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SYMPOSIUMMUSCULOSKELETAL MEDICINE 
LOW BACK PAIN
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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. 
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‘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


