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RHEUMATOLOGY CLINIC PEER REVIEWED

Acute low
back pain

Avoiding the transition
to chronic pain

CHRISTOPHER NEEDS wB BS, BPharm, MA, MM, FRACP

The hallmarks of new evidence-based approaches
to assessing and treating acute low back pain are
limited use of medical imaging, appropriate use of
analgesia and an emphasis on patient education
as a means to self-management. Risk stratification
enables early identification and appropriate
treatment of patients who are most likely to
develop chronic pain.

ow back pain (LBP) is pain occurring between the gluteal

crease and below the twelfth rib that may or may not be

accompanied by features of lumbar radicular involvement.
Based on the duration of the episode, patients can be classified
as having acute (less than three months’ duration) or chronic
(greater than three months’ duration) LBP. Acute LBP is common
and has an excellent prognosis, with almost half of affected
patients recovering within a few weeks; however, about 15% may
have symptoms persisting beyond 12 months.
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The most common form of LBP is nonspecific LBP. A diagnosis
of nonspecific LBP is made when there are no signs of a serious
underlying condition such as a vertebral compression fracture,
infection or cancer, and no nerve root involvement is being
considered.

This article focuses on the assessment and treatment of the
more common primary care presentations of lumbar pain and
will not discuss the assessment and treatment of acute LBP with
radicular symptoms and chronic LBP. A comprehensive approach
to the evidence-based assessment and treatment of all aspects of
acute LBP is contained in the NSW Agency for Clinical Innovation
model of care for acute LBP!

The Global Burden of Disease Study has ranked LBP the sixth
most burdensome condition globally when both death and
disability are considered.? However, in Australia it ranks second.
During any one year, there is a 15 to 20% chance that an adult
will experience an episode of back or neck pain. Commonly,
episodes of acute LBP resolve within two to three weeks; however,
when the pain persists beyond 12 weeks the associated disruption
to health has significant personal, social and economic impacts.’
LBP is most prevalent among working-age adults, with profound
economic consequences. In Australia each year, over $1 billion
is spent on direct healthcare costs associated with LBP.*

Features of acute low back pain

Acute LBP is epidemiologically, psychosocially and therapeuti-
cally different from chronic LBP. Treatments for acute pain
syndromes mostly do poorly or fail when applied to chronic
LBP. The uncritical application of a biomedical model to assess
and treat acute LBP has not always resulted in improved patient
outcomes, but has led to an escalation in medical imaging,
nonevidence-based pharmacotherapies, often inappropriate
spinal injections, passive physical therapies and a proliferation
of expensive practitioner-dependent niche therapies. The initial
patient assessment must consider the possible presence of serious
spinal pathology or ‘red flag’ conditions. Considering biopsy-
chosocial aspects of the patient’s pain offers the potential for
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RHEUMATOLOGY CLINIC continued I

1. KEY PRINCIPLES OF AN
EVIDENCE-BASED APPROACH TO
ACUTE LOW BACK PAIN

¢ Assessment, including history and
examination

Patient education

¢ Encouragement of physical activity

Risk stratification

Analgesia

Cognitive behavioural therapy

¢ Imaging limited to patients with
suspected serious disease

Review of patient outcomes, with
timely referral and access to
specialist services if required

2. PATIENT ASSESSMENT: RED FLAGS

Alerts from the patient history
e History of malignancy

¢ Risk factors for spinal infection
* Unexpected weight loss

* Consider vertebral fractures in people
with osteoporotic risk factors

e Significant trauma
e Symptoms of inflammatory
spondyloarthritis

Alerts from the examination
¢ Features of cauda equina syndrome
or severe neurological deficit

¢ Signs of infection
¢ Features of a spondyloarthritis

better patient outcomes for people with
acute LBP.

It is not possible, despite appropriate
examination and investigations, to allo-
cate a precise anatomical site for the pain
source, nor to ascribe an underlying
pathological process for a patient with
nonspecific LBP. There is a segmental
overlapping of sensory supply throughout
the spine, making localisation of the pain
based on somatic pain referral patterns
problematic. As such, the triaging of
patients into those with back pain alone
and those with back and leg pain creates
amore functional approach to organising
clinical assessment and treatment. The key
principles of an evidence-based approach
to acute LBP are presented here and sum-
marised in Box 1.

Key principles of an evidence-
based approach to LBP
Assessment

On initial presentation of a patient with
acute LBP in primary care, thorough his-
tory-taking and an examination that
includes a focused lower limb neurological
examination are required. The history and
initial clinical assessment are used together
to identify patients in whom serious dis-
ease is suspected. Red flags assist in iden-
tifying these patients and the need for
further diagnostic work-up (Box 2).
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Simplistic application of single red flags
in isolation is not informative and should
be avoided. A past history of malignancy
in any patient and past or current corti-
costeroid therapy in an older person, which
may suggest vertebral fracture, are the
most common red flags among primary
care patients.’

After the initial assessment, which
should take into account that patients may
have referred pain from other sources such
asanaortic aneurysm, renal disease, retro-
peritoneal disease or organ disease within
the pelvis, the GP is able to triage patients
with acute LBP into three groups as follow,
and as shown in the Flowchart:

« patients with red flags who require
further investigation, specialist
assessment or, in the case of rapidly
deteriorating neurological function,
urgent referral to tertiary care

« patients who have acute LBP alone
(nonspecific LBP)

« patients who have back and leg pain,
with or without signs of lower limb
neurological dysfunction. Patients in
this group include those who have a
disc herniation with nerve root
compression (radiculopathy), spinal
canal stenosis with radiculopathy and
somatic nondermatomal referred pain
from disc degeneration without
evidence of radiculopathy.
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Patient education

Patient education is the foundation of a
self-management approach to acute
LBP. This may include giving take-home
information or using digital educational
resources to inform patients about the
overall good prognosis of this condition.
Such approaches help to reduce fear and
any expectations of catastrophic conse-
quences that patients may hold. Clinicians
should be aware that the language and
communication style they use may have
an impact (either positively or negatively)
on the way the patient understands this
episode of pain.

Encouragement of active physical
therapy

Encouraging physical activity is vital to a
patient’s recovery. Only advice to be phys-
ically active is needed early in the course
of the patient’s pain; there is no need for a
supervised specific exercise program at
this stage. Encourage the patient to walk
regularly, move about their home and
maintain their work (with short-term
appropriate modification of activities).
Once the patient has recovered there is
value in considering an exercise program.
Trials have shown that exercise programs
begun at this point can halve the risk of
recurrence.®

Risk stratification
Early appropriate treatment of acute LBP
may reduce the risk of developing chronic
LBP with its inherent physical, psycholog-
ical, social and economic costs. Factors
associated with the transition from acute
to chronic pain include psychosocial issues
involving interpersonal and workplace
relationships as well as incongruous beliefs
and behaviours in response to pain. These
psychosocial barriers to recovery are
referred to as yellow flags (Box 3). Assess-
ment tools such as STarT Back or Orebro
may be used to assess the presence of
yellow flags.”®

A significant improvement in acute
LBP outcomes has been shown to occur
when those people identified as having
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AN APPROACH TO TRIAGING PATIENTS WITH ACUTE LOW BACK PAIN

A patient presents with acute low back pain

Assess the patient

¢ Take a thorough history

¢ Conduct a thorough physical examination,
including a lower limb neurological examination

¢ |dentify whether red flags are present

\J

Acute low back pain

with red flags

Y

Acute low back pain

(nonspecific)

v

Conduct
further
investigations

v

Treat identified condition or
refer for appropriate
specialist assessment

psychosocial barriers to recovery are strat-
ified according to their risk of developing
chronic pain by using questionnaires such
as Orebro and STarT Back. The stratifica-
tion approach allows the appropriate
allocation of treatment resources based on
the assessed implication that yellow flag
issues may act as barriers to recovery. By
using this approach, therapies can be
targeted and then weighted towards the
most at-risk group. For example, the STarT
Back tool allocates patients to low-,
medium- and high-risk groups. The treat-
ment ramifications of this allocation are
listed in Box 4.

The IMPaCT study carried out in
primary care showed a large, clinically
important outcome difference among
patients categorised and treated as high
risk using such an approach. Their mean
time off work was 50% shorter and the
proportion of patients given sickness cer-
tifications was 30% lower than among
patients given usual care.’

If neurological function is
deteriorating rapidly, refer
urgently to tertiary care

} !

Analgesia

Guidelines recommend NSAIDs for short-
term use in patients with acute LBP."*!?
Assessment for contraindications is
required before prescribing NSAIDs.
These include severe hypertension, renal
disease, previous gastrointestinal haem-
orrhage and current corticosteroid use.
The lower incidence of gastrointestinal
side effects associated with COX-2 selective
NSAIDs needs to be balanced with the
increased cardiovascular risk associated
with some of this group of drugs. Non-
benzodiazepine muscle relaxants have also
been shown to provide pain reliefin acute
LBP.?

The use of paracetamol in acute LBP
has been questioned in a recent study that
showed patients treated with regular or
as-needed paracetamol had similar recov-
ery times compared with patients who were
given a combination of patient education
and placebo.? The use of medications
approved for the treatment of neuropathic
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Treat according to the
principles of an evidence-
based approach (Box 1)

v

Acute low back pain
with leg pain

!

Manage according to
the model of care*
(outside the scope of
this article)

3. PATIENT ASSESSMENT: YELLOW
FLAGS*

Belief that pain and activity are
harmful

Sickness behaviours

* Low or negative mood, mental
illness

Treatment that does not fit with
best practice

* Problems with compensation
system

Previous history of back pain with
time off work

* Problems at work, poor job
satisfaction

Overprotective family or lack of
social support

* Further information concerning yellow flags can be
found in the New Zealand Acute Low Back Pain Guide,
prepared by the Accident Compensation Corporation,
Wellington, New Zealand and available online at:
http://www.acc.co.nz/PRD_EXT_CSMP/groups/
external_communications/documents/guide/
prd_ctrb112930.pdf.
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4. TREATMENTS FOR PATIENTS
ASSESSED USING THE STARTBACK
RISK STRATIFICATION TOOL

Patients at low risk of developing
chronic pain

* Provide education, give advice about
activity, prescribe analgesia

Patients at medium risk of developing

chronic pain

¢ As for low risk, but also provide
evidence-based treatments aimed at
the prevention of disability by
addressing patient concerns, giving
reassurance and providing symptom
relief, while developing a self-
management plan

Patients at high risk of developing

chronic pain

* As for medium risk, but also undertake
a psychosocial assessment that
identifies possible barriers to recovery
and addresses these using a cognitive
behavioural approach. A physiotherapist
or health worker may administer
cognitive behavioural treatments but will
need to have resources and training to
undertake a biopsychosocial
assessment. Treatment needs to be
culturally appropriate

pain has not been shown to be helpful in
patients with nonspecific LBP.

Persisting pain in conjunction with
nonrestful sleep may prompt the addition
of a tricyclic antidepressant agent as a
pain-modifying agent. The judicious short-
term use of short-acting, low-dose opioids
may also be required. However, in general,
opioids are best avoided.

Coghnitive behavioural therapy
Identifying problems such as fear avoid-
ance, inappropriate attitudes to activity,
low mood and stress allows targeted treat-
ment that will improve pain."* In both the
assessment and treatment phases the
careful use of language that informs
without fuelling fear is vital.

Cognitive behavioural therapy informs
the delivery of physical therapies that create
awareness of the links between beliefs and
pain behaviours. An example is the
encouragement of patients to undertake
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a controlled quantum of activity, starting
from a low base and gradually increasing
activity over time (i.e. paced activity). This
willlead to realistic goal-setting strategies
as part of the overarching strategy of
facilitating a self-management approach
and helping to restore health autonomy.

No imaging for nonspecific low
back pain

There is not always a correlation between
radiological features and the cause of LBP.
More than 90% of adults older than 65 years
have radiological signs of disc degeneration,
but less than half of these people have
symptoms. The use of imaging for non-
specific LBP (i.e. in the absence of red flags)
is not recommended."” There is no evidence
that imaging in these situations leads to
improved patient outcomes. Indeed, the
language used in radiological reports may,
when read by some patients, contribute to
fear avoidance activity and thus delay recov-
ery. As such, inappropriate imaging may
not only be unnecessary but may, in some
cases, be detrimental to improving patient
outcomes.

Review

All people with acute LBP should be fol-
lowed up until their function has improved
and pain has resolved. Specific practice
points for GPs are given in Box 5. Early
access to specialist medical, pain manage-
ment or psychological care needs to be
available if it is clear that LBP is persisting.
Ifthere is persisting LBP after three months,
then referral to a musculoskeletal specialist
or chronic pain management team is
recommended.

Conclusion

A detailed history and initial examination
of patients presenting with LBP allow the
primary care practitioner to triage patients
into one of three groups with a clear path-
way of care for ongoing treatment and
investigation. Traditional approaches to
assessing and treating LBP have had
significant limitations with regard to
addressing the transition from acute to
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5. LOW BACK PAIN PRACTICE POINTS
FOR GPS

* Low back pain (LBP) is pain occurring
between the gluteal crease and below
the 12th rib that may or may not be
accompanied by features of lumbar
radicular involvement.
Using history-taking, clinical
examination and red flags to triage
patients into those with back pain
alone and those with back and leg pain
is a functional approach to organising
further clinical assessment and
treatment.
* In both the assessment and
treatment phases, the careful use
of language that informs without
fuelling fear is vital.
* Only general advice to be physically
active is needed early in the course
of the patient’s pain.
Using risk stratification tools to indentify
those patients with psychosocial
barriers to recovery improves outcomes.
¢ Medical imaging for nonspecific LBP
is not recommended.
Guidelines recommend NSAIDs for
short-term treatment, and/or
nonbenzodiazepine muscle relaxants.

chronic low back pain. New approaches
provide the opportunity to prevent this
transition by allowing early identification
of patients who are most at risk of develop-
ing chronic pain, as well as providing a more
rational approach to medical imaging and
anincreasing emphasis on patient education
as a means to self-management. MT
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