Diagnosis and Treatment of Low Back Pain: A Joint Clinical Practice Guideline from the American College of Physicians and the American Pain Society
The biggest clinical challenge continues to be the (approximately) one third of low back pain patients that report persistent pain at a moderate or higher level up to a year after onset.  A guideline came from a systematic literature review carried out by Chou and colleagues, initially created as an evidence report for the American Pain Society.  All English-language articles reporting of randomized, controlled trials of non-pregnant adults with low back pain of any duration were included.
The target audience of this guideline is all clinicians caring for low back pain patients, with or without leg pain, in a primary care setting.  The target patient population was adults with acute (<4 weeks), subacute (4-8 weeks), or chronic (>8 weeks) low back pain not associated with major trauma, children or adolescents with low back pain, and pregnant women.  Patients with low back pain caused by non-spinal sources, fibromyalgia/myofascial pain, and with concomitant thoracic and cervical back pain were also included.  As a result of this landmark study; 7 recommendations were made:  
Recommendation #1: Clinicians should conduct a focused history and physical examination to help place patients with low back pain into 1 of 3 broad categories: nonspecific low back pain, back pain potentially associated with radiculopathy or spinal stenosis, or back pain potentially associated with another specific spinal cause(cancer, compression fractures, spinal infection, Ankylosing Spondylitis, cauda equine syndrome).

>85 percent of patients with back pain cannot reliably have an exact pain generator identified, no evidence suggests that providing a specific anatomical diagnosis improves patient outcomes – making “mechanical or “non-specific” LBP a prudent diagnosis
Recommendation #2: Clinicians should not routinely obtain imaging or other diagnostic tests in patients with nonspecific low back pain.


There is no evidence that routine plain film radiography improves patient outcomes in those with non-specific LBP

Routine advanced imaging is also not associated with improved outcomes, and potentially identifies many abnormalities that correlate poorly with symptoms, but may lead to additional interventions


In those at high risk of vertebral compression fracture (history of osteoporosis or corticosteroid use), plain films are recommended

Recommendation #3: Clinicians should evaluate patients with persistent low back pain when severe or progressive neurological deficits are present or when serious underlying conditions are suspected on the basic history and physical examination.
Recommendation #4: Clinicians should evaluate patients with persistent low back pain and signs or symptoms of radiculopathy or spinal stenosis with MRI or computed tomography only if they are potential candidates for surgery or epidural steroid injections.

Recommendation #5: Clinicians should provide patients with evidence-based information on low back pain with regards to their expected course, advise patients to remain active, and provide information about effective self-care options.
Acute low back pain has a high probability of significant improvement in the first month and bed rest should be limited
There is insufficient evidence to recommend lumbar supports or ice applications for acute LBP as self-care options
For those with chronic low back pain (medium-firm mattresses are better than firm mattresses)
There is insignificant evidence to guide recommendations regarding modifying duties for return-to-work
Recommendation #6: For patients with low back pain, clinicians should consider the use of medications with proven benefits in conjunction with back care information and self-care.  Clinicians should assess severity of baseline pain and functional deficits, potential benefits, risks, and relative lack of long-term efficacy and safety data before initiating therapy.


Evidence is limited on the risks and benefits of long-term use of any medication for LBP-therefore extended use should be limited to those patients who experience significant clinical benefit without adverse reaction
Recommendation #7: For patients who do not improve with self-care options, clinicians should consider non-pharmacologic therapy with proven benefits-for acute low back: pain, spinal manipulation; for chronic or subacte low back pain: intensive interdisciplinary rehabilitation, exercise therapy, acupuncture, massage therapy, spinal manipulation, yoga, cognitive-behavioral therapy, or progressive relaxation.

For acute LBP – spinal manipulation therapy performed by trained professionals is associated with small to moderate short-term benefits, supervised exercise and home exercise programs are not effective for acute LBP, the optimum time to start exercise therapy after symptom onset is uncertain


For subacute LBP (4-8 weeks) – interdisciplinary rehabilitation (involving a family physician consultation and involving physical therapy, psychological, social, or vocational intervention) is moderately effective, while functional restoration with cognitive behavioral therapy reduced work absenteeism in occupational settings


For chronic LBP – moderate effectiveness is seen with acupuncture, exercise therapy, massage therapy, spinal manipulation, some types of yoga, cognitive behavioral therapy or progressive relaxation, and intensive interdisciplinary therapy (although the levels of evidence for individual therapies ranges between fair to good)


For chronic LBP – exercise programs that are individualized and supervised that include stretching and strengthening exercise work best




According to existing guidelines, referral for surgical consult could occur after patients are non-responsive from 3 months up to 2 years depending on the guideline referenced – this expert panel recommends at least 1 year of non-responsiveness prior to surgical referral
Chou R et.. Diagnosis and treatment of low back pain: A joint clinical practice guideline from the American College of Physicians and the American Pain Society. Annals of Internal Medicine. 2007; 147: 478-491.]
