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Welcome to the Audit of Acute Low Back Pain

for General Practice

This is an audit of the first contact events for patients in primary care
with low back pain of duration up to six weeks.

This toolkit was developed with the help of audit support staff, general
practitioners, chiropractors, osteopaths and physiotherapists trained in
manipulation. It is desighed to accompany the first revision of the
RCGP Acute Back Pain Guidelines as issued in February, 1999. The
Guideline’s next review date is December, 2001. However, it is
anticipated that most of this audit will remain relevant beyond this date.

The Guideline, and this Audit, relate primarily to the first 6 weeks of an
episode of back pain, regardless of when the patient presents.
Therefore, the first presentation may not be close to the onset and the
recommendations can become time-sensitive.

Patients who have recurrences of previous back pain may be included,
providing the present episode is of less than 6 weeks’ duration.

The audit is retrospective, over a period at your discretion. During
testing, it was found that most practitioners would see 5 eligible
patients within 6 weeks.

As some of the audit information may not normally be contained in
patient records, a separate green record card (contained in this pack)
was used. This was strongly supported by the general practitioners
who tested the audit.

To carry out one auditround, please take the following steps:

1.

Familiarise yourself with the audit pack. Read the Guideline leaflet and
keep it close at hand. Use the Information Section for reference. This
explains each of the 6 audit criteria, its clinical context in everyday
practice and its supporting evidence.

Record case information for the first ........ patients you see between
............... (date) and ..............(date). Alternatively, you may find the
green record cards supplied useful for doing this.

The patients should meet the following criteria for inclusion:

3.

First visit to you for an episode of low back pain.
Duration of episode 6 weeks or less

The data are now ready for processing.
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Acute Back Pain Patient Record - First Vigit
IDENTIFIER.....ccovoeiiii .

ACUTE LOW BACK PAIN AUDIT: RCGP GUIDELINES

Date:

DURATION OF THIS EPISODE OF BACK PAIN (weeks)

1. DIAGNOSTIC CATEGORY (TRIAGE):

Simple Backache [ ] Root Pain ||
Possible Serious Pathology [ ]

2. RISK OF CHRONICITY? (Howlikelyisit that this patient will become
chronic as a result of psychosocial factors?)

Likely |] Unlikely [ Cannot Tell |

(Examples of potential risk factors (also see The Audit Criteria)
= abelief that back pain is harmful or potentially severely disabling
» unjustified avoidance of activities
= tendency to low mood and withdrawal from social interactions
= expectation of passive treatment(s) rather than a belief that active
participation will help)

3. TREATMENT USED AT THIS VISIT:

Record any PREVIOUS medication in use here.

Drug(s) Dosage Frequency

Record any drugs prescribed TODAY here.

Drug(s) Dosage Frequency

Any OTHER treatment given today

Please turn over



Acute Back Pain Audit - SIDE 2

4. BED REST ADVISED? Yes [ No [ |

If yes, how long? (days)

5. PATIENT ADVISED:

- to stay active? Yes [ ] No [ ]
- to gradually increase activities? ~ Yes [ | No [ ]
- to stay at work? Yes| | No [ ]
- sick certificate issued? Yes| | No [ ]

6. REFERRAL FOR INVESTIGATION/OPINION/TREATMENT?

- investigation? Yes[ | No [ |

- which investigation?

- opinion? Yes [ ] No [ ]

Reason for Referral:
(eg. Suspected serious spinal pathology)

- treatment of unresolving
simple backache? Yes [] No []

- type of treatment and why:
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ACUTE LOW BACK PAIN AUDIT
DATA COLLECTION FORM

General Practice Audit - First Visit

Health Authority...........c.c.ccceveerrnnn.nn.

Doctor Name. (will be kept in confidence, but is essential for return of information)

FROM THE PATIENT RECORD, PLEASE COMPLETE THE FOLLOWING:

Duration of episode prior to this presentation  Upto Sweeks [ |  5-6 weeks [ |

Audit Criterion 1: Assessment at first consultation (Diagnostic Triage) Page references are
to Information Section
Which of the following categories does your diagnosis/clinical impression fit into? (See p1)

Simple Backache[ | Nerve RootPain[ | Possible Serious Pathology[ |  Not Done []

Audit Criterion 2: Psychosocial Factors (See p6)
Examples of potential risk factors for chronicity: (Belief that back pain is harmful or potentially severely disabling. Unjustified
avoidance of activities. Tendency to low mood and withdrawal from social interactions. Expectation of passive treatment(s)
rather than a belief that active participation will help.)

Were psychosocial factors considered? Yes [ | No[ | Notapplicable [ | (e.g.;patient needs immediate referral)

If yes, were any psychosocial factors present likely to lead to chronicity? {See p6-8)

Yes [:l No D Don't know D

L o1 LT £ ¢ L= o] | O
Audit Criterion 3: Medication and other treatment (See p12)

Was previous medication tried by patient or prescribed by another doctor?

Yes[ | No[ | Don't know [ ]

Indicate any medication prescribed at this visit:

Paracetamol D NSAIDs(eg ibuprofen, diclofenac) D
Paracetamol with weak opioid (eg codydramol, coproxamot) |__—|
Muscle relaxant (eg diazepam) | |

Narcotic (eg dihidrocodeine, buprenorphine) |:|

Medication as recommended by the guideline was contraindicated l:]

All medication prescribed for use at regular intervals: not p.r.n.

Yes [ |No [ | Notapplicable [ |
Other treatments D (PEASE SPECITY)...iiicieiiii et trrcrr s s e s ersa s e e s e s s s n s s s ereamese e e e s mne s s e
Survey : 41 Page : 1

National Sentinel Audit: Acute Back Pain



Audit Criterion 4: Avoidance of Bed Rest (See p16)
Was bed rest prescribed by you? Yes [ ] No [ |
if yes, how many days? 1 23456 7 8 910 Ormore
{ | | | (puta crossinthe appropriate box)
ime in days
Audit Criterion 5: Advice on Staying Active and at Work (See p19)

Was the patient advised to stay as active as possible
and continue normal daily activities? Yes [ | No[ | Notapplicable [ |

Was the patient advised to increase gradually
their physical activities over a few days or weeks?  Yes [ | No[ ] Notapplicable [ |

Was the patient advised to stay at work? Yes [ ] No[ | Notapplicable [ |
Was sickness certification issued by you? Yes [ ] No[ | Notapplicable [ |
Audit Criterion 6: Referral for Further Investigations or Treatment (See p22)

Were further investigations performed or referred for? Yes [ | No [ |

If yes, X-rays? (] (See p22)

Other investigation? [ |

If YES, Ple@se SPCIfy.......coiriiririeiicecre i irccicrer et erese s s aens e e re e e s s s s anes srseannatasenan

Was the patient referred for specialist opinion? Yes [ | No []

If yes, why? Suspected serious pathology
Unresolving root pain?
Progressive neurological deficit
Other (please Specify) | | rcircicsirrrnes s s csssssnsasessennas

Was the patient referred for treatment of

unresolving simple backache? Yes [ | No [] (See p25)
If yes, why?
Manipulation for persisting pain and/or disability
Rehabilitation/reactivation for threatened chronicity
Other treatment? (please specify)

Survey : 41 Page : 2

National Sentinel Audit: Acute Back Pain
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Recommendations for Processing the General
Practice Audit Dats

Data may now be transferred from the patient record (or green card) to an Audit Form
(example enclosed) by:

The general practitioner (recommended)
Designated practice staff (if appropriate)

Data can now be entered into a file for analysis and presentation.

Basic Analysis:

A Basic Analysis Tool for PC is available from Mrs. Gillian Sutherland.
e-mail: imrci.gsutherland@aecc.ac.uk

The file gives percentage findings for all variables.
Individual and group audit reports can also be generated from this file.

PLEASE SPECIFY WHICH EXCEL VERSION YOU REQUIRE (5.1 or 2000)

These files form a basis upon which the audit analyst can build. Alternatively, a
more advanced version could be generated by the user.

A tutorial based on the general practice audit can also be
obtained from the above e-mail address.

Advanced Analysis:

In producing the test versions of the toolkit, analysis of a more complex nature, linked
to graphical presentation, was developed using Excel. This is not present in this
version. If itis decided to develop a more advanced version, it may be helpful to
consider providing for the following.

Findings derived from combining answers from more than one question.
An automated process for generating individual results.
Coping with varying numbers of returns from practitioners.

Macros were used for the advanced analysis and a ‘logic’ procedure was constructed
through which all data had to be fed before results could be produced.
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General Practice Information Section: Acute Back Pain Audit

Assessment at the First Consultation (DiagnosticTriage)

1.5 CAUDA EQUINA SYNDROME (see also p25)

Cauda Equina is recognisable by:

¢ sphincter disturbance (i.e. difficulty with micturition, loss
of anal sphincter tone or faecal incontinence)

¢ gait disturbance or widespread motor weakness (involving
more than one nerve root), or progressive motor weakness
in the legs

¢ saddle anaesthesia about the anus, perineum or genitals

A cauda equina lesion requires emergency referral.

1.6 SUPPORTING EVIDENCE

Diagnostic triage is fundamental. It is uniquely common to the main
professions and is a basis for constructive interchange between
them. Both the Agency for Health Care Policy and Research
(AHCPR) and the Clinical Standards Advisory Group (CSAG)
considered it essential to both clinical management and the
organisation of services for back pain. Although there is general
agreement on the importance and basic principles of differential
diagnosis, there is little empirical evidence on triage in primary care.

The following statements are originally from AHCPR,
subsequently modified by CSAG.

¢ Diagnostic triage forms the basis for decisions about referral,
investigation and management.

¢ Diagnostic triage of acute low back problems should be based
on the clinical history and examination. The categories are:

e simple backache (non-specific low back pain)

* nerve root pain

* possible serious spinal pathology (tumour, infection,
inflammatory disorders, cauda equina syndrome etc.)



General Practice | nformation Section: Acute Back Pain Audit

Assessment at the First Consultation (DiagnosticTriage)

Carry out
The guideline recommends that you: diagri/ostic -

triage

SELECTED REFERENCES:

» Deyo RA, Rainville J, Kent DL (1992) What can the history and physical
examination tell us about low back pain? JAMA 268: 760-765 (cohort study).

» Van den Hoogen HMM, Koes BW, van Eijk JTHM, Bouter LM (1995) On the
accuracy of history, physical examination and erythrocyte sedimentation rate
in diagnosing low-back pain in general practice. A criteria-based review of the
literature. Spine 20: 318-327 (systematic review).

» Waddell G (1982) An approach to backache. Brit J Hosp Med 28: 187-219
(cohort study).




SELECTED REFERENCES:

>

Burton AK, Tillotson KM, Main CJ, Hollis S (1995) Psychosocial predictors of
outcome in acute and subchronic low back trouble. Spine 20: 722-728 (cohort
study).

Main CJ, Waddell G (1998) Psychological distress. In: Waddell G The Back
Pain Revolution . Churchill Livingstone. 173-186.

Deyo RA, Diehl AK (1988) Psychosocial predictors of disability in patients with
low back pain. J Rheumatol 15: 1557-1564 (review).

Gatchel RJ, Polatin, PB, Mayer TG (1995) The domain role of psychosocial
risk factors in the development of chronic low back disability. Spine 20: 2702-
2709 (cohort study).

Keefe FJ, Block AR (1982) Development of an observation method for
assessing pain behaviour in chronic low back pain patients. Behavioral
Therapy 13: 363-375.

Klenerman L, Slade PD, Stanley IM, Pennie B, Reilly JP, Atchison LE, Troup
JDG, Rose MJ (1995) The prediction of chronicity in patients with an acute
attack of low back pain in a general practice setting. Spine 20: 478-484
(cohort study).

Waddell G (1992) Biopsychosocial analysis of low back pain. Clinical
Rheumatology 6: 523-557 (review).

Waddell G, Turk DC (1992) Clinical assessment of low back pain. In: DC
Turk and R Melzack (Eds) Handbook of Pain Assessment. New York:
Guildford Press, Chapter 2:15-36 (review).

Waddell G, Main CJ (1998) lliness behaviour. In: Waddell G The Back Pain
Revolution. Churchill Livingstone 155-172.

Kendall NAS, Linton SJ, Main CJ (1997) Guide to Assessing Psychosocial
Yellow Flags in Acute Low Back Pain: Risk Factors for Long-term Disability
and Work Loss. Accident Rehabilitation and Compensation Insurance
Corporation of New Zealand and the National Health Committee. Wellington,
NZ (ISBN 0-478-10240-0).




Audit Criterion Il

Medication




General Practice Information Section: Acute Back Pain Audit

Medication

These include drowsiness and potential physical dependence, even

after courses as short as one week.

NSAIDs can have serious adverse effects, particularly in high doses
in the elderly. There is strong evidence for this. However,
ibuprofen, followed by diclofenac has the lowest risk of

gastrointestinal complications.

Antidepressant medications have been widely used for the
treatment of chronic back pain, though there is little evidence for
their effectiveness. There is no evidence available on the use of

antidepressants in acute low back pain.

The Guideline does not recommend considering injections in acute
back pain. This is partially because epidural ligamentous
(sclerosant) and facet injections both have rare, but serious,
complications and lack evidence of efficacy for acute back
problems. There is moderate evidence, however, that epidural
steroid injections, with or without local anaesthetic, appear to
produce better short term relief of acute back pain with sciatica,

than the treatments with which they have been compared.

3.2 SUPPORTING EVIDENCE

There is Strong Evidence that:

¢ NSAIDs effectively reduce simple backache. Ibuprofen and
diclofenac have lower risks of Gl complication

¢ muscle relaxants effectively reduce acute back pain




General Practice | nformation Section: Acute Back Pain Audit

Medication

There s Moderate Evidence that:

¢ paracetamol effectively reduces acute low back pain

¢ paracetamol-weak opioid compounds are effective when
NSAIDs or paracetamol alone are inadequate

prescribe analgesics
at regular intervals,
not p.r.n.

avoid narcoticsiif
possible (eg.
dihydrocodeine,
buprenorphine,
morphine,
pethidine,
pentazocine)

start with paracetemol.
I f inadequate, substitute
NSAIDS (eg. ibuprofen
or diclofenac) and then
par acetemol-weak
opioid compound (eg.
codydramol or
coproxamal)

finally, consider
adding a short
course of muscle
relaxant (eg.
diazepam or
baclofen)

SELECTED REFERENCES:

» de Craen AJM, Di Giulio G, Lampe-Schoenmaeckers Ajem, Kessels
AGH,Kleijnen (1996) Analgesic efficacy and safety of paracetamol-codeine
combinations versus paracetamol alone: a systematic review. Br Med J 313:
321-325.

» Henry D, Lim LLY, Rodriguez LAG, Gutthann SP, Carson JL et al (1996)
Variability in risk of gastrointestinal complications with individual non-steroidal
anti-inflammatory drugs: results of a collaborative meta-analysis. Brit Med J
312: 1563-1566 (systematic review).

» Koes BW, Scholten RIJP M, Mens JMA, Bouter LM (1996) Efficacy of NSAIDs
for low back pain: a systematic review of randomised controlled trials of 11
interventions. In: van Tulder MW, Koes BW, Bouter LM (eds) (1996) Low Back
Pain in Primary Care: Effectiveness of Diagnostic and Therapeutic
Interventions Amsterdam: Institute for Research in Extramural Medicine: 171-
190 (systematic review).



General Practice | nformation Section: Acute Back Pain Audit

Medication

>

van Tulder MW, Koes BW, Bouter LM (eds) (1996) Conservative treatment of
acute low back pain: a systematic mega-review of 81 randomised controlled
trials of 11 interventions. In: van Tulder MW, Koes BW, Bouter LM (eds)
(1996) Low Back Pain in Primary Care: Effectiveness of Diagnostic and
Therapeutic Interventions Amsterdam: Institute for Research in Extramural
Medicine.




Audit Criterion IV
Avoidance of Bed Rest




Strong Evidence

Moderate Evidence

SELECTED REFERENCES

Coomes EN (1961) A comparison between epidural anaesthesia and bed rest
in sciatica. Brit Med J 264: 20-24 (RCT).

Deyo RA (1986) Patient satisfaction with medical care for low back pain.
Spine 11: 28-30 (RCT).

Evans C, Gilbert JR, Taylor W, Hildebrand A (1987) A randomized controlled
trial of flexion exercises, education and bedrest for patients with acute low
back pain. Physiotherapy Canada 39: 98-101 (RCT).

Gilbert JR, Taylor DW, Hildebrand A, Evans C (1985) Clinical trial of common
treatments for low back pain in family practice. Brit Med J 291: 791-794
(RCT).

Malmivaara A, Hakkinen U, Aro Heinrichs ML, Koskenneimi L, Lappi S,
Paloheimo R, Servo C, Vaaranen V, Hernberg S (1995) The treatment of
acute low back pain - bed rest, exercises and ordinary activity? N Eng J Med
332: 351-355 (RCT).

Postachinni F, Facchine M, Palieri P (1988) Efficacy of various forms of
conservative treatment in low back pain: a comparative study. Neuro-
orthopaedics 6: 28-35 (RCT).

Rupert SL, Wagnon R, Thompson P, Exxeldin T (1985) Chiropractic
adjustments: results of a controlled trial in Egypt. ICA Internat Rev
Chiropractic: 58-60 (RCT).

Szpalski M, Hayez JP (1992) How many days of bedrest for acute low back
pain? Objective assessment of trunk function. Eur Spine J 1: 29-31 (RCT).




» Vroomen CAJ, de Krom MCTFM, Wilmink JT, Kester ADM, Knottnerus JA.
(1999) Lack of effectiveness of bed rest for sciatica. N Eng J Med 340:418-
423 (RCT)

» Wiesel SW, Cuckler JM, Deluca F, Jones F, Zeide MS, Rothman RH (1980)
Acute low back pain. An objective analysis of conservative therapy. Spine 5:
324-330 (RCT).

»  Wilkinson MJB (1995) Does 48 hours bedrest influence the outcome of acute
low back pain? Brit J Gen Prac 45: 481-484 (RCT).




Audit Criterion V:

Advice on Staying Active




General Practice Information Section: Acute Back Pain Audit

Advice on Staying Active

5.2 SUPPORTING EVIDENCE

At the time of publication of the RCGP guidelines, there were 8
RCTs on advice to stay active. Their findings were consistent.

There is Strong Evidence that:

¢ advice to continue ordinary activity can give equivalent or faster
symptomatic recovery from the acute attack, and lead to less
chronic disability and less time off work than ‘traditional’ medical
treatment with analgesics as required, advice to rest and ‘let
pain be your guide’ for return to normal activity

¢ graded reactivation over a short period of days or a few weeks,
combined with behavioural management of pain, makes little
difference to the rate of initial recovery of pain and disability, but
leads to less chronic disability and work loss

There is Limited Evidence that:

¢ advice to return to normal work within a planned short time may
lead to shorter periods of work loss and less time off work

advise patients to stay

The guideline recommends that you: as active as possible .
and to continue
normal daily activities.

advise patientsto
increase their physical

activities progressively if a patient isworking,
over a few days or then advice to stay at
weeks. work or return to work

assoon as possibleis
probably beneficial.



SELECTED REFERENCES

» Fordyce WE, Brockway JA, Bergman JA, Spengler D (1986) Acute back pain:
a control group comparison of behavioural vs traditional management
methods. J Behav Med 9: 127-140 (RCT).

» Indahl A, Velund L Reikeraas (1995) Good prognosis for low back pain when
left untampered. A randomised clinical trial. Spine 20: 473-477 (RCT).

» Lindequist S, Lundberg B, Wilmark R, Bergsted B, Loof G, Ottermark AC
(1984) Information and regime at low back pain. Scand J Rehab Med 16: 113-
116 (RCT).

» Lindstrom |, Ohlund Eek C et al (1992a) The effect of graded activity on
patients with subacute low back pain: a randomised prospective clinical study
with an operant conditioning behavioral approach. Phys Ther 72: 279-291
(RCT).

» Lindstrom I, Ohlund Eek C, Wallin L, Peterson LE, Nachemson A (1992b)
Mobility, strength and fitness after a graded activity program for patients with
subacute low back pain. Spine 17: 641-652 (RCT).

» Linton JJ, Hellsing AL, Andersson D (1993) A controlled study of the effects of
an early intervention on acute musculoskeletal pain problems. Pain 54: 353-
359 (RCT).

» Malmivaara A, Hakkinen U, Aro Heinrichs ML, Koskenneimi L, Lappi S,
Paloheimo R, Servo C, Vaaranen V, Hernberg S (1995) The treatment of
acute low back pain - bed rest, exercises or ordinary activity? N Eng J Med
332: 351-355 (RCT).

» Philips HC, Grant L, Berkowitz J (1991) The prevention of chronic pain and
disability: a preliminary investigation. Behav Res Ther 29: 443-450 (RCT).

» Wilkinson MJB (1995) Does 48 hours bedrest influence the outcome of acute
low back pain? Brit J Gen Prac 45: 481-484 (RCT).




Audit Criterion VI:
Referral for Other Investigations or Treatment

6.1.1 Clinical Context




General Practice Information Section: Acute Back Pain Audit

Referral for Other Investigations or Treatment

The guideline recommends that:

plain x-rays are not recommended for routine
examination of patientswith acute low back problems
within the first month of symptomsunlessared flagis
noted on clinical examination.

in the presence of red
flags, especially for
tumour or infection, the
use of other imaging
techniques such as bone
scan, CT or MRI may be
clinically indicated even if
plain x-rays are negative.

plain x-rays of the lumbar
spine are recommended for
ruling out fracturesin
patients with acute back pain
problems when any of the
following red flags are
present: recent significant
trauma (any age), recent
mild trauma (patient over
50), history of prolonged
steroid use, osteoporosis,
patient over 70.

abonescan is
recommended to evaluate
acute low back problems
when spinal tumour,
infection or occult fracture
is suspected from red flags

plain x-raysin combination
with FBC and ESR may be
useful for ruling out

tumour or infection in on medical history,
patients with acute low physical examination,
back problems when any of corroborative lab test or
thefollowing red flags are plain x-ray findings. Bone
present: prior cancer or scans are contraindicated
recent infection; fever over during pregnancy.

100F, IV drug abuse,
prolonged steroid use, low
back pain worse with rest,
unexplained weight loss.

the routine use of oblique views on plain lumbar x-rays
isnot recommended for adultsin thelight of the
increased radiation exposure.



SELECTED REFERENCES

» Royal College of Radiologists (1993) Making the best use of a department of
radiology: guidelines for doctors. Second Edition, RCR: London.

» Royal College of Radiologists (1995) Making the best use of a department of
radiology: guidelines for doctors. Third Edition, RCR: London.

» Royal College of Radiologists (1998) Making the best use of a department of
radiology: guidelines for doctors. Fourth Edition, RCR: London.

6.3.1 Clinical Context

6.3.2 Nerve Root Pain (see also p2)




General Practice | nformation Section: Acute Back Pain Audit

Referral for Other Investigations or Treatment

out. Non-responding or deteriorating cases should be referred for

orthopaedic or neurosurgical opinion.

6.3.3 Possible Serious Spinal Pathology

(see also p3)

Referral for specialist attention within 4 weeks is recommended if
the appearance of one or more ‘Red Flags' leads to credible
evidence of serious pathology. The ‘Red Flags’ themselves are not
the criteria for referral, but should lead either to the prompt

exclusion of pathology or to referral.

6.3.4 Cauda Equina Syndrome (see also p4)

Cauda equina syndrome is a medical emergency requiring
immediate referral, if necessary through a hospital casualty

department.

6.4 REFERRAL FOR TREATMENT OF UNRESOLVING
SIMPLE BACKACHE

6.4.1 MANIPULATION

6.4.2 Clinical Context

Manipulation confers greater pain relief, reduction in disability and
higher patient satisfaction than the treatments to which it has been
compared. Its value is in rapidly reducing pain and disability when

these persist. There is, however, a shortage of studies with long



General Practice Information Section: Acute Back Pain Audit

Referral For Other Investigations or Treatment

term follow-up which reveal the duration of these effects. If it is
decided to refer for manipulation those patients who are not
returning to normal activities, ongoing awareness of the other
components of the Guideline will be necessary on the part of the

practitioner who receives the referral.

6.4.3 Safety

Contrary to some previously held beliefs, the risks of manipulation
as a treatment for back pain are very low, providing patients are
selected and assessed properly and it is carried out by a trained
therapist or practitioner. In practice, this usually means a
physiotherapist who is additionally qualified in manipulation, or a
registered osteopath or chiropractor. Some doctors are also
qualified in manipulation. Manipulation under general anaesthesia
is, however, associated with an increased risk of neurological

damage and there is no evidence that it is effective.

6.5 SUPPORTING EVIDENCE

There are now 36 RCTs of manipulation for low back pain, though
many have low methodological scores. Overall, 19 reported
‘positive’ results and a further 5 reported ‘positive’ results in one or
more sub-groups. There were also even more systematic reviews
of these trials, but the reviews sometimes reached conflicting
conclusions. There is very little evidence available on manipulation
in patients with nerve root pain.

There is Strong Evidence that:

¢ in acute and sub-acute back pain, manipulation provides better
short-term improvement in pain and activity levels and higher
patient satisfaction than the treatments to which it has been
compared.



General Practice Information Section: Acute Back Pain Audit

Referral For Other Investigations or Treatment

There is Moderate Evidence that:

¢ the risks of manipulation for low back pain are very low, provided
patients are selected and assessed properly and it is carried out
by a trained therapist or practitioner. Manipulation should not be
used in patients with severe or progressive neurological deficit in
view of the rare but serious risk of neurological complication.

There is No Firm Evidence that:

¢ it is possible to select which patients will respond or what kind of
manipulation is most effective. The optimum timing for this
intervention is unclear.

Consider manipulative

S treatment for patients who
The guideline recommends that you: need additional help with .
pain relief or who are

failing to return to normal
activities.

6.6 REHABILITATION

6.6.1 Clinical Context

The recommendation for back exercises in the Guideline refers to
overall reconditioning programmes for patients whose simple
backache is not resolving within the first 6 weeks. Reactivation or
rehabilitation in the form of aerobic exercises or other physical
reconditioning to encourage integrated function in the activities of
daily living are supported by the evidence in relation to chronic low

back pain. The evidence would suggest that specific back
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Referral For Other Investigations or Treatment

exercises achieve limited clinical improvements in acute low back

pain.

If, after following the Guideline’s recommendations to this point,
patients with simple backache have not returned to ordinary
activites and work by 6 weeks, referral to such
reactivation/rehabilitation programmes as are locally available

should be considered.

6.7 SUPPORTING EVIDENCE

There is Strong Evidence that:

+ from the evidence available at present, it is doubtful that specific
back exercises produce clinically significant improvement in
acute low back pain, or that it is possible to select which
patients will respond to which exercises

There is Moderate Evidence that:

¢ there is some evidence that exercise programmes and physical
reconditioning can improve pain and functional levels in patients
with chronic low back pain

There s Limited Evidence that:

¢+ there are theoretical arguments for commencing exercise
programmes and physical reconditioning at around 6 weeks

Consider arranging

D reactivation/rehabilitation
The guideline recommends that you: for patients who have not .
returned to ordinary

activitiesand work by 6
weeks.



SELECTED REFERENCES

» AHCPR (1994) Management Guidelines for Acute Low Back Pain. Agency for
Health Care Policy and Research, US Department of Health and Human
Services.

» Evans G, Richards S (1996) Low Back Pain: An Evaluation of Therapeutic
Interventions. Bristol: Health Care Evaluation Unit, University of Bristol (mega-
review).

» Faas A et al (1996) Exercises: which ones are worth trying, for which patients
and when? Spine 21: 2874-2879 (systematic review).

» Koes BW, Assendelft WJJ, Van der Heijden GIJMG, Bouter LM (1996) Spinal
manipulation for low back pain: an updated review of randomised controlled
trials. Spine 21:2860-2873 (systematic review).

» Lewis M (1995) Medline review from January 1992 - September 1995 of RCTs
of exercise and manipulation for acute low back pain, (unpublished) -
available on request from RCGP (systematic review).

» Shekelle P (1996) Spinal manipulation and mobilisation for low back pain.
Paper presented to the International Forum for Primary Care Research on
Low Back Pain, Seattle, October 1995 (review).

» Haldeman S, Rubenstein SM (1992) Cauda equina syndrome in patients
undergoing manipulation of the lumbar spine. Spine 17: 1469-1473 (review).

» van Tulder MW, Koes BW, Bouter LM (1996) Conservative treatment of acute
low back pain: a systematic mega-review of 81 randomised controlled trials of
11 interventions In: van Tulder MW, Koes BW, Bouter LM (eds) (1996) Low
Back Pain in Primary Care: Effectiveness of Diagnostic and Therapeutic
Interventions Amsterdam: Institute for Research in Extramural Medicine.

6.8.1 Clinical Context




General Practice | nformation Section: Acute Back Pain Audit

Referral for Other Investigations or Treatment

Limited or Inconclusive Evidence In Favour:

transcutaneous electrical nerve stimulation (TENS)
shoe insoles/shoe lifts

trigger point and ligamentous injections

back schools

* & o o

No Evidence in Favour:

¢ acupuncture
¢ lumbar corsets and supports
¢ Dbiofeedback

Evidence of No Effect:

¢ traction

¢ physical agents and modalities (ice, heat, short wave diathermy,
massage, ultrasound)

Evidence Against: (ie no evidence in favour, they are associated
with potential hazards or complications and there are simpler or safer
alternatives)

narcotics beyond 2 weeks

Benzodiazepines (diazepam) beyond 2 weeks
Colchicine

systemic steroids

plaster jacket

* & & o o
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