All About Back Pain and the Evidence
Evidence taken from Clinical Evidence Issue 3 and Waddell et al. 1999: Low back pain evidence review London: RCGP. Unlike in other conditions like CHD most trials are rather small, often rubbish and rather not famous ( most of them are not even referenced in the written version of clinical evidence ). There have been some systematic reviews which have examined most treatments below and you won’t go wrong citing them in the exam.

· Bigos et al. 1994. US Dept. of Health and Human Services

· Van Tulder et al. Spine 1997.

· Evans G. and Richards S.Health Care Evaluation Unit Bristol 1996

But first some useful information:

Def.:
Low back pain is pain, muscle tension, or stiffness localised below the costal margin and above the inferior gluteal folds with or wothout leg pain ( sciatica ).

Chronic: > 12 weeks

Non-specific low back pain is low back pain not attributed to recognisable pathology ( eg. tumour, fracture ).

70% of people in developed countries will experience low back pain in their life. Each year 15-45% of adults suffer low back pain. It is most common between 35 and 55 
( Anderson : the epidemiology of spinal disorders. Raven Press 1997 ).

Symptoms, pathology and radiological appearances are poorly correlated.

Pain is non-specific in 85%. 4% seen in primary care have compression fractures, 
1-3 % have prolapsed intervert. discs and 1% have a neoplasm. Other diseases are rarer.

Risk factors: poorly understood; common are heavy physical work, frequent bending, twisting and lifting, static postures and vibrations. 

Psychsocial factors play an important role in chronic low back pain and disability at an early stage. Influence patients response to treatment and rehabilitation. Psychosocial features are more important risk factors for chronicity than biomedical symptoms and signs ( Waddell, RCGP ). 
A psychosocial assessment should be included in consultations for low back pain:
· Attitudes and beliefs about back pain

· Psycholog. distress and depressive symptoms

· Illness behaviour

· Attitudes and beliefs about problem in family and their reinforcement

· Work: physical demand, job satisfaction, other health problems or non-health problems causing time off work.

Prognosis: self limiting: 90% recover within 6 weeks. 2-7% develop chronic pain. Recurrent pain accounted for 75-85% of absenteeism from work ( Frymoyer 1988 N Engl J Med )

Risk factors for chronicity

· Previous Hx of low back pain

· Work loss in past twelve months

· Nerve root envolvement: radiating leg pain, reduced SLR

· Reduced trunk muscle strength

· Poor physical fitness and self-rated health poor

· Heavy smoker

· Psycholog. distress and depression

· Disproportionate illness behaviour

· Low job satisfaction

· Personal problems such as alcohol, marital, financial

· Adversarial medico-legal proceedings

Red flags

· Age < 20 or >55

· Violent trauma

· Constant progressive non-mechanical pain

· Thoracic pain

· PMH: Ca

· Systemic steroids

· Drug abuse, HIV

· Systemcally unwell

· Weight loss

· Persisting severe restriction of lumbar flexion

· Widespread neurolog. signs and symptoms

· Structural deformity

Now the evidence:

Oral drug treatment

Paracetamol and weak opioids: Two systematic reviews identified no placebo controlled RCT and 7 comparative RCTs. There was no clear evidence that Paracetamol is any worse than NSAID. Analgesics were less effective than ultrasound or electroacupancture. There is good evidence from other acute pain conditions that analgesics provide short term relief. The RCGP review stated that there is good evidence for the effectiveness of Paracetamol in low back pain but it is not referenced properly. It also recommends a ladder starting with Paracetamol, to be replaced by NSAID if not effective, to be replaced by compound analgesics such as Coproxamol, to add muscle relaxant.

One small trial showed that in chronic back pain the NSAID Diflusinal was more effective as analgesic than Paracetamol.

Antidepressants: there is no good evidence that antidepressants are effective in acute low back pain. 3 RCTs showed they are no better than placebo. 2 showed they are better.

Muscle relaxants: there is evidence that muscle relaxants such as Baclofen or Diazepam reduces pain and muscle tension and increases mobility more than placebo ( 7 versus 2 RCTs ) in acute low back pain. One trial supported this short term gain also in chronic back pain. Adverse effects such as drowsiness and dizziness were reported in up to 70%.

NSAIDs: 9 RCTs showed that NSAIDs increased the number of people experiencing global improvement ( OR after 1 week 2.0 ). 4 RCTs found no benefit in radicular pain. In comparison to other treatments there is no clear evidence that it is any better than Paacetamol ( see above ), or that it is better than muscle relaxants or opioid analgesics. NSAIDs improve range of movement more than bed rest but fails to show any benefit compared with physiotherapy or spinal manipulation in terms of pain and mobility. None of the NSAIDs was better compared with each other and NSAIDs alone or in combination with muscle relaxants had the same outcome. In chronic low back pain Naproxen was moe effective than placebo and Diflunisal was better than Paracetamol. At least 10% of people taking NSAIDs had gastrointestinal SE.

Local Injections

Epidural steroid injections: no evidence was found that epidural steroid injection makes any diff. after 1 month in acute low back pain. In chronic low back pain there was conflicting evidence.

Facet joint injections: no trials in acute low back pain. In chronic low back pain intra-articular corticosteroid versus saline: there was no difference in pain, flexibility and disability in one trial.

Trigger point injection: with methyl-prednisolone and lignocaine compared with lignocaine alone in chronic back pain. Pain relief greater with steroid ( 60-80% ) injection than with lignocaine alone ( 20% ).

Ligamentous injection with phenol ( interspinal ligament ) showed reduced pain and disability at 1,3, and 6 months compared with saline but can be dangerous and is not gen. recommended.

Non-drug treatment

Advice to stay active: two RCTs found faster rates of recovery, less pain, and less disability in people advised to stay active compared with no advice in acute low back pain . In addition 5 RCTs found that advice to stay active led to less sick leave and less chronic disability. No evidence for chronic low back pian.

Bed rest: there is evidence that bed rest may be worse than back exercises, physiotherapy, spinal manipulation,NSAIDs or no treatment in people with acute low back pain.

Harms: joint stiffness, muscle wasting, loss of bone density, pressure sores, VTE, chronic disability.

Back school: only conflicting evidence on the use of back school in acute and chronic low back pain. Within an occupational setting back school might be more effective than no treatment in chronic pain.

Behavioural therapy: one RCT found that behavioural therapy reduced acute low back pain more than traditional care up to 1 year. In chronic low back pain behavioural therapy has a moderate effect on pain and a mild effect on disability  compared with no treatment. Conflicting advice comparing it with other treatments.

Electromyogrphic biofeedback: insufficient evidence.

Back exercises: back exercises are of no benefit in acute low back pain. However in chronic low back pain back exercises are more effective than other conservative measures.

Lumbar support: insufficient evidence.

Multidisciplinary treatment programmes: in severe chronic low back pain 10 RCTs found that a multidisciplinary approach  improved pain, fct. status and return to work more than traditional inpatient rehabilitation.

Physical treatment like ice, heat, massage, ultrasound: insufficient evidence.

Spinal manipulation: some short term improvement in terms of pain, activity levels and pt satisfaction compared with other conservative treatments, conflicting evidence for chronic low back pain. Note current guidelines contraindicate manipulation in people with severe or progressive neuro. deficit.

Traction is useless.

TENS: insufficient and /or conflicting evidence in both acute and chronic low back pain.

Acupuncture: no RCTs in acute low back pain. In chronic low back pain poor studies  at best conflicting evidence.

