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Primary care management of non-specific
low back pain: key messages from recent
clinical guidelines
Matheus Almeida1, Bruno Saragiotto2, Bethan Richards3, Chris G Maher2
Abstract
ow back pain (LBP) is a major health problem worldwide.
According to the Global Burden of Disease Study 2016, LBP
Introduction: Research in the past decade supports somemajor
changes to the primary care management of non-specific low
back pain (LBP). The present article summarises
recommendations from recently published United Kingdom,
Danish, Belgian and United States guidelines to alert readers
to the important changes in recommendations for
management, and the recommendations from previous
guidelines that remain unchanged.

Main recommendations: Use a clinical assessment to triage
patients with LBP. Further diagnostic workup is only required for
the small number of patients with suspected serious pathology.
For many patients with non-specific LBP, simple first line
care (advice, reassurance and self-management) and a review
at 1e2 weeks is all that is required. If patients need second line
care, non-pharmacological treatments (eg, physical and
psychological therapies) should be tried before pharmacological
therapies. If pharmacological therapies are used, they should be
used at the lowest effective dose and for the shortest period of
time possible. Exercise and/or cognitive behavioural therapy,
with multidisciplinary treatment for more complex
presentations, are recommended for patients with chronic LBP.
Electrotherapy, traction, orthoses, bed rest, surgery, injections
and denervation procedures are not recommended for patients
with non-specific LBP.

Changes in management as a result of the guidelines:
The major changes include:
� emphasising simple first line care with early follow-up;
� encouraging non-pharmacological treatments over pharma-

cological treatments; and
� recommending against the use of surgery, injections and

denervation procedures.
L continues to be the leading global cause of years lived with
disability.1 The 2014e15 National Health Survey found that about
16% of Australians reported suffering from back pain over the
previous year, being more common in older people (aged 65e79
years) and with similar rates between men and women.2 About
half the people who experience LBP seek care,3 with LBP the most
frequent musculoskeletal condition seen in general practice in
Australia.2 In 2015e16, LBP was responsible for about three
in every 100 general practitionerepatient encounters.2

Episodes of acute LBP usually have a good prognosis, with rapid
improvement within the first 6 weeks.4 After this period, the
improvement slows, and over 40% of patients may develop
chronic LBP,5 although usually with only low levels of pain and
disability.4,5 About one-third of patients who initially recover
suffer episodes of recurrence in the next year.6

In the past decade, there has been considerable research evaluating
the management of LBP. This research provides the rationale for a
quite different approach than was previously recommended in
clinical practice guidelines. The present article distils the infor-
mation from the most recent national clinical practice guidelines
(from the United Kingdom, Denmark, Belgium and the United
States)7-10 to provide an update on the primary care management
of non-specific LBP. We provide Grading of Recommendations
Assessment, Development and Evaluation (GRADE) quality of
evidence for each recommendation reported in these guidelines. The
GRADE system rates the quality of evidence on a scale from very
low to high, according to the level of confidence given the evidence
available.11 This article focuses on alerting readers to the important
changes in management recommendations, and the recommenda-
tions from previous guidelines that remain unchanged.

Classifying and diagnosing low back pain

Guidelines continue to recommend a triage approach to classifying
LBP.Adiagnostic triage approach is used to identify patientswhose
LBP arises beyond the lumbar spine (eg, renal, aortic dissection),
thosewith neurological deficit (radiculopathy, spinal canal stenosis,
cauda equina syndrome), thosewith suspectedor confirmedserious
spinal pathology (malignancy, infection, fracture), and those with
inflammatory disease (spondyloarthritis); remaining patients are
considered to have non-specific LBP. Imaging is still not indicated
for non-specific LBP. The complete diagnostic triage process for LBP
in primary care has been comprehensively described by Bardin and
colleagues in a recent article in theMJA.12

What is new in recent guidelines is a warning on the limited
diagnostic accuracy of some individual red flags that were previ-
ously endorsed.7,9 Examples of red flags with limited diagnostic
accuracy include thoracic pain, night pain and age over 50 years
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to screen for cancer.13 The contemporary approach relies on a
smaller set of red flags than previously and emphasises the use
of clusters of red flags along with clinical expertise to guide
decision making.12

Treating non-specific low back pain

Risk assessment and stratification
There are now two approaches to guide the management of
patients with non-specific LBP (Box 1). The traditional approach
involves stratifying patients into those with acute (less than
6 weeks), subacute (6e12 weeks) or chronic (more than 12 weeks)
symptom duration, and then use a stepped approach to care. The
stepped approach begins with more simple therapies and only
progresses to more complex treatments if there is insufficient
improvement. This approach continues to be recommended in the
US10 and Danish8 guidelines.
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1 Management of non-specific low back pain

Guideline review
A newer approach, endorsed in the UK National Institute for
Health and Care Excellence7 and Belgian9 guidelines, uses simple
risk prediction tools to match patients to treatment packages
based on their risk of poor clinical outcome: STarT Back
(http://www.keele.ac.uk/sbst/startbacktool),14 Örebro Musculo-
skeletal PainScreeningQuestionnaire (https://painhealth.csse.uwa.
edu.au/pain-self-checks/orebro-musculoskeletal-pain-screening-
questionnaire/)15 and PICKUP (http://pickuptool.neura.edu.au).16

These tools are freely available online; at present, it is unclearwhich
is best.
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First line care
Because many patients with non-specific LBP will improve over
time regardless of the treatment received, recent guidelines
now recommend minimal if any treatment as the starting point in
care.7-10,17 For this approach to be sensible, it presumes that the
clinician has conducted a thorough clinical assessment and that
they are confident that the patient has non-specific LBP. It also
presumes that if the clinician has used a risk prediction tool, the
patient has screened as low risk for developing persistent pain.
Guidelines previously recommended simple analgesics (eg, para-
cetamol) as part of first line care; however, these are now
discouraged based on recent evidence that paracetamol is nomore
effective than placebo for non-specific LBP.18

Advice, reassurance and encouragement of physical activity
continue to be recommended in guidelines as first line care for all
patients with non-specific LBP, with overall low to
moderate quality evidence (Box 1). Guidelines also
reinforce the importance of teaching patients how to
self-manage their LBP.7-10 Important messages (Box 2)
to convey to patients are that non-specific LBP is
benign; most people have a favourable prognosis with
substantial improvement in the first month; it is
unlikely that there is a serious disease present;
and imaging is not required and will not change
management.19 Misconceptions about LBP and its
management, inappropriate fear avoidance beliefs
and expectation of poor recovery should also be
addressed.20,21 Guidelines emphasise that patients
should be encouraged to stay active and avoid bed
rest, continue daily activities, stay at work (or return as
soon as possible), and self-manage their symptoms
using simple strategies such as superficial heat.7,22

Although this approach appears to be simple, a sur-
vey of Australian general practice care using Bettering
the Evaluation and Care of Health (BEACH) data
revealed that only 20% of patients with LBP are
provided with education and advice.23 GPs should
review patients’ progress at 1e2 weeks to make sure
they have recovered.12
Second line care
Non-pharmacological treatment. All four recent
guidelines place a greater emphasis on non-
pharmacological treatments than previously but vary
somewhat in the degree of emphasis. For example,
the US guideline10 is very clear in recommending that
non-pharmacological treatments should be used first,
with pharmacological options reserved for those who
do not respond. However, the Danish guideline8 is
more extreme and does not recommend any pharma-
cological treatments at any stage of management.
There are now more consistent recommendations in favour of
manual therapy (such as massage and spinal manipulation) and
psychological therapies (cognitive behavioural therapy is
preferred) as second line non-pharmacological options, as they can
provide small to moderate improvements for pain and function
with mostly low to moderate quality evidence.7-10 While the US
guideline10 still does not recommend exercise in acute LBP, the UK
and Belgian guidelines7,9 now recommend that manual and
psychological therapies should be used as part of a treatment
program combinedwith exercise to achieve intermediate and long
term benefits for pain and disability (overall low to moderate
quality evidence). The UK and Danish guidelines7,8 no longer
recommend acupuncture in the treatment of LBP; the US guide-
line10 still supports its use in acute patients but acknowledges that
it may only have a small effect on pain.

For patientswith chronic LBPorwhoare judged to be atmedium to
high risk by the stratification tools at initial contact, the recent
guidelines endorsemore complex and intensive treatments (Box 1).
All guidelines continue to recommend exercise for chronic LBP but
now also endorse various types of exercise (such as Tai Chi,7,10

Yoga,7,10 motor control,8,10 and aerobic7) and suggest group exer-
cise to minimise costs to the patient.7,9 The type of exercise seems
less important for effectiveness thanhowwell the exercise program
is structured.7,9 The guidelines recommend exercise for chronic
LBP as a sole therapy (low to moderate quality evidence) and as a
component of other recommended treatment programs such as
multidisciplinary rehabilitation (moderate quality evidence).
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3 Recent non-specific low back pain guidelines: summary7-10

New messages
� For many patients, simple first line care and a review at 1e2 weeks is

all that is required (low to moderate quality evidence). If patients
need second line care, non-pharmacological treatments (eg, phys-
ical and psychological therapies) should be tried before pharma-
cological therapies (low to moderate quality evidence).

� If pharmacological therapies are used, they should be used at the
lowest effective dose and for the shortest period of time possible.
Some commonly used pain medicines (eg, paracetamol) are now
understood to be ineffective and should not be routinely used for
non-specific low back pain (low to high quality evidence).

� Despite wide use, surgery and interventional procedures are now
understood to be ineffective for non-specific low back pain (low
quality evidence).

Messages maintained from previous guidelines
� Do not routinely offer imaging (x-ray, computed tomography or

magnetic resonance imaging) to patients with recent onset non-
specific low back pain, as the evidence does not support a positive
effect (low quality evidence).

� Use a triage approach when classifying patients presenting with low
back pain. Advice, reassurance and self-management remain key
components of first line care. These should be tailored to the
patient’s needs and capabilities (low to moderate quality evidence).

� Exercise and/or cognitive behaviour therapy, with multidisciplinary
treatment for patients with more complex presentations, continue
as the main treatment approaches for patients with chronic low
back pain (low to moderate quality evidence).

� Electrotherapy, traction, orthoses and bed rest are not recom-
mended (low quality evidence). u

2 Advice for the management of non-specific low
back pain19-22

� Provide reassurance on the benign nature of non-specific low back
pain, explain that it is unlikely a serious disease is present.

� Explain that imaging is not required and will not change
management.

� Avoid using terms such as injury, degeneration, or wear and tear.

� Encourage the patient to stay active and avoid bed rest, continue
daily activities, stay at work or return as soon as possible.

� Encourage the patients to take responsibility for their own
continued management developing positive coping strategies and
self-managing their symptoms.

� Avoid language that promotes fear of pain and catastrophic thinking
(eg, “let pain be your guide”, “stop if you feel pain” and “you have to
be careful”). u
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Multidisciplinary rehabilitation is still recommended for patients
classified as high risk by stratification tools and for patients
with chronic LBP who have not responded to unidisciplinary
approaches, and has been shown to result in moderate improve-
ment in pain in the short term (Box 1).7-10 However, the long term
effects of multidisciplinary rehabilitation are smaller.8

Non-pharmacological therapies not endorsed in recent LBP
guidelines are electrotherapies,7,9,10 taping (eg, kinesio taping),10

any type of brace and traction (low quality evidence).7,9,10 These
recommendations are unchanged from previous guidelines,
except for kinesio taping,which is a new treatment notwidely used
at the time of production of the previous guidelines.

Pharmacological interventions. As mentioned above, recent
clinical guidelines have discouraged the use of pharmacotherapy
in first line care and suggest that medications should only be
considered in patients who have not adequately responded to
non-pharmacological interventions.7-9 Guidelines now more
explicitly emphasise that GPs should always discuss the known
potential harms and realistic benefits of the medications with
their patients before prescribing. There are also more firm
recommendations that these medications should be offered for
the shortest possible period at the lowest effective dose, taking
into account gastrointestinal problems and other side effects.7-10

Medications should be reviewed regularly for evidence of
benefit and should be ceased if there has been no improvement.
Such caution regarding the use of painmedicines is most strongly
given in relation to opioid medicines.

Previous guidelines recommended paracetamol as the first option
in the management of LBP; however, it is no longer recommended
in updated guidelines for either acute or chronic patients (high
and low quality evidence, respectively).7-10 A recent Cochrane
systematic review (1825 participants) found that paracetamol
does not result in better outcomes compared with placebo for
patientswith acute LBP, and its effect on chronic LBP is uncertain.24

Non-steroidal anti-inflammatorydrugs are endorsed in three of the
four guidelines (moderate quality evidence),7,9,10 which is consis-
tent with a recent systematic review demonstrating the efficacy of
this class of medicine for both acute and chronic LBP.25 However,
the effect size for acute LBP is small (� 6.1 points [95% CI, � 9.5
to � 2.8] on a 0e100 scale) and some have argued that this may be
too small to be clinicallyworthwhile.25Muscle relaxants continue to
be recommended by theUS guideline for acute but not chronic LBP,
with overall moderate quality evidence.10

Opioids are one of the most commonly prescribed medications
for LBP in primary care26 but there is now greater appreciation of
their potential for harm.27 All recent guidelines suggest caution
with the use of these medicines, but provide slightly different
recommendations. The UK guideline7 now only supports the
use of weak opioids, in contrast to its previous recommendation
of strong opioids.28 Moreover, the recommendation is qualified,
with opioids recommended only for cases of acute LBP where
non-steroidal anti-inflammatory drugs are contraindicated, not
tolerated or ineffective. The UK guideline7 explicitly recom-
mends against the use of opioids for chronic LBP. The Belgian
guideline9 differs from that of the UK by recommending opioids
for chronic LBP, but advises that they should not be routinely
used. The US guideline10 promotes a slightly different position,
recommending the use of opioids as a last resort for patients
with chronic LBP who have not responded to other non-
pharmacological and pharmacological options (moderate
quality evidence). All guidelines consistently highlight that
opioids should only be used if the expected benefits outweigh
the risks for patients, and should not be used long term as they
are associated with important harms, such as addiction and
accidental overdose.

Invasive non-surgical treatment. This category of treatment
includes injections of corticosteroids, anaesthetic agents, scle-
rosing agents and products derived from patients’ own tissues
(platelet-rich plasma and stem cells) that are purported to
promote healing. It also includes denervation procedures
focused on the innervation of the anatomical structure that is
believed to be the nociceptive source of the patient’s LBP. The
recent guidelines continue to discourage the use of any type of
spinal injection or denervation procedure for non-specific LBP
(low quality evidence).7-9

The UK guideline7 recommends the use of epidural injections of
local anaesthesia and corticosteroids only in patients with
acute and severe sciatica. They are not recommended for patients
with non-specific LBP (very low to low quality evidence).
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Radiofrequency denervation is cautiously supported by the UK
guideline,7 but is reserved for moderate or severe chronic LBP
when previous conservative treatment has failed and if the pain
is felt to come from the facet joints (low quality evidence).
However, the results of the subsequently published Mint
study29 (three multicentre randomised controlled trials; 681
patients) demonstrated that denervation procedures targeting
facet joints, sacroiliac joints or intervertebral disks do not have
clinically important effects.

Surgical treatments. In the past, surgical interventions were
recommended for patients with non-specific LBP who had failed
conservative care; however, this approach is now discouraged.
None of the recent clinical guidelines recommend surgery for
patients with non-specific LBP (low quality evidence). The UK
guideline7 is very clear: “Do not offer spinal fusion for people
with low back pain unless as part of a randomised controlled
trial” and “Do not offer disc replacement in people with low
back pain”. The UK guideline only recommends consideration of
surgery for sciatica when conservative care has not worked and
there are radiological and clinical findings to justify surgery
(low quality evidence).

Conclusion

Recent guidelines provide important changes and emphasise rec-
ommendations that are still endorsed in the management of non-
specific low back pain (Box 3). The key messages include
discouraging routine imaging, emphasising simple first line care
with early follow-up, encouraging non-pharmacological treat-
ments over pharmacological treatments (opioids and paracetamol
should be avoided), and recommending against the use of surgery,
injections and denervation procedures.
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