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CLINICAL PRACTICE GUIDELINES FOR  

  MANAGEMENT OF LOW BACK PAIN 

 

Low back pain is very common, up to 90+% of people are affected by back pain at some time in 

their lives. Most often back pain is benign and self-limiting. A good history and physical exam is 

the best diagnostic tool available to separate the benign low back pain from a threatening 

problem. Recurrences and functional limitations can be minimized with appropriate conservative 

management, including medications, physical therapy modalities (superficial heat, cold packs 

and massage), exercise, and patient education. Radiographs and lab tests are generally 

unnecessary, except in the few patients in whom a serious cause is suspected, based on history 

and exam. In the absence of findings suggestive of systemic disease, imaging is rarely necessary 

until after 6 weeks of conservative therapy. Surgical evaluation is indicated in patients with 

worsening neurologic deficits or intractable pain resistant to conservative treatments.  

 

 

Causes Of Low Back Pain Include; 
 Congenital 

 Injuries 

 Degenerative Problems 

 Nerve and Spinal Cord Problems 

 Non-Spine Sources: Kidney Stones, Endometriosis, Fibromyalgia, Tumors, 

Pregnancy 

 

Risk Factors Include; 
 Age 

 Fitness Level 

 Weight Gain 

 Genetics 

 Job-Related Factors  

 Mental Health:   

o Anxiety and Depression can influence how closely a patient focuses on their pain 

as well as their perception of its severity. 

o Pain that becomes chronic can also contribute to the development of such 

psychological features. 

o Stress can affect the body in numerous ways, including causing muscle tension. 

 Smoking 

 Backpack Overload in Children 
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Symptoms Which Indicate A Need For Prompt Assessment By A Practitioner 

Include: 
 Persistent unexplained fever. 

 Recent significant trauma; milder trauma if over age 50. 

 Unrelenting night pain or pain at rest.  

 Pain that is positional or changes with movement is mechanical, and usually does not 

represent a systemic problem.  

 Complaints appearing neurological in nature (i.e. limb weakness or numbness) should be 

examined and reassessed in a reasonable period of time (7-10 days unless the patient 

reports more rapid changes) to assess for progressive deficit.  

 Loss of bowel or bladder control (retention or incontinence) or saddle sensory loss as this 

may represent cauda equina syndrome, which does require a timely surgical consult.  

 

X-Rays Of The Spine Are Usually Not Indicated At The Time Of The Initial 

Episode. Imaging Studies (Plain X-Ray, MRI, CT Scan) Should Not Be 

Performed Prior To 4 Weeks (28 Days Per The HEDIS Recommendation) Of 

The Initial Episode Except In The Following Instances: 
 Persistent unexplained fever. 

 Recent significant trauma; milder trauma if over age 50. 

 Severe non-mechanical back pain (i.e. pain at rest and in all positions especially at night). 

 History of suspected malignancy, unexplained weight loss, etc. 

 History of IV drug use, heavy alcohol use. 

 History of immunosuppression. 

 History of Osteoporosis or prolonged Corticosteroid use. 

 Age greater than 70 years. 

 Persistent pain for more than 4-6 weeks, not changing for the better with treatment outlined 

below. 

***Usually an AP and lateral x-ray view is sufficient for screening purposes. The 5-view 

series is used to look primarily at conditions causing spine instability which would 

usually be treated by a specialist*** 

 

 

Initial History And Physical Is Critical To Classify Complaints Into The 

Following Categories: 
 Acute low back pain (pain present less than 3-month duration). 

 Chronic low back pain (pain that continues for 12 weeks or longer, even after an initial 

injury or underlying cause of acute low back pain has been treated.) 

 Acute radicular pain: “Sciatica” is radicular pain of one nerve root (S1). Other nerve roots 

can cause other pain patterns.  

 Chronic radicular pain. 

 

If x-rays are not indicated, or if indicated but do not reveal a serious problem, patients need 

reassurance and conservative management at home. Normal x-rays and a normal Sedimentation  

Rate effectively rule out the diagnosis of malignancy or infection in almost all patients.  
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The history and physical by the primary care provider will assess the patient’s general health and 

sort out systemic problems (i.e. malignancy or infection from mechanical causes). Providers 

should assess for neurologic involvement and follow this with physical exams for progression. 

Assess for emergent problems (i.e. Cauda Equina Syndrome or ruptured Aortic Aneurysm). This 

is critical for appropriate referral if needed. 

 

 

A Thorough Musculoskeletal Exam Should Include: 
 Palpation for tenderness, heat, erythema. 

 Muscle strength assessment and comparison of both sides- hip flexors, knee extensors, 

ankle plantar and dorsi-flexors or great toe dorsi-flexors are important (a good way to 

assess plantar flexion strength is to have the patient walk on their toes; or on their heels to 

test dorsi-flexion of the ankle).  

 Assessment of reflexes at the knees and ankles as well as sensory testing. 

 

Note: Pain with straight leg raising is indicative of Sciatic nerve irritation and of Radiculopathy. 

Reduction of this pain with serial testing is good evidence of reduction of nerve root irritation. 

 

Patients call groin pain (where the hip joint usually refers) and buttock pain (where the 

spine usually refers) “hip pain”. It is critical to sort this out before ordering hip x-rays. If 

putting the hip joint through a passive range of motion in the supine position does not 

reproduce or cause pain, the source of pain is not likely the hip joint. A hip x-ray is NOT 

needed. 

 

Occasionally, the cause of chronic lower back pain is difficult to determine even after a 

thorough examination.  Other tests may include: 

 Blood Tests 

 Bone Scans 

 Discography 

 Electrodiagnostics include:   

o Electromyography (EMG) 

o Evoked Potential Studies  

o Nerve Conduction Studies (NCS) 

 Diagnostic Imaging Tests include:   

o CT 

o MRI 

o X-ray Imaging 

 Myelograms 

 

 

Treatment Of Acute Mechanical Low Back Pain: 
 Reassurance - 90+% of back pain resolves on its own with analgesics, normalizing 

movement and activities, and time.  It tends to last a few days to a few weeks; some cases a 
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few months are required for the symptoms to disappear. Imaging studies or surgery is 

rarely needed. 

 Medications including: OTC analgesics (acetaminophen, aspirin), NSAIDS (ibuprofen, 

naproxen), Muscle Relaxants, Topical Pain Relief (capsaicin, lidocaine) 

 Heat packs or ice packs - whichever provides the most comfort. 

 Limit activity for a few days – but no absolute bed rest for more than a day or two. 

Generally walking is good for the muscles and spine. A comfortable position is often 

supine with hips flexed and knees flexed while lying over a chair or sofa.  

 Gentle stretching (not vigorous exercise) 

 Gradual return to usual activities. 

 If significant pain persists more than a week, symptoms worsen, or if no improvement is 

noted, patient needs to be reassessed. Physical therapy may be helpful at this time.  

 

 

Treatment Of Acute Lumbar Radiculopathy: 
 Treatment is the same as treatment of acute mechanical low back pain, although 

prescription pain medicines (including narcotics) may also be indicated. Muscle relaxants 

may also be helpful.     

 Patients need to be educated that this condition takes time to resolve. Over 90% of 

radiculopathies heal as well without, as with surgery.  

 These patients are generally in a lot of pain. If the patient does not obtain significant relief 

within a reasonable amount of time a referral to physical therapy or a specialist may be 

indicated.  

 Oral steroids can be given to patients who do not have contraindications.  

 Practitioners referring patients to physical therapy should instruct the patient that 

appointments for physical therapy are to be viewed as a learning opportunity. The long 

term goal is to learn home exercises.  

 When ordering physical therapy, modalities may be used judiciously (i.e. hot packs, e-stim, 

ultrasound) but similar effects can be obtained by modalities at home. The most valuable 

service the therapist has to offer is an extensive knowledge of exercise programs, 

positioning, and education about spine care. Whether a spine extension or flexion program 

is ordered depends on what the patient finds comfortable. If spine extension hurts more, 

then an extension program should not be done. Usually, disc herniation in younger people 

responds best to a spine extension program (McKenzie) but in older people with spinal 

stenosis, extension worsens their symptoms and flexion programs (Williams) should be 

utilized.   

 If physical therapy provides no relief in 4-6 sessions, the treatment plan should be changed 

or the treatment should be discontinued. Once a patient is recovering, the therapist’s main 

job is to advance the exercise program. This can be accomplished by seeing the patient 

once or twice a week, or even less frequently. 

 The best positions/activities for patients with acute radiculopathies are those which are 

comfortable. Patients should gradually return to activities as their condition improves. 

 Chiropractic treatment would be reasonable to consider. If the patient does not notice relief 

within 3 visits, discontinue. ***Patients need to check with their health insurance carrier to 

determine if chiropractic treatment is a covered benefit under their contract. ***     
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Treatment Of Chronic Back Pain Or Chronic Radicular Pain:  
 Chronic back pain or radicular pain is highly situational. Some patients have lived with the 

problem for a long time and are content to do so. If their pain changes, they may need to 

start at the beginning of the attached algorithm or they may need a new workup. A referral 

may be appropriate.   

 Chronic back pain is most often treated with a stepped care approach, moving from simple 

low-cost treatments to more aggressive approaches. Specific treatments may depend on the 

identified cause of the back pain. 

 

 Step 1 Early Treatments: 

1. Medications May Include: 

a. NSAIDS  

b. Opioid Drugs prescribed by a physician (opioids should be used only 

for a short period of time and under a physician’s supervision, as 

opioids can be addictive, aggravate depression, and have other side 

effects)  

c. Anticonvulsants, such as gabapentin—may be useful in treating 

people with Sciatica 

d. Antidepressants such as tricyclics (i.e amitriptyline) and 

Serotonin/Norepinephrine Reuptake Inhibitors (i.e. duloxetine) have 

been commonly prescribed for chronic low back pain 

e. Skeletal Muscle Relaxants, such as cyclobenzaprine or tizanidine 

may be helpful for acute exacerbations of chronic low back pain. 

2. Self-management:  

a. Hot or cold packs 

b. Resuming normal activities as soon as possible may ease pain; bed rest 

is not recommended 

c. Exercises that strengthen core or abdominal muscles may help to speed 

recovery from chronic low back pain. Always check first with a 

physician before starting an exercise program and to get a list of 

helpful exercises. 

 Step 2 Complementary And Alternative Techniques Include: 

1. Acupuncture  

2. Behavioral Approaches Include: 

a. Biofeedback attaches electrodes to the skin and uses an 

electromyography machine that allows people to become aware of and 

control their breathing, muscle tension, heart rate, and skin 

temperature; people regulate their response to pain by using relaxation 

techniques. 
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b. Cognitive therapy uses relaxation and coping techniques to ease back 

pain. 

3. Transcutaneous Electrical Nerve Stimulation (TENS)  

4. Physical Therapy  

5. Spinal Manipulation and Spinal Mobilization  

6.  Spinal Injections Include: 

a. Trigger Point Injections 
b. Epidurol Steroid Injections. 

c. Radiofrequency Ablation 

7. Traction 

1. Step 3 More Advanced Care Options Including:Surgeries Including: 

a. Vertebroplasty 

b. Kyphoplasty 

c. Spinal Laminectomy 

d. Discectomy 

e. Microdiscectomy 

f. Foraminotomy 

g. Nuceloplasty 

h. Radiofrequency Denervation 

i. Spinda Fusion 

j. Artificial Disc Replacement 

k. Interspinous Spacers 

2. Implanted Nerve Stimulators Including: 
a. Spinal Cord Stimulation 

b. Dorsal Root Ganglion Stimulation 

c. Peripheral Nerve Stimulation 

3. Rehabilitation Programs 

Recommendations For Keeping One’s Back Healthy Includes: 

 Exercising regularly 

 Maintaining a healthy weight and eating a nutritious diet 

 Use ergonomically designed furniture and equipment at home and work 

 Switch sitting positions often by: 

o Periodically walking around the office 

o Gently stretch muscles to relieve tension 

o Use a pillow or rolled-up towel behind the small of the back to provide lumbar 

support 

o Put feet on a low stool or a stack of books when sitting for a long time 

 Wear comfortable, low-heeled shoes 

 Sleep on a firm surface 

 Proper body mechanics for lifting heavy objects include:  

o Lifting from the knees, pull the stomach muscles in, and keep the head down 

and in line with a straight back. 

o Keep objects close to the body and don’t twist when lifting 
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 Quit smoking 

Referrals: 

 At Medical Associates Clinic, back pain referrals may be made to the 

Musculoskeletal Center. Patients will be expected to see a physiatrist before a 

surgical referral is made. Exceptions would be patients with a Cauda Equina 

Syndrome, Unstable Spinal Fracture or Malignancy.  Patients with radiculopathies 

may respond to other conservative measures before a surgical referral is needed. If 

there is a concern of radiculopathy, a referral to the neurologist would be appropriate.   

 

 ***Imaging is not necessary for a referral.*** 

 

Indications For Imaging: 
 For most mechanical and non-mechanical diagnostic needs of the non-specialist, the MRI 

is the test of choice. CT scans are used only if an MRI is contraindicated (pacemaker, 

metal implants, etc.) or due to such severe claustrophobia, that the open MRI is not 

tolerated even with the help of medication to control pain or anxiety.  

 A MRI is indicated if there has been adequate cause for an x-ray which is abnormal and 

needs further definition (i.e. suspicion of metastasis). 

 MRI’s are not needed initially in the treatment of radiculopathy, when suspecting a disc 

herniation. This is a clinical diagnosis, especially if expected healing and recovery occur 

with treatment. An MRI is needed only if patients do not improve with the plan presented 

above, and need more invasive treatment (i.e. epidural steroids or surgery).  

 MRI’s are ordered for compression fracture ONLY if there are radicular findings, or 

Kyphoplasty is being considered. Conservative management for uncomplicated 

compression fractures is usually carried out for several weeks before surgery is 

considered.  

 Pain and tingling into a lower limb without abnormal neurologic signs can have many 

causes that are clinically diagnosed, but not diagnosed on MRI such as sacroiliac pain. 

An exam by a specialist before an MRI in these cases may help to further prevent MRI 

overuse.  

 

***If there are any questions in regard to the content of this guideline, or an individual case 

please contact the spine physicians in the Musculoskeletal Center:  Dr. Michael Chapman 

 Dr. William Scott, Dr. Jennifer Marks, or Shannon Davison-Wiese APP. 
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Low Back 

(Non-Traumatic) 

 

 

 
Back pain only with no 

constitutional signs/symptoms. 

Assess for constitutional disease as 

needed. Neurological exam. 

Normal neurological exam. Do 

steps A, B, C, see patient 

frequently (weekly or less 

often) to recheck neurological 

exam and reassure. 

Abnormal neurological 

exam. 

Patient presents/calls with Acute 

low back pain with or without 

radiating pain. 

With radiating pain –

paresthesias. Assess for 

constitutional disease as 

needed. 

 

X-rays if >50 years of 

age or <20 years of age 

if pain persists after 

steps A & B 

 
In the elderly, LBP and/or non vascular 

claudication. Normal or abnormal 

neurological exam. Likely spinal stenosis. 

X-ray, PT trial (Patients with spinal 

stenosis often have a normal neurological 

exam and minimal to no back pain. 

Suspicion for this diagnosis is based on 

clinical history of claudication). 

If no relief, order MRI. 

Refer to Specialist if pain 

medicine or trial of oral  

steroids do not help. 

A. Home Treatment 

Brief bed rest (1-4 day Max.) if 

necessary. Rest with up 

walking/moving as soon as 

possible. Analgesics/muscle 

relaxants/simple stretching exercise 

program. Heat/Cold 

B. PT/other health professional.  

Minimize modalities, e.g., 

ultrasound. Primarily for graduated 

exercise program/back care 

education for 1-2 weeks. Could try 

oral steroids. 

C. See specialist 

Mildly abnormal neurological exam 

with motor intact and no BBS 

change. 

If no relief after 1-2 weeks. 

If no relief after 1-2 weeks. 

A. & B.  

Maintain most comfortable position. 

Avoid sitting. Physical Therapy 

neurological recheck weekly. 

Adequate pain medicine. 

If there is no resolution after 4 weeks 

from the initial onset of low back 

pain, refer for MRI or to a Specialist. 

Severe focal 

weakness/pain, loss of 

bowel, bladder, or sex 

function (BBS). 

MRI imaging is indicated. 

Disc herniations causing 

radiculopathy should be 

treated by a non-surgical 

specialist initially, unless 

bowel, bladder, or sex 

function is lost. 

Resolves 

without 

testing 

done. 


