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Guidelines to Managing Low Back Pain
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Ruling out “Red Flags”

The M alaysian LBP M anagem ent Guidelines 2009

https://www.m asp.org.m y/index.cfm ?m enuid=23
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Red Flags For LBP Are Not Always Really Red

• Retrospective review of 9940 patients with LBP

• 90% of patients had at least 1 positive red flag symptom during 
their first visit.

• A negative response does not meaningfully decrease the 
likelihood of a red flag diagnosis.

• Clinicians should use caution when utilizing red flag questions as 
screening tools.

Prem kum ar A et al J Bone Joint Surg Am  

2018;100:368-74 
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The Low Back Pain Triage
Serious Pathology

• About 1-2%
• Vertebral 

fractures
• Spinal Tumour
• Spinal Infection
• Cauda Equina

Nerve Root Pain
• About 5%
• Disc Herniations
• Spinal Stenosis
• Spondylolisthesis

Waddell G. J Rheum atol 2005; 32; 395-6. 

• 85-95% of 
patients

Non-Specific
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Natural History of Low Back Pain
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Most cases of low back pain are:
• Acute
• Benign 
• Self-limiting and tend to resolve over time

Adapted from: Gunn CC et al. Spine 1980; 5(3):279-91.
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Wong TS, Malaysian Orthopedic Journal 2010;Vol 4

Prevalence and Risk Factors Associated with LBP Among Health Care 
Workers in A District Hospital In Malaysia
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Natural History of Back Pain

• Meta-analysis of 33 discreet cohort with 11,166 participants found 
mean pain score for acute LBP
• 52/100 at baseline

• 23/100 at 6 weeks
• 12/100 at 6 months

• 6/100 at 12 months

• 1/3 will have a recurrence after 1 year of recovering from first 
episode.
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Costa et al. CMAJ 2012. DOI:10.1503 /cmaj.111271 
da Silva et al.J Orthop Sports Phys Ther 2017; 47: 305–13
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The Pain Continuum
Time to resolution

Acute pain Chronic pain

Chapman CR, Stillman M. In: Kruger L (ed). Pain and Touch. Academic Press; New York, NY: 1996; Cole BE. Hosp Physician 2002; 38(6):23-30; 
International Association for the Study of Pain. Unrelieved Pain Is a Major Global Healthcare Problem. 

Available at:  http://www.iasp-pain.org/AM/Template.cfm?Section=Press_Release&Template=/CM/ContentDisplay.cfm&ContentID=2908. Accessed: July 24: 
2013; 

National Pain Summit Initiative. National Pain Strategy: Pain Management for All Australians. 
Available at: http://www.iasp-pain.org/PainSummit/Australia_2010PainStrategy.pdf. Accessed: July 24, 2013; 

Turk DC, Okifuji A. In: Loeser D et al (eds.). Bonica’s Management of Pain. 3rd ed. Lippincott Williams & Wilkins; Hagerstown, MD: 2001. 

Insult

Normal, time-limited response 
to ‘noxious’ experience 

(less than 3 months)

Pain that has persisted beyond 
normal tissue healing time 

(usually more than 3 months)
• Usually obvious tissue damage

• Serves a protective function

• Pain resolves upon healing

• Usually has no protective function

• Degrades health and function

Acute pain may become chronic
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When to refer a patient with LBP

Clinical suspicion of a red 
flag disease.

LBP lasting more than 6 
weeks despite treatment.

Unresolved psychosocial 
factors.
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Mechanisms of Pain

Nociceptive
• Usually aching or throbbing and  

well-localized

• Usually time-limited (resolves 
when damaged tissue heals), but 
can be chronic

• Generally responds to 
conventional analgesics

Neuropathic
• Pain often described as tingling, 

shock-like, and burning –
commonly associated with 
numbness

• Almost always a 
chronic condition

• Responds poorly to conventional 
analgesics

Dray A. Br J Anaesth 2008; 101(1):48-58; Felson DT. Arthritis Res Ther 2009; 11(1):203; International Association for 
the Study of Pain.; McMahon SB, Koltzenburg M (eds). Wall and Melzack’s Textbook of Pain. 5th ed. Elsevier; London, 
UK: 2006; Woolf CJ. Pain 2011; 152(3 Suppl):S2-15.
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http://www.iasp-pain.org/AM/Template.cfm?Section=Press_Release&Template=/CM/ContentDisplay.cfm&ContentID=2908
http://www.iasp-pain.org/PainSummit/Australia_2010PainStrategy.pdf
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Treatment of LBP
Pharmacological Non-Pharmacological

NSAID’s or COX-2 Selective Reassure and educate

Anti-Neuropathics

- Pregabalin, Gabapentin
- Amitriptyline
- Duloxitine

Gradual Return to Activities

Hot or Cold compress.

Tramadol (weak evidence) Consider Physiotherapy, acupuncture etc

Muscle Relaxants
- PCM/Ophedrine
- Eperisone
- Baclofen

Early return to work

Avoid Bed Rest, traction
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Treatment of LBP – Pain Interventions

• Axial LBP
• Lumbar Facet Joint Injections

• Sacroiliac Joint Injections

• Radiofrequency Denervation

• Radicular (Neuropathic) Pain
• Nerve root blocks

• Epidural Injection

14

Surgical Treatment of LBP

• Instability due to
• Trauma

• Malignancy

• Infection

• Neuropathic Pain due to
• Disc Herniations

• Spinal stenosis
• Spondylolisthesis
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https://www.iasp-pain.org/Advocacy/GYAP.aspx?ItemNumber=11008
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https://vizhub.healthdata.org/gbd-compare/

7.61%

3.38% 3.35%

5.05%

6.37%

4.5%

Global
Both Sexes, All ages, 2017, YLD
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7.5%

3.55% 2.93%

7.12%

https://vizhub.healthdata.org/gbd-compare/

Malaysia
Both Sexes, All ages, 2017, YLD
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Health Problems Causing Most Disability in Malaysia

http://www.healthdata.org/malaysia
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A Typical Scenario of a Person With LBP

20

A Serious Flaw in The Standard Medical Approach?

Expect Cure

Treat The Underlying Disease or Injury
Specific Therapy

Identify the Underlying Disease or Injury
Investigation

Recognition of Symptoms and Signs
History and Physical Examination

Waddell G. J Rheum atol 2005; 32; 395-6. 
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Model of Contributors to LBP and Disability

Series

2 www.thelancet.com   Published online March 21, 2018   http://dx.doi.org/10.1016/S0140-6736(18)30480-X
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low-income and middle-income countries will compound 
rather than alleviate the burden. Low back pain is therefore 
an urgent global public health concern.

Against this backdrop, we present a series of two papers 
and a Viewpoint. The aim of this paper is to present a 
current understanding of what low back pain is, its burden 
and global impact, as well as an overview of causes and the 
course of low back pain. The evidence for the effectiveness 
of current treatments and promising new directions for 
managing low back pain is presented in paper two,9 and 
the Viewpoint is a worldwide call to action.10

The approach for this Series involved the constitution 
of a team of leading international experts on back pain 
from different professional backgrounds and from 
countries around the globe who convened for a workshop 
in Buxton, UK, in June, 2016, to outline the structure of 
each paper. For this paper, we identified scientific studies 
using broad search terms in MEDLINE (PubMed) and 
Scopus. To identify potentially relevant papers from low-
income and middle-income countries, we also searched 
Google Scholar and the African Index Medicus Database. 
To minimise selection bias and to ensure high-quality 
evidence was selected, systematic reviews were preferred 
and sought when possible. However, we also used 
information from large population-based cohorts, 
international clinical guidelines, and the Global Burden 
of Disease (GBD) 2015 study. Primary research from 
low-income and middle-income regions excluded 
from systematic reviews was also referenced where 
appropriate.

What is low back pain?
Low back pain is a symptom not a disease, and can result 
from several different known or unknown abnormalities 
or diseases.

It is defined by the location of pain, typically between 
the lower rib margins and the buttock creases.11 It is 
commonly accompanied by pain in one or both legs and 
some people with low back pain have associated 
neurological symptoms in the lower limbs.

For nearly all people presenting with low back pain, 
the specific nociceptive source cannot be identified and 
those affected are then classified as having so-called 
non-specific low back pain.12 There are some serious 
causes of persistent low back pain (malignancy, vertebral 
fracture, infection, or inflammatory disorders such as 
axial spondyloarthritis) that require identification and 
specific management targeting the cause, but these 
account for a very small proportion of cases. People with 
low back pain often have concurrent pain in other body 
sites, and more general physical and mental health 
problems, when compared with people not reporting 
low back pain.13 The combined effect on individuals of 
low back pain and comorbidity is often more than the 
effect of the low back pain or the comorbidity alone 
and results in more care, yet typically a poorer response 
to a range of treatments.13 Thus, many people living 
with low back pain have diverse problems in which 
psychological, social, and biophysical factors as well as 
comorbidities and pain-processing mechanisms impact 

Figure 1: Contributors to low back pain and disability
The model includes key contributors to low back pain and disability but does 
not attempt to represent the complex interactions between different 
contributors. *Nociceptive input includes non-identifiable sources in 
non-specific low back pain, neurological sources (eg, radicular pain) and 
specific pathology (eg, fractures).

Biophysical factors Comorbidities

Social factorsGenetic factors

Psychological factors

Pain experience
• Nociceptive input*
• Central pain processing

Disability

Panel 1: Potential nociceptive contributors to low back pain that have undergone 
investigation 

Intervertebral disc
Although some imaging and clinical findings increase the likelihood that pain is arising 
from the intervertebral disc (with the reference standard of discography), no 
investigation has accurately identified a disc problem as contributing to an individual’s 
pain;14 there is no widely accepted reference standard for discogenic pain

Facet joint
Injecting facet joints with local anaesthetic can cause temporary relief of pain;15 however, 
the Framingham Heart Study (3529 participants) did not find an association between 
radiological osteoarthritis of facet joints and presence of low back pain;16 clinical 
identification of individuals whose facet joints are contributing to their pain is not possible.17

Vertebral endplates (Modic changes)
Modic changes are vertebral endplate abnormalities seen on MRI with specific subchondral 
and vertebral bone marrow features that can be classified according to different signal 
intensities into type 1, type 2, and type 3; endplate defects and disc herniation might 
predispose to the development of Modic changes; one theory is that the pro-inflammatory 
response, caused by structural damage to the disc or endplate, could allow microbial 
infiltration, autoimmune reactions, or both, that intensify and extend nociceptor 
stimulation by chemical or mechanical stimuli;18 a low-grade infection by Propionibacterium 
acnes might promote the development of Modic changes;19 the relevance of these findings 
to clinical practice is, however, unclear; a systematic review concluded that Modic type 1 
changes are associated with low back pain;20 a subsequent study, including 1142 people, 
found that Modic type 2 changes were associated with disability (odds ratio 1·56, 95% CI 
1·06–2·31), but not pain (1·36, 0·88–2·09);21 identification of individuals in whom Modic 
changes are contributing to their pain is not possible.

Harvigsen et al. The Lancet, Vol. 391, No. 10137 March 2018
Nociceptive input includes non-identifiable sources in non-specific low back 
pain, neurological sources (eg, radicular pain) and specific pathology (eg, 
fractures). 
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Bin the Biomedical Model!!!

George L Engel. Science. Vol.1 No. 4286 Apr 8 1977: 129-136
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A Scary Time At The Doctors Office

• LBP patients are often confused.

• Fearful that their spine is vulnerable and will be further damaged.

• Lead to protective and avoidance belief and behavior.

• Health care shopping and escalation of treatment to more invasive 
and risky procedures.

24
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Educating The LBP Patient

• Explain and educate the patient
• Doctor comes from the Latin word Docere – To Teach

• Avoid from providing a simplistic structural and/or biomechanical 
diagnosis or fault.

• Engage the patient to develop a clear understanding of the 
contributing factors that promote pain and disability

• Empower the patient to develop active coping strategies to self-
manage.

O ’Sullivan P et al J O rth Sport Phy Ther Nov 2016; Vol.46 No. 11:932-7
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O’Keeffe M, O’Sullivan PB, O’Sullivan K British Journal of Sports Medicine 2019;53:1385-1386

   1O'Keeffe M, et al. Br J Sports Med Month 2019 Vol 0 No 0

Education can ‘change the world’: Can 
clinical education change the trajectory 
of individuals with back pain?
Mary O’Keeffe,  1 Peter B O’Sullivan,2 Kieran O’Sullivan  3

This fourth and final BJSM editorial spot-
lighting Lancet’s 2018 low back pain 
(LBP) series1 2 focuses on four ways clini-
cians can provide patients with an invalu-
able treatment—education. This editorial 
excludes public education via mass media 
as that has been covered previously.3 

Nelson Mandela asserted that ‘Educa-
tion is the most powerful weapon you can 
use to change the world’ and education is 
recognised as the first line treatment for 
individuals with LBP.1 2 Education is a 
low-risk, low-cost intervention—the foun-
dation for managing LBP. At the same time 
education’s modest effect size means it is 
not a panacea for the condition. In this 
editorial we aim to provide BJSM readers 
with a four-step accelerated and concise 
summary of how to use the education 
evidence to treat individuals with back 
pain.

LISTEN AND CONNECT
Traditional clinical training prepares us to 
ask people with LBP a series of questions 
to help pinpoint the pain ‘source’ to guide 
management. However, we are usually 
unable to identify any one source or pain 
generator, and instead LBP involves a 
complex interplay of multiple factors.4 
Therefore, gathering wider information 
about the person’s unique pain experience 
may provide better insights.4 Providing 
each person with the space to disclose 
their pain story in detail may facilitate 
education in a more personally relevant 
manner.5 Educational strategies which 
merely ‘tell’ people what to do have failed 
to change behaviour.

In fact, listening and data gathering has 
been shown to be as effective as an infor-
mation giving intervention for acute LBP, 
or recurrence of episodes of LBP.6

REASSURE
While there is debate regarding what 
constitutes effective solutions to LBP, 
there is more certainty around the nature 
of pain, its natural history, recurrence and 
drivers of disability. Cognitive reassur-
ance (eg, information, education) appears 
to reduce fears and concerns about LBP 
more than affective reassurance (eg, 

empathy) in the long term.7 It is important 
to emphasise the non-life-threatening 
nature of most LBP, and the importance 
of safely engaging in work and physical 
activity.

Education about the positive natural 
history and benign nature of LBP can 
provide long term reassurance, reduce 
pain-related distress and reduce health-
care utilisation in patients with acute and 
subacute LBP.8 Our skills in clinical exam-
ination and treatment can also be used to 
reassure people with LBP regarding any 
personal fears (eg, engaging in valued 
activities). It is worth noting that reas-
suring educational interventions as short 
as 5 minutes can benefit people for up to 
12 months.8

1School of Public Health, Faculty of Medicine and 
Health, University of Sydney, Sydney, New South Wales, 
Australia
2School of Physiotherapy and Exercise Science, Curtin 
University, Perth, Western Australia, Australia
3Sports Spine Centre, Aspetar Qatar Orthopaedic and 
Sports Medicine Hospital, Doha, Qatar

Correspondence to Dr Mary O’Keeffe, School 
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Figure 1 Four pillars of education for individuals with low back pain.
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Common Misconceptions:
LBP is due to “Slipped Disc”

• Term does not exist in the 
present medical literature.

• It denotes vulnerability of the 
disc.

h ttp s://www .thecom icstrip s .com /sub ject/The -D isk -Com ic-S trip s .php
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Common Misconception:
You have a “Slipped Disc” and You need a Scan!

• MRI is not a ”pain scan” but almost all of patients who undergo 
lumbar MRI have LBP.

29 30
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The Issues in The Tissues with MRI

• MRI is a detailed photo of your insides that show changes that are 
present in people who do not have pain.

31

Brinjikji W et al Am J Neuroradiol Apr 2015 36: 811-16

Systematic Literature Review of Imaging Features of Spinal 
Degeneration in Asymptomatic Populations

32

The Issues in The MRI Report

• MRI report is a written description of what the Radiologist SEE’s in 
your MRI pictures.

33 34

Whoever Orders The MRI Must Act On It!

• BARF

•Brainlessly Adhering to Radiological Findings

• VOMIT

•Victims Of Modern Imaging Technology

Hayward R. VOMIT (victims of modern imaging technology) – an acronym of our times
BMJ 2003,  326: 1273
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Imaging Modalities

• Many findings of imaging modalities in people with LBP can also 
commonly found in people without LBP.

• No evidence to suggest that 
• imaging improves outcome in LBP

• MRI can predict the future onset or course of LBP

36
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Common Misconception:
“Slipped Disc” needs Surgery

Disc Herniations Do Disappear!!!
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Other Common Misconceptions

• “Pain Killers”

• Spondylosis

• Activities or exercise damage my discs further

• Previous falls or accidents resulting in present condition

• Wear and tear

• Aging
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The Number 1 Rule of the Body & Brain

39

Conclusion

We need to improve in how we manage LBP today which I believe 
further contributes to the burden of the disease by
• Adopting a biopsychosocial approach to treating LBP.

• Understanding LBP is rarely about damage.
• Avoiding reliance on imaging to justify the pain.

• Educating and empowering the patient.
• Gradual return to usual activities.

• Focusing on the patient’s goals.

40


