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Low Back Pain - The Problem

• Low back pain number 1 cause of disability globally – 540 million affected at 
any one time (2015) 

• Despite number of treatments and health care resources devoted to LBP, 
back related disability and population burden have increased.

• Despite generally consistent guideline recommendations around the world, 
clear evidence exists of gaps between evidence and practice

• Low back pain is a complex condition with multiple contributors to both the 
pain and associated disability including psychological factors, social factors, 
biophysical factors, co-morbidities and pain processing mechanisms. 

• Lifestyle factors such as smoking, obesity, and low levels of physical activity, 
that relate to poorer general health are also associated with occurrence of 
low back pain episodes. 



Management - Imaging

• Serious causes of persistent low back pain (malignancy, vertebral fracture, 
infection of inflammatory disorder) require identification and specific 
management 

• These are rare – Australian study 1172 participants with acute LBP <2/52 
found specific causes of LBP to be 0.9% (11pts; 8=fracture, 2=inflammatory)

• For nearly all people presenting with low back pain specific nociceptive cause 
cannot be identified (Non specific low back pain)

• Many imaging findings identified in people 

with low back pain are common without 

pain and their importance in diagnosis is a 

source of much debate. 

• No evidence exists that imaging improves 

patient outcomes



Radicular Pain and Radiculopathy 

• People with LBP + radicular pain or radiculopathy are reported to 
be more severely affected and have poorer outcomes compared to 
those with low back pain only

• Disc herniation most common cause, however are a frequent 
finding on imaging of asymptomatic population 

• Often resolve or disappear over time independent of resolution of 
pain

• For acute radiculopathy without severe or progressive motor 
weakness data is insufficient  to suggest that initial management 
should differ from NSLBP. 



Management

• Consider biophysical, psychological, social, genetic factors, co-morbidities 
and pain mechanisms

• Pain intensity, psychological distress, accompanying pain in leg or multiple 
body sites are identified as predictors for identifying people at particular risk 
of developing disabling low back pain. (STarT Back) 



Management - NSLBP

• Lab tests and imaging should not be used as part of early management for 
NSLBP. Reserve for patients for whom result will change management. 

• Guidelines now recommend pharmacological Rx only following inadequate 
response to first line non-pharmacological interventions

• Consider oral NSAIDS taking into account risks. 
• Routine use of Opioids not recommended since benefits are small with 

substantial risks including overdose and addiction. 

• Early supervised exercise unnecessary but can be considered if recovery is 
slow or for patients with risk factors for persistent pain 

• No evidence one form of exercise better than another – take into account 
patients, needs preferences and capabilities 

• Electrotherapy – TENS, traction, IFT, PSWD and back supports ineffective 



Management

Injection

• Spinal epidural or facet joint injections not recommended for low back pain (only) 

• However recommend consideration of epidural injections of local anesthetic and steroid for 

severe radicular pain.

• Epidural injections are associated with small short term reductions in pain (<4 weeks), but 

do not seem to provide long term benefits or reduce the long term risk of surgery

Surgery 

• Early surgery for herniated disc is associated with faster relief of radiculopathy than initial 

conservative treatment but benefits diminish with longer (>1 year) follow up. 

• Patients with severe or progressive neurological deficits require surgical referral

• For lumbar spinal stenosis benefits of surgery over conservative care not clear. Patients 

tend to improve with or without surgery. 

• UK guidelines recommend that patients are not offered spinal fusion for low back pain



Actions

• Positive strategies for prevention – weight loss, smoking, physical activity

• Positive health concept – Ability to adapt and to self manage in the face 
of social, physical and emotional challenges 

• Remain active, stay at work 

• Exercise – preference and capabilities 

• Address misconceptions – causes, prognosis and treatments for LBP 

• Explore Biopsychosocial factors 

• Referral to appropriate services



Connect Physiotherapy Pathways  

GP referral/ Self referral

Physioline

Self management
Seminar 

Back / Neck / Knee 1:1 Physiotherapy

Gym Sessions (1-5)
Peckwater / SCCH

A+E / GP / Other service SPoA
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