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Setting the scene
•

Back pain is one of the most common reasons for people to consult with a doctor,
take time off work or use medication.

•

The leading cause of long-term disability in the UK.

•

In terms of the global burden of disease, back pain was the most common cause of
disability between 1990 and 2013

•

Almost 31 million days of work were lost in 2013 due to musculoskeletal pain
problems, costing the UK economy £14 billion a year, with workplace absence due to
back pain being one of the main causes

•

In short, back pain poses a huge burden to the individual, the health service, the
workplace and society as a whole.

A new approach is needed
• It is clear a biomedical approach isn’t working
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Imaging
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Surgery

What do the new back pain guidelines tell us?
A simple classification places patients
into one of three categories:
•LBP associated with sciatica or
spinal canal stenosis
•Serious spinal pathology (such as
cancer, infection, fracture, and cauda
equina syndrome) comprises 1% of
GP presentations with LBP
•Non-specific low back pain (90% of
presentations)
Low back pain and sciatica in over 16s: assessment and management; NICE guideline [NG59] 2016
National Back Pain Pathway NHS England 2016

What else do the new guidelines tell us
•

•

Risk Factors
– Age over 70 years, Trauma,
Corticosteroid therapy,
Female gender (?
Osteoporotic Fracture)
– Malignancy (previous or
current) (?MSCC)
– Fever, systemic symptoms,
recent invasive procedure or
sepsis, elevated CRP (?
Infection)
– New lower limb or bladder
motor dysfunction (?CES)
MRI scans are useful if you have
serious disease in your spine

Serious pathogy examples
Previous Cancer
Infection signs
Severe Trauma
Prolonged morning stiffness
Bladder / bowel signs
Altered gait
Inflammatory disorders
By keeping active, returning to work, doing
some physical exercise, visiting HCP and
taking medication
Most people will recover within 6 weeks

Low back pain and sciatica in over 16s: assessment and management; NICE guideline [NG59] 2016
National Back Pain Pathway NHS England 2016

Some other key points
•
•
•
•
•
•

Imaging if it will change the course of management
Manual therapy only as part of a package of care
No acupuncture
No surgery for non-specific low back pain
Minimal role for injections
Only use weak opioids if NSAIDS not tolerated

So why doesn’t everyone recover?
Psychological and social factors
are important predictors of back
pain disability

Waddell (2004) The Back Pain Revolution, Churchill Livingstone
O’Sullivan, P., (2011). It’s time for change with the management
of non-specific low back pain. British Journal of Sports Medicine,
46(4), pp. 224-227.
Kamper, Steven J et al. (2015). Multidisciplinary Biopsychosocial
Rehabilitation for Chronic Low Back Pain: Cochrane Systematic
Review and Meta-Analysis. BMJ (Clinical research ed.)
350(February): h444.

Strongly endorse combined physical and
psychological treatment if pain is persistent

Pain is a protector

What does this
mean?

What should I do
about it?

If we get the answer wrong when advising people with back pain we promote fear,
avoidance, anxiety and other psychological factors that predict long term disability

What really happens when people experience back pain
You’ll be
fine in a
few days
There’s
nothing to
worry
about

Just keep
moving
and stay
at work

Be careful, it
could get
worse

Mixed
messages
You’d
better stop
work until
its better

You might
need a
scan

It took me
ages to
recover
when I had
that

You might
have
slipped a
disc

We need to move away from this
I have one
leg longer
than the
other

I’ve got a
weak core

I have a
slipped
disc

Insufficient
evidence

I’ve worn
my discs
out

I have a
twisted
pelvis

My spine
is out of
alignment

No evidence that these factors predict back pain disability

And move more towards this
When back pain
persists it is unlikely to
be due to damage to
the structures in your
back

If we are concerned
our backs are still
damaged, it can
delay our recovery
When back pain
persists, it will
affect your mood

How you think when
you experience a flareup in back pain will
influence how quickly
you recover

Familiar flare-ups
in back pain are
not due to
damage to the
spine

The way people
around you
respond to your
back pain can
influence your
recovery
Believing it is someone
else’s job to fix your back
will prevent recovery

Know what to look for
What does
this mean?

What should
I do about it

Check for unhelpful thoughts
•
•
•
•
•
•
•

Its not safe for someone with my problem to do my job
I’m worried I’m going to damage myself if I do that
I’d better not return to work / exercise – you never know what might happen to
my back
I think my back is wearing out
I’ve been told I have the back of a 70 year old
I’m worried I’m going to harm myself
My pain must mean there is something seriously wrong

Check for unhelpful behaviours
•
•
•
•
•
•
•

Avoidance of activity
Workplace absence
Passive approach to treatment
Excessive downtime (rest)
Withdrawal from social activities or hobbies / sports
Unwilling to grade up activities at work
Wanting to wait until all investigations complete

Interpretation of MRI scans is crucial

MRI scan reports in people who have never had back pain

Brinjikji et al 2015, American Journal Of Neuroradiology

We need to adopt a cognitive-behavioural approach In NS-LBP
Off work
GP managing RTW
Partner overprotective

I’m worried about
damaging my back
Lifting
bacis dangerous
Work
k will make it
worse
I can’t return to
work yet

Feel fearful of
moving
Lose confidence

Avoid too much
activity
Workplace
absence

Low mood

Over-medicating

Pain persists
Poor sleep
Low libido

To effectively manage psychological risk factors
All players onside
Consistent
organisational
message

Address beliefs
Educate
Give positive
expectation for
recovery
Activity = recovery

Confront activity
using graded
approach

Increase confidence
Reduce fear
Reduce anxiety
Improve mood

Early return to
work
Develop flare-up
plan

Less pain
More flexibility
Less muscle tension
Better sleep

NICE guidelines (2016)
Psychological therapy
Consider psychological therapies using a cognitive behavioural approach for managing
low back pain with or without sciatica but only as part of a treatment package
including exercise, with or without manual therapy (spinal manipulation, mobilisation
or soft tissue techniques such as massage).
Consider a combined physical and psychological programme(preferably in a group
context, that takes into account a person’s specific needs and capabilities) for people
with persistent non-specific low back pain or sciatica
• • when they have significant psychosocial obstacles to recovery
• • when previous treatments have not been effective.
•

https://www.nice.org.uk/guidance/GID-CGWAVE0681/documents/short-versionof-draft-guideline
Low back pain and sciatica in over 16s: assessment and management; NICE guideline
[NG59] 2016

Multidisciplinary Functional Restoration Programme (CPPP)

PREVENT CHRONICITY
Doctor
Physiotherapist
Pain Counsellor
Admin support

• 12 hours over 4 weeks
• Groups of 10-12 patients
• Physical, psychological and educational

Long term outcome data (27 month follow up) collected in 2017 for a random sample of patients who
attended FRP between 2012-2015.

Pain Self Efficacy Questionnaires measures
ability to function confidently. Data shows
significant improvement following FRP
Scores around 40 and above are associated
with return to work and maintenance of
functional gains

ODI measures level of back
disability. Data demonstrates
significant long-term
improvement in back disability
compared to baseline

Targeting patients with a brief group based multidisciplinary treatment, significantly improves pain related disability and
pain self efficacy at 27 month follow up, and also reduces patients use of pain medication post treatment

The positive health model
•

The ability to adapt and self-manage in the face of social, physical and
emotional challengers

•

This encompasses a much broader idea of health than absence of disease
and an emphasis on medicalisation and cure

So where do all these treatments fit?

The Start Back Tool – help or hindrance?
•

Thinking about the last 2 weeks tick your response to the following questions:

•
•
•
•
•

1
2
3

•
•
•
•
•

4
5
6
7
8

•

9. Overall, how bothersome has your back pain been in the last 2 weeks?

•
•
•

Not at all
□
0

•

Total score (all 9): __________________

My back pain has spread down my leg(s) in the last 2 weeks
I have had pain in the shoulder or neck at some time in the last 2 weeks
I have only walked short distances because of my back pain
□
In the last 2 weeks, I have dressed more slowly than usual because of back pain
It’s not really safe for a person with a condition like mine to be physically active
Worrying thoughts have been going through my mind a lot of the time
I feel that my back pain is terrible and it’s never going to get any better
In general I have not enjoyed all the things I used to enjoy

Slightly
□
0

Moderately
□
0

Very much
□
1

Extremely
□
1

Sub Score (Q5-9):______________

Disagree
0
□
□

Agree
1
□
□
□

□
□
□
□
□

□
□
□
□
□

Common errors made in back pain management
•
•
•
•
•

Clinicians lack confidence in giving a green flag
Don’t address psychological factors effectively
Don’t challenge myths and misconceptions about back pain
Give inconsistent advice across a health system
Over-investigation, poor interpretation of imaging, over-medicating

We need to be realistic and accept that healthcare alone can’t reduce
the incidence low back disability

Physio

Human
resources

Occupational
health

Patient

GP

Litigation

Health and
well being
policies

Organisational
culture
Sickness
benefit laws

National Back Pain and Radicular Pain Pathway
•
•

•
•

The pathfinder project has three goals.
1. To produce a generic pathway for the management of LBP and radicular
pain in adults, from the general practitioner’s surgery to specialised care,
agreed by all Stakeholders.
2. To use this pathway of care as the basis for collaborative commissioning
between CCGs, Area Teams and NHS England Specialised Services.
3. To construct a commissioning vehicle with specifications, uniformly
trained personnel and access policies which will permit introduction of
new evidence in a straightforward way.

Questions?

david.rogers4@nhs.net

@DavidRogers94

