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Non-Specific Low Back Pain:
Manage Initially with Reassurance,
Activity and Analgesia

Evidence-based management of non-specific low back pain involves
reassurance about a favourable prognosis, advice to maintain daily
activities and stay active, and the prescribing of simple analgesic

medications.

Low back pain is responsible for consid-
erable personal burden, with up to half
of those who experience low back pain
in any 12-month period seeking primary
care.' Those with the condition suffer
pain, impaired daily living, work and
social functioning, psychological prob-
lems and reduced quality of life. Despite
the extent of this burden and the avail-
ability of clinical practice guidelines,
there exists an ‘evidence—practice gap’
in which patients often do not receive
management aligned with the best qual-
ity evidence. This article provides a brief
overview of the presentation and evi-
dence-based management of low back
pain in primary care.

Although a common problem in gener-
al practice, contemporary management
of low back pain is variable and often
suboptimal, resulting in poorer out-
comes for patients and society at large.
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By clearly articulating current under-
standing of low back pain and best-prac-
tice management, this article can serve
as a guide to clinicians in their day-
to-day care of these patients. Patients
whose back pain arises from ‘red flag’
conditions such as cancer, inflamma-
tory arthritis, infection or fracture are
uncommon in primary care. Although
screening for these conditions is men-
tioned, their management is beyond the
scope of this article. Likewise, the man-
agement of patients with back pain of
presumed neurological origin is also not
covered in detail.

Diagnosis of low back

pain

Clinical guidelines typically recommend

triage of patients presenting in primary

care with low back pain into three cat-

egories:

« ‘Serious spinal pathologies’, including
cancer, infection, spondyloarthritis (eg,

Key points

ankylosing spondylitis), cauda equina
syndrome and vertebral fracture

» Radiculopathy due to compression
and/or inflammation of the spinal
nerve root

» Non-specific low back pain (covering
patients not included in either of the
above two groups).

Serious spinal pathologies

Patients with ‘serious spinal pathologies’
make up about 1% of the presentations
of low back pain in primary care. Clinical
suspicion of these conditions is raised by
the presence of clusters of ‘red flags’,
which may include recent unexplained
weight loss, fever, saddle anaesthesia
and recent trauma to the back (Table 1).?
Immediate imaging is appropriate for
patients in whom there is a strong sus-
picion of serious spinal pathology (Table
2).% It should be noted that the diagnos-
tic probabilities change with age and the
risk of serious causes of low back pain
such as cancer, aortic aneurysm and ver-
tebral fracture are increased in older
patients.

Radiculopathy

Radiculopathy due to compression and/
or inflammation of the spinal nerve root
is recognised by dermatomal sensory
loss, myotomal power loss and reduced

* Low back pain is one of the most common and costly musculoskeletal

conditions treated in primary care.

* Patients accessing primary care for low back pain should be screened for
serious pathologies such as cancer, fracture and systemic diseases, but these
conditions are very rare in such patients.

* Evidence supports the providing of reassurance about a likely good prognosis
and advice to stay active, and the prescribing of simple analgesia.
Most patients recover well when treated in this manner.

* Routine imaging and bed rest are not recommended.
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NON-SPECIFIC LOW BACK PAIN (continued)

TABLE 1
Alerting features of serious spinal pathologies
(‘Red flags’)?

Features

» Symptoms and signs of infection (eg, fever)

Condition
Infection

* Risk factors for infection (eg, underlying

disease process, immunosuppression,

penetrating wound, intravenous drug use)

» Significant trauma

Fracture

* Minor trauma (if age over 50 years, history of
osteoporosis and/or taking glucocorticoids)

* History of malignancy

* Age over 50 years

* Failure to improve with treatment
* Unexplained weight loss

* Pain at multiple sites

¢ Pain at rest

* Sudden onset/absence of aggravating features

* Associated collapse/hypotension

Tumour

Aortic aneurysm, leak or
rupture

* Pain not aggravated by spinal movement

* Abdominal pain radiating to back
e Urinary retention

Cauda equine syndrome

* Bilateral neurological symptoms and signs

syndrome
¢ Saddle anaesthesia

The presence of these features requires very

urgent referral

Adapted with permission from: Evidence-based Management of Acute Musculoskeletal Pain.
Australian Acute Musculoskeletal Pain Guidelines Group; 2003.2

reflexes. Spinal stenosis involves the
narrowing of the spinal canal in older
patients; these patients present with
radiating leg pain and pseudoclaudica-
tion. Together radiculopathy and spinal
stenosis account for around 5% of pres-
entations. For both conditions, imaging
is necessary only if surgery is being con-
sidered (Table 2).3

A diagnosis of radiculopathy can typi-
cally be made when leg pain is more
severe than back pain, there is unilateral
pain that radiates below the knee, there
is a positive straight-leg raise test and
neurological signs (weakness, sensory
changes, reduced reflexes) are present in
the distribution of a spinal nerve.*

Non-specific low back pain

Non-specific low back pain is the low
back pain in patients who do not have
serious spinal pathologies or radicu-
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lopathy/spinal stenosis; these patients
comprise the majority (about 94%) of
presentations of low back pain in pri-
mary care. The term reflects the fact
that current diagnostic techniques are
unable to reliably identify the pathoana-
tomic source or sources of pain in these
patients.

Although numerous attempts have
been made to divide this group into
meaningful subgroups based on assumed
pathology, symptom pattern or treat-
ment response, none has demonstrated
the necessary validity and reliability to
achieve universal acceptance. A review
of diagnostic procedures, including
physical assessments conducted in the
clinic, revealed little utility for valid sub-
division of this group.® The designation
‘non-specific’ is intended to include all
patients whose pain is presumed to be
of a musculoskeletal (sometimes called

mechanical) origin. It separates these
patients from those with an underlying
systemic condition or tumour (the seri-
ous spinal pathologies group) and those
with pain of a presumed neurological
origin (the radiculopathy group).

Routine imaging is generally not nec-
essary in patients with non-specific low
back pain of short duration (Table 2).?
Imaging is discussed in more detail later
in the article.

Prognosis

The outlook for patients who present for
care with a short history of non-specific
low back pain is generally good; most
of these patients will improve quick-
ly. However, a small proportion (fewer
than 5%) develop persisting symptoms
that are severe and disabling.® Of those
who do recover early, about one quar-
ter will have a recurrence in the next
12 months.” People who present with
more chronic symptoms are less likely to
recover quickly or completely.®

Recent studies have explored the
potential of stratifying patients accord-
ing to their risk of developing long-term
symptoms at initial presentation.’ People
at low risk of developing persistent dis-
abling low back pain need minimal inter-
vention, but those at greater risk may
benefit from targeted intervention tai-
lored to their risk indicators. Prognostic
studies have suggested that people with
greater pain and disability at presenta-
tion and/or indicators of psychological
dysfunction (catastrophic thinking, fear,
anxiety, depression) are more likely to
experience ongoing symptoms.” Other
factors that have also been found to raise
the likelihood of poor outcome include
older age, poor general health, poor rela-
tions with work colleagues, physically
demanding work and the availability of
compensation.”

Patients with radiculopathy have a
generally less favourable prognosis than
those with non-specific low back pain.

Managing non-specific
low back pain

The initial management of patients with

non-specific low back pain involves:

« Provision of reassurance and advice
to maintain daily activities and stay
active, and
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NON-SPECIFIC LOW BACK PAIN (continued)

TABLE 2

Acute low back pain: suggested imaging strategy

and timing®

Clinical situation

Imaging type

Immediate imaging

» Major risk factors for cancer (new onset of low
pain with history of cancer, multiple risk factors for
cancer, or strong clinical suspicion for cancer)

¢ Risk factors for spinal infection (new onset of low back
pain with fever and history of intravenous drug use or

recent infection)

back Radiography
plus erythrocyte

sedimentation rate*

Magnetic resonance
imaging

* Risk factors for or signs of the cauda equina syndrome
(new urine retention, faecal incontinence, or saddle

anaesthesia)

* Severe neurological deficits (progressive motor
weakness or motor deficits at multiple neurological

levels)

Defer imaging until after a trial of therapy
» Weaker risk factors for cancer (unexplained weight loss Radiography with or

or age over 50 years

without erythrocyte

* Risk factors for or signs of ankylosing spondylitis
sedimentation rate (morning stiffness that improves with
exercise, alternating buttock pain, awakening because
of back pain during the second part of the night, or

younger age [20 to 40 years])

* Risk factors for vertebral compression fracture (history
of osteoporosis, use of glucocorticoids, significant
trauma or older age [over 65 years for women or over

75 years for men])

* Signs and symptoms of radiculopathy (back pain with
leg pain in an L4, L5, or S1 nerve root distribution or

Magnetic resonance
imaging

positive result on straight leg raise or crossed straight
leg raise test) in patients who are candidates for surgery

or epidural glucocorticoid injection

* Risk factors for or symptoms of spinal stenosis
(radiating leg pain, older age or pseudoclaudication)
in patients who are candidates for surgery
No imaging
* No criteria for immediate imaging and back pain =
improved or resolved after a one-month trial of therapy
* Previous spinal imaging with no change in clinical status

* Consider magnetic resonance imaging if the initial imaging result is negative but a high degree

of clinical suspicion for cancer remains.

Adapted with permission from: Chou R, et al. Ann Intern Med 2011; 154: 181-189.°

« Prescription of simple analgesic medi-
cation and/or NSAIDs if required (see
the box). An approach to management
is outlined in the flowchart.

Advice and reassurance

Advice and reassurance for patients
should include the components listed
below.

« Encourage patients to:

— Stay active, continue daily activities
and refrain from extended bed rest

— Continue work activities (modified if
necessary); work participation plays
an important role in recovery

— Take responsibility for their own
management; self-management is the
cornerstone of effective treatment.

« Reassure patients that:
— there is no reason to suspect serious

Effective interventions
for acute and
persistent non-specific
low back pain

Acute pain

* Paracetamol

* NSAIDs

» Superficial heat

* Advice to remain active

Persistent pain

* Paracetamol

* NSAIDs

* Exercise therapy
 Multidisciplinary rehabilitation
* Spinal manipulation

damage or disease; such conditions are

extremely rare

— The prognosis is likely to be good;
most people improve rapidly and
severe ongoing limitations are
uncommon

— It is important to understand that
‘hurt does not mean harm’

— They should maintain a positive atti-
tude.

Avoid giving patients diagnostic labels
based upon presumed pathophysiology
such as disc degeneration, disc hernia-
tion or arthritis. Imaging findings show-
ing these pathologies are seen in many
people without low back pain, so their
relation to back pain is unclear. Also
avoid advising patients to let pain be
the guide for return to usual physical
activity, as patients should keep moving
despite pain.

It is important to address workplace
issues at the outset.”” Having an under-
standing of the patient’s work context
and job demands in relation to their
physical capacity and beliefs may help to
prevent and/or reduce work disability.

Communicating with the workplace/
employer to facilitate remaining at work,
with modified duties if necessary, can
be helpful, as can strategies to promote
prompt return to work.

There is often a mismatch between the
patient and the physician about expecta-
tions and beliefs about low back pain,
and open communication during the
consultation is crucial.”® There are sev-
eral commonly held beliefs that may

JUNE 2013 / MODERN MEDICINE 21
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NON-SPECIFIC LOW BACK PAIN (continued)

result in poorer outcome, including the

following:*

« The notion that fluctuations in pain
intensity signify actual or potential
anatomical damage/injury

« Fear of performing particular activi-
ties or movements (including work)
because of concerns of further damage

« Catastrophic beliefs about long-term
prognosis

« Expectations regarding the need for
imaging or investigations

» Expectations associated with particu-
lar treatments, particularly a prefer-
ence for passive treatments. Eliciting
and addressing erroneous beliefs and
identifying enablers and barriers that
are likely to influence treatment adher-
ence are an important part of the ini-
tial consultation.” The presence of high
levels of symptom reporting, psycho-
logical distress and strongly held mis-
taken beliefs should alert the GP to an
increased likelihood of poor outcome.
Addressing these factors early is likely
to be important and may justify earlier
follow up and active treatment.

Pain control

Medications

The goal of analgesic administra-
tion in the treatment of non-specific
low back pain is to reduce, rather than
abolish, pain in order to facilitate con-
tinued activity. A step up approach to
medication use is recommended, as
outlined in the Therapeutic Guidelines:
Rheumatology.'® Paracetamol is the saf-
est first choice, but consumption of the
safest maximum dose on a time-contin-
gent basis rather than on an ad hoc or as
required basis should be recommended.
Specific dosage recommendations such
as these are important given evidence
suggesting patients routinely underdose
themselves, potentially leading to inad-
equate pain control.”

NSAIDs are an alternative to parac-
etamol but can also be combined with
paracetamol. However, their potential
benefits need to be considered in rela-
tion to their potential harms, particular-
ly in high-risk patients. They should be
prescribed for short periods of time (eg,
up to three weeks), and patients should
be monitored for adverse effects.

If analgesia remains insufficient to
allow normal functioning, immediate-
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release opioids in an appropriate dose
for a short period may be considered.”
It should be noted that although admin-
istering stronger analgesics is intuitively
reasonable, there is conflicting evidence
as to whether this results in improved
clinical outcomes. Any recommenda-
tions should take the risk profile and
likelihood of side effects of these drugs
into account, and patients should be
monitored accordingly.

Other options

Non-pharmacological analgesic options
in the treatment of non-specific low
back pain include the use of heat packs
and wraps, for which some evidence of
effectiveness exists.”® Heat packs and
wraps are low cost and have few report-
ed side effects, and they also enable
patients to take responsibility for their
pain relief.

Managing recurrences

It should be noted that recurrences fol-
lowing an initial episode of low back pain
are common.” There is little research to
recommend strategies that reduce the
risk of recurrence, but patients should
be alerted to its likelihood. Patients can
be advised to follow the same activity
and medication recommendations in the
event of a recurrence. This will reinforce
the idea of self-management and may
obviate the need for consultation for
future episodes.

Many patients will have some degree
of low-level residual pain that persists
over months. These symptoms are not
necessarily indicative of serious pathol-
ogy and do not usually interfere with
normal function."

Managing persistent pain

Management of patients with non-
specific low back pain who have severe
pain persisting beyond two to three
weeks should include reinforcement of
the advice and reassurance provided
previously.

Pharmacological treatment
options

If the patient is still regularly taking an
immediate-release opioid, switching to
an equivalent dose of a modified-release
opioid preparation may be considered,

again for a pre-specified time period (eg,
up to 12 weeks)."

International guidelines are incon-
sistent on recommendations regarding
anti-depressants and muscle relaxants.*
Some recommend antidepressants only
where there is depressive comorbidity,
others suggest that they can be used as
an analgesic; however, the most recent
Cochrane review on the subject does
not recommend their use for low back
pain.* Trial evidence suggests that mus-
cle relaxants are more effective than pla-
cebos for short-term relief from low back
pain but the incidence of drowsiness,
dizziness and other side effects is high.*

Physical therapy options

There are numerous physical therapy
options available for patients with per-
sisting low back pain, but only struc-
tured exercise programmes and spinal
manipulative therapy are supported by
sufficient evidence to warrant inclusion
in most guidelines.* Allied health pro-
fessionals typically deliver these physi-
cal therapies over a six to twelve-week
course.

Of these physical therapies, exercise
programmes should be the first choice of
treatment. Although therapeutic effec-
tiveness may be equivalent to interven-
tions such as spinal manipulative thera-
py, exercise provides additional benefits
over more passive therapies. Exercise
reinforces the principle that patients
should be physically active and encour-
ages patients to take an active role in
management of their health. There is
some evidence to suggest that regular
exercise may have a role in prevention
of recurrences.” Additionally, increas-
ing physical activity has been shown to
confer numerous benefits beyond that
for low back pain, for example for car-
diovascular and mental health.

Importantly, simple advice ‘to do
some exercise’ is probably ineffective.
Exercise programmes should be super-
vised, high dose and individually pre-
scribed, and should include stretching
and strengthening components. Beyond
these general principles, however, there
is little evidence to support the superior-
ity of one exercise type over another.*
This being the case, clinician expertise
and patient preference may guide pro-
gramme selection.



Staying active with the help of chiropractic
treatment may well be the best solution

Scientific research shows that you should remain active - prolonged
bed rest weakens the bone and muscles and reduces your chances
of a full recovery - you may be advised to do gentle excercise to
ease pain and help your body to recuperate.

Are you?

* spending hours a day sitting at a desk or computer?

* Slouch in front of the TV?

* Sleep in a bed that is too hard or soft?

* Hunching you back and shoulders in stressful situations?

Repeating dally activities such as bending, lifting
and twisting may result in a "bad back”".

Treating the cause not the symptoms:

as you go through life a slight loss of proper
movements of the bones / joints can interfere
with the healthy working of your spine and the
nerves that pass through it. this can lead to pain.
Chiropractic, unlike painkilling drugs treats the
cause of pain not just the pain itself.

To free stiff joints and remove spinal nerve irrata-
tion, gentle specific adjustments (the chiropractic
word for manipulation) can be done by hand. This
effective drug free treatment is generally pain-
less, although short-term discomfort can be expe-
rienced if your back is very painful. lce/heat
treatments and massage may be recommended.

For more information on chiropractic or
where to find a CASA CHIROPRACTOR:
Visit the CHIROPRACTIC ASSOCIATION OF
SOUTH AFRICA website
www.chiropractic.co.za

or call us on 0861 887 772

email: info@chiropractic.co.za
casa elkomsa.net

With acknowledgement to the British Chiropractic Association
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NON-SPECIFIC LOW BACK PAIN (continued)

An approach to managing low back pain

[ Patient presents to GP with low back pain j

v

Diagnostic triage — take history and perform
physical examination to exclude:

* serious spinal pathologies (look for red flags)*
* radiculopathy

] L] L

Serious spinal Radiculopathy Neither serious spinal pathology nor
pathology suspected suspected radiculopathy suspected — patient diagnosed
* * as having non-specific low back pain
Refer patient urgently to If no progressive or major *
appropriate specialist motor weakness, manage Manage patient in
patient in general practice general practice

| |
]

* Provide patient with:
— Reassurance of likely favourable prognosis
— Encouragement to stay active and continue normal daily activities and work, despite pain

— Simple analgesia, pharmacological (paracetamol and/or NSAIDs; immediate-release opioids if
inadequate response to simple pain medication) and/or nonpharmacological (heat packs and
wraps)

* Address patient’s workplace issues if relevant

* Elicit and address any erroneous beliefs the patient has about back pain
* Assess patient’s level of psychological distress

* Imaging is not required

Review patient after one to two weeks if necessary

|
\/ v \/ L

Recovery (low-level Persistent pain | Recalcitrant pain | Back-related leg pain
residual pain may persist) * diagnosed as radiculopathy
Recurrences may occur — Consider: Consider: Consider:
increased physical activity * modified-release « further investigations * use of glucocorticoids
and education may help in opioids o referral to (epidural or oral)
prevention * exercise programme multidisciplinary e referral
« referral rehabilitation clinic

*See Table 1 for list of red flags for serious spinal pathology
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NON-SPECIFIC LOW BACK PAIN (continued)

Ongoing contact with a professional is
likely to be necessary to maintain moti-
vation and adherence.*

A range of allied health care profes-
sionals, including physiotherapists,
osteopaths and chiropractors, are able
to provide care to patients with low back
pain. However, these professions are not
all alike in their focus on encouragement
of physical activity and self-manage-
ment, and unfortunately this focus also
does not necessarily concentrate along
professional lines as individuals with-
in each profession differ in their views.
Communication and building relation-
ships with allied health care profession-
als in your area may be worthwhile to
find some that you can depend on to
administer evidence-based care.

Treatments with no or
limited evidence of efficacy

Numerous treatments commonly used
in the treatment of low back pain are not
supported by evidence and are not rec-
ommended. They include antidepressant
medications, radiofrequency denerva-
tion, injections and traction.**>*

Other treatment options that are cur-
rently backed by limited evidence are
also not recommended. These include
acupuncture, lumbar supports, mas-
sage and transcutaneous electrical nerve
stimulation.?”3°

Managing recalcitrant
low back pain

If sufficient improvement in persist-
ent non-specific low back pain has not
occurred despite a trial of best practice
management as outlined above, further
options can be considered. These include
further investigations and referral to a
multidisciplinary rehabilitation clinic
(these may be referred to as pain clinics,
depending on the setting).

Persistent, debilitating low back pain is
often accompanied by problems of physi-
cal, psychological and social origin. These
patients are unlikely to respond to a sim-
ple unimodal course of a physical therapy.
Although the causal associations are not
well understood, it is likely that effective
management of these patients requires
consideration of all of these factors.

There is evidence to support the
effectiveness of multidisciplinary reha-
bilitation programmes in this popula-

tion of patients with long-term, severe
symptoms.* These programmes usu-
ally involve intensive treatment, includ-
ing structured exercise, education and
instruction in self-management, func-
tional training and tailored psychologi-
cal management, and are delivered by
various health professionals (eg, physi-
cal therapists, rehabilitation specialists,
psychologists, occupational physicians
and occupational therapists).

An important feature of a successful
multidisciplinary program appears to be
the volume of therapy provided; success-
ful programs generally involve at least
100 hours of therapy.*' Programmes
should have a clear and defined focus on
improving and sustaining the functional
capabilities of patients.

Managing back-related
leg pain

Low back pain accompanied by referred
pain into one or both legs is usually
associated with more significant loss of
function.®* In many instances, referred
pain does not indicate radiculopathy,
and the treatment recommendations are
the same as those for non-specific low
back pain.

For those patients diagnosed with
radiculopathy (typically, leg pain is more
severe than back pain, there is unilateral
pain that radiates below the knee, there is
a positive straight-leg raise test, and other
neurological signs are present), the prog-
nosis is generally less favourable than for
those with non-specific low back pain.*

Although specific mechanisms are not
completely understood, it is likely pain
stems from inflammation surrounding
and/or compression of the nerve roots
in the lumbar segments, usually due to
herniation of the intervertebral disc.*

Similar to the treatment recommen-
dations for non-specific low back pain,
management in patients with radicul-
opathy includes education regarding the
condition, advice to stay active and sim-
ple analgesic medications. There is also
no need for routine imaging at the initial
presentation. Translumbar, transsacral
or transforaminal (or ‘nerve root’) epidu-
ral glucocorticoid injections may provide
modest short-term (three to six weeks’)
pain relief, although evidence is some-
what inconsistent.?*?* A two to three-
week trial of oral glucocorticoid may be

another treatment option but the efficacy
of this has not been established.*®

Patient review

Persistent lack of improvement in the
face of appropriate management war-
rants patient review by the primary care
clinician or referral to a colleague more
experienced in low back pain manage-
ment. Unfortunately a common pattern
seen in patients with persistent low back
pain is that the same physical treatments
have been administered repeatedly for
months or years with little sustained
effect. In these cases, discussion with the
treating clinician about alternative man-
agement options or referral elsewhere
may be appropriate.

Role of imaging

Imaging should be restricted to those
patients with low back pain in whom
there is a strong suspicion of serious
spinal pathology or surgical referral is
being considered for persisting radicular
features (Table 2).?

Imaging (plain radiographs, CT scans,
MRI) of patients with non-specific low
back pain in the first instance has not
been shown to improve clinical man-
agement and may even lead to poorer
clinical outcomes. There is a poor cor-
relation between clinical features and
imaging findings, and abnormal findings
are common in people without back pain
and increase with age. For example, a
study of MRI in people without back
pain over the age of 60 found that 21%
had spinal stenosis, 36% had a herniated
disc and 90% had a bulging or degener-
ated disc.”

Referral for imaging is associated with
increased costs and inconvenience and
with exposure to unnecessary radiation,
is unlikely to improve patient satisfac-
tion and may reinforce negative beliefs
regarding anatomic injury.* 3 National
guidelines from around the world uni-
formly recommend that imaging not be
performed for patients with non-specif-
ic low back pain of short duration unless
there are ‘red flags’. 3103738

Results of investigations such as elec-
tromyography, pathology or nerve con-
duction studies similarly show little cor-
relation with reported symptoms.

Continued on page 35
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BIOLOGICAL THERAPIES FOR RHEUMATOID ARTHRITIS (continued)

Syk

Syk is an important mediator of immu-
noreceptor signalling in macrophag-
es, neutrophils, mast cells, synovial
fibroblasts and B-cells. The net down-
stream effect of Syk activation includes
increased IL-6 and matrix metallopro-
teinase production. A recently published
phase II clinical trial confirmed the posi-
tive impact of Syk inhibition on reducing
disease activity, and supported the Syk
pathway as a potential new drug target
for the treatment of RA."”

MAPKs

MAPKSs are intracellular enzymes that
transmit signals to the nucleus, result-
ing in gene transcription. They have
been found in the synovial lining and
endothelium of vessels within RA syn-
ovium. MAPKs have been implicated in
regulating TNF, IL-1 and IL-6 signalling,
and animal studies demonstrated their
efficacy in reducing joint swelling and
damage.**

New generation monoclonal
antibodies

New generation monoclonal antibodies
are also on the horizon for RA treatment.
Following the success of rituximab,
four new humanised B-cell-depleting
therapies are under current evaluation:
ocrelizumab, ofatumumab, epratuzu-
mab, and veltuzumab. Research is also
under way on developing monoclonal
antibodies against novel targets, such
as IL-17 (secukinumab) and the hae-
mopoietic regulators, granulocyte colo-
ny-stimulating factor and granulocyte-
macrophage colony-stimulating factor
(mavrilimumab).”

Conclusion

Methotrexate remains the drug of choice
for the treatment of patients with active
RA. There is evidence it is equally effi-
cacious as the biological agents in the
treatment of early RA. In patients whose
disease is inadequately controlled either

with methotrexate treatment or with
a combination of other non-biological
DMARDs, there is an array of highly
effective agents that are now available
to treat the disease. The availability of
these emerging biological agents has
radically changed the approach towards
RA management.

The prescription of these new thera-
pies remains in the domain of the spe-
cialist rheumatologist (or immunolo-
gist with experience in managing RA).
However, GPs play a vital role in pro-
viding early patient referral for special-
ist evaluation and partnering with spe-
cialists in monitoring patients for the
development of treatment- and disease-
related complications. The expectation
of treatment is now no longer simply to
palliate patient symptoms, but to move
patients with early RA into long-term
remission.

References are available on request.

Non-Specific Low Back Pain

Role of surgery

Continued from page 25

Conclusion

There is a limited role for surgery in treating patients with
low back pain. Decompression surgery may be effective
for improving leg pain in patients with spinal stenosis but
the value of discectomy, disc replacement and fusion for
non-specific low back pain is unclear at best. In all cases, a
trial of nonsurgical management before surgical opinion is
appropriate. For patients with radiculopathy, although sur-
gery can provide short-term pain relief, long-term outcomes
may be comparable to conservative management.

Prevention of low back pain

Effective prevention of low back pain is not well under-
stood. This applies to both primary and secondary preven-
tion. There is some evidence to support the influence of
increasing physical exercise and improving education levels,
specifically the understanding of low back pain as a biopsy-
chosocial condition.*® Education should also promote a shift
in beliefs regarding the consequences of low back pain, par-
ticularly work absence, fear of physical activity and implica-
tions for continuing daily activities.*

Low back pain is a prevalent and costly health condition
and is the most common musculoskeletal reason for seek-
ing primary care. Serious conditions relating to low back
pain present extremely rarely in general practice and inves-
tigations for these are recommended only if red flags are
present. The prognosis for patients with short-term symp-
toms of non-specific low back pain is good, and initial
management involves advice to maintain physical activity,
reassurance and the provision of simple analgesia. If symp-
toms persist, stronger medication and physical therapies
can be recommended. Multi-disciplinary rehabilitation
clinics provide an option for patients with severe, disabling
symptoms of long duration. Clinicians should avoid provid-
ing pathoanatomical labels, and there is no place for routine
imaging or pathology tests in patients with non-specific low
back pain.
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