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Definition and prevalence

The prevalence of common
low back pain (Sidebar 1) is
very high, in the industrialized
countries as well as elsewhere
in the world"2. Over 50% of
French persons aged 30 to 54
years suffer from low back
pain each year’, as does one
person out of four each month
throughout the world®.

Low back pain in a biopsycho-
social perspective

Low back pain often entails
functional disability and is at
times associated with psychoso-
cial difficulties (psychological
distress, deterioration of family
relationships, limitation of so-
cial activities, inability to work,
lower quality of life...). These
difficulties are more pronounc-
edly expressed when low back
pain becomes chronic, and they
more frequently occur in older
persons'. Low back pain also
has a considerable impact in
work environments and gener-
ates major social costs, some of
them direct (health care con-
sumption), and others indirect
(per diem sick pay, disability
Eenefits, loss of productivity...)

Risk factors and natural his-
tory

Low back pain is not an ill-
ness or disease, but rather as-
ymptom possibly originating in

the spinal or perispinal struc-
tures and spaces®. Its origins
are multifactorial, and the bi-
opsychosocial model of low
back pain explains how it is
that socio-demographic, biome-
chanical, medical, occupational
and psychosocial factors can all
contribute to its development’.
While the prognosis for low
back pain has for many years
been considered as highly fa-
vorable, likelihood of improve-
ment is markedly reduced when
it persists for more than six
weeks®, and recurrence is quite
frequent'. Following an episode
of acute low back pain, one
person out of three still pre-
sents symptoms one year later’.
In each patient, it is important
to detect and gather informa-
tion on the issues that are his
or hers, even though it may be
difficult to distinguish etiologi-
cal from prognostic factors.
While biomechanical factors
have a major impact on the
occurrence of low back pain, a
number of psychosocial factors
(psychological difficulties, fear-
avoidance beliefs and behavior,
a problematical professional
context or insufficient family
and social support) are liable to
favor its persistence or exacer-
bate its impact','*"3.

Common low back pain and
the general practitioner

Along with physiotherapists,
general practitioners (GP) are



the health care professionals
most frequently consulted by
these patients'. In France, 7%
of GP consultations of persons
aged 18 to 65 years involve low
back pain complaints'>. More-
over, a GP is likely to be famil-
iar with his patients’ familial,
social and professional environ-
ment, and comprehensive care
and a patient-centered ap-
proach are two of his key skill
sets16. That is why, from a
biopsychosocial standpoint, a
GP is ideally positioned to treat
low back patients. However,
management of this condition
often vyields frustration, par-
ticularly in cases of chronic low
back pain. Some GPs attribute
their frustration to diagnostic
uncertainty or to their doubts
concerning treatment effective-
ness'’. Others mention recom-
mendations that may not be
suited to the peculiarities of
their patients' situations'®.

This article is aimed at pre-
senting a reasoned assessment
of solid evidence on low back
pain in general practice and of
complementary proposals stem-
ming from clinical expertise
and from the research carried
out by a multidisciplinary group
of clinician-researchers essen-
tially involved in primary care.
The literature on common low
back pain is extremely profuse.
Our references have preferen-
tially to do with ever more nu-
merous studies dedicated to
primary care. Two articles syn-
thesizing existing recommenda-
tions in primary care for com-
mon low back pain patients are
of particular interest with re-

gard to evidence-informed
management'®%,
Medical evaluation has two

main objectives; first, to

: Pain or discomfort localized beneath the 12* dorsal verte-
bra and above the intergluteal fold, with possible radiation down the leg,

but not continuing below the knee.

: Low back pain that is not secondary to a specific
pathology (infection, tumor, osteoporosis, fracture, ankylosing spondylitis,
inflammatory process) and that is not accompanied by signs of nerve com-
pression (nerve root syndrome or cauda equina syndrome).

: low back pain developing for fewer than 6 weeks.

: low back pain developing for 6 to 12 weeks.

: low back pain developing for more than 12 weeks.

“«

The term

can be used for acute or subacute

episodes, but there exists no consensus allowing for definition of the notion
in terms of frequency or number of episodes; furthermore, this notion in no
modifies the treatment and management proposed for the above defini-

tions.

Sidebar 1: Low back pain definitions (Based on Van Tulder et al.5 and

Balague et al'.)

confirm a diagnosis of common
lower back pain; second, to
identify potential obstacles to
favorable evolution.

Confirmation of a common low
back pain diagnosis

Diagnosis of common low
back pain is based mainly on
targeted questioning and clini-
cal testing, which will reveal
different degrees of mechanical
low back pain reproduced on
palpation, muscular stiffening
and tightness during mobiliza-
tion of the spine?®2'. This diag-
nosis necessarily rules out the
following diagnoses:
- pain exterior to the spine:
renal, retroperitoneal, vascu-
lar, sacral or sacroiliac patholo-
gies, of which the description
remains outside the scope of
this article;

« Initial episode occurring after
50 years of age

« Recent, violent trauma

o Permanent pain marked by
circadian rhythms

« Chest pain

« Past history of malignant tumor
(s)

« Prolonged corticosteroid ther-
apy

« Intravenous drug use

- specific (or secondary or non
-degenerative) low back pain:
of infectious, tumoral, fractural
or inflammatory origin. Certain
clinical signs, known as red
flags (Sidebar 2) can point to
specific low back pain and
should be sought out at an early
stage in any patient consulting
on account of low back pain.

However, the above list of
red flags is not an object of
consensus, and their actual
capacity to predict the exis-
tence of specific low back pain
is unknown?. In point of fact,
specific low back pain repre-
sents less than 2% of the low
back pain encountered in pri-
mary care, even though, in this
context, more than 80% of pa-
tients

Immunosuppression, HIV

« Altered overall condition, unex-
plained weight loss

« Osteoporosis

o Extended neurological syn-
drome (including cauda equina
syndrome)

« Unexplained fever > 38° C

o Persistence  while receiving
treatment > 4-6 weeks

Sidebar 2: Low back pain definitions (Based on Van Tulder et al.5 and

Balague et al'.)
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present at least one red flag?.
Work remains to be done, espe-
cially in primary care, in order
to determine which clinical signs
(or combinations of signs) should
be given priority considera-
tion’®?. In the meantime, and
given the potential severity of
specific low back pains, it would
appear permissible to search for
red flags (strong recommenda-
tion, moderate level of evi-
dence) and to envision addi-
tional tests and/or to request
expert advice according to the
suspected diagnosis or diagnoses
(strong recommendation, low
level of evidence;

-low back pain associated with
root compression syndrome:
lombosciatic, lombocruralgic or
cauda equina syndrome.

Painful irradiation of a lower
limb (especially if it extends
below the knee) and sensorimo-
tor disorders are alarm signals
that should occasion immediate
neurological assessment. Hyper-
algesia (pain resisting major
analgesics >24h) or paralysis
(motor deficit preventing reac-
tion to leg heaviness) are indica-
tions for specific and urgent
medical attention?'.

A rare occurrence, cauda
equina syndrome associates root
compression syndrome with mul-
tiple nerve root lesion. It should
nonetheless be suspected when,
to different and varying de-
grees, clinical presentation asso-
ciates radicular pains, sensori-
motor disorders (of which the
most characteristic is saddle
block anesthesia), reduced re-
flexes, and genito-sphincter
dysfunctions. This type of condi-
tion may call for emergency
neurosurgery?'.

In the other cases, even
though root compression syn-
drome is associated with slow
resolution of low back pain,
treatment should be similar to
that administered for common
low back pain; in some in-
stances, monitoring the
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evolution of the symptoms and
neurological signs will suffice?.
Root compression syndrome
persisting for more than 4 to 6
weeks may justify MRI or a sur-
gical opinion (strong recom-
mendation, moderate level of
evidence).

At times characterized as
“triage”, this type of evalua-
tion has got to be carried out as
soon as the initial consultation,
whatever low back pain dura-
tion may be. It must be re-
peated so as to avoid disregard-
ing or misidentifying the secon-
dary appearance of neurologi-
cal disorders or initially hard-to
-diagnose specific low back
pain. This is particularly the
case with inflammatory low
back pain such as ankylosing
spondylitis, in which persistent
symptoms constitute a diagnos-
tic argument?2.

A common low back pain di-
agnosis does not necessarily
require additional investigation
during the acute phase®?!2328
(strong recommendation, mod-
erate level of evidence). Stan-
dard radiography and MRI are
recommended if, after 4 to 8
weeks, there is no clinical im-
provement, in the event of ma-
jor repercussions and/or in
cases where invasive treatment
(infiltration, surgery) is envi-
sioned as an option?"23%
(strong recommendation, mod-
erate level of evidence). It is
aimed at formally ruling out
specific low back pain and/or
providing orientation for inva-
sive treatment. Given that cor-
relation between an overall
clinical picture and the pres-
ence of imaging abnormalities
is very low, imagery results are
not instrumental to the orienta-
tion of treatment for common
low back pain patients®. It is
consequently essential, before
testing, to inform patients of
the goal under pursuit; after
all, imaging abnormalities such
as degenerative disc disease

(DDD) are frequently found, yet
have little or no effect on
treatment®'. Last but not least,
it is of no interest, in the ab-
sence of peculiar evolution or
perspective of invasive treat-
ment, to proceed time and
again with diagnostic imaging®.

Risk factors for unfavorable
evolution

A sizable number of clinical,
biomechanical and psychosocial
factors have been associated
with unfavorable evolution of a
low back pain episode (Sidebar
3), whether it be in terms of
duration (chronic evolution) or,
more pointedly, in terms of
functional and psychosocial
impact. Psychosocial factors
appear to be preponderant”'"
12,2021,2832:36  |n point of fact,
the level of pain and physical
impact objectifiable on testing
seem less determinative of fu-
ture development than the way
in which a patient experiences,
interprets and adapts to his
situation. In a cognitive-
behavioral perspective, some
authors have described a transi-
tion towards disabling chronic
low back pain as a vicious circle
in which pain provokes fear,
avoidance and “doom and
gloom”, leading to physical
deconditioning, which tends to
favor the persistence of pain
and incapacitation®*8, Just like
the previously described red
flags, psychosocial risk factors
are at times grouped under
yellow flags (individual fac-
tors), blue flags (professional
factors) and black flags
(contextual factors)®.

Assessing the risk of unfavor-
able evolution
Numerous tools have been



elaborated in view of assessing
the prognosis of a patient pre-
senting with acute low back
pain®"®, It is difficult at an
early stage to model a progno-
sis for a given individual when
taking into account only a lim-
ited number of factors®2. More
often than not, multiple factors
interact with one another and
affect low back pain evolution
in configurations that may vary
enormously, from one individ-
ual to the next?. Multidimen-
sional questionnaires such as
the Acute Low Back Pain Ques-
tionnaire and the Orebro Mus-
culoskeletal Pain  Screening
Questionnaire, both of which
take into account a wide range
of risk factors, seem particu-
larly effective in prognosis pre-
diction?®%4_  However, their
means of application and use-
fulness outside of research pro-
tocols has not become an ob-
ject of consensus. Moreover, it
has been demonstrated that
subjective estimation of prog-
nosis by a health care profes-
sional fully acquainted with the
patient, or even by the patient
himself, can be strongly associ-
ated with prognosis, and is fi-
nally as reliable as the com-
monly used multidimensional
questionnaires’®*'.  In  any
event, a prognosis estimated as
unfavorable should act as an
alarm bell, impelling the physi-
cian to look into potential ob-
stacles to the patient's clinical
improvement and, if necessary,
to intervene as he deems suit-
able.

Identifying potential obstacles
to favorable evolution
Obstacle identification is
a key part of assessment, as it
may quite possibly orient treat-
ment and management?®. With
this in mind, the subacute pe-
riod seems to represent a de-
terminative stage for evolution
of a common low back pain
episode and consequently to

perhaps be the right time to
explore potential obstacles to
clinical improvement28,31.
Such exploration has essentially
to do with the previously de-
scribed risk factors, particularly
the individual, professional and
psychosocial factors related to
an overall context to the pa-
tient's interpersonal environ-
ment (strong recommendation,
moderate level of evidence). In
keeping with a GP's monitoring
skills16, exploration must be
progressive and may at times
be based on the his previous
acquaintance with the patient,
all relevant aspects of whose
profile are nonetheless likely to
necessitate (re)interrogation.

That much said, exploration
will be facilitated by a high-
quality relationship epitomizing
the global, patient-centered
approach in which the patient's
degree of willingness to be
questioned on elements of his
private, if not intimate life is
scrupulously respected. At the
outset of the episode, this type
of exploration may appear cur-
sory, but when the low back
pain proves persistent, it needs
to be deepened®. Concretely
speaking, when the symptoms
persist, especially during the
acute and subacute phases,
discussion with the patient
should take place at regular
intervals, for example every
week or two.

: advanced age, past history of low back pain, lengthy episode
duration, pain intensity, extended pain without neurological sign, major inca-
pacitation, poor overall state of health, low estimate of quality of life.

: physical labor (examples: regular bending over, apron or

forklift driving, carrying heavy loads).

Individual

« cognitive-behavioral: passive coping strategies (avoidance behavior, “gloom
and doom” or disaster-mongering*...), external causal attribution**, mistaken
beliefs on the cause or the factors exacerbating low back pain, pessimism
regarding prognosis, negative perception of the treatment strategy proposed;

« psychological or psychiatric: psychological distress, somatoform or somatic
symptom disorder, depression, personality disorder (paranoia, borderline...)

professional: lack of support from colleagues or hierarchical superiors, lack of

protection on return from work, low level of workaday satisfaction, work
deemed monotonous or excessively demanding, on-the-job stress, unsociable

hours (shift work);

social or familial: poor community/neighborhood support or social isolation,
overprotective family or, on the contrary, lack of family support;

contextual:

obstacle associated with the professional environment: Regulatory impedi-

ment to return to work, no possibility of adapting the workplace or work sta-
tion, legal dispute with the employer and/or litigation associated with finan-
cial compensation for sick leave, past history of negative experience concern-
ing return to work following a period of absence;

obstacle associated with the health care system: management unfavorable to

pursuit of usual activities, discordant discourses or treatment modalities put
forward or advocated by health care professionals.

*

exaggeratedly negative mental reaction occurring during a pain episode and

responsible for mistaken thoughts, fears and unsuitable or inappropriate inter-
pretations liable to aggravate the physical pain

** attributing responsibility for one's pain to factors independent of one's person
(examples: the workplace environment, the health care system...).

Sidebar 3: Risk factors for unfavorable evolution of an episode of common

low back pain
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Acute low back pain

« Reassurance,

« Advice to remain ac-

tive,
« Early return to work

Subacute low
back pain

Reassurance,
Advice to
active,

Early return to work,

Strategy  addressing
psychosocial factors,

Active physiotherapy,
Multidisciplinary re-
habilitation programs

remain

Chronic low
back pain

Reassurance,

Advice to remain ac-
tive,

Early return to work,
Strategy  addressing
psychosocial factors,
Multidisciplinary reha-
bilitation programs,
Cognitive-behavioral

therapy

Table 1: Management orientations to be proposed (strong recommendations,

high level of evidence)

Acute low back pain

Subacute low
back pain

Chronic low
back pain

o Strict prolonged bed . Strict prolonged bed . Strict prolonged bed

rest, rest,

« Tractions, « Tractions,

rest

« Corticosteroid infil- « Corticosteroid infiltra-

trations in the ab-
sence of nerve root
pain,

« Corticosteroids  ad-
ministered orally or
by intramuscular
route

tions in the absence of
nerve root pain

Table 2: Management orientations to be avoided (strong recommendations,

high level of evidence)

General management princi-
ples to be applied at all stages
In a majority of common low
back pain episodes, recovery
spontaneously occurs within a
few weeks. Twelve weeks after
its onset, 58% of patients no
longer suffer pain, and 73% have
fully recovered from their tem-
porary incapacitation’. Given
this natural evolution, a large
portion of management consists
in reassuring the patient and,
more specifically, in informing
him on the likelihood of progres-
sive (if occasionally lengthy and
laborious) improvement, what-
ever the therapeutic regimen

exercer
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proposed and applied. Existing
medical resources are relatively
sparse, and scant proof of their
efficacy presently exists. Brief
educative remarks insisting on
the importance of remaining
active are indispensable, and
inordinate bed rest is to be
proscribed (high level of evi-
dence)"®. A  biomechanical
model according to which the
pain results mainly from ana-
tomical abnormalities and me-
chanical constraints is to be
avoided and replaced by a ap-
proach more functional and less
liable to occasion fears and
anxiety. It is of paramount im-
portance that the patient's
usual activities be pursued to
the extent that they remain
tolerable, and he or she should
be emphatically encouraged to
engage in exercises of gradually
increasing intensity: walking,
all kinds of physical activity

(there exists no proof that one
“workout” is of more interest
than another). The earliest
possible return to work should
be envisaged, as soon as re-
duced pain and diminished
functional discomfort render it
advisable. The treatments to be
prescribed or proscribed are
described in Tables 1 and 2.
Above and beyond detection
and identification for prognos-
tic purposes of a number of
psychosocial factors, it is rec-
ommended to attempt manage-
ment of those that are modifi-
able, and to do so during the
acute/subacute phase in antici-
pation of possible “chroni-
fication”?°. It is consequently of
primordial importance not just
to take into full account a pa-
tient's symptoms, but also to
allow him to evoke the difficul-
ties he is susceptible to encoun-
ter from a familial, relational,
social, professional or psycho-
emotional standpoint. The opti-
mal ways of managing these
diversified psychosocial factors
remain to be determined*.

Management without medici-
nal treatment

Present-day recommenda-
tions emphasize that from the
get-go, management without
medicinal treatment be offered
as an option; notwithstanding
occasionally low levels of proof,
its innocuousness is patent.
Unfortunately, = recommenda-
tions in France of alternatives
to drugs are conditioned by the
fact that a substantial number
of them are non-reimbursable.

Active physical therapy

It is recommended following
a few weeks of evolution, as
soon as reduction of initial pain
allows. While it is also recom-
mended in cases of chronic low
back pain, its long-term inter-
est remains uncertain. There
exists no proof that one reha-
bilitation technique is superior
to another, and whatever the



particularities of a given case,
the physiotherapist must pro-
pose sequences of mobilization,
targeted muscle reinforcement,
relaxation and proprioception
exercises? 4243,

Massages, balneotherapy,
heat applications and ultra-
sound

While they may all be pro-
posed, no proof of their effec-
tiveness at any stage of low

back pain has been provid-
ed1’2°’42’43.

Spinal manipulation and man-
ual methods

When carried out by a trained
practitioner or in the absence
of neurological deficit, they
have short-term analgesic ef-
fectiveness, and can be offered
as options during the acute/
subacute stage. While they are
not of conclusively proven ef-
fectiveness in cases of chronic
pain, they are at times pro-
posed due to their relative in-
nocuousness (professional
agreement)’20:42:43,

Acupuncture

While it has shown only low
effectiveness during the acute
or subacute stages, it is with a
high level of evidence that it
can be recommended during
the chronic stage'?%%,

Lumbar belts, orthopedic in-
soles and transcutaneous neu-
ral stimulation

They are of no interest during
the acute stage. After 4 weeks
of evolution they may be used,
but current data do not allow

us to consider them as effec-
tiV620’42’43.

Cognitive-behavioral tech-
niques

They are recommended dur-
ing the chronic phase as a
means of helping the patient to
regain confidence in the func-
tioning of his back, to become

increasingly motivated in

management of his low back
pain and, more generally, an
active participant in his health
regime. They must be accompa-
nied by suitably tailored, global
management 204243,

Multidisciplinary treatments

In the subacute and chronic
phases, they include intensive
rehabilitation, often in “peer
groups”, as well as global man-
agement. Even though these
programs are of low proven
effectiveness and are likely, in
practice, to be less than fully
accessible?®, they represent an
option. And the more a patient
is deconditioned (decreased
physical activity...), the higher
the likelihood that they will
“work”. Some “back schools”
evolving in a professional envi-
ronment have shown moderate
short-term and medium-term
effectiveness in chronic pa-
tients?® 24,

Thermal cures

While they may be offered as
an option during the chronic
phase, their effectiveness has
yet to be proven®.

Surgery

There exists no surgery indi-
cation for cases of common low
back pain; in point of fact, indi-
cations for surgery are relevant
only in rare cases of deficient
or hyperalgesic lumbar radicu-
lopathy and certain cases of
incapacitating lumbar radiculo-
pathy persisting for more than 4
to 6 weeks' 2042,

Tractions

They are to be ruled out,
especially in the acute and
subacute phases (high level of
evidence)?04243,

Management with medicinal
treatment

Analgesics

Even though there is little
proof of the effectiveness of
analgesics in treatment of low

back pain, their prescription is
recommended. In the acute
phase, the objective when pre-
scribing them is allow the pa-
tient to recover normal func-
tioning as rapidly as possible.
Prescription strategy must take
into account their side effects,
consequently privileging parace
-tamol as first-line treatment,
nonsteroidal anti-inflammatory
drugs as second-line treatment,
and grade Il or grade Il analge-
sics as third-line treat-
ment"2%4, While the data
pertaining to paracetamol are
contradictory®, its risk-benefit
ratio remains favorable to pre-
scription. Due to risks of addic-
tion, American recommenda-
tions have recently proscribed
morphine derivatives (grade IIl)
in lower back pain treatment. If
they are nonetheless proposed,
they must be limited to situa-
tions not falling within those
requiring first-line treatment,
be prescribed for a limited
length of time. Long-acting
specialties should be privileged,
and their analgesic effective-

ness shall be closely moni-
tored?4,
Antidepressants

During the chronic phase,
amitripytline can have a moder-
ately positive effect, but selec-
tive serotonin reuptake inhibi-
tors (SSRIs) have yet to be
proven effective, and are to be
avoided?®>*2, While some recom-
mendations propose duloxetine
as treatment for chronic
pain43, there is no marketing
authorization in France for this
indication, and numerous side
effects have been reported®.

Other medicinal treatments
There exists no proof of the
effectiveness of topical non-
steroidal anti-inflammatory
drugs?®. Muscle relaxants are
occasionally proposed in some
recommendations in spite of
absence of proof and presence
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particularities of a given case,
the physiotherapist must pro-
pose sequences of mobilization,
targeted muscle reinforcement,
relaxation and proprioception
exercises? 4243,

Massages, balneotherapy,
heat applications and ultra-
sound

While they may all be pro-
posed, no proof of their effec-
tiveness at any stage of low

back pain has been provid-
ed1’2°’42’43.

Spinal manipulation and man-
ual methods

When carried out by a trained
practitioner or in the absence
of neurological deficit, they
have short-term analgesic ef-
fectiveness, and can be offered
as options during the acute/
subacute stage. While they are
not of conclusively proven ef-
fectiveness in cases of chronic
pain, they are at times pro-
posed due to their relative in-
nocuousness (professional
agreement)’20:42:43,

Acupuncture

While it has shown only low
effectiveness during the acute
or subacute stages, it is with a
high level of evidence that it
can be recommended during
the chronic stage'?%%,

Lumbar belts, orthopedic in-
soles and transcutaneous neu-
ral stimulation

They are of no interest during
the acute stage. After 4 weeks
of evolution they may be used,
but current data do not allow

us to consider them as effec-
tiV620’42’43.

Cognitive-behavioral tech-
niques

They are recommended dur-
ing the chronic phase as a
means of helping the patient to
regain confidence in the func-
tioning of his back, to become
increasingly motivated in
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management of his low back
pain and, more generally, an
active participant in his health
regime. They must be accompa-
nied by suitably tailored, global
management 204243,

Multidisciplinary treatments

In the subacute and chronic
phases, they include intensive
rehabilitation, often in “peer
groups”, as well as global man-
agement. Even though these
programs are of low proven
effectiveness and are likely, in
practice, to be less than fully
accessible?®, they represent an
option. And the more a patient
is deconditioned (decreased
physical activity...), the higher
the likelihood that they will
“work”. Some “back schools”
evolving in a professional envi-
ronment have shown moderate
short-term and medium-term
effectiveness in chronic pa-
tients?® 24,

Thermal cures

While they may be offered as
an option during the chronic
phase, their effectiveness has
yet to be proven®.

Surgery

There exists no surgery indi-
cation for cases of common low
back pain; in point of fact, indi-
cations for surgery are relevant
only in rare cases of deficient
or hyperalgesic lumbar radicu-
lopathy and certain cases of
incapacitating lumbar radiculo-
pathy persisting for more than 4
to 6 weeks' 2042,

Tractions

They are to be ruled out,
especially in the acute and
subacute phases (high level of
evidence)?04243,

Management with medicinal
treatment

Analgesics

Even though there is little
proof of the effectiveness of
analgesics in treatment of low

back pain, their prescription is
recommended. In the acute
phase, the objective when pre-
scribing them is allow the pa-
tient to recover normal func-
tioning as rapidly as possible.
Prescription strategy must take
into account their side effects,
consequently privileging parace
-tamol as first-line treatment,
nonsteroidal anti-inflammatory
drugs as second-line treatment,
and grade Il or grade Il analge-
sics as third-line treat-
ment"2%4, While the data
pertaining to paracetamol are
contradictory®, its risk-benefit
ratio remains favorable to pre-
scription. Due to risks of addic-
tion, American recommenda-
tions have recently proscribed
morphine derivatives (grade IIl)
in lower back pain treatment. If
they are nonetheless proposed,
they must be limited to situa-
tions not falling within those
requiring first-line treatment,
be prescribed for a limited
length of time. Long-acting
specialties should be privileged,
and their analgesic effective-
ness shall be closely moni-
tored?4,

Antidepressants

During the chronic phase,
amitripytline can have a moder-
ately positive effect, but selec-
tive serotonin reuptake inhibi-
tors (SSRIs) have yet to be
proven effective, and are to be
avoided?®>*2, While some recom-
mendations propose duloxetine
as treatment for chronic
pain43, there is no marketing
authorization in France for this
indication, and numerous side
effects have been reported®.

Other medicinal treatments
There exists no proof of the
effectiveness of topical non-
steroidal anti-inflammatory
drugs?®. Muscle relaxants are
occasionally proposed in some
recommendations in spite of
absence of proof and presence



Gérard is 35 years of age; he lives with his girlfriend and their two daughters
in a house they are renovating. For several years, he has been working as a
bus driver. Following some heavy lifting, a new episode of low back pain has
occurred; over the previous ten years, there had already been four such epi-
sodes. His physician prescribes analgesics and a 14-day sick leave.

Low back pain recurs two days after his return to work. The relapse occasions
a new sick leave period during which Gérard avoids even minimally strenuous
physical effort and accepts nothing more than massages from his physiothera-
pist.

Recurrent low back pain following minimally intense effort impels the physi-
cian to advise the patient against exerting any effort at all, and since the
recurrence is quite recent, Gérard scrupulously and even excessively com-
plies with these instructions. The complaint persists, the physician asks
Gérard about his life, but he has no wish to expound on his travails. While he
feels less immobilized than before, the pain remains omnipresent.

He enjoys his work. He likes to cross through the outlying districts with which
he is familiar (he was born there). His evening-nighttime work hours allow
him to spend time with his daughters during the day. His relationships with
his colleagues and hierarchical superiors are in no way problematic. How-
ever, notwithstanding the satisfactory ergonomics of his seat, his driving
position is somewhat exposed.

For quite a while, Gérard's relations with his girlfriend have been exceedingly
tense. The atmosphere has become so poor that for several months, he has
been sleeping on the sitting room couch.

His free time is totally monopolized by the renovation work, which due to his
pain is not advancing as quickly as he would have liked, even though it be-
hooves him to increase the house's value to the greatest possible extent,
before putting it up for sale.

He now understands that separation with his girlfriend has become inevita-
ble. Gérard is tired and depressed. He sees no way out of the situation. When
he's on sick leave, at least he can provide his girlfriend with justification for
his inability to overhaul the house.

After four weeks of sick leave his physician, who is as attentive as ever to
Gérard's pain and functional discomforts, once again asks him to talk about
his family situation (he knows that there are problems). While the profes-
sional finds him to be in a sad mood, no typical aspects of depressive disorder
are recognized. He talks to Gérard about physical deconditioning, listens to
him analyze his situation (particularly from a psycho-affective standpoint).
Gérard now feels recognized in terms of his mental suffering. He perceives a
shift from physical to psychological. While he complains just as much as be-
fore, he agrees to go to a swimming pool and initiates active physiotherapy.
Ten weeks have gone by; while Gérard continues to feel pain, his spine has
regained flexibility. He agrees to return to work, and as he exits the consult-
ing room, he requests the address of a “psy”, just in case...

Six months later, Gérard consults his physician in search of a sporting license.
He now inhabits an apartment; his two daughters live with him, one week out
of two. He works during daytime hours so as to be available when they are
home. The low back pain episode seems forgotten.

His physician finds no contraindication to his practicing gymnastics. He asks
him about life with his daughters. He notes the disappearance of the low
back pain complaint.

Sidebar 4: Providing support for the low back pain patient by adopting a dif-
ferent posture

employees, civil service agents
and laborers of both sexes®.

In France, multidisciplinary

occupational health groups are
mandated to contribute to spi-
nal risk prevention through in-
dividual medical monitoring of
employees and collective ac-
tions centered on the work-
place environment. Good prac-
tice guidelines®® emphasize the
importance of individual and
group information on workaday
spinal risk being transmitted at
every stage of a preventive
approach. Primary prevention is
aimed at avoiding low back pain
occurrence by reducing work
situation constraints through
campaigns on working condi-
tions and health promotion.
Secondary prevention is aimed
at limiting the risk of transition
towards chronicity by examin-
ing workers with low back pain
and seeking out individual psy-
chosocial risk factors favoring
this type of evolution. Lastly,
tertiary prevention is based on
the screening of professional
and contextual psychosocial risk
factors and aimed at keeping
severe chronic low back pain
patients employed. Moreover, it
may be possible to obtain offi-
cial recognition for “chronic
affections of the lumbar rachis”
associated with occupational
exposure as occupational dis-
eases; examples include expo-
sure to whole-body vibrations in
the workplace and the handling
of heavy loads (occupational
diseases: Tables 97 and 98). It
is of crucial importance that
the actions outlined above in-
volve all relevant medico-social
professionals and that the
worker himself actively partici-
pate, particularly during any
consultation preceding his re-
turn to work®.
The majority of workers with
low back pain are managed by
GPs, and 3 out of 4 under-65
low back pain patients consult-
ing GPs are workers®’.
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For a GP, the interest of com-
municating with an occupa-
tional physician is triple: a)
giving him early information on
the sick leave, of which the
occupational physician is sys-
tematically informed only after
3 months; b) informing him of
the patient's working condi-
tions; and c) proceeding to an
exchange of ideas and propos-
als: sick leave duration, part-
time work for therapeutic rea-
sons, work station adaptation,
professional  reorientation®.
These types of exchanges can
prove particularly useful during
recurrent disease episodes,
when low back pain becomes
sub-acute and the episodes are
likely to continue when the low
back pain becomes chronic.
Needless to say, the exchanges
have got to respect existing
legislation pertaining to medi-
cal confidentiality. They can be
carried on according to several
modalities, for example

through mail conveyed by the
patient to the occupational
physician or by phone, prefera-
bly with the patient on hand
and subsequent to agreement
on the details to be communi-
cated. The GP has also got to
inform the patient of his right
to request a visit with the occu-
pational physician at any time,
whether he be on sick leave
(visit preceding return to work)
or not (occasional visit).
However, the literature
shows that contacts between
the two doctors - the GP and
the occupational physician - are
infrequent, and that their coop-
eration is usually insufficient®.
Some of the main obstacles
having been reported are: logis-
tical problems, difficulty identi-
fying the occupational physi-
cian, inadequate knowledge of
the competencies and roles of
each, and negative representa-
tions (the occupational physi-
cians are viewed as lacking in
independence)®®.  And vet,

even though there exists no
solid proof of the effectiveness
of systematic contacts, ex-
changes between the two physi-
cians are a necessary condition
for satisfactory coordination of
actions and harmonization of
the words addressed to the
worker.

Management of a patient pre-
senting with common low back
pain is illustrative of global
management in general prac-
tice. Space for further medical
examinations is limited, and
proof of the effectiveness of
the different medicinal and non
-medicinal  interventions is
weak. It is consequently neces-
sary to cope with uncertainty,
to employ a biopsychosocial
model and to ensure long-term
monitoring in view of under-
standing the determinants of
persistent low back pain and
providing more effective sup-
port for the patient.

Low back pain is a common reason for consultation in general practice. It often leads to functional disability and is
sometimes associated with psychosocial difficulties. Its origin is multifactorial and the biopsychosocial model explains
how socio-demographic, biomechanical, medical, occupational and psychosocial factors have an important role in its
evolution. While the prognosis for low back pain is generally favorable, the likelihood of improvement is considerably
reduced when low back pain persists for more than 6 weeks. The medical evaluation has two main objectives: first to
confirm the diagnosis of common low back pain and second to identify potential obstacles to favorable evolution
(clinical, biomechanical and psychosocial factors). The diagnosis of common low back pain usually does not require
further investigation in the acute phase. Diagnostic tests are recommended in the absence of clinical improvement
after several weeks, in the case of major repercussions and / or when invasive treatment is considered. A large part of
the care consists in reassuring the patient and informing him that spontaneous improvement is likely but may be long.
Drug resources are poor and evidence of their effectiveness is scarce. Brief education emphasizing the importance of
staying active is essential, bed rest is to be avoided. An early return to work should be sought and may require contact
with the occupational physician. Active physiotherapy is recommended after a few weeks of evolution, as soon as re-
duction of the initial pain allows it. Patients with an unfavorable evolution (persistence of symptoms over time) should
benefit from regular clinical reassessment, including the exploration of psychosocial factors, and possibly radiological
examinations, in order to diagnose a (rare) specific pathology, to adapt care and to accompany the patient over time.

low back pain; psychosocial risk; primary health care.
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