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             Low Back Pain Clinical Practice Guidelines 

 

 

Assessment (History and Examination) 

 

• A focused history and physical examination are sufficient to evaluate most patients with 

back pain of less than four weeks duration. 

• Do not routinely obtain imaging studies or other diagnostic tests in patients with 

nonspecific low back pain. 

• Consider urging referral for emergency or relevant specialty for further evaluation if 

any of Red flag: 

 

Definition  

 
Several terms are used to describe conditions related to the back, based upon radiologic 

findings (eg, spondylosis), physical findings (radiculopathy), and symptoms (sciatica). 

Lower back pain is subdivided by time frame into acute lower back pain lasting 

<4 weeks, subacute lower back pain lasting 4 to 12 weeks, and chronic lower back pain lasting 

>12 weeks. 

 

An exclusion diagnosis is made by eliminating specific causes of lower back pain arising from 

neurological compromise, neoplasia, inflammatory arthritis, fracture, and referred pain from 

other locations or organ systems. The exact cause of pain is often impossible to identify 

precisely, but arises from any combination of pathology involving discs, vertebrae, facet joints, 

ligaments, and/or muscles. 
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Back Examination: 

 

Expose the body parts to be examined appropriately and take permission to examine the patient. 

1. Inspect 

a. Gait (walking without shoes), Check tip toe walking (S1) and heel walk (L5). 

b. Posture look at the patient's: 

• Back for scoliosis (thoraco-lumbar). 

• Sides for kyphosis (thoracic) and lordosis (cervical and lumbar). 

c. Check shoulder and pelvic levels (should be symmetrical). 

d. Skin (erythema, swelling, scars, hair, fat pads "lipoma"). 

e. Muscle Wasting (leg or gluteal). 

2. Palpate  

a. Temperature bilaterally. 

b. Tenderness (using your thumb): over spinous process, paraspinal muscles, paravertebral area, 

sacroiliac joint, anterior and posterior iliac spines. 

c. Masses or muscle spasm. 

3. Percuss: Lightly on the back for any tenderness using a fist. 

4. Check range of motion 

a. Flexion: bending forward (if limited indicates disc pathology). 

b. Extension: bending backward (if limited indicates spinal stenosis, spondylolisthiasis or 

usually facet pain). 

c. Lateral rotation: bending to both sides (if limited indicates muscular pathology). 

d. Rotation: fix the hip and ask the patient to turn to left and right (if limited indicates muscular 

pathology). 

5. Special tests: 

a. Straight leg raising test (SLR): (positive if shooting sciatica pain between 30 to 70 degrees: 

pain radiate below the knee that some times associated with numbness and parasthesia 

indicating herniated disc). 

b. Bragard test (used to confirm a positive straight leg raising (SLR) test): passively lower the 

leg an inch from the level at which the patient felt pain with SR test and dorsiflex the foot 

(positive if shooting sciatica pain reoccur also indicates herniated disc). 

c. Contralateral leg raising test: elevating the other leg causes back pain on the involved side. 

d. Bowstring sign or tibial stretch sign: passively bend the patient's knee and press at the 

popliteal fossa (positive if sciatica pain is elicited and indicates herniated disc). 

e. Figure four or FABER test: flexion, abduction, and external Rotation at the sacroiliac joint 

(positive if pain is not produced at the: 

• Sacroiliac (SI) joint indicates Si joint dysfunction or Sacroiliitis. 

• Groin indicates iliopsoas strain, iliopsoas bursitis or intra-articular hip 

disorder (osteoarthritis or labral tear). 

• Posterior hip indicates posterior hip impingement. 

f. Femoral stretch sign: extend the hip while patient lying prone or on the side (positive if 

anterior thigh pain elicited and indicates involvment of L2-L3(or [4) nerve root). 

6. Neurological examination: 

a. Sensation of the foot: Medial side (L4), Dorsum (L5) and Lateral side (51). 

b. Power: dorsiflexion (L4-L5) and plantar flexion (SI) the foot. 
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c. Reflexes: knee jerk (L3-L4), ankle jerk (SI-S2), and ankle clonus: sudden passive ankle 

dorsiflexion which result in repetitive uncontrolled ankle twitches (indicates upper motor 

neuron lesion). 

11. End your exam with: 

a. Quick examination of neck and hip. 

b. Abdominal palpitation to exclude Abdominal Aortic Aneurysm. 

c. Digital rectal exam to check for anal sphincter tone  

 

Management  
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