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Early management of persistent non-specific low back pain:
summary of NICE guidance

Pauline Savigny,1 Paul Watson,2 Martin Underwood,3 on behalf of the Guideline Development Group

Why read this summary?

Most episodes of acute low back pain resolve
spontaneously.1 However, among those in whom low
back pain and disability have persisted for over a year,
few return to normal activities. Thus the focus for pre-
venting the onset of long termdisability caused bynon-
specific low back pain is on the early management of
persistent lowbackpain (pain present formore than six
weeks and less than one year). No consensus exists on
how to help health professionals and their patients
choose the best treatments for this condition.

This article summarises the most recent recommen-
dations from the National Institute for Health and
Clinical Excellence (NICE) on the early management
of non-specific low back pain.1 The diagnosis of speci-
fic causes of low back pain (malignancy, infection, frac-
ture, ankylosing spondylitis, and other inflammatory
disorders) is not part of this guideline.

Recommendations

NICE recommendations are based on systematic
reviews of best available evidence.Whenminimal evi-
dence is available, recommendations are based on the
Guideline Development Group’s experience and
opinion of what constitutes good practice. Evidence
levels for the recommendations are in the full version
of this article on bmj.com. The box lists treatments that
should not be offered for non-specific low back pain.

Information, education, and patients’ preferences

� Offer educational advice that:

-Includes information on the benign nature of
non-specific low back pain (tension, soreness
and/or stiffness in the lower back region arising
from several structures in the back, including
joints, discs, and connective tissues)
-Encourages the person to be physically active
and continue with normal activities as far as
possible.

� Take into account the person’s expectation and
preferences but do not use their expectations and

preferences to predict their response to
treatments.

Therapies for low back pain

� Offer one of the following treatment options,
taking into account the patient’s preference: an
exercise programme, a course of manual
therapy, or a course of acupuncture. Consider
offering another of these options if the chosen
treatment does not result in satisfactory
improvement.

Exercise
� Consider offering a structured exercise
programme tailored to the person, comprising
up to eight sessions over a period of up to
12 weeks.

� Offer a group (rather than a one to one)
supervised exercise programme (in a group of up
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Treatments not recommended for non-specific low back
pain

Do not offer

� Radiography of the lumbar spine

� Selective serotonin reuptake inhibitors for treating

pain

� Injections of therapeutic substances into the back

� Laser therapy

� Interferential therapy (electrical treatment using two

alternating medium frequency currents)

� Therapeutic ultrasonography

� Transcutaneous electrical nerve stimulation (TENS)

� Lumbar supports (devices to reduce spinal mobility,

such as corsets)

� Spinal traction

Do not refer for

� Radiofrequency facet joint denervation

� Intradiscal electrothermal therapy

� Percutaneous intradiscal radiofrequency

thermocoagulation
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to 10 people). Consider offering a one to one
programme if a group programme is not suitable.

� Exercise programmes may include the following
elements:

-Aerobic activity
-Movement instruction
-Muscle strengthening
-Postural control
-Stretching.

Manual therapy
� Consider offering a course of manual therapy,
including spinal manipulation, comprising up to
nine sessions over a period of up to 12 weeks.

Acupuncture
� Consider offering a course of up to 10 sessions of
acupuncture needling over a period of up to
12 weeks.

Combined physical and psychological treatment

programme

� Consider referral for a combined physical and
psychological treatment programme (about 100
hours over a maximum of eight weeks) for
people who have received at least one less
intensive treatment and also have high disability
and/or substantial psychological distress.

� Combined physical and psychological treatment
programmes should include a cognitive
behavioural approach and exercise and may
include goal setting and problem solving.

Drug treatments

� Advise regular paracetamol as the first
medication option.

� When paracetamol alone provides insufficient
pain relief, offer non-steroidal anti-inflammatory
drugs (NSAIDs) or weak opioids, or both.

� Take into account the individual risk of side
effects and the patient’s preference.

� Give due consideration to the risk of side effects
from NSAIDs, especially in older people and
others at increased risk of side effects.

� Either an oral NSAID (such as diclofenac,
ibuprofen, or naproxen) or a cyclo-oxygenase-2
(COX 2) inhibitor (such as celecoxib) may be
offered when an anti-inflammory painkiller is
recommended. In either case (oral NSAID or a
COX 2 inhibitor), for people aged over 45
coprescribe a proton pump inhibitor, choosing
the one with the lowest acquisition cost.

� Base decisions on whether to continue drugs on
individuals’ responses.

� For people in severe pain consider offering
strong opioids for short term use.

� For people who may need prolonged use of
strong opioids, consider referral for specialist
assessment.

� Give due consideration to the risk of opioid
dependence and side effects for both strong and
weak opioids.

� Consider offering tricyclic antidepressants if
other drugs provide insufficient pain relief. Start
at a low dosage and increase to the maximum
dosage until a therapeutic effect is achieved or
unacceptable side effects prevent further increase.

Surgery

� Consider referral for an opinion on spinal fusion
for people who have completed an optimal
package of care (including a combined physical
and psychological treatment programme) and
who have persistent severe non-specific low back
pain for which they would consider surgery.

� Offer anyone with psychological distress
appropriate treatment for this before referral for
an opinion on spinal fusion.

� Refer the patient to a specialist spinal surgical
service if spinal fusion is being considered.

Overcoming barriers

The services and staff needed for peoplewith back pain
to access the recommended treatment programmes are
not widely available. This applies to individual
therapies and in particular to the intensive combined
rehabilitation programme. To achieve this, services
will require some reorganisation and the pool of avail-
able therapists will need to be expanded. This may
involve the retraining of existing NHS therapists,
making more use of private therapists to deliver NHS
services, or recruiting additionalNHS staff fromdiffer-
ent disciplinary backgrounds who are skilled in
delivering acupuncture, exercise programmes, and
manual therapy.
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EASILY MISSED?

Whooping cough

Anthony Harnden

Whooping cough is a common respiratory infection
caused by the bacterium Bordetella pertussis. It should
be considered as a possible diagnosis in any adolescent
or adult with an acute cough of more than two weeks’
duration, even if they have been fully immunised.

Why is it missed?

In the post-vaccination era, whooping cough is under-
recognised in primary care as the incidence is incor-
rectly thought to be low. The classic clinical features
of whooping cough, such as an inspiratory “whoop”
(listen on bmj.com), may be attenuated in older chil-
dren and adults who have been immunised.1 More-
over, many doctors may not be aware that there is a
simple diagnostic serological test.

Why does this matter?

A persistent cough without explanation can cause dis-
tress and anxiety, and the patient may be subject to
inappropriate investigations, treatment, and referral.5

Secondly, early diagnosis and treatment with erythro-
mycin can prevent the patient transmitting their infec-
tion within and outside the household.6 This may be
especially important in young infants, who may have
severe complications such as respiratory failure and
death.7 Thirdly, notification of all cases of whooping
cough by primary care clinicians and enhanced sur-
veillance of laboratory proved cases would give a bet-
ter estimate of the efficacy of the vaccine and of the
burden of disease in the community.

How is it diagnosed?

Clinical features

Acute cough persisting for more than two weeks, with-
out the characteristic inspiratory whoop, may be the
only clinical symptom of whooping cough. Initial
symptoms, lasting for up to two weeks, mimic a simple
upper respiratory tract infection. This is themost infec-
tious period. Paroxysmal episodes of coughing may
continue for up to six weeks but can recur with further
respiratory infections. In China whooping cough is

referred to as the one hundred day cough. In all age
groups, irrespective of immunisation status, the
cough lasts an average of three months.

Investigations

Bordetella pertussis is a difficult organism to culturewith-
out a correctly collected pernasal swab or nasopharyn-
geal aspirate; neither of these samples is easy to collect
in primary care. The sensitivity of culture falls from
15-45% to 0% during the first three weeks of the
cough, and sensitivity may be further reduced by anti-
biotic treatment, previous immunisation, and trans-
port of the specimen.8

Serology is the recommended diagnostic blood test
in primary care and is routinely used in many coun-
tries: a single raised titre of antipertussis toxin IgG
has a sensitivity of 76% and a specificity of 99% for
the diagnosis of whooping cough across all age
groups.9 More recently, assays of antipertussis toxin
IgG levels in oral fluid have been validated; they are
quick and simple to use in primary care and have
recently been made available in the UK.10

How is it managed?

Whooping cough should be notified. Treatment may
not affect outcome for the patient, but erythromycin
within 21 days of onset of symptoms reduces the
period of infectivity and may prevent transmission to
household members.6 A seven day course is sufficient.
Prophylaxis with erythromycin should be offered to
everyone in households with a vulnerable infant who
may be unimmunised or partly immunised.6 In infants
the illnessmaybe severe and require prompt referral to
secondary care.

I thank Doug Jenkinson for permission to use an audio clip from his

website and for his work in promoting the clinical recognition of whooping

cough in primary care.
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CASE SCENARIO

A 17 year old girl presents with a three week history of

cough. The cough keeps her awake at night and she has

bouts of coughing that disturb her classmates. She is fully

immunised. Her general practitioner requests serology for

anti-pertussis toxin IgG antibodies, which are found to be

raised, indicating a recent infection with Bordetella

pertussis.

HOW COMMON IS IT?

Whooping cough is a statutory notifiable disease in the

United Kingdom, but notifications remain low. Yet

epidemiological evidence indicates that whooping cough

remains an endemic disease in adolescents and adults.2

International case series of adolescents and adults with

cough lasting for two weeks or more have reported that

about 20% of individuals have evidence of recent

whooping cough.3 Serological surveys have shown that

whooping cough occurs repeatedly throughout adult life,

and it has been estimated people have up to three

episodes in a lifetime, despite immunisation.4
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10-MINUTE CONSULTATION

Haematuria

Martijn Bakker,1 Diederik Boon2

A 40 year old woman complains of frequency without
dysuria. The dipstick shows a score of 3+ on the hae-
maturia test. The woman is fit and healthy and has no
major medical history.

What issues you should cover

Haematuria is defined as ≥3 red blood cells in the urine
per high power field. Macroscopic haematuria means
that the urine is visibly red. However, red, pink, tea
coloured, brown, or black urine may, on microscopic
examination, contain no red blood cells. Although
usually benign and associated with urinary tract infec-
tion or kidney stones, and often self limiting and not
having any identifiable cause, haematuria may also be
a sign of malignancy or kidney disease.

History

Does she have a history of kidney stones? Is there a
relevant family history, for example of adult polycystic
kidney disease? Smoking is associated with urothelial
tumours. Strenuous exercise, trauma, sexual inter-
course, and menstrual contamination can cause transi-
ent haematuria. Ask her whether she has had episodes
ofmacroscopic haematuria.Discolouredurinewithout
red blood cells may result from several disease states
(myoglobinuria, bile pigments, urates) and ingestions
(whether dietary, such as beetroot and blackberries, or
pharmacological, such as rifampicin, nitrofurantoin,
and, in rare cases, ibuprofen). Warfarin should cause

haematuria only if there is an underlying urological
abnormality.

Examination

This should include palpation of the kidneys and inspec-
tion of external genitals. Inmen do a digital rectal exam-
ination of the prostate, and in postmenopausal women
do a speculum examination to exclude non-urinary
causes of haematuria. However, physical examination
often fails to identify the cause of haematuria.

What you should do
� Urine dipstick analysis cannot distinguish red
blood cells from myoglobin or haemoglobin, so

This is part of a series of
occasional articles on common
problems in primary care. The BMJ
welcomes contributions from GPs

KEY POINTS

Consider a diagnosis of whooping cough in any patient with an acute persistent cough of
more than two weeks’ duration

A single raised IgG titre to pertussis toxin is 99% specific for diagnosis and is the
recommended test in primary care

Oral erythromycin taken within 21 days of the onset of the cough may prevent transmission

Notification of all cases of whooping cough by primary care clinicians, and enhanced
surveillance of laboratory proved cases, would give a better estimate of vaccine efficacy and
the burden of disease in the community

Useful reading
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you should follow up the initial consultation with

microscopic analysis of a urinary sediment to

confirm the diagnosis. Also test for proteinuria.
� Haematuria is frightening for most people.

Reassure the patient that haematuria is usually

benign and is self limiting, especially in patients

younger than 50 years.
� At follow up the next step depends on the results

of the sediment and further urinalysis. If there is:

− Evidence of glomerular disease, such as red

cell casts, a predominance of dysmorphic

erythrocytes, or proteinuria, refer her to

nephrology
− Macroscopic haematuria without other

symptoms, refer her to urology
− Microscopic haematuria without proteinuria or

red blood cell casts, the next step is

ultrasonography of the kidneys and bladder.

Refer her to urology if the results are abnormal.
� Patients with microscopic haematuria who are

older than 40 or have a high risk of urothelial

tumours (smokers with a history of urothelial

neoplasm or occupational exposure to benzenes

or aromatic amines) should always be referred to

urology for cytoscopy.

� A normal glomerular filtration rate (GFR) but

evidence of structural or functional kidney

abnormalities (abnormal results of urinalysis,

imaging studies, or histology) is defined as

chronic kidney disease. Monitor these patients

regularly, aiming to reduce cardiovascular risk

and assess progression:

− Laboratory creatinine testing every 12 months

to estimate GFR. Refer her if estimated GFR

(eGFR) falls (for example, a >15% decrease in

eGFR or an increase in creatinine of >20% in

one year)
− Cholesterol testing every 12 months
− Annual urine testing for protein estimation.

Consider referral if she has proteinuria with

haematuria
− Maintain meticulous blood pressure control, to

130/80 mm Hg, or to 125/75 mm Hg in patients

with a urinary protein:creatinine ratio >100 mg/

mmol (approximately equivalent to ≥2+ on

dipstick test).
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From our archive
Onwards and upwards (1870)
Pessimists are not wanting on either side of the Atlantic;
and the functionwhich they fulfil is one so useful to others,
and generally so productive of gloomy satisfaction to
themselves, that we are accustomed to think of them as a
very enviable and desirable class of persons—not half so
miserable as they would have their neighbours suppose,
and finding very tolerable the life which they fail to make
unendurable to others.

Wehavebeen reading lately a series of papers onBritish
and foreign populations—English, French, German, and
American—in which the various writers have proved,
entirely to their own satisfaction, that the respective
populations are undergoing a slow but perfectly certain
process of physical degeneration. In England, the chief
sources of this miserable condition are stated to be, a want
of early marriages, excessive reproduction of the species,
with deficient provision for their welfare and deficient
facilities for divorce, excessive display of wealth, and the
use of tobacco. In France, the same evil is apparent; and
physical degeneracy of the population—if we can believe
some very voluminous authors who have written some
very unpleasant books—is rapidly progressive. It is
ascribed there to luxury, limitation of births, urban
agglomeration, and corruption of manners. In America,
we have again a deplorable physical degeneracy, if we can
trust quite a numerous band of writers, including the
author of an interesting essay in the October number of
Dr. Hammond’s Psychological Journal. Here, again, the
enemies are, mostly, artificial limitation of families and

tobacco. The picture drawn is terrible—the mortality of
the women, the rapid premature decay of the men, the
puny character of the children.

The general result, however, of a circular review of this
class of literature is ultimately encouraging. Each writer
ascribes the particular fact of degeneracy to an opposite
cause. Unrestrained reproduction and the limitation of
families; strictness of the marriage law and facility of
divorce; absence of enterprise and the race formoney; are
alike capable of producing the direful effects described.
The universal enemy, however, is tobacco. On the whole,
we are inclined to doubt the facts. The reasonings may be
left to destroy each other. The fact of physical degeneracy
is nowhere made out; and the weight of evidence is in
favour of a general physical improvement of race—char-
acters throughout the civilised world. This is abundantly
proved by the most reliable vital statistics; and we do not
think that the valuable lessons whichmany of the essayists
wish to inculcate will be a whit less weighty or acceptable
from their acknowledging that fact at the outset. We are
progressing, and not retrograding.

Social essayists. BMJ 1870;2:536, doi:10.1136/
bmj.2.515.532
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