of a small remnant. Given this additional information please select your
preference for ablation, stimulation or neither.

The proportions of subjects that selected stimulation, ablation and neither were compared using a goodness of fit
test with post hoc Bonferroni correction for multiple pairwise comparisons. The distributions of subjects that chose
to continue with their first choice, switch to the other therapy or switch to neither option after being provided
additional information were compared using a two × three chi-square test. Chi-square tests of independence were
used to determine whether first-choice therapy was independent from several baseline variables, including sex, age,
duration of low back pain and severity of low back pain.

Results
Survey 1
Treatment preferences were collected from 129 axial back pain patients who had moderate to severe pain of at least
6 months duration; 65% of respondents were female, and 45% were younger than 60 years. Treatment options were
compared by rank using values from 4 (most desired) to 1 (least desired) (Figure 1). The mean rank (mean ± SEM)
for each group was compared to each other group using a nonparametric Mann-Whitney U-test with post hoc
correction for multiple comparisons (Figure 2). In particular the mean rank of the temporary PNS treatment
(2.91 ± 0.09, n = 129) was not significantly different from the mean rank for RFA (2.61 ± 0.11, p = 0.12) but
was significantly greater than permanently implanted PNS (2.50 ± 0.08, p = 0.0008), and permanently implanted
SCS/DRGS (1.97 ± 0.09, p < 0.0001). The mean ranks for RFA and permanently implanted PNS were also
significantly greater (p ≤ 0.0001) compared with permanently implanted SCS/DRGS.

LBP patient follow-on questions

After learning of the proposed 10% chance that a remnant of the hairlike lead may remain following lead removal,
37 of the 46 (80%) respondents with low back pain who ranked temporary PNS as their most desired therapy
option retained temporary PNS as their treatment of choice (Tables 1 & 2). Of the remainder who were moved to
change, 17% (8 of 46) opted for RFA, and 2% (1 of 46) opted for implantation of a permanent device (Table 3)
(p = 0.068 vs. those who initially selected RFA).

After learning of the potential for RFA therapy to temporarily denervate the multifidi, of the 50 respondents
with low back pain previously ranking RFA as their treatment of choice, 60% (30 of 50) retained RFA as their most
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Figure 1. Treatment options by order of choice as ranked by Survey 1 respondents.
PNS: Peripheral nerve stimulation; SCS/DRG: Spinal cord stimulation/dorsal root ganglion stimulation.
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Figure 2. Mean rank values by treatment option.
*p = 0.0008 versus permanently implanted PNS. ∧p ≤ 0.0001 versus permanently implanted SCS/DRGS.
PNS: Peripheral nerve stimulation; SCS/DRG: Spinal cord stimulation/dorsal root ganglion stimulation; SEM: Standard
error of the mean.

desired option, 30% (15 of 50) opted for temporary PNS and 10% (5 of 50) chose implantation of a permanent
device (Tables 1 & 2). These changes represented a net increase in the number of respondents choosing temporary
PNS as their first choice, and the observed final distribution differed significantly from an expected even distribution
(p < 0.0001) (Figure 3).
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Table 1. Treatment preferences among patients with lower back pain before and after follow-on details about
temporary PNS and RFA.

Before After

Temporary peripheral nerve stimulation 46 47.9% 52 54.2%

Radiofrequency ablation 50 52.1% 38 39.6%

Permanently implanted system NA† NA† 6 6.3%

†follow-on details were only provided to subjects that chose temporary peripheral nerve stimulation or radiofrequency ablation as their most desired option initially.
NA: Not applicable; PNS: Peripheral nerve stimulation; RFA: Radiofrequency ablation.

Table 2. Treatment preferences after follow-on details.
Continued with first choice Switched to temporary PNS vs. RFA Switched to permanently implanted system

Temporary PNS 80.4% (n = 37) 17.4% (n = 8) 2.2% (n = 1)

RFA 60% (n = 30) 30% (n = 15) 10% (n = 5)

PNS: Peripheral nerve stimulation; RFA: Radiofrequency ablation.

Table 3. Demographic information for survey 2 respondents (n = 347).

Sex

Female 180 (52%)

Male 167 (48%)

Age (years)

18–29 57 (16%)

30–44 91 (26%)

45–60 138 (40%)

�60 61 (18%)

Severity of low back pain

Moderate 243 (70%)

Severe 104 (30%)

Duration of low back pain

�1 year 38 (11%)

1–5 years 127 (37%)

5–10 years 97 (28%)

�10 years 85 (24%)

Temporary PNS follow-on questions

Of the subjects asked to characterize the primary benefit they ascribed to temporary PNS, 65% were interested
in the ability of the temporary (60-day) PNS system to help them avoid a permanent implant, and 35% were
interested in obtaining information regarding the potential for a permanently implanted system to be beneficial.

Survey 2
Treatment preferences were collected from 347 respondents with low back pain (Table 3). Following the preliminary
treatment descriptions, 48.7% of respondents (n = 169) selected stimulation as their first-choice treatment option,
33.7% (n = 117) selected ablation and 17.6% (n = 61) selected neither. These observed proportions differed
significantly from an expected equal distribution in a goodness-of-fit test (p = 0.002). Each group was significantly
different from each other (p < 0.0001) based on post hoc pairwise tests that were adjusted for multiple comparisons.

Following the provision of additional details about each therapy, 70% (n = 119) of those that selected stimulation
and 50% (n = 58) of those that selected ablation continued with their first choice; the remainder switched treatment
preferences or switched to desire neither therapy (Table 4). The distributions of respondents continuing with their
first choice, switching preferences or desiring neither option were significantly different between the stimulation
and ablation groups (p = 0.0008), with a greater proportion of respondents choosing to remain with stimulation
as their first choice (Figure 4). In total, after being given the option to revise their treatment preference following
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Figure 3. Initial and final preference choice for temporary peripheral nerve stimulation and radiofrequency
ablation/permanent implant. (A) Initial and final choices of most desired treatment option among low back pain
patients in Survey 1, stratified by their initial choice of Temporary PNS or RFA. Final choices reflect changes after
additional information was provided about a potential side effect of each treatment option. p = 0.068. (B) Final
choices of all low back pain patients who initially chose temporary PNS or RFA.
*p < 0.0001.
PNS: Peripheral nerve stimulation; RFA: Radiofrequency ablation.

Table 4. Treatment preference among respondents with low back pain after follow-on details.
Continued with first choice Switched treatment preference Desired neither

Stimulation 70% (n = 119) 23% (n = 39) 6% (n = 11)

Ablation 50% (n = 58) 34% (n = 40) 16% (n = 19)
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Figure 4. Initial and final choice among stimulation, ablation or neither treatment. (A) Initial and final choices of
most desired treatment option among low back pain patients in Survey 2, stratified by their initial choice of
stimulation or ablation. Final choices reflect changes after additional information was provided about a potential
side effect of each treatment option. (B) Final choices of all low back pain patients who initially chose stimulation or
ablation.
*p = 0.0007; **p = 0.0001.
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the presentation of additional information, 159 respondents (45.8%) preferred stimulation, 97 (28.0%) preferred
ablation and 91 (26.2%) preferred neither (p < 0.0001) (Figure 4). Of those who desired to advance to treatment,
62% preferred stimulation and 38% preferred ablation.

Respondents’ initial and final treatment preferences were independent of age, sex, duration of low back pain and
severity of low back pain.

Discussion
This is the first study of its kind assessing patient preference among various interventional pain management options
for the treatment of axial back pain without radiculopathy. Outcomes infer that treatment options that avoid
permanent implantation are more desirable to pain patients, with 74% of first-choice treatment preferences being
for temporary PNS or RFA, the two options that do not involve a permanently implanted system. In addition to
preferring to avoid a permanent implant where possible, there was also a preference for stimulation-based versus
ablative therapies. RFA became less attractive among the respondents with low back pain in both surveys upon
learning of the potential for transient core muscle (multifidus) denervation after treatment (Tables 1 & 4). It is
important to note that patients were not necessarily approached in physician clinics, and thus patient preference
may not correlate with physician preference in the treatment discussion.

Although no published reports of long-term sequelae following RFA-related denervation have been identified,
RFA may be associated with recurrent low back pain [23–29]. In comparing activation of the multifidus in healthy
versus RFA or posterior lumbar fusion patients, there was decreased muscle contraction of multifidus in patients
following both RFA and posterior lumbar fusion [30]. Multifidus atrophy produced by RFA can be objectively
measured through radiographic cross-sectional areas, and statistically significant reductions in size have been
demonstrated following RFA [31,32]. This concern may be explored in a discussion with patients along with
consideration of conservative therapies and physical therapy before RFA [33].

Additionally, low back pain appears to be associated with differential changes in muscle recruitment and
corticomotor excitability, as evidenced by lumbar paraspinal motor evoked potentials in response to transcranial
magnetic stimulation [34]. Given the foregoing data, it is reasonable to discuss the potential effects of muscle
denervation resulting from RFA of the dorsal ramus or medial branch nerve for the treatment of axial low back
pain. Further, recent clinical data indicate that stimulation of the medial branch resulting in activation of the
multifidus may play an important role in the management of low back pain [17,35].

Similarly, risks of temporary PNS for the treatment of axial back pain should be discussed when patients are
offered the two choices for pain control. Although lead fracture and risk of infection are low, this should be balanced
with the risks for RFA and denervation of the axial muscles. The present data suggest that patients may have a
preference based on the presentation of both procedures that includes discussion of the risks of the procedures.
In this study, temporary PNS was preferred over RFA when both risk and benefits are discussed in an unbiased
manner.

Understanding risks and benefits of procedures is a critical component of informed consent, but the presentation
of this information without bias is of utmost importance. The current study suggests that patients should be made
aware of risks associated with a variety of interventional options including sequelae of procedures, the possibility
that permanent implants may not be effective, and the potential for a lead remnant when considering temporary
or permanently implanted PNS [36]. For this study, care was taken in constructing the questions with a medical
ethicist in an attempt to reduce bias. It may be incumbent on on our speciality to develop guidelines in presenting
interventional pain procedures to patients in a consistent and unbiased manner. One risk in this process is the
inability of every practitioner to provide each option for axial back pain treatment. As such, various techniques may
not be accessible to all patients. In any case, we recommend that practitioners still provide reasonable alternative
treatment options, each of which includes full disclosure, allowing patients to make adequately informed decisions.

Respondents indicated that their primary desires in pursuing temporary (60-day) PNS may be varied. For
example, most patients (65%) reported being more interested in the potential for long-term pain relief offered by
the short-term PNS treatment, and others may be more motivated by the notion that a permanently implanted
option is also available if pain returns following the 60-day treatment. In other words, some patients may be attracted
to the idea that a permanent implant may be obviated following the 60-day treatment period, whereas others may
be more attracted to the idea that a permanent system may be validated. In either case, the patient’s preference
should be understood and the potential for adverse events should be discussed with the patient.
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Procedural efficacy is a paramount part of the patient discussion when considering competing treatment options.
PNS and RFA have reasonable evidence in the literature, although as of this publication, no head-to-head trial has
been performed. The decision as to whether a patient fits into a particular trial’s inclusion and exclusion criteria
to determine therapeutic efficacy is physician dependent. A patient may not possess the discernment to conclude
efficacy, at which time the individual physician’s experience may be added to the discussion. The goal of the present
study was to minimize bias to determine qualities for patient preference among competing therapies for low back
pain. Efficacy could also be considered an indeterminate variable which changes with experience. For example, if a
physician has not performed PNS for low back pain, the inherent bias will understandably be towards RFA. In the
end, therapies were presented as they exist to determine patient preference.

Of note, the mechanisms of action for temporary PNS may be related to the direct activation of sensory afferents
and reduction of the spinothalamic tract’s activity (the gate control theory); it is also reasonable to discuss the
effect of medial branch stimulation and the resultant tension produced in the multifidis, resulting in the indirect
activation of afferent and proprioceptive fibers that may affect CNS changes, resulting in pain relief [37]. Temporary
and permanent PNS systems may achieve the direct and indirect activation of sensory afferents with waveform
techniques such as choosing higher (40–150 Hz) and lower (2–20 Hz) frequencies, respectively [38]. This concept
may be an interesting future study as frequency choice, in addition to anatomic nerve targeting, does seem to have
an impact on resultant pain relief, especially considering relief that endures after stimulation has been discontinued.

There are several limitations with this study. First, although attempts were made to characterize each therapy
accurately, the highly variable reported rates of therapy-specific outcomes made it difficult to provide specific data
to accompany the descriptions. More detailed differentiation outside of device and procedure-related attributes
including higher or lower therapy-specific efficacy outcomes may have produced different results. The ethical
principle of beneficence dictates that a given therapy or intervention be employed in a fashion where the most good
is probable to be carried out. This is done in conjunction with the principle of nonmaleficence, which suggests
that regard be taken for potential harm and that this risk be minimized in concert with the choice of the given
intervention.

Additionally, although the rate of retreatment is quite well understood in regard to RFA, the rate of retreatment
following temporary (60-day) PNS or its conversion to a permanently implanted PNS system has not yet been
characterized. Finally, although efforts were made to describe the therapy options factually, the language used in
describing the adverse events may have affected patient responses, and different word choices may have resulted in
variable patient responses.

Presenting options to the patient
There are multiple interventional pain management options available to treat pain after initial, less invasive
attempts have not produced durable relief. Each option includes pros and cons that should be clearly articulated
and understood by the patient while indicating that the success of any specific intervention is difficult to predict.
Healthcare providers and their patients should jointly consider which treatment option is preferred.

Since deploying the initial survey, new information regarding lead fracture and surgical removal of permanently
implanted PNS systems has been presented [39]. Although this particular characteristic was not included or assessed
as part of the survey information of this nature should also be considered by clinicians when describing treatment
attributes and helping patients discern treatment choices in light of full disclosure of the risks and benefits.

Developing studies to evaluate patient preferences is critical to understanding a physicians influence during patient
care. Techniques to validate preference questions such as the treatment acceptability and preferences measure will
support study conclusions [40]. Our group had internal validations with an ethicist to provide a decision on internal
validity. Although patient preference studies are critical, no consensus exists in how to execute questionnaires. Bell
et al. described a randomized controlled trial in which one study arm uses patient preferences to determine the
treatment, whereas the other arm is determined by physicians [41]. This study design introduces patient control on
treatments as an outcome measure and perhaps this is the future of pain studies in general.

Conclusion
The demographics seemed as an independent variable. Practitioners may use demographic data to choose a specific
device versus RFA such as the ability to manage a PNS system. However, the design of the study was meant to
be more general and focus on consumer preference independent of physician preference. With each new pain
management intervention comes the physician challenge of characterizing each option in a manner that affords the
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patient the opportunity to optimally participate in their care. This research highlights some of the areas in which
the patient-centered physician can help the patient participate in making the most informed decision. Further
research assessing the importance of verbal descriptors may be beneficial when seeking to help patients evaluate
their interventional pain management options.

Summary points

• Patient preference between the use of temporary peripheral nerve stimulation (PNS) and thermal ablation of the
medial branch nerve yields panelists to select temporary PNS over ablation for the the treatment of low back pain.

• Presenting risks and benefits of one intervention compared with another for the treatment of low back pain
leads to patient decisions that change according to the data delivered.

• After being given unbiased analysis of risks and benefits for interventions for the treatment of low back pain,
spinal cord stimulation was the least preferred option.

• Temporary PNS may have a role in the treatment of low back pain based on patient discussions.
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