15. LOW BACK PAIN (ACUTE)!
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The principal reference for this reviewis the Cinical Practice

Gui del i ne (Nurmber 14) of the Agency for Health Care Policy and Research
(AHCPR), titled Acute Low Back Problenms in Adults (Bigos et al., 1994).
The 23-nmenber nultidisciplinary panel based their findings and
recomendati ons on a systenatic review and analysis of the literature,
their own expertise, public testinony, peer review, and sone pretesting
in outpatient settings. Were this reference cited studies to support

i ndi vidual indicators, the original references have been included. In
addition, a targeted MEDLI NE search of the nedical literature from 1985
t hrough 1996 was performed to suppl enment these references for particul ar

i ndi cat ors.

| MPORTANCE

Al t hough there are a nunber of nethodol ogical challenges in
estimating the preval ence of |ow back pain (Loeser and Volinn, 1991),
studi es concur that it is the second | eadi ng cause of work absenteei sm
inthe United States (Deyo and Bass, 1989). The lifetine preval ence of
| ow back pain has been estinated to be 60 to 80 percent, and the one
year prevalence is 15 to 20 percent (Andersson, 1991). Anong the
wor ki ng age popul ati on, approxi mately half report synptons of back pain
during a one-year period (Vallfors, 1985; Sternbach, 1986).
Approximately five to ten percent of |ow back patients experience
chronic problenms (Lahad et al., 1994), but these individuals account for
nearly 60 percent of health care expenditures for | ow back pain

There is evidence that many patients with | ow back pain who cannot
performtheir usual activities nay be receiving care that is either

i nappropriate or suboptinal (Bigos et al., 1994). The evidence incl udes

Y This chapter is a revision of one witten for an earlier project
on quality of care for wonen and children (Ql). The expert panel for
the current project was asked to review all of the indicators, but only
rated new or revised indicators.
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substantial variations in the rates of hospitalization and surgery for

| ow back problens (Deyo, 1991; Kellett et al., 1991; Volinn et al.

1992) and variations in the use of diagnostic tests (Deyo, 1991). For
exanpl e, in a study conducted in Washington state, the rate of surgery
for | ow back pain varied 15-fold anmong the 39 counties in the state
(Volinn et al., 1992). The nost likely explanation for this variation
is differences in physicians’ practice styles. A study of the effect of
physician practice style on | ow back patient outcones found that a | ow
intensity intervention style characterized by self-care, fewer
prescription nedications, and | ess bed rest produced |ong-term pain
relief and functional outcomes that were sinmlar to nore intensive
styles, while also being | ess costly and associated with higher |evels
of patient satisfaction (Von Korff et al., 1994). There are also

pati ents who appear to have nore disability after treatnent than before,
particularly those who have undergone surgery, those treated with

ext ended bed rest, and those treated with |Ionger-term use of high-dose
opi oids (Bigos et al., 1994).

The | ack of consensus on appropriate treatnent for | ow back pain
suggests that there is probably considerable variation in practice
patterns across the country. The recent pronulgation of a clinica
practice guideline by the AHCPR of fers an opportunity for devel opi ng
tools to nonitor the use of both reconmended and nonrecomrended
practices. This may provide a substantial incentive for decreasing the
variation in care and reducing poor quality care.

In 1990, the direct nmedical costs of |ow back pain treatnent were
$24 billion (Lahad, 1994). The costs of work days lost plus disability
paynments have been estinated to be nore than three tines the nationa
expendi tures on nedical treatnent, suggesting that the total annua
costs of back pain may exceed $100 billion

The costs of different approaches to treating back pain vary
consi derably. One study exanining the costs and outcones of three
di fferent managenent styles for back pain found differences in the
average one-year costs of treatment ranging from $428 for patients seen
by “lowintensity” physicians to $768 for patients seen by “high-

i ntensity” physicians (Von Korff et al., 1994). The difference between
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the I ow and high-intensity nmanagenent costs was reduced from $340 to
$277 when case m x variables were taken into account. Because the | ower
intensity practice style produced simlar outcones, that style would

certainly be judged to be nore cost effective.

SCREENI NG AND PRI MARY PREVENTI ON

There is no strong evidence to suggest that primary preventive
strategies for | ow back pain are effective. The literature eval uating
the effectiveness of four prevention strategies was recently revi ewed
(Lahad et al., 1994). The strategies included back and aerobic
exerci ses, education, nechanical supports, and risk factor nodification
The authors did not exami ne worksite-specific preventive neasures,
al t hough all of the prevention studies included in the review were
conducted in work settings.

Exercise may offer sonme protection agai nst the devel opnent of back
pain. Four random zed trials of exercise interventions have been
conducted (Gundewal |l et al., 1993; Donchin et al., 1990; Kellet et al.
1991; Linton et al., 1989). Al four studies were conducted in specific
worksites with relatively small study popul ations ranging from66 to 142
subj ects. None of the studies followed subjects for |onger than 18
nonths. The trials were consistent in their findings that fewer | ost
wor k days occurred in the preventive intervention groups as conpared
with the control groups. Anpng epideniol ogi cal studies, seven found an
associ ati on between fitness or flexibility and decreased | ow back pain,
but four of these studies showed no protective effect of exercise (Lahad
et al., 1994). The authors of the review conclude that, taken together,
t he studi es suggest that exercise is mldly protective (Lahad et al.
1994) .

Ceneral education does not contribute to preventing | ow back pain.
Fi ve randomi zed trials of educational interventions have been conducted
(Daltroy et al., 1993; Walsh and Schwartz, 1990; Donchin et al., 1990;
McCaul ey, 1990; Linton et al., 1989). As with the exercise studies,
these trials also enrolled small nunbers of subjects and were conducted
in specific work sites. Only one of the random zed trials of

educational intervention found a decrease in subsequent |ow back pain
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(Linton et al., 1989); however, this trial also included exercise, which
nmakes it difficult to deternine the independent role of education

Anmong the other four trials, three had internediate positive outcones
and all four had |ong-term negative outcones. The authors concl ude that
there is nminimal support in the literature for the use of educationa
strategi es (Lahad et al., 1994).

The use of orthotic devices has not been shown to prevent |ow back
pain. Two trials exani ning the use of |unbar corsets for the prevention
of | ow back pai n have been conducted (Reddell et al., 1992; Wil sh and
Schwartz, 1990). One trial had a very |l ow conpliance rate for the
i ntervention groups: 58 percent of those assigned to wear a back belt
stopped wearing it before the end of the study. Based on an intention-
to-treat analysis, the intervention group had a trend toward increased
frequency of back pain (Reddell et al., 1992). The other trial found
t hat subj ects assigned to an educational intervention plus |unbar
corsets had a greater increase in know edge and decrease in work days
| ost conpared with controls (2.5-day decrease vs. 0.4-day increase).

The authors of the review article conclude that, given the contradictory
findings in these two trials, there is insufficient evidence to all ow
for a recommendation to be nade regarding the use of orthotic devices
for | ow back pain prevention (Lahad et al., 1994).

Several risk factors have been associated with increased risk of
devel opi ng | ow back pain, including snoking, obesity, and psychol ogica
functioning. Studies have shown an associ ati on between snoki ng and back
pain, indicating that risk is increased by 1.5 to 2.5 tinmes conpared
wi th nonsnokers (Deyo and Bass, 1989). Sinilarly, an association
bet ween obesity and back pain has been observed, but no interventions
have been conducted to determ ne the effect of weight reduction on back
pain (Deyo and Bass, 1989). The psychol ogi cal factors include
depression, anxiety, and job stress, but no intervention studies of
reduci ng psychological risk factors to prevent back pain have been
conducted. The authors of the review article conclude that, while there
are other health-related reasons to suggest the inportance of

interventions to nodify these three risk factors, there is no evidence
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that denonstrates that a reduction in back pain will be the result
(Lahad et al., 1994).

As reviewed in this section, there is no strong evidence supporting
preventive strategies for acute | ow back pain. Therefore, screening

patients for acute | ow back pain is not reconmended.

DI AGNCSI S

The AHCPR s clinical practice guideline on the assessnent and
treatment of acute |ow back problens in adults (Bigos et al., 1994)

i ndicates that the nedical history is inportant in assessing whether the
patient is suffering froma serious underlying condition such as cancer
or spinal infection. The guideline recommends that the history include
guesti ons about age, history of cancer, unexplai ned wei ght | oss,

i Mmmunosuppressi on, duration of synptons, responsiveness to previous
therapy, pain that is worse at rest, history of intravenous drug use,
and urinary tract or other infection. Synptons of |eg pain or problens
wal ki ng due to | eg pain nay suggest neurol ogi cal problens such as

herni ated di sc or spinal stenosis. The elenents of the suggested

nedi cal history along with estinates of the sensitivity and specificity
of those el enents are provided in the guideline docunment (Indicator 1).
An algorithmis provided for the use of responses to the initial
assessment. The guideline panel noted that factors such as work status,
educational |evel, workers conmpensation i ssues, and depression may

af fect patients' responses to questions on the history of their
synptons, and nay al so i nfluence treatnent outcones (e.g., tine for
return to work)

El ements of the physical exam nation such as inspection, palpation
observation, and specialized neuronuscul ar evaluation are also revi ened
in the AHCPR guideline, and estinmates of the sensitivity and specificity
of each element in making differential diagnoses are provided (Indicator
2). The guideline concludes that for 95 percent of patients with acute
| ow back problens, no special interventions or diaghostic tests are

required within the first nonth of synptons.
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TREATMENT

There are a wide variety of treatnments for |ow back pain that are
currently in use. The clinical care nmethods reviewed by the panel were
pati ent education about synptoms, structured patient education (“back
school "), nedications to control synptons, physical treatnents to
control synptons, activity nodifications, bed rest, exercise, special
di agnostic tests, and surgery. A sunmary of the panel’s findings and

recomendati ons regardi ng each of these treatnent approaches follows.

Synpt om Educati on

The panel reconmends educating patients about expectations for
recovery and recurrence, safe and effective nethods of synptom control
reasonabl e activity nodifications, nethods for limting recurrence of
synptons, the appropriate circunstances for special investigations, and
the effectiveness and risks of diagnostic and treatnent neasures if
synptons persist. The panel indicated that such educationa
i nterventions may reduce utilization of medical care, decrease patient

apprehensi on, and increase the speed of recovery.

Medi cati ons

The panel concluded that both acetan nophen and nonsteroidal anti-
i nflanmat ory drugs (NSAI Ds) were adequate for achieving pain relief;
however, acetamnm nophen nay have fewer side effects than NSAIDs. Miscle
rel axants were found to be no better than NSAIDs in relieving | ow back
synptons, while also having nore substantial side effects -- especially
drowsi ness. pioids were found to be no nore effective than NSAI Ds or
acet am nophen in providing pain relief, with side effects including
decreased reaction tinme, clouded judgnment, drowsiness, and risk of
physi cal dependence. A nunber of other nedications (e.g., ora
steroids, colchicine, antidepressants) were not recommended for the

treatment of |ow back pain (Indicator 3).

Physi cal Treatnents
Spi nal nani pul ation for patients w thout radi culopathy is effective
in reducing pain and may speed recovery within the first nonth. The

evi dence after one nonth is inconclusive. Transcutaneous el ectrica
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nerve stimulation, |lunbar corsets and support belts, shoe lifts and
supports, spinal traction, biofeedback, trigger point injections,

I i gamrent ous and scl erosant injections, facet joint injections, epidura
i njections, and acupuncture were not recomended for the treatnent of
acute back pain (Indicator 4). For patients with radi cul opathy,
epidural steroid injections were considered an option after failure of

conservative treatnment and as a means of avoiding surgery.

Activity Modifications

The panel reconmended that patients with acute | ow back problens
tenmporarily limt heavy lifting, prolonged sitting, and bendi ng or
twisting the spine. The activity linmtations should take into account
the age and clinical status of the patient as well as the demands of the
patient's job. These nodifications should be considered time-limted,
whi ch can be enphasi zed by setting goals for a tinmely return to nornmal

activity.

Bed Rest
Prol onged bed rest (i.e., nore than 4 days) was not recomended

because it mmy increase rather than decrease debilitation (Indicator 5).
The panel reconmended a gradual return to normal activities and bed rest
of short duration only for patients with severe initial synptons of
primary leg pain. A recently published randoni zed controlled tria

found that continuing ordinary activities within the limts permtted by
pain led to nore rapid recovery than either bed rest or back-nmobilizing

exerci ses (Mal mvaara et al., 1995).

Exerci se

The panel reconmended that the initial goal of exercise prograns be
to prevent debilitation due to inactivity, and then to increase activity
tolerance with the goal of returning patients to their highest |evel of
functioning. Exercise prograns designed to i nprove general endurance
(aerobic fitness) and muscul ar strength of the back and abdonen were

consi dered particularly beneficial
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Speci al Diagnostic Tests

For patients whose synptons persist |onger than one nonth, in spite
of the above-listed recomended treatnents, additional diagnostic and
treatment procedures may be considered. The tests are of two types:
tests for evidence of physiologic dysfunction, and tests for evidence of
anatom c dysfunction. Tests in the former category include
el ectronyography, sensory evoked potentials, thernography, genera
| aboratory screening tests, and bone scan. The appropriate indications
for and timng of these tests are provided in the guideline docunent.
Tests in the latter category include plain nyel ography, nagnetic
resonance i magi ng, conputed tonmography (CT), CT-nmnyel ography,
di scography, and CT-di scography. These tests nust be conbined with
i nfornmati on fromthe nedical history, physical exam nation, and/or
physi ol ogi c tests because the results can be difficult to interpret and

many synptonatic patients nay not show defects.

Sur gery

Lunbar discectony nay provide faster pain relief in patients with
severe and disabling | eg synptonms who have failed to i nprove after one
to two nonths of adequate nonsurgical treatnent. However, there is
little difference in long-term (4-10 years) outcones of discectony as
conpared with conservative care, and the procedure is quite expensive.
Anmong net hods of di scectomy, direct nethods of nerve root deconpression
were reconmended over indirect nmethods. The role of patient preferences
was enphasi zed, but only if adequate infornation about efficacy, risks,
and expectations is presented.

Surgery for spinal stenosis was not recommended within the first
three nonths of synptons. Decisions about this surgery should take into
account the patient's lifestyle, preferences, other nedical problens,
and the risks associated with surgery.

Spi nal fusion was not reconmrended during the first three nonths of
synptons in the absence of fracture, dislocation, or conplications of
tunmor or infection. Spinal fusion was reconmended for consideration
after deconpression in patients with conbi ned degenerative

spondyl ol i sthesi s, stenosis, and radicul opathy. Patients under age 30
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wi th significant spondylolisthesis and severe |leg pain nay al so be
consi dered candi dates for spinal fusion.

FOLLOW UP

There are no clear indications for routine foll owup of acute | ow
back pai n.
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RECOMVENDED QUALI TY | NDI CATORS FOR LOW BACK PAI'N ( ACUTE)

These indicators apply to men and women age 18 and older. These indicators were not rated by this panel but were endorsed by a prior panel.

Indicator

Quality of
Evidence

Literature

Benefits

Comments

Diagnosis

1. Patients presenting with acute low back
pain should receive a focused medical
history and physical examination. The
history should include questions about
“red flags” in at least one of the following
areas:

e Spine fracture: trauma, prolonged
use of steroids;

« Cancer : history of cancer,
unexplained weight loss,
immunosuppression;

« Infection: fever, IV drug use;

* “Red flags” for cauda equina
syndrome (CES) or rapidly
progressing neurologic deficit are:
acute onset of urinary retention or
overflow incontinence, loss of anal
sphincter tone or fecal incontinence,
saddle anesthesia, and global
progressive motor weakness in the
lower limbs.

Bigos et al., 1994;
Deyo et al., 1992;
Waddell et al.,
1982

Deyo et al., 1992;
Waddell et al.,
1982

Deyo et al., 1992;
Waddell et al.,
1982; Deyo and
Diehl, 1988

Deyo et al., 1992;
Waddell et al.,
1982

Deyo et al., 1992;
Waddell et al.,
1982

Prevent disability
and potential

premature mortality.

Prevent debilitation.

Reduce pain.

Prevent debilitation.

Reduce pain.

Prevent debilitation.

Reduce pain.

Prevent permanent
neurologic deficit.
Reduce pain.

A thorough exam and history will increase the
likelihood of identifying serious systemic disease
that requires further testing and specialized
treatment.

Plain film, CT, or MRI of the spine is
recommended if spine fracture is suspected.
Approximately 4% of patients in primary care will
prove to have a spine fracture.

CT or MRI is recommended if cancer is
suspected. Approximately 0.7% of patients
presenting for acute low back pain have primary
or metastatic bone cancer, which may be
appropriately treated with radiation therapy.
Urinalysis recommended if infection is
suspected. Approximately 0.01% of patients in
primary care will prove to have an infection (e.qg.,
urinary tract infection, skin infection), which may
lead to epidermal abscess.

CT or MRI recommended if CES or neurologic
deficit is suspected. Approximate prevalence of
CES among patients with low back pain is
0.0004. A diagnosis of CES requires immediate
surgery (or radiation therapy).
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Quality of

Indicator Evidence Literature Benefits Comments
2. For patients presenting with acute low 1l Deyo et al., 1992; | Prevent debilitation. | Neurologic screening includes ankle and knee
back pain, the physical examination Waddell et al., reflexes, ankle and great toe dorsiflexion
should include neurologic screening and 1982. strength, and distribution of sensory complaints.

straight leg raising.

These examination procedures are undertaken to
identify lumbar disk herniations and facilitate
appropriate course of treatment (e.g., NSAIDs,
brief bed rest, surgery). Surgery is indicated in
approximately 2-10% of patients. Multiple
findings increase the likelihood that a herniated
disk will be found at surgery.

Treatment

3. Patients should NOT be taking any of the
following medications for treatment of
acute low back pain:

a. Phenylbutazone;
b. Dexamethasone;

c. Other oral steroids;

d. Colchicine;

e. Antidepressants.

Bigos et al., 1994.

Haimovic and
Beresford, 1986.
Bigos et al., 1994.

Meek et al., 1985;
Schnebel and
Simmons, 1988;
Simmons et al.,
1990.

Alcoff et al., 1982;
Goodkin et al.,
1990; Jenkins et
al., 1976.

Avoid aplastic
anemia and
agranulocytosis.
Prevent side effects
and complications.*
Prevent side effects
and complications.?
Prevent side effects
such as gastro-
intestinal irritation,
chemical cellulitis
from intravenous
infiltration, skin
problems, and bone
marrow suppres-
sion.

Prevent side effects
such as urinary
retention, ortho-
static hypotension,
constipation, and
mania.

Increased risk for bone marrow suppression.

Effectiveness for pain relief has not been
demonstrated.

Effectiveness for pain relief has not been
demonstrated.

Evidence on pain relief for persons with gout is
conflicting.

No studies have been done in patients with acute
low back pain, and no significant differences
have been found in studies of chronic low back
pain.
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Indicator

Quality of
Evidence

Literature

Benefits

Comments

4.

Patients should NOT be prescribed the
following physical treatments for acute
low back pain:
a. Transcutaneous electrical nerve
stimulation (TENS);

b. Lumbar corsets and support belts;

c. Spinal traction.

Melzack et al.,
1983; Deyo et al.,
1990; Gemignani
et al., 1991; Graff-
Radford et al.,
1989; Hackett et
al., 1988;
Lehmann et al.,
1983; Lehmann et
al., 1986;
Thorsteinsson et
al., 1977;
Thorsteinsson et
al., 1978
Coxhead et al.,
1981; Reddell et
al., 1992; Walsh
and Schwartz,
1990; Million et al.,
1981

Coxhead et al.,
1981; Mathews et
al., 1987; Mathews
et al., 1988;
Larsson et al.,
1980; Mathews
and Hickling,
1975; Pal et al.,
1986; Weber et
al., 1984

Decrease time to
recovery (benefits
are inconclusive but
the risks are low).

Decrease time to
recovery.

Prevent debilitation.

Evidence on effectiveness is inconclusive. Use of
an ineffective treatment may delay recovery if
more effective treatments are foregone.

No evidence of efficacy in patients with acute low
back pain. Use of an ineffective treatment may
delay recovery if more effective treatments are
foregone.

Prolonged traction may lead to debilitation.

5.

Prolonged bed rest (> 4 days) should
NOT be recommended for patients with
acute low back pain.

Evans et al., 1987;
Postacchini et al.,
1988; Deyo et al.,
1986; Gilbert et
al., 1985

Prevent debilitation.

Evidence suggests that prolonged bed rest may
lead to debilitation.
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Definitions and Examples

1 Side effects from long-term use include fluid and electrolyte disturbance, hyperglycemia, pituitary-adrenal function, demineralization of bone, and
immunosuppression. High-dose complications include avascular necrosis of bone, myopathy, subcapsular cataract formation, and central nervous
system disturbance.

Quality of Evidence Codes

| RCT

-1 Nonrandomized controlled trials
11-2 Cohort or case analysis

11-3 Multiple time series

1 Opinions or descriptive studies
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