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ABSTRACT

Background
Numerous evidence-based guidelines on low back pain
management have been produced but specific condi-
tions for general practitioner (GP) referral are not al-
ways specified.

Aim
Literature review and expert consultation to determine
best management circumstances and timing of referral
to other health practitioners.

Method
Multi-disciplinary panel underwent two-round Delphi
consultation assessing their opinions and degree of agree-
ment to evidence-based statements.

Results
Conservative treatment should include information about
low back pain; reinforcement of positive expectations; edu-
cation about self-management and self-responsibility, pain
management and control and increase in exercise toler-

ance. NSAIDs, muscle relaxants and manipulation should
be considered if there is no radicular pain. Referral for
steroid epidural injections, TENS, acupuncture, traction and
lumbar support should be avoided. Clinically severe nerve
impingement requires referral to orthopedic surgeons. There
was consensus that referral should occur if no improve-
ment after six weeks and certainly after 12 weeks. To whom
GPs should refer is not clear.

Conclusion
Where there is good evidence there is usually a consen-
sus regarding management and referral for back pain,
for example no or limited referral for acute pain. Where
there is no or equivocal evidence then clinical judge-
ment for individuals is needed. More randomised con-
trolled trials are required to elucidate the best persons to
whom GPs should refer patients with subacute or chronic
back pain.
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Introduction
In the past few decades low back pain
has been the subject of considerable
research, the results of which have
been presented in a number of sys-
tematic reviews including Cochrane
Library reviews. Comprehensive
guidelines on low back pain man-
agement have been produced inter-
nationally, based both on review and
analysis of the scientific literature
and on expert opinion. The first ma-
jor review was the Canadian Quebec

Task Force in 1987,1 followed by the
Agency for Health Care Policy and
Research (AHCPR) Clinical Guide to
Acute Low Back Problems in Adults
published in 1994.2 The AHCPR guide
served as a foundation for a number
of other guidelines produced in vari-
ous parts of the world, including
Canada,3 the UK,4-7 the Netherlands,8

Australia9 and New Zealand.10

While guidelines cover many as-
pects of best practice in acute low back
pain management, they do not always

specify under which conditions gen-
eral practitioners (GPs) should man-
age cases themselves, and when they
should consider referring the patient
on to other professionals.

Simple backache should be dif-
ferentiated from nerve root (radicu-
lar) pain and possible serious spinal
pathology. The vast majority of low
back pain is non-specific, self-limit-
ing pain of musculoskeletal origin.11

Radicular pain is located in the lum-
bosacral region, and may extend to
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one or both buttock(s) and thigh(s)
and to below the knee. The pain
ranges from mild to severe and var-
ies with physical activity. Less than
5% of patients with low back pain
will have nerve root pain, commonly
caused by peripheral nerve root com-
pression from intervertebral disk pro-
trusion, less commonly from intraspi-
nal tumour, abscess or haematoma.
In most cases nerve root pain stems
from a single nerve root. Involvement
of more than one nerve root increases
the likelihood of a more widespread
neurological condition. A number of
physical risk factors (‘red flags’) sug-
gest the presence of serious spinal
pathology – infection, carcinoma or
trauma.11

Management decisions also vary
depending on whether low back pain
is acute (less than four to six weeks
duration), subacute (between six and
twelve weeks) or chronic (greater than
twelve weeks). Evidence suggests that
about 80% of acute non-specific low
back pain resolves spontaneously ir-
respective of management, but 20%
progresses to chronic back pain, pre-
senting complex psychosocial and oc-
cupational problems.12

The aim of our study was to re-
view the literature and consult with
leading New Zealand experts in the
field on aspects relating to GP man-
agement of low back pain, specifi-
cally practical advice for GPs about
circumstances
and timing when
it is appropriate,
or necessary, to
refer patients
with low back
pain, both acute
and chronic, to
other health
practitioners, in particular physi-
otherapists, musculoskeletal physi-
cians (GPs with post-graduate train-
ing in musculoskeletal medicine), or-
thopaedic surgeons, rheumatologists
and other manual therapists such as
chiropractors, osteopaths.

Method
This study involved a literature re-
view and a two-round consultation
process with a four-
teen-member multi-
disciplinary Delphi
panel. The full
methodology is out-
lined in our paper
Recommendations
for GPs regarding
imaging with re-
spect to low back
pain: a modified
Delphi and evi-
dence-based study
published in this issue of the New
Zealand Family Physician.13

Results
Literature was graded using the SIGN
system.* Letters designate the grade
of recommendation, from A (meta
analysis, systematic review, or di-
rectly applicable highly-rated RCT)
to D (evidence based on non-ana-
lytic studies or opinion). Numbers
designate the level of evidence, 1++
being high quality meta analyses
through to 4, expert opinion.

There has been considerable re-
search on best practice regarding the
management of acute low back pain.
Our panel were in complete consen-
sus that in the absence of red flags
on initial assessment of acute low
back pain, conservative treatment

should be initi-
ated.14-16 [A1-]
Con s e rva t i v e
measures include
patient educa-
tion,17 [A1-] en-
couraging nor-
mal activities as
tolerated,15,16,18

[A1++] encouraging patient mobili-
sation and frequent change of posi-
tion,16,18,19 [A1++] and discouraging
bed-rest.19-21 [A1+] There appears to
be strong evidence that avoiding bed
rest and staying active when suffer-
ing from acute low back pain reduces

time off work, chronic disability and
recurrence.18

Evidence is lacking that specific
exercises are ef-
fective in the
treatment of acute
back pain, al-
though some pan-
ellists still sup-
ported these. Most
agreed that some
exercise pro-
grammes [A1]
might be effective
in chronic low
back pain.22-24

Seventy-nine per cent (11/14) agreed
that there is evidence that back
schools [D3] may be effective for pa-
tients with recurrent and chronic low
back pain in occupational settings (as
opposed to patients from the general
population).25,26

There is currently no scientific
evidence to support the use of hot
packs nor the use of ice as a treat-
ment modality for acute low back
pain. However several panel mem-
bers felt that these treatments may
have value.

All but one member agreed that
lumbar support appears to be of lit-
tle value. A systematic review found
moderate evidence that for primary
prevention lumbar supports are not
more effective than other types of
treatment or no intervention. No evi-
dence was found on the effective-
ness of lumbar supports for second-
ary prevention. The systematic re-
view of therapeutic trials showed that
there is limited evidence that lum-
bar supports are more effective than
no treatment.27

Similarly, all but one agreed that
referral for traction is not indicated
as traction has not been shown to be
an effective form of treatment for low
back pain. A systematic review of the
efficacy of traction for back pain
found a paucity of good quality stud-
ies precluded conclusions as to
whether traction for low back pain

Evidence suggests that
about 80% of acute non-

specific low back pain
resolves spontaneously

irrespective of management

There appears to be
strong evidence that
avoiding bed rest and
staying active when

suffering from acute low
back pain reduces time

off work, chronic
disability and recurrence

* Scottish Intercollegiate Guidelines Network (SIGN) revised grading system for recommendations in evidence-based clinical guidelines,
found at: http://www.show.scot.nhs.uk/sign/guidelines/fulltext/50/index.html
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is an effective form of treatment, or
more efficacious than other treatment
modalities.28 A more recent trial
which overcame many of the com-
mon flaws of earlier studies did not
support the claim that traction [C3]
is efficacious for patients with low
back pain.29

There was consensus that there is
currently no strong evidence that re-
ferral for massage therapy [B] is effec-
tive a form of treatment for non-spe-
cific acute, sub-
acute or chronic
low back pain.30

S i m i l a r l y ,
there is limited
evidence that
epidural steroid
injection [D3]
can be effective
for acute low
back pain with
radicular pain and neurologic defi-
cit.31 Acupuncture [D3] has not been
shown to be effective in the man-
agement of low back pain in a re-
cent systematic review.32 There is no
evidence that transcutaneous elec-
trical nerve stimulation (TENS) [D3]
is an effective treatment for acute
low back pain,16 but some limited
evidence that it may reduce pain and
improve range of motion in chronic
back pain patients.33

Again, the panel were divided
regarding the effectiveness of these
forms of treatment and, in the opin-
ion of some, these modalities might
be effective in selected subgroups of
acute and chronic low back pain.

In general, spinal manipulation
has not been shown to be more ef-
fective than other interventions in
treating low back pain. There is lim-
ited evidence that manipulation is
more effective than placebo for acute
low back pain.16 The efficacy of spi-
nal manipulation has not been dem-
onstrated with sound RCTs, although
there are some indications that ma-
nipulation might be effective in some
subgroups of patients with low back
pain.34 Similarly, a systematic review
of RCTs did not provide convincing

evidence for the effectiveness of chi-
ropractic for acute or chronic low
back pain.35 A subsequent RCT found
that patients receiving either chiro-
practic manipulation or physical
therapy [B] for acute low back pain
had only marginally better outcomes
than those patients who received only
an educational booklet.36

All but one of the panellists were
of the opinion that manipulation can
be effective in treating low back pain,

at least in a sub-
group of patients.
However there
was no consensus
amongst panel
members as to
which treatment
providers should
provide manipu-
lation. Panellists
(understandably)

tended to favour their own special-
ity, but generally they agreed that
manipulation should only be under-
taken by suitably and adequately
specifically-trained professionals.
Providers could therefore include
medically trained professionals (GP
with training in manipulation, mus-
culoskeletal physician, orthopaedic
surgeon, rheumatologist), physi-
otherapist or other treatment provider
for whom manipulation has been a
primary focus of their training, in-
cluding chiropractor or osteopath.
Some panel members felt that mem-
bership of the national register of
osteopaths is an adequate qualifica-
tion, although the different schools
of chiropractors means there is no
equivalent uniform standard. Others
were of the opinion that osteopaths
and chiropractors may not be ad-
equately trained or qualified to con-
duct manipulation for low back pain.

All but one panellist agreed that
lumbar manipulation is safe in pa-
tients with low back pain with no
symptoms of radicular pain.37 Half
felt that manipulation is not safe,
however, when there are symptoms
of radicular pain. Some differentiated
between high velocity thrust, which

they considered inappropriate in the
presence of radicular pain, with other
more gentle forms of manual therapy.
Some practitioners also differentiated
between radicular pain and
myofascial (‘pseudo-radicular’) pain,
the latter they believed as being ame-
nable to manipulation therapy.

Eighty-six per cent of the panel
(12/14) agreed that non-steroidal anti-
inflammatory drugs (NSAIDs) appear
to be effective for short-term symp-
tomatic relief in patients with uncom-
plicated low back pain, but less ef-
fective or ineffective in patients with
low back pain with radicular pain.
There does not seem to be a specific
type of NSAID [A1-] which is clearly
more effective than others.38,39

The literature indicates that there
is strong evidence that muscle re-
laxants can be effective for acute
low back pain although selection
criteria for prescribing are unclear.
A range of agents have been trialled
including diazepam, orphenadrine,
dantrolene and baclofen. There is
limited evidence of the effectiveness
of muscle relaxants [A+] in chronic
low back pain.16, 40, 41 The panel var-
ied considerably in their opinion re-
garding the possible value of mus-
cle relaxants.

With respect to surgical interven-
tions, all agreed that if cauda equina
syndrome is found at initial assess-
ment, the patient should be referred
to an orthopaedic or spinal surgeon
immediately.2 Similarly, all agreed
that spondylolisthesis that is accom-
panied by neurological symptoms
should be referred to a surgeon.42,43

In acute low back pain, referral
to a primary therapy provider for
conservative measures is of benefit
and may lead to reduced spine sur-
gery rates. A case study found refer-
ral to spine surgeons reduced by 50%,
and spinal surgery rates by 35%, af-
ter primary care doctors were edu-
cated regarding appropriate low back
pain evaluation and management.44

One panellist disagreed with this.
Several respondents, particularly
physiotherapists, made the comment

In acute low back pain,
referral to a primary
therapy provider for

conservative measures is of
benefit and may lead to

reduced spine surgery rates
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that physiotherapists are better
placed than GPs to provide conserva-
tive management.

All panellists agreed that, within
the first three months, only patients
with possible serious spinal pathol-
ogy or severe debilitating symptoms
of specific nerve root compromise
(with physiological evidence cor-
roborated by radiological studies) are
likely to benefit from surgery,45,46 but
patients who still have unremitting
low back pain after six weeks should
be referred to a specialist.47 There was
no consensus as to what sort of spe-
cialist, and suggestions included ma-
nipulative physiotherapist or manual
therapists (for example, chiro-
practors, osteopaths), musculoskeletal
physician, orthopedic surgeon, neu-
rosurgeon, rheumatologist with spe-
cific interest in pain management, or
an occupational health physician.
Again, panellists tended to favour
their own disciplines.

All but one agreed that persist-
ent radicular pain symptoms with
clear evidence of clinically severe
nerve root impingement (with or
without confirmatory studies of disc
herniation using MRI or CT scanning)
should be referred to a surgeon after
four to six weeks if symptoms have
not settled with conservative treat-
ment.42, 46-48

The primary rationale for surgery
for disc prolapse is to relieve nerve
root irritation or
compression due
to herniated disc
material.49 A re-
view of patient
outcome following
lumbar discectomy
for sciatica found
that the length of
preoperative sick
leave had a signifi-
cant effect on all
outcome measures
of function, pain,
ability to return to full time work and
current compensation status, and
those patients who had more than
six months sick leave prior to opera-

tion were less likely to have a fa-
vourable outcome.50 Irrespective of
surgery, 80% of patients with sciatica
will eventually recover.45 There is
considerable evidence on the clini-
cal effectiveness of discectomy for
carefully selected patients with sci-
atica caused by lumbar disc prolapse
that fails to resolve with conserva-
tive management, particularly if car-
ried out within six months of the
onset of nerve compression.51 All but
one panellist agreed to these state-
ments. All but one agreed that there
is no scientific evidence on the ef-
fectiveness of any form of surgical
decompression or fusion for degen-
erative lumbar spondylosis compared
with natural history, placebo, or con-
servative management.49

While there was considerable
panel agreement regarding appropri-
ate management of low back pain,
the panel was very mixed in regard
to who should provide treatment and
when and to whom patients should
be referred. Eight of the panel (57%)
felt that in all cases of acute low back
pain with no significant past history
and no symptoms of radicular pain,
GPs should initiate appropriate con-
servative treatment and not refer the
patient on at this stage.

Others advocated that, unless a
GP was trained and experienced in
manipulation, they should refer acute
low back pain immediately to a

trained manual
therapist (ranging
from a specifi-
c a l l y - t r a i n e d
physiotherapist to
a musculoskeletal
physician to an
osteopath).

Similarly, the
response was
mixed with re-
spect to GP man-
agement of acute
low back pain

with no significant past history but
where there are symptoms of radicu-
lar pain. Again, 57% (8/14) felt that
GPs should initiate appropriate con-

servative treatment and not refer the
patient on at this stage. Some advo-
cated immediate referral to physi-
otherapy. An alternative opinion was
that most will settle within a month
of onset and that physiotherapy
might ‘keep activating the symptoms’.
Referral to an orthopaedic surgeon,
musculoskeletal physician or other
manual therapist was also advocated.
Again the comment emerged that
while many GPs can easily initiate
an appropriate programme, others
may not have the training or exper-
tise and patients might be better
managed by the appropriate refer-
ral.

Where the low back pain was sub-
acute (persisting after four to six
weeks of conservative therapy) and
uncomplicated, all but one of the
panellists recommended referral by
the GP for further assessment and
management. There was again no
consensus on the type of provider to
refer to, ranging from physiothera-
pist, musculoskeletal physician, rheu-

Key points
• In the absence of ‘red flags’ on

initial assessment of acute low
back pain, conservative
treatment should be initiated.

• Conservative measures include
patient education, encourag-
ing normal activities as
tolerated, encouraging patient
mobilisation and frequent
change of position, and
discouraging bed-rest.

• GPs can consider NSAIDs and
muscle relaxants and consider
manipulation if there is no
radicular pain. They should
avoid referral for steroid
epidural injections, TENS,
acupuncture, traction and
lumbar support.

• Patients who still have unre-
mitting low back pain after six
weeks should be referred to a
specialist.

A review of patient
outcome following

lumbar discectomy for
sciatica found that…

those patients who had
more than six months sick

leave prior to operation
were less likely to have a

favourable outcome
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matologist, orthopaedic surgeon, to
other treatment provider (including
multidisciplinary team; psychologist).

In cases of sub-acute low back
pain with radicular symptoms, all
agreed on GP referral, with more fa-
vouring referral to an orthopedic sur-
geon. Again, all but one panellist fa-
voured GP referral of chronic (present
for over 12 weeks) uncomplicated low
back pain, with a similar mix of pos-
sible secondary providers. In cases of
chronic low back pain with symptoms
of radicular pain, all agreed that GPs
should refer the patient to another
health professional for more special-
ised care. Here there was still a range
of opinions as to which health pro-
fessional. Most felt that a surgical re-
ferral (orthopaedic, spinal or neuro-)
was warranted at this stage, although
several physiotherapists did not ad-
vocate this and were of the opinion
that the most appropriate referral was
likely to be to a physiotherapist or
musculoskeletal physician. The deci-
sion would also be influenced by what
health professionals, if any, the pa-
tient had already consulted. Some
emphasised the importance of exclud-

ing or managing medically important
causes and identifying possible
biopsychosocial factors.

Discussion
In general our study has shown that
where there is good evidence there is
usually a consensus on management
and referral for back pain. Where there
are grey areas (no evidence or equivo-
cal evidence) then clinical judgement
for individuals is required.

The management of low back
pain is multi-faceted and complex.
Where there is strong evidence re-
garding specific interventions, our
panel were largely in agreement –
for example that conservative treat-
ment should include information and
advice about low back pain; rein-
forcement of positive expectations;
education about self-management
and self-responsibility, pain manage-
ment and control and increase in
exercise tolerance.

GPs can consider NSAIDs and
muscle relaxants and consider ma-
nipulation if there is no radicular pain.
They should avoid referral for steroid
epidural injections, TENS, acupunc-

ture, traction and lumbar support.
Clinically severe nerve impingement
requires referral to an orthopaedic or
neuro-surgeon. There was a consen-
sus that referral should occur if no
improvement after six weeks and cer-
tainly after 12 weeks. To whom GPs
should refer is not clear.

For patients with subacute or
chronic back pain this lack of clarity
was demonstrated by the variable re-
sponse as to when GPs should refer
on patients, and to whom. Where evi-
dence is sparse or contradictory, GPs
must rely more on their own clinical
experience and judgement as to what
intervention is likely to be in the best
interest of a specific patient. More
randomised controlled trials are re-
quired to elucidate the best person to
whom GPs should refer such patients.
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