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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
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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.


