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vary from 50% to 80%, and point
prevalence rates from 15% to 30%.3
Around a quarter of adults say they have
experienced back pain in the past month,
with one in 40 reporting disabling back
or neck pain.1  Each year around 7% of
patients consult their GP with back pain. 

A GP with a list of 1,750 patients will
typically see at least one patient with
low back pain every day.3 In 80-90% of
cases of low back pain presenting in
primary care the pain is thought to be
mechanical in origin. Low back pain is a
heterogeneous condition and can
originate in the vertebrae, discs,
ligaments, facet joints, or paravertebral
muscles. In 65-70% of primary care
patients with low back pain there is no

Which patients
should be 
referred?

Howshould 
patients
be assessed?

What are the
management
strategies?

NONSPECIFIC LOW BACK
PAIN IS DEFINED AS TENSION,
SORENESS AND/OR
STIFFNESS IN THE BACK

below the ribs and above the inferior
gluteal skin crease, for which it is not
possible to identify a specific cause.1

Low back pain may be referred out to
the hips and legs. This referred leg pain
should not be confused with neuropathic
radicular pain (sciatica). The latter has a
neuropathic quality (sharp, burning,
tingling etc) and usually radiates distal to
the knee and can be accompanied by
sensory, motor and reflex deficits. Sciatica
should be managed as neuropathic pain.2

Chronic low back pain is a common
problem. Lifetime adult prevalence rates

»

»

known pathoanatomical cause. Their
pain is described as nonspecific and is
postulated to arise from muscle strain or
ligamentous injury. A further 15-20% of
patients have mechanical low back pain
with an identifiable cause such as
degenerative disc or joint disease. 
Table 1, p16,lists the common causes 
of low back pain. 

ASSESSMENT
GPs should obtain a focused history and
carry out a physical examination. 

Mechanical back pain usually presents
in patients aged between 20 and 55.
The pain is in the lumbosacral region,
buttocks and thighs. It is described in
nociceptive terms such as dull, aching,

FIGURE 1 
Managing low
back pain and
sciatica (adapted
from the NICE
pathway7)
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Aged 16 and over 
with low back pain 
with or without sciatica

Information and advice to
support self-management

Exercise Manual therapy treatment
package

Pharmacological
treatments

Radiofrequency
denervation

Other surgical procedures

Do not offer

Acupuncture and
electrotherapy

Traction, orthotics, belts
and corsets

Spinal injections and disc
replacement

Spinal fusion (unless part of a
randomised controlled trial)

Combined physical and
psychological programmes

Psychological therapies
treatment package

Additional specific
treatments for sciatica
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local spinal and paraspinal tenderness,
muscles can be tense and tender, but it is
unusual for bone to be tender. 

Check for passive and active
movement of the lower limbs to assess
for normal range of motion and muscle
strength. A positive straight leg raise test
(direct and crossed) can indicate nerve
root irritation. Motor and sensory nerve
deficits, and reflex deficits (knee L3/4,
ankle L5/S1) should be excluded. In
particular, it is important to exclude
perineal numbness, or bowel and
bladder disturbance, which might
indicate cauda equina syndrome.

Severity of baseline pain (0 to 10 on 
the visual analogue scale); functional
deficits in physical activity; sleep
impairment; and any disturbance in
psychological function such as
depression or anxiety should be
assessed. Several questionnaires are
available, such as the Brief Pain
Inventory (four questions on pain
severity, seven questions on impairment

pressure, tight etc rather than the
neuropathic terms used to describe
sciatica. The pain varies with activity and
time. The patient normally feels well
otherwise. Patients presenting with low
back pain secondary to underlying
serious pathology (< 1%) may have a
history of significant traumatic injury,
fever, chills, malaise, night sweats,
unexplained weight loss, cancer,
intravenous drug use, immuno-
suppression, organ transplantation or
corticosteroid use. 

A comprehensive general physical
examination and focused neurological
examination should be carried out. This
should include assessment of gait, range
of spinal motion and degree if any at
which the patient feels pain. Palpate for

of daily activities), or the Hospital
Anxiety and Depression Scale (HADS).

Clinicians should not routinely obtain
imaging or other diagnostic tests in
patients with nonspecific low back
pain.4,5 It is important to ask about, and
examine for, red flags to exclude severe
pathology (see below). 

Yellow flags are psychosocial factors
that can predict when a patient may
have a poor prognosis for resolution and
return to normal function. The use of a
risk stratification tool such as STarT Back
(see box 1, below) at first point of contact
can help identify those patients who
require  more intensive physiotherapy
and a psychology based approach.6
STarT Back is a prognostic questionnaire
that assesses the risk of continuing pain
and disability.

The assessment will enable patients to
be graded into two broad categories.5
1 Patients with nonspecific low back pain
who will respond to simple analgesics,
and exercise advice
2 Patients with nonspecific low back
pain who are at higher risk of poor
recovery, and require more intensive
physiotherapy and psychology input

RED FLAGS
If there are concerns that the patient
may have a specific cause for their 
back pain then appropriate referral or
investigation is indicated. 

December 2018;262(1821):15-18

‘It is important 
to ask about, 
and examine for, 
red flags to exclude
severe pathology’

Box 1

STarT Back screening tool 

For questions 1-8, score 1 for agreement, 0 for disagreement
1 My back pain has spread down my leg(s) at some time in the past two weeks

2 I have had pain in the shoulder or neck at some time in the past two weeks

3 I have only walked short distances because of my back pain

4 In the past two weeks, I have dressed more slowly than usual because of back
pain

5 It is not really safe for someone with a condition like mine to be physically
active

6 Worrying thoughts have been going through my mind a lot of the time

7 I feel that my back pain is terrible and it is never going to get any better

8 In general I have not enjoyed all the things I used to enjoy

9 Overall, how bothersome has your back pain been in the past two weeks? 
Not at all (0), slightly (0), moderately (0), very much (1), extremely (1)

STarT Back scoring: Low risk = total score 0-3; high risk = score 4-5 of
questions 5-9 only; the rest are medium risk

Table 1

Common causes of low back pain3

Mechanical (80-90%)
•Unknown cause - usually attributed to muscle strain or
ligamentous injury (65-70%)
•Degenerative disc or joint disease
•Vertebral fracture
•Congenital deformity (such as scoliosis, kyphosis,
transitional vertebrae)
•Spondylolysis
• Instability

Neurogenic (5-15%)
•Herniated disc
•Spinal stenosis
•Osteophytic nerve root composition
•Annular fissure with chemical irritation of nerve root
•Failed back surgery syndrome (such as arachnoiditis,
epidural adhesions, recurrent herniation); may cause
mechanical back pain as well
• Infection (such as herpes zoster)

Non-mechanical spinal conditions (1-2%)
•Neoplastic (such as primary or metastatic) disease
• Infection (such as osteomyelitis, discitis, abscess)
• Inflammatory arthritis (such as rheumatoid arthritis and
spondyloarthropathies, including ankylosing spondylitis,
reactive arthritis, enteropathic arthritis)
•Paget’s disease
•Other (such as Scheuermann’s disease, 
Baastrup’s disease)

Referred visceral pain (1-2%)
•Gastrointestinal disease (such as inflammatory bowel
disease, pancreatitis, diverticulitis)
•Renal disease (such as nephrolithiasis, pyelonephritis)
•Abdominal aortic aneurysm

Other (2-4%)
•Fibromyalgia
•Somatoform disorder (such as somatisation disorder,
pain disorder)
•Malingering
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opioid where an NSAID is ineffective or
poorly tolerated. Patients should not
be offered paracetamol alone.

Major depression is about four times
more common in people with chronic
back pain than in the general
population.8 Rate of major depression
increases in a linear fashion with greater
pain severity.9 There is evidence
suggesting that treatment of low back
pain can improve depressive symptoms
and vice versa.10,11 

It is recommended that low back pain
and depression be treated as separate
and independent entities.12 Initially, an
empirical trial of antidepressants is
recommended for at least four weeks. 
If there is less than a 20% reduction in
depressive symptoms, a switch to
another antidepressant or the addition
of an augmentation agent would be
recommended. If there is a 20% or
greater reduction of symptoms, the
antidepressant should be continued for
an additional 4 to 6 weeks until the
expected maximal benefits are achieved
between 12 and 16 weeks.12

REFERRAL
A combined physical and psychological
programme incorporating cognitive
behavioural therapy should be considered:
in patients with a high risk of poor
outcome (as assessed by STarT Back); if
after initial treatment recommendations
have been tried pain is still significant
after three months, or sooner if pain is
severe and accompanied by distress or
physical impairment. NICE suggests this
should preferably be in a group context
that takes into account the individual’s
specific needs and capabilities.

Patients referred to a chronic pain
clinic will undergo a comprehensive
holistic assessment. Their medication
regimen will be reviewed and adjusted, 
if needed, and psychotherapy-based
treatments with either individual
psychotherapy or group-based pain
management programmes may be
offered. The pain clinic can also provide
radiofrequency medial branch nerve

Urgent referral to orthopaedics or
neurosurgery is required if neural deficit
is suspected, or severe systemic illness 
is apparent, when rheumatology 
or oncology may be appropriate. 
This includes suspected malignancy,
infection, fracture, or an inflammatory
disorder such as ankylosing spondylitis
(prevalence 0.15%). 

Red flags include the following:
•Weight loss
•Past medical history of malignancy
•Fever
•Signs of systemic inflammatory disease
•Anatomical change
•Possible fracture
•History of trauma
•Cauda equina syndrome
•Neurological signs (radiculopathy)

MANAGEMENT 
In 2016, NICE published an evidence-
based clinical guideline (NG59) on
managing low back pain and sciatica.4

Providing there is no suspicion of
serious underlying pathology NICE
recommends that GPs should provide
patients with information on low back
pain with regard to its expected course,
the need to remain active, and effective
self-management options. 

Patients should be encouraged to 
do exercises such as stretching,
strengthening, aerobics, yoga, or tai chi
in a group setting as the main
component of non-invasive treatment. 

Manual therapy and psychological
approaches should be recommended
only alongside an exercise programme.4
NICE does not recommend acupuncture or
electrotherapies such as transcutaneous
electrical nerve stimulation (TENS), see
figure 1, p15.7 Acupuncture has not been
shown to produce any treatment
specific benefits when compared with
sham acupuncture. There is little
evidence that TENS confers any
additional benefits.

When pain is moderate/severe, then
the above approaches should be
combined with analgesics such as a
short course of NSAIDs, or a weak

‘Manual therapy
and psychological
approaches should
be recommended
only alongside 
an exercise
programme’

‘There is evidence
suggesting 
that treatment of 
low back pain can
improve depressive
symptoms 
and vice versa’
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Dr Phillip Bland
Former GP, Dalton-in-Furness, UK

Chronic low back pain is a common problem. Lifetime
adult prevalence rates vary from 50% to 80%, and
around a quarter of adults say they have experienced
back pain during the past month. One in 40 report
disabling back or neck pain. Each year around 7% of
patients consult their GP with back pain.

In 65-70% of primary care patients with low back
pain there is no known pathoanatomical cause. Their pain
is described as nonspecific and is postulated to arise from
muscle strain or ligamentous injury. A further 15-20% of
patients have mechanical low back pain with an identifiable
cause such as degenerative disc or joint disease. The pain
may be referred to the hips and legs but this should not
be confused with neuropathic radicular pain (sciatica),
which has a neuropathic quality, usually radiates distal to
the knee and can be accompanied by sensory, motor and
reflex deficits. 

Clinicians should not routinely obtain imaging or other 
diagnostic tests in patients with nonspecific low back pain.
However, if there are concerns that the patient may have a
specific cause for their back pain then appropriate referral
or investigation is indicated. Admission or urgent referral to
orthopaedics or neurosurgery is required if neural deficit 
is suspected or severe systemic illness is apparent. 
Referral to rheumatology or oncology may be appropriate
for patients with suspected malignancy, infection, fracture,
or an inflammatory disorder such as ankylosing spondylitis.

Providing there is no suspicion of serious underlying   
pathology NICE recommends that GPs should provide
patients with information on low back pain with regard to
its expected course, the need to remain active, and
effective self-management options. Patients should be
encouraged to do exercises such as stretching, strengthening,
aerobics, yoga, or tai chi in a group setting. Use of the
STarT Back risk assessment tool is recommended to assess
the risk of continuing pain and disability. 

A combined physical and psychological programme 
incorporating cognitive behavioural therapy should be
considered: in patients with a high risk of poor outcome
(as assessed by STarT Back); if after initial treatment
recommendations have been tried pain is still significant
after three months, or sooner if pain is severe and
accompanied by distress or physical impairment. NICE
suggests this should preferably be in a group context that
takes into account the individual’s specific needs and
capabilities.
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denervation for suitable patients with
severe localised facet joint low back pain. 

Around 20% of people are still
symptomatic and 3% remain off work a
year after an episode of low back pain.4
NICE encourages clinicians to consider
the risks and benefits of pursuing
investigations and continuing
treatments where these are of limited
benefit. Instead, patients could return to
primary care management, with pain
clinic support where needed.
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