
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

MANAGEMENT OF LOW BACK PAIN IN THE PRIMARY CARE SETTING 
INITIAL SCREENING 

YES 

Immediately 
refer to a back 
specialist or ED 

Box [A] 

History: 

 1) Mechanism of onset – insidious or specific trauma 
 2) Location of symptoms – percentage of low back or leg 
 3) Duration – acute, less than 6 weeks, or chronic, more than 6 weeks 
 4) Character or description of pain –achy, burning, radicular, claudicant, non-specific 
 5) Nature of the limitations imposed by the condition 
 6) Neurological history – distribution, bowel & bladder symptoms, weakness, saddle numbness 
 7) Constitutional symptoms – fever, weight loss, night pain 
 8) History of cigarette smoking 
 9) History of drug seeking behavior or IV drug abuse 
10) Past medical and surgical history 
11) History of immunosupression, cancer, steroids, HIV 
12) Positions or activity that exacerbate or alleviate the pain 

Physical Exam: 
 1) Careful observation of the patient including inspection of posture, body habitus, stance, gait 
 2) Regional back exam with ROM testing of spine, hips and lower extremities 
 3) Special Tests – Straight Leg Raise (SLR), Crossed SLR, Facet Loading  
 4) Neurological Screening: motor strength, muscle wasting, sensation, deep tendon reflexes, 

specific reflexes – Babinski and Clonus  
 5) A medical history suggestive of non-spinal pathology presenting as a back problem may 

warrant exam of pulses, abdomen, pelvis or other areas (see box [C] on next page) 
 

 
 
 

Refer/Manage 
as appropriate 

Refer to Center for Spine Health     
   Call 714-861-4830  
   Fax 714-861-4831  
   Epic Referral  

Box [B] 
RED FLAGS 
1) Cauda Equina Syndrome: 

 Recent onset of bowel or bladder 
dysfunction such as urinary retention, 
increased frequency, or overflow 
incontinence 

 Perineal numbness/ saddle anesthesia 

 Unexpected laxity of anal sphincter 

 Profound/progressive neurologic deficit in 
lower extremity 

 Major motor weakness 
2) Major or rapidly progressing neurogenic 

or motor deficit: 

 Significant loss of coordination in one or 
both legs 

 Foot drop 
3) Upper motor neuron findings: 

 Positive Babinski 

 Positive Clonus 
4) Trauma with unstable (non-compression) 

fracture 
5) Infection or systemic disease: 

 Fever and localized pain 

 Unexplained weight loss 

 H/O cancer 

 Night-time pain 
6) Severe unrelenting pain 
7) Trauma with compression fracture 
8) Psychological or social distress:  

 Signs/symptoms of anxiety or depression 

 Substance abuse 
 
 

Any RED 
FLAGS? 

 

See Box [B] 

NO 

Does patient have 
another medical 

condition presenting 
as low back pain? 

 
See Box [C] 

Perform focused history 
and physical evaluation 

 

See Box [A] 

Adult patient presents with  
low back pain 

YES 

NO 

 Major trauma 

 Persistent fever 

 History of cancer 

 Metabolic disorder 

 Major muscle weakness or foot drop 

 Bladder or bowel dysfunction 

 Saddle anesthesia 

 Decreased sphincter tone 

 Unrelenting night pain 
 

1 

2 

3 

4 

5 

6 
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Box [C] 
Conditions That Mimic Low Back Pain  

          
       SYSTEM      CONDITIONS 

Vascular/Genitourinary   
Pyelonephritis, Chronic PID, Kidney Stones, Endometriosis, Prostatitis                     
Tubal Pregnancy, Perinephric Abscess, Aortic Aneurysm 

Gastrointestinal  
Pancreatitis, Cholecystitis, Peptic Ulcers, Colon Cancer 

Endocrine/ 
Metabolic 

Osteoporosis, Acromegaly, Osteomalacia, Cushing’s Disease                        
Ochronosis, Paget’s Disease, Hyperparathyroidism 

Hematologic Hemoglobinopathy, Myelofibrosis 

Rheumatologic Spondyloarthropathies, Bechet’s Syndrome, Reiter’s Syndrome,  
Ankylosing Spondylitis, Psoriatic Arthritis, Familial Mediterranean Fever                        

Miscellaneous Endocarditis 
Retroperitoneal Fibrosis, Herpes Zoster, Sarcoidosis, Fat Herniation of 
Lumbar Space, Sub-acute Endocarditis               

Psychogenic Affective Disorder, Somatization Disorder, Malingering 

 

 

 

 

IMAGING RECOMMENDATIONS  
 

Imaging studies are not usually warranted for initial screening of low back pain unless the following 
are suspected: 

FRACTURE  
Order plain films (AP and oblique views)            if non-diagnostic                               
            Order MRI 

INFECTION, DISCITIS, 
OSTEOMYELITIS                                                       

 
Order MRI or bone scan (MRI preferred. Plain films may indicate 
abnormal area of bone.)    
          

NEOPLASM/MALIGNANCY               
 
Order plain films (AP)            if non-diagnostic            Order MRI 
 

SPONDYLOLISTHESIS         Order plain films (AP, oblique, flexion and extension) 

 
PERSISTENT/PROGRESSIVE 
MOTOR WEAKNESS       
    

Order MRI  

 

 

 


