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Low back pain in adults: a puzzle for 
the nurse in primary care?
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NURSING, UNIVERSITY COLLEGE DUBLIN, MATER MISERICORDIAE UNIVERSITY 
HOSPITAL, ST VINCENT’S HEALTH CARE GROUP

Introduction
Low back pain, or back pain is a leading cause of disability world-
wide1, threatening function, mental health and quality of life2,3 and 
is managed mostly within primary care. In the Republic of Ireland 
(ROI) approximately 35.5% of the population experiences chronic 
pain.4,5 Back pain is the most common cause of chronic pain in 
Europe6 as well as in the ROI (47.6%).4 

The majority of patients with back pain have symptoms on a 
mechanical basis. Mechanical low back pain (spinal pain) may be 
defined as pain that results from overuse of a normal anatomic 
structure (e.g. musculoligamentous strains or sprains) or pain 
that results from trauma or deformity of an anatomic structure 
(e.g. herniated intervertebral disk).7 Non-mechanical spinal pain 
is rare and typically has a more sinister aetiology. It may result 
from widely diverse pathologic conditions such as primary and 
metastatic neoplasms of the spine or infections. Visceral or referred 
spinal pain to the low back, neck or dorsal spine is less prevalent 
than mechanical spinal pain and includes vascular disease such 
as abdominal aortic aneurysm or gastrointestinal disease such as 
pancreatitis7. Although acute spinal pain is frequently self-limiting, 
chronic spinal pain is often persistent and recurring in character. 
Almost 30% of the patients with acute onset low back pain will 
progress to develop chronic low back pain.7 

Biopsychosocial model
People with chronic low back pain frequently experience anxiety and 
depression, as well as effects on social, recreational and work life.8 The 
biopsychosocial model is the predominant framework used for under-
standing, managing and treating back pain. This approach suggests in 
addition to biology that psychological, socio-economic, environmen-
tal and cultural factors all contribute to the incidence and persistence 
of back pain symptoms.9,10 Furthermore, recommendations have been 
made for collecting patient-reported measures regarding a patient’s 
perceived level of disability and the impact of low back pain on daily 
activities.11,12 These recommendations endorse the use of a core set of 
measures including those that evaluate back specific function, generic 
health status, pain, work disability and patient satisfaction.12 

The management of low back pain is a bit like a jigsaw puzzle. So 
far, current care services may not be measuring all the bits of this 
jigsaw completely. In a recent systematic review and meta-analysis, 
the impact of the experience of persistent pain on the affected 
person was profound, yet despite the suffering being significant; 
core outcomes often did not capture what was important.13 The 
aforementioned review concluded that the social component of 
the biopsychosocial model is not well represented in current core-
sets of outcome measures. Accordingly, health care professionals 
should appreciate that the broader impact of low back pain 
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includes social factors; this may be crucial to improving patients’ 
experiences of health care.13 Evaluation of the pain is one core set 
that warrants detailed attention by the nurse in primary care. 

Pain evaluation
The initial evaluation of a patient with acute or chronic back pain 
is aimed at identifying ‘red flags’ of potentially serious causes 
of back symptoms and in particular to rule-out the existence 
of cauda equina syndrome, a rare condition that necessitates 
emergency intervention. Common causes of cauda equina 
compression include central herniation of an intervertebral disk, 
epidural abscess or haematoma, and tumour masses.7  Cauda 
equina compression is characterised by low back pain, bilateral 
motor weakness of the lower extremities, bilateral sciatica, saddle 
anaesthesia, gait disturbances, abdominal discomfort, dimin-
ished anal sphincter tone, and urinary bladder retention.7In some 
patients, pain may be unrelenting and not relieved by rest, or 
analgesics. Immediate spinal imaging is recommended for the 
evaluation of patients who have low back pain that persists be-
yond 4 weeks, exhibit severe or progressive neurologic deficits, 
or are suspected of having a serious underlying condition such as 
vertebral infection or cancer.14 After ruling out ‘red flags’ the next 
step is to classify symptoms as back only (no neurologic involve-
ment) or sciatica (neurologic) and then to provide the patient 
with an understanding of prognosis, workup and treatment op-
tions for dealing with the limiting symptoms.15 

The evaluation for low back pain includes a focused pain 
history and physical examination. The history concentrates on the 
circumstances of onset of pain such as an association with a particular 
trauma or an unusual period of strenuous activity.  The duration 
and frequency of pain analyses whether the pattern is persistent 
or episodic in nature. Location and any radiation of pain, especially 
the dermatomal distribution, helps to identify the structures that 
are possible pain generators. A body diagram is key here that has 
a dermatome map on the posterior and will enable the patient to 
illustrate where exactly the recent symptoms have been experienced. 

In addition, questions regarding provocative movements (e.g., 
walking, sitting, or standing), alleviating movements (eg, walking, 
sitting, rest, or standing), exercise frequency and participation 
and previous treatment need to be captured.16 Mechanical and 
systemic disorders may be worsened or improved with a change 
of activity. Pain improvement with immobility helps define 
specific disorders (e.g. muscle injury, vertebral compression 
fracture) in either group.15 The time of day associated with the 
maximum degree of pain also is characteristic of certain disorders. 
Inflammatory arthritis of the lower spine causes most symptoms in 
the morning, whereas mechanical disorders are most problematic 
at the end of the day. 7 The quality of pain such as burning, 
lancinating or aching helps separate musculoskeletal pain (aching) 
sources from sources associated with neural injuries (burning). 

The intensity of pain; especially noted should be the functional 
impact of the pain on the patient’s work and activities of daily living, 
any morning stiffness, history of claudication and sleep pattern 
overnight. The patient should be asked “what symptoms are limiting 
you; is it pain, weakness, numbness, tingling, stiffness, or other 
problems such as bowel or bladder dysfunction?” Probably the most 
important question is “how are you limited by the symptoms?” 15

It is also helpful to understand the patient’s interpretation of 
prior spinal, musculoskeletal, or exercise limitations, including 
dates and time to recovery and the dates and results of each type 
of related diagnostic procedure, surgery, or injection.  Another 
helpful piece of information stems from the question, “what 
has given you lasting comfort?” 15 The inclusion of social and 
psychological factors is applicable during the initial evaluation 

and on-going pain re-evaluations. Moreover, a detailed medical 
and surgical history inclusive of the presence of any constitutional 
symptoms such as fever, malaise, or weight loss is equally relevant. 

Physical examination
A comprehensive general physical and a detailed neurologic exami-
nation should be performed in all patients with back pain/spinal 
pain. Physical examination includes a complete evaluation of the 
musculoskeletal system, including assessment of gait, palpation of 
the axial skeleton and assessment of range of motion and alignment 
of the spine.15 Neurologic examination to detect any indication of 
spinal cord, spinal root, or peripheral nerve dysfunction is critical. In 
most patients, radiographic and laboratory tests are not indicated. 
Erythrocyte sedimentation rate and plain radiographs are most 
informative in patients who are 50 years old or older, who have a his-
tory of cancer, or who have constitutional symptoms.15 

Management
The importance of early access to appropriate care cannot be un-
derestimated, since the aim of appropriate care is to alter the course 
of the disorder, particularly since low back pain is well-known to 
be either episodic or progress to chronicity.17 Low back pain has an 
episodic trend in up to 80% of cases,18 as opposed to resolving fully, 
and up to 30% of acute back pain becomes chronic.19 

Appropriately trained health care professionals could facilitate 
access to care at a community level and also identify predictors of 
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chronicity in affected patients.17 For example, a package of care 
using the latest evidence-based management including patient 
education, staying active, exercise including a daily walk, lifestyle 
modification, spinal manipulative therapy and simple analgesia, is 
likely to yield the best possible outcomes.20 That said, choosing the 
most appropriate treatment for individual patients with low back 
pain can be challenging and clinical guidelines recommend taking 
into account patients’ preferences. However, no tools exist to 
assess or compare patients’ views about low back pain treatments. 
Consequently, the Low Back Pain Treatment Beliefs Questionnaire 
can be used to assess the beliefs of low back pain patients 
regarding four guideline-recommended treatment options (pain 
medication, exercise, manual therapy, acupuncture).21 

Adherence to treatment is one health behaviour that is believed 
to be affected by patients’ expectancies. The idea is that patients 
who expect the treatment to be beneficial for their health will 
put more effort into following the treatment recommendations.22 

Treatment adherence has been defined by the World Health 
Organisation as “the extent to which a person’s behaviour, taking 
medication, following a diet, and/or executing lifestyle changes, 
corresponds with agreed recommendations from a health 
care provider”.23 However, a secondary analysis study did not 
convincingly support the theory that adherence is a key pathway 
in the relationship between treatment outcome expectancies and 
recovery and pain intensity in an acute low back pain population.22

As acute spinal pain frequently has a favourable natural history, 
in the absence of progressive neurologic deficits or ‘red flags,’ 
symptomatic treatment may be sufficient. This may include a 
short period of rest and analgesics and early return to function 
and normal activities. Short-term or periodic use of simple 
analgesia for mild-to-moderate acute spinal pain (paracetamol, 
nonsteroidal anti-inflammatory drugs) and weak opioids such as 
tramadol for acute, moderate to severe spinal pain of less than two 
weeks is clinically defendable,24 notwithstanding recent evidence 
concerning the effectiveness25 and toxicity26 of paracetamol. 

Strong opioid drugs and benzodiazepines are associated 
with much higher risks and complications related to tolerance, 
addiction and abuse, particularly with chronic or recurrent spinal 
pain syndromes.27 Except for the short-term treatment of acute, 
severe cases of back pain, where opioid and benzodiazepines are a 
defendable option,24 there is little evidence to suggest that full mu-
agonist opioids change the course or severity of back pain28 to date.  

Interdisciplinary care management
Due to its persistent and recurrent nature and with often ad-
ditional psychosocial issues, chronic spinal pain may be best 
treated by embracing a multidisciplinary approach with addi-
tion of psychosocial, rehabilitative, and functional restoration. A 
recent systematic review and meta-analysis was undertaken,29 to 
estimate the effectiveness of multidisciplinary rehabilitation on 
decreasing pain, disability, and work absenteeism in people with 
chronic low back pain and disability. The authors concluded that 
multidisciplinary rehabilitation programmes resulted in better 
outcomes with respect to long term pain and disability com-
pared with usual care (moderate quality evidence) or physical 
treatments (low quality evidence). For work outcomes, multidis-
ciplinary rehabilitation seems to be more effective than physical 
treatment but not more effective than usual care.29

In addition, spinal pain patients should be educated in their role for 
preventing spinal injury and in reducing their on-going pain. Some 
of these general preventative instructions may include measures as 
simple as assuming appropriate posture for sitting, driving, and lifting; 
attempts to lose weight; smoking cessation; and adopting a healthy 
lifestyle.7,34 Understanding factors that trigger an episode of low 
back pain may provide important insights into the prevention and 
management of this condition.30,31 A recent study found that patients’ 
understanding of triggers was incomplete, as evidence that certain 
types of triggers were under-recognised as increasing the risk of an 
episode of low back pain, such as being distracted during a manual 
task and manual tasks involving an object not close to the body.32

Despite an ever-growing array of invasive treatment options 
available, each patient must be uniquely and thoroughly 
evaluated before a specific treatment option is recommended.7

Conclusion
Spinal pain, particularly persistent pain, is a complex phenomenon 
and is very real to the person experiencing it. Persistent pain has 
both physical and psychosocial components.20,33 Accordingly, there 
is an evolving trend toward matching care to both the physical and 
psychosocial components of a patient’s experience. This implies 
determining the patient’s care needs, be these physical and/or 
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psychosocial, and matching them with the best available evidence-
based active and passive treatments.24 In conjunction, care services 
and access to these services need to be identified and developed to 
meet the patient’s care needs. The end product can be a person-cen-
tered care package that is tailored to the individual patient, ranging 
from low to high levels of care complexity, with a view to gaining the 
best possible outcomes. This approach to care would be achieved 
through multidisciplinary health care teams and utilising a multimod-
al, biopsychosocial approach to care.13,24 Meanwhile, the nurse in the 
primary care setting can represent a piece of the jigsaw puzzle with 
a view to bringing the pieces together and developing a beneficial 
management plan tailored to the individual person with back pain. 
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