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these indications are absent, routine
imaging is not recommended.5

Plain lumbar X-rays have a low
sensitivity and specificity for detecting
anatomical abnormalities, do not
improve outcomes, and are not cost
effective.13,14

Magnetic resonance imaging (MRI)
should be used with caution because of
the high likelihood of incidental findings.
Jensen and colleagues demonstrated
that 64% of asymptomatic people have
an anatomical abnormality in the
lumbar spine on MRI.15 Anatomical
changes are poorly correlated with
back pain symptoms, so the mainstay
of assessment remains clinical
judgement. In some areas, access to
lumbar spine MRI is limited to
secondary care.

MANAGEMENT 
The NICE guideline NG59 Low back
pain and sciatica in over 16s: assessment
and management, published in 2016,
was revised and updated in 2020.7

A number of non-pharmacological,
pharmacological and invasive

below the knee, low back pain that is
less severe than leg pain, and paraesthesia
or numbness in a dermatomal
distribution.10 A focused musculoskeletal
and neurological examination is
outlined in box 3, p25.10

If there are no red flag symptoms or
radicular features, the back pain is likely to
be of mechanical origin and often
resolves with simple management. 

However, as indicated above, some
patients with a seemingly simple
presentation progress to chronicity
with a significant burden of disability.
Identifying this sub-population early is
difficult, but can help target high demand
interventions (e.g. intensive physiotherapy,
psychology) to those at risk. 

Patient specific psychosocial factors
(sometimes referred to as yellow flags)
are implicated in this process. These
may include: pain beliefs (e.g. pain is
always harmful, injury is inevitable),

emotional responses (e.g. pain
anxiety/depression), and pain
behaviour (e.g. avoidance of activity
because of the expectation of pain,
expectation of passive treatment).11

Occupational factors (blue flags e.g.
an unsupportive work environment)
and contextual factors (black flags e.g.
return to work legislation) have also
been described.11

The range of flags and the depth of
some of the underlying issues make a
full de novo assessment difficult within
primary care. Risk stratification tools
such as the validated STarT Back tool,
see box 4, p25,12 provide an approach
to categorise patients as low, medium 
and high risk of continuing pain and
disability. Questions 5-9 form a
psychosocial subscale that provides an
indication of the degree of yellow flag
features for a particular individual.

CONFIRMING DIAGNOSIS
The presence of concerning features in
the history and examination, and/or a
constellation of red flags will warrant
further investigation. However, where

Box 2

Red flag symptoms and signs7

Cauda equina syndrome
•Severe or progressive bilateral neurological deficit of the legs
•New urinary retention and/or urinary incontinence
•New faecal incontinence
•Perianal or perineal sensory loss (saddle anaesthesia or paraesthesia)
•Unexpected laxity of the anal sphincter

Spinal fracture
•Sudden onset severe central spinal pain, relieved by lying down
•History of major/minor trauma or strenuous lifting in people with
osteoporosis or those who use corticosteroids
•Structural deformity of the spine
•Point tenderness over a vertebral body

Cancer
•Age ≥50 
•Gradual onset of symptoms
•Pain when supine, that disturbs sleep or is aggravated by straining
•Thoracic pain
•Localised spinal tenderness
•No improvement after four to six weeks of conservative therapy
•Unexplained weight loss
•History of cancer

Infection
•Fever
•Tuberculosis
•Recent urinary tract infection
•Diabetes
•History of intravenous drug use
•HIV infection
• Immunosuppression

Box 1

Common causes of low back pain, adapted from Cohen et al 6

Mechanical (80-90%)
•Unknown cause - often attributed to muscle strain or
ligamentous injury (65-70%)
•Degenerative disc or joint disease
•Vertebral fracture
•Congenital deformity (e.g. scoliosis, kyphosis)
•Spondylolysis and spondylolisthesis
•Failed back surgery syndrome (e.g. arachnoiditis, epidural
adhesions); may cause mechanical or neurogenic back pain

Neurogenic (5-15%)
•Disc herniation
•Spinal stenosis
•Osteophytic nerve root compression
•Annular fissure with chemical irritation of nerve root
•Failed back surgery syndrome (e.g. arachnoiditis, epidural
adhesions); may cause mechanical or neurogenic back pain
• Infection (e.g. herpes zoster)

Non-mechanical spinal conditions (1-2%)
• Inflammatory (e.g. rheumatoid arthritis,
spondyloarthropathies, such as ankylosing spondylitis)
•Paget’s disease
•Neoplastic disease
• Infection (e.g. osteomyelitis, discitis)
•Other (e.g. Scheuermann’s disease, Baastrup’s disease)

Referred visceral pain (1-2%)
•Gastrointestinal disease (e.g. inflammatory bowel
disease, pancreatitis)
•Renal disease (e.g. nephrolithiasis, pyelonephritis)
•Vascular disease (e.g. abdominal aortic aneurysm)

Other (2-4%)
•Fibromyalgia
•Somatoform disorders 
•Malingering


