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Diagnostic Triage & Management of Low Back Pain
and Sciatica

Low back pain is one of the most frequent clinical presentations in UK primary care, accounting for roughly 5% of
all GP consultations and affecting 20—30% of the population at any given time. This clinical handbook compiles,
modernises, and replaces the clinical workflows for GP trainees and international medical graduates (IMGs),
aligned strictly with current NICE guidelines and professional frameworks.

| 1. The Primary Diagnostic Triage Framework

An exact tissue-level anatomical diagnosis is rarely possible or necessary during initial primary care consultation.
Instead, clinicians must immediately perform diagnostic triage to classify the patient into one of three management
pathways, while actively ruling out extra-spinal mimics (e.g., aortic aneurysm, pancreatitis, pelvic mass, or renal
pathology).

CLINICAL DECISION TRIAGE TREE

Patient Presents with Low Back Pain

l

Is there an Acute Spinal Cord or Cauda Equina Lesion?

- YES - NO

EMERGENCY REFERRAL
On-call Spinal Surgeon / Neurosurgery Screen for Red Flags & Radiculopathy

| 2. Red Flags for Serious Spinal Pathology

You must screen every patient presenting with new or worsening back pain for absolute clinical red flags. The
presence of any red flag dictates immediate or urgent specialist pathways.
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& Cauda Equina Syndrome (CES) — Emergency Referral

Clinical Signs: Saddle or perineal anaesthesia/paraesthesia, new-onset urinary retention or bladder
incontinence, faecal incontinence, lax anal sphincter tone, or progressive, bilateral motor weakness in the
lower limbs causing gait disturbance.

Directive: You must arrange an immediate emergency referral to the on-call spinal or neurosurgical team. Do
not wait for primary care outpatient imaging.

Suspected Condition

Clinical Indicators & Risk Factors

Mandatory Action

Spinal Malignancy /
Metastases

Spinal Infection (Discitis/
Abscess)

Vertebral Compression
Fracture

Axial Spondyloarthritis

Age <20 or >55 at first onset; past history of
malignancy (breast, prostate, lung, etc.);
unexplained weight loss; unremitting non-
mechanical pain at rest; severe night pain.

Fever, chills, rigors, unexplained systemic malaise;
history of intravenous drug use (IVDU); recent
invasive spinal procedures; immunosuppression
(HIV).

Sudden onset following trauma or minor strain;
chronic systemic steroid use; known osteoporosis;
visible or palpable structural deformity.

Gradual onset before age 40; marked morning
stiffness (>30 mins) improving with activity but not
rest; family history; associated iritis, psoriasis, or
IBD.

Urgent 2-week wait
referral. Order urgent
bloods: FBC, PV/ESR,
Calcium, Alkaline
Phosphatase.

Urgent same-day hospital
admission.

Arrange urgent spinal
imaging (X-ray/MRI).

Urgent referral to
Rheumatology.

| 3. Anatomical Localisation: Dermatomes & Myotomes

Symptom distribution provides an accurate clinical indicator of the affected nerve root level, particularly along the
high-load L3-S1 segments.

Reflex
Assessment

Sensory Distribution (Dermatome)

Motor Function (Myotome)

L4 Anterior thigh, crossing knee to medial Ankle dorsiflexion (Heel-walking) Knee jerk (Patellar)
calf
L5 Lateral calf, dorsum of foot, great toe Great toe extension (Hallux None
extension)
S1 Lateral border of foot, sole, and heel Ankle plantarflexion (Tip-toe Ankle jerk (Achilles)

walking)
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¥ Rapid Screening Memory Aid

A simple clinical mnemonic for lower lumbar dermatomes: You stand on S1, sit on S2, and defecate
through S3. Rapidly screen motor function by observing heel-walking (L4/L5) and tip-toe walking (S1).

| 4. Evidence-Based Investigation Protocol

Routine imaging for simple mechanical backache is contraindicated. Structural abnormalities are highly
prevalent in completely asymptomatic individuals.

» X-Ray Risks: A standard lumbar spine X-ray series exposes the patient to a radiation dose equivalent to 120
chest X-rays.

« Asymptomatic Findings: In individuals aged over 60 without back pain, 100% exhibit disc degeneration, 80%
have a bulging disc, and 20% show spinal stenosis. Reporting these incidental, normal aging variants can cause
psychological distress and poor functional recovery.

» MRI Criteria: Do not request an MRI unless there is suspicion of serious underlying pathology (Red Flags) or
the patient has persistent radicular pain (sciatica) that has failed to settle after 6 weeks of optimized
conservative care and invasive intervention is considered.

| 5. Holistic Biopsychosocial Risk Stratification

Early screening for psychosocial barriers is essential to prevent chronic pain and long-term disability. Use the Keele
STarT Back 9-item screening tool during initial consultation to establish risk category:

» Low Risk (Total Score <3): Managed safely in primary care with reassurance, simple analgesia, and rapid
mobilization.

* Medium Risk (Total Score 24, Subscore Q5-9 <3): Managed with targeted primary care physiotherapy and
optimized medical management.

* High Risk (Total Score =4, Subscore Q5-9 >4): High level of psychosocial distress or catastrophizing.
Requires integrated physical and psychological support.
The Power of Language

Avoid damaging terms that carry connotations of structural failure or permanent wear-and-tear, as they reinforce
fear-avoidance behaviors.

Avoid Catastrophizing Phrases ¥ Use Reassuring Alternatives

"Your disc is ruptured/slipped.” "Your back is strong and structurally intact; this is a
temporary strain.”

"You have a crumbly, worn-out spine.” "These are normal changes that happen as we collect
life experience, like grey hair."

"Your back is completely knackered." "Your back is resilient, and movement is the absolute
best way to help it heal.”
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| 6. Stepwise Pharmacological Strategy

Medication should be used on a regular, scheduled basis to facilitate movement and rapid restoration of daily
activities, rather than purely as-required (PRN).

1. First-Line: Simple analgesia such as Paracetamol 1g QDS on a regular basis.

2. Second-Line: Add an oral NSAID (e.g., Naproxen 500mg BD). Directive: You must co-prescribe a protective PP/
(e.g., Lansoprazole or Omeprazole) alongside any NSAID if the patient is aged 45 or older.

3. Third-Line / Severe Cases: Consider a short-term course of a weak opioid (e.g., Co-codamol 8/500 to 30/500,
2 tablets QDS). For acute, severe muscle spasms, you may prescribe Diazepam 2mg to 5mg TDS for a strict
maximum of 2 to 5 days. Counsel the patient regarding drowsiness.

4. Neuropathic / Sleep Disturbance: Consider low-dose Amitriptyline (10mg titrated up to 75mg nocte), taken 2
hours before bedtime.

Injections: Note that NICE guidelines explicitly advise against the use of facet joint injections, epidurals, trigger
point, or sclerosant injections for non-specific, mechanical low back pain.

| 7. Occupational Health & Fit Note Strategy

Prolonged absence from work is a strong predictor of permanent disability. Clinicians must actively facilitate a rapid,
safe return to employment.

» The 6-Week Threshold: If a patient is off work for 6 weeks, there is a 10-40% chance they will remain absent
in a year's time. If off work for 6—12 months, there is a 90% probability they will never return to any form of
employment.

* Clinical Advice: Advise the patient that they do not need to be 100% pain-free to return to work. Use the Fit
Note (Med3) constructively to suggest workplace modifications (e.g., phased return, altered duties, or ergonomic
adjustments).

Bradford VTS Disclaimer: This document is provided exclusively for educational and training purposes as a teaching aid. It does not constitute
formal clinical guidance. Clinicians must independently verify all medical information, prescribing guidance, procedural protocols, and legal
requirements against current national guidance, local policies, and relevant regulatory bodies before applying in practice.
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