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Demystifying Low Back Pain
in Primary Care

Warren Bodine, DO, FAOASM

ACTIVITY DISCLAIMER
The material presented here is being made available by the American Academy of Family 
Physicians for educational purposes only. Please note that medical information is constantly 
changing; the information contained in this activity was accurate at the time of publication. This 
material is not intended to represent the only, nor necessarily best, methods or procedures 
appropriate for the medical situations discussed. Rather, it is intended to present an approach, 
view, statement, or opinion of the faculty, which may be helpful to others who face similar 
situations.

The AAFP disclaims any and all liability for injury or other damages resulting to any individual 
using this material and for all claims that might arise out of the use of the techniques 
demonstrated therein by such individuals, whether these claims shall be asserted by a 
physician or any other person. Physicians may care to check specific details such as drug 
doses and contraindications, etc., in standard sources prior to clinical application. This material 
might contain recommendations/guidelines developed by other organizations. Please note that 
although these guidelines might be included, this does not necessarily imply the endorsement 
by the AAFP.
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Learning Objectives
1. Perform history and physical examination utilizing multidimensional pain, functional, 

psychological and opioid assessment tools to evaluate patients presenting with back pain.

2. Select appropriate diagnostic imaging tests, as necessary, for patients with back pain 
emphasizing that imaging is not necessary in the absence of red flag signs and symptoms. 

3. Identify, elicit, and document red flags signs and symptoms that indicate a need for immediate 
aggressive treatment or referral to a spine specialist, and coordinate referral and follow-up as 
necessary.

4. Develop collaborative care plans with appropriate pharmacologic, non-pharmacologic including 
appropriate physical therapy trials, or combination treatment plan for a patient with low back pain.

5. Identify and consistently utilize evidence-based algorithms and focus on teaching self-
management skills rather than salvage therapy for long-term control of back pain. 

Audience Engagement System
Step 1 Step 2 Step 3
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How I Treat Low Back Pain
• Take a thorough history
• Learn about the individual behind the pain
• Assess and manage patient’s expectations at every 

encounter
• Provide interventions in a step-wise fashion (non-Rx 

1st)
• Not a “one size fits all” algorithm
• Give the patient what works for them
• Treat mental illness and depression

Image used with permission from Optum Healthcare
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Poll Question 1
What percentage of Americans will report one 
episode of low back pain in the next 3 months?

A. 25%
B. 40%
C. 50%
D. 75%
E. 85%

Scope of the Problem
• Low back pain is the second most common reason for 

primary care physician visits in the United States
• Approximately one quarter of U.S. adults reported 

having low back pain lasting at least 1 day in the past 
3 months2/3 of these that recover will have 
recurrence within 12 months

• Total costs attributable to low back pain in the United 
States were estimated at $100 billion in 2006, two 
thirds of which were indirect costs of lost wages and 
productivity
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Timing is Everything

U.S. Department of Labor, Bureau of Labor Statistics. Nonfatal 
occupational injuries and illnesses requiring days away from 
work, 2005

Initial Back Pain Evaluation
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Physicians Not Following Guidelines

• Despite numerous published clinical guidelines, 
management of back pain has relied increasingly 
on guideline discordant care

• NSAID or acetaminophen use per visit decreased 
from 36.9%(1999-2000) 24.5% (2009-2010)

• Narcotic use increased from 19.3%29.1% 
• CT/MRI referrals increased from 7.2%11.3%

Primary Care Reluctance to Address 
Low Back Pain

Knowledge Gaps in the Following:

• Etiologies of Low Back Pain and Red Flags

• Use of Diagnostic Imaging

• Recommendation of Pharmacologic 
Treatments

• Recommendation of Non-pharmacologic 
Treatments
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• Pain/muscle tension/stiffness

• +/- sciatica/radicular symptoms

• Between L1-L5

Definition of Low Back Pain
• Acute: present up to 6 weeks

• Subacute: 6-12 weeks

• Chronic: present for > 3 
months; significant enough to 
impact function/quality of life

• Non-specific Low Back pain: 
pain not attributable to a 
recognizable pathology

Etiologies of Low Back Pain
Intrinsic

• Compression Fracture
• Herniated/Bulging/Ruptured Disc
• Lumbar Strain/Sprain
• Spinal Stenosis
• Spondylolisthesis
• Spondylolysis
• Spondylosis
• Scoliosis
• Facet arthropathy
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Systemic

• Connective Tissue Disease

• Inflammatory Arthropathy

• Malignancy

• Vertebral osteomyelitis

Etiologies of Low Back Pain
Referred

• AAA

• GI/GU/pulmonary/CV/pelvic 
conditions

• Herpes Zoster

• Pregnancy/obesity

• Fascial trigger points

• Sacroiliac Joint Dysfunction

• Piriformis Syndrome

Don’t forget Cauda Equina Syndrome

• Urinary retention

• Fecal incontinence

• Saddle anesthesia

• Motor deficits at multiple levels
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• Onset of pain 

• Location of pain 

• Duration: timing of pain

• Character: sharp, dull, scale of 
0-10

• Aggravating factors 

• Relieving factors

History
• Treatments attempted

• Medical and social history

• Consider “Red flags” and 
“Yellow flags”

One Dimensional

• Visual Analog

• Faces Scale

Pain Assessment
Multidimensional

• Oswestry

• McGill

• Brief Pain Inventory

• Graded Pain Scale
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PEG Scale

Pain Cycle
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• Age < 20 or >50

• Severe or progressive 
neurologic deficit

• Bladder/bowel dysfunction

• History of cancer

• Fever or unexplained weight 
loss

• Disturbed gait and saddle 
anesthesia

Red Flags
• Patients with back pain in the 

primary care setting (80 
percent) tend to have one or 
more red flags, but rarely have 
a serious condition

Yellow Flags

• Affect: anxiety; depression; feeling of uselessness
• Behavior: adverse coping strategies; passive 

attitude about treatment
• Beliefs: thinks pain is “the worst” and must be 

eliminated before returning to activity
• Social: history of abuse; lack of support
• Work: expectation that pain will increase with 

work; pending litigation; unsupportive employer 
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Questions to Address Psychosocial 
Factors

• Have you had time off work in the past with back pain?
• What do you understand is the cause of your back 

pain?
• What are you expecting will help you?
• How is your employer responding to your back pain?

Your co-workers? Your family?
• What are you doing to cope with back pain?
• Do you think that you will return to work? When?

• Informal observation

• Full PE on initial evaluation, 
focused PE on subsequent 
visits

• Neurologic evaluation on initial 
evaluation

Physical Examination
• Inspection (skin/posture)

• Palpation

• Active Range of motion 
(flexion, extension, lateral 
flexion, axial rotation)

• Gait and Mobility

• Bilateral neural tension test 
(straight leg raise test)

• FABER test
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Poll Question 2
An afebrile patient with low back pain notices pain going down 

the posterior lateral aspect of the R thigh/leg. On exam she has 
a +SLR, sensory deficit on the lateral aspect of the R foot, a 

diminished ankle jerk, weakness with plantar flexion of great toe 
and inability to perform toe walking. Which nerve root is likely 

affected?
A. L2
B. L3
C. L4
D. L5
E. S1

Physical Examination
• Gait Analysis

• Heel Walking

• Toe Walking

• Strength of Lower Extremities

• Reflexes of Lower Extremities

• Sensation of Lower Extremities
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• Reproduce Pain on affected side
• Usually between 30-60 degrees
• With knee extended, raise leg 

until pain is reproduced
• Dorsiflex foot (increases 

sensitivity of test if pain is 
increased)

• Sensitivity 91%;Specificity 26%
• Cross SLR-passively raising the 

opposite leg reproduces sciatica 
(sensitivity 29%; specificity 88%)

Straight Leg Raise Test

FABER/Patrick Test
• Hip or Sacroiliac joint; isolates 

spasm to the 
iliopsoas/piriformis muscle

• Flex, ABduct, and externally 
rotate the hip, pain while 
completing maneuver is 
positive

• Sensitivity 77%;Specificity 
100%
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Poll Question 3
What percentage of patients that present with low 

back pain will have a clear anatomical explanation?

A. 15%
B. 25%
C. 50%
D. 75%
E. 90%

What is the Pain Generator?

Classify patient as:

• Nonspecific (Acute/Subacute/Chronic)

• Radicular pain

• Pain from another cause
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When to Image?

• In patients with LBP that cannot be 
attributed to a specific disease or spinal 
abnormality following H&P, imaging with 
xray, CT or MRI Does Not improve 
outcomes.
(ACP Strong recommendation, Moderate-

quality evidence)

When to Image?
OK to Image when:

• You perform thorough exam
• Concern for infection, fracture, cauda equina

syndrome
• Patient with radicular symptoms concerning for 

specific LBP
• Patient has leg weakness that is disabling and 

worsening
• Required before intervention
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Poll Question 4
What percentage of asymptomatic patients will 

have an abnormality on Lumbar MRI?

A. 10%
B. 20%
C. 50%
D. 60%
E. 75%

Treatment Strategies

• Rx

• Manual/Physical

• Procedures

• Behavioral
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Pharmacologic Therapies

Acute/Subacute Low Back Pain

• Acetaminophen
-no difference vs Placebo or NSAIDs

• NSAIDS
-small improvement in pain intensity
-small increase in function compared with 
placebo, no difference in COX-2 
selective vs traditional NSAIDs
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Acute/Subacute Low Back Pain
• Skeletal Muscle Relaxants

-improved pain after 2-4 and 5-7 days
• Systemic Corticosteroids

-no improvement in pain/function of IM 
methylprednisolone or 5 days of oral prednisone

• Other Therapies
-insufficient evidence to determine effectiveness of
antidepressants, benzodiazepines, anti-seizure
medications or opioids vs placebo

Chronic Low Back Pain
• NSAIDs

-small to moderate improvement in pain
• Opioids

-strong opioids (tapentadol, morphine, hydromorphine, 
oxymorphine) had small improvements in pain/function
-no difference among long acting opioids for 
pain/function
-Tramadol had moderate pain relief and small 
improvement in function
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Chronic Low Back Pain

• Skeletal Muscle Relaxants

-insufficient evidence vs placebo

• Benzodiazepines

-tetrazepam improved pain relief at 5-7 
days, overall improvement 10-14 days

Chronic Low Back Pain

• Antidepressants
-no difference in pain between 
TCAs/SSRIs
-Duloxetine had small decrease in pain and 
increase in function

• Other Rx
-insufficient (acetaminophen, systemic 
corticosteroids or anti-seizure medications)
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Radicular Low Back Pain
• Benzodiazepines

-no difference in function at 1 week through 1 year

• Systemic Corticosteroids
-no difference in pain, no to small effect on 
function

• Other Therapies
-NSAIDs inconsistent for pain

Pharmacologic Therapies
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Nonpharmacologic Therapies

Acute/Subacute Low Back Pain
• Exercise

-inconsistent results, no difference between different exercise regimens

• Acupuncture

-small decrease in pain intensity, slight increase in likelihood of overall 
improvement

• Massage

-moderately improved short term pain relief/function

-better results when combined with another intervention
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Acute/Subacute Low Back Pain
• Spinal Manipulation

-small effect on function, better long term pain relief
-combined with exercise, improved function at 1 week

• Superficial Heat
-moderate improvement in pain relief and disability
-combined with exercise, improved function at 7 days
-more pain relief and function compared with 
acetaminophen or ibuprofen after 1-2 days

Acute/Subacute Low Back Pain
• Low-Level Laser Therapy

-combined with NSAIDs – large decrease in pain intensity and
moderate improvement in function

• Lumbar supports
-no difference in pain or function

• Other Therapies- insufficient evidence
-TENS, inferential therapy, short-wave diathermy, traction, 
Pilates, Tai chi, yoga, ultrasound, taping, superficial cold



26

Chronic Low Back Pain
• Exercise

-improvement in pain relief and function
• Motor Control Exercise

-decreased pain scores and improved 
function in short to long term follow up
-improvement in function

• Pilates
-no effect on pain/function

Chronic Low Back Pain
• Psychological Therapies

-Progressive relaxation therapy: improved pain intensity and 
function

-Biofeedback: decreased pain

-Behavioral therapy with reinforcement: decreased pain

-CBT: decreased pain

-mindfulness based stress reduction: improved pain and 
function

• Tai Chi/Yoga

-moderate pain improvement and function
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Chronic Low Back Pain
• Multidisciplinary Rehabilitation

-decreased pain intensity (short and long term),
disability, and improved function
- https://www.summitmedicalgroup.com/library/adult_health/

• Acupuncture
-lower pain intensity and improved function

• Massage
-decreased pain and improved function
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Chronic Low Back Pain
• Spinal manipulation

-improved pain and function when used in
combination with other active treatments

• Ultrasound: no effect on pain or function

• TENS: no effect on pain or function

• Low Level Laser Therapy: improved pain and function

Radicular Low Back Pain

• Exercise: Small improvement in pain
• Traction: No effect on pain or function
• Other Therapies- no effect on pain or function

-Ultrasound, MCE, Pilates, Tai chi, yoga, 
psychological therapies, rehabilitation, 
acupuncture, massage, spinal manipulation, 
LLLT, electrical muscle stimulation, short-wave 
diathermy, TENS, interferential therapy
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Nonpharmacologic Therapies

Comparison of ACP Guidelines
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Summary of 2017 ACP Guidelines

Acute/Subacute low back pain

• Non-Rx: superficial heat, massage, 
acupuncture, spinal manipulation

• Rx: NSAIDs or skeletal muscle relaxants

Summary of 2017 ACP Guidelines

Chronic Low Back Pain

• Non-Rx: exercise, PT, acupuncture, stress 
reduction, CBT, LLLT, spinal manipulation

• Rx: NSAIDs (1st line); Tramadol or 
Duloxetine (2nd line); Opioids only if failed 
other measures and benefits> risks
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Outpatient (PCP)

• Acupuncture

• Dry Needling

• Trigger Point Injection

Procedures
Specialty

• Epidural Steroid Injection

• Facet Nerve Block

• Prolotherapy

• Nerve Stimulator

• Pumps

• Surgery

Behavioral

• Mindfulness-based stress reduction 

• Cognitive Behavioral Therapy

• Meditation

• Biofeedback

• Address underlying psychosocial disorders
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Self Care

• Stay active (avoid bed rest) and use 
superficial heat

• Maintain healthy diet/weight

• Maintain proper posture and engage the core

• Identify expectations at every visit

• Provide reassurance

Self Care
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Practice Recommendations
• Perform a focused H&P and classify low back pain 

patients into: non-specific; radicular; from another 
cause

• Inform patients about expected treatment course, 
advise to remain active and give self treatment 
options

• Order imaging with severe/progressive neurologic 
deficits exam suggestive of severe underlying 
condition

YES You Can Treat Low Back Pain
• Take a thorough history
• Learn about the individual behind the pain
• Assess and manage patient’s expectations at every 

encounter
• Provide interventions in a step-wise fashion (non-Rx 

1st)
• Not a “one size fits all” algorithm
• Give the patient what works for them
• Treat mental illness and depression
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Thank You

• Warren.Bodine@glfhc.org

Questions
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