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The imaging techniques we use today 
to investigate the causes of lower 

back pain have come a long way since 
the 1970s. At that time, we only had 
X-rays, which showed the bones: narrow 
disc spaces, scoliosis, spondylolysis, 
spondylolisthesis, fractures, late-stage 
sacroiliitis and metastases. Orthopaedic 
surgeons William J. Mixter and Joseph 
S. Barr had put disc herniations, as the 
predominant source of sciatica, on the 
map in 1934.1 However, myelograms 
were required to diagnose these and they 
were not without complications. At least 
10% of patients suffered from post-dural 
puncture headaches in the short term, and 
thousands were condemned to the horrors 
of arachnoiditis, which endured  
for a life time as a consequence of oil-
based contrast.

In the 1980s, computed axial tomography 
(CAT) and then magnetic resonance imaging 
(MRI), became readily available. These 

techniques allowed better and non-invasive 
understanding of the morphology of bones 
and soft tissues. It was possible to see disc 
bulges, disc herniations, end plate changes 
(Modic) and posterior annular tears: 
shadows on which to operate (Figure 1). 

In the 1970s, the incidence of laminectomy 
in the United States was almost ten times 
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Figure 1. Lumbar spine MRI scan of a 79-year-old patient who has 
occasionally presented over several decades with lower back pain and 
sciatica, swiftly responding to epidural steroid injections. The MRI 
scan demonstrates multiple potential pathology
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greater than in the UK.2 In contemporary 
times, the interstate variation in the 
USA of the incidence of spinal surgery is 
twenty-fold and correlates well with the 
availability of MRI. Do all these patients 
require surgery? The simple answer is that 
most do not and, furthermore, surgery is 
not always successful. A recent paper has 
highlighted that the recurrence rate of leg 
pain in patients undergoing discectomy 
for symptomatic disc herniations is 20% 
at one year, and 45% at three years.3 The 
recurrence rate for back pain is 29% and 
65% respectively. Thus, the ever-increasing 
incidence of more sophisticated surgery has 
resulted in a generation of ‘failed backs’.

One of the biggest observations to come 
out of all this imaging is that as we grow 
older, the number of potentially pathogenic 
shadows increases. However, these rarely 
cause pain – and no scan ever shows us 
pain. The most important thing is careful 

analysis of the imaging within the context 
of the larger clinical picture.

MANAGEMENT OF SYMPTOMATIC  
DISC HERNIATIONS
So, who does require surgery for 
symptomatic disc herniations? There is 
no disagreement that patients presenting 
with cauda equina syndrome (where 
the nerves in the lower back become 
severely compressed) require urgent 
surgical decompression. However, in the 
context of urology and men’s health, this 
is by no means an absolute diagnosis in 
the older man who may have a degree 
of urinary dysfunction due to benign 
prostatic hypertrophy. If a patient 
presents with acute lower back pain and 
sciatica, particularly with bilateral sciatica, 
associated with numbness or weakness of 
the lower limbs, with urinary and/or bowel 
dysfunction and saddle anaesthesia, then 
they ideally need an MRI scan/surgical 
opinion within 24 hours. Theoretically, 
patients presenting with sciatica and acute 
onset of complete foot drop have a better 
chance of making a good neurological 
recovery if decompressed sooner rather 
than later. Otherwise, the decision of 
whether to operate or not remains very 
subjective and is dependent on both the 
clinician’s and the patient’s preferences.

The efficacy of caudal epidural injections 
of steroid and local anaesthetic for the 
management of intractable sciatica has 
been demonstrated.4 Subsequently, these 
and (if necessary) more precise image-
guided injections were used to address 
inflammation, and thus control pain, in a 
prospective series of patients presenting 
with sciatica.5 Only 14% of patients came to 
surgery sooner or later, with 86% making a 
good natural recovery, with an average of 
three injections being required over several 
months. Furthermore, when the patients 
had a repeat CAT scan at one year following 
their first scan, 76% of the large disc 
herniations had regressed naturally over 
time. A good analogy is that if you walk too 
far in your new shoes and develop a blister, 

it becomes very painful to walk and you 
want to take them off – or, in other words, 
have decompressive surgery. However, 
if you put steroids onto the blister the 
inflammation resolves, and if you then walk 
gently your good leather shoes will stretch 
out and you will be able to walk in comfort 
for the foreseeable future.

MANAGING LOWER BACK PAIN
There is growing disagreement on the 
management of lower back pain in 
evidence-based guidelines.6 When I was 
at medical school in the 1970s, we were 
taught that opioids should be reserved for 
controlling pain in terminally ill patients. 
However, perhaps because of the ever-
growing population of patients with 
intractable pain due to failed back surgery 
in the USA in the 1990s, it became common 
practice to prescribe opioids on an ongoing 
basis. This has turned out to be an absolute 
disaster. In 2015, 92 million patients in the 
USA received a prescription for an opioid.7 
Of these, about eight million are on long-
term opioids for chronic pain, and two 
million are addicts. The death toll related to 
overdoses is in excess of 30 000 per annum.7

The backlash in the USA is that the 
guidelines now advocate acupuncture as 
the first option in managing non-specific 
lower back pain rather than any drug, 
even paracetamol; whereas in Europe and 
elsewhere, some form of drug therapy 
is advocated. Nevertheless, we are also 
realising that drugs such as gabapentin and 
pregabalin have been widely overprescribed, 
despite having a multitude of potential 
side-effects, including addiction. In recent 
years, there has also been increasing 
awareness of the potential side-effects of 
NSAIDs, be they COX 1 or COX 2 inhibitors, 
which include GI bleeds, renal toxicity and 
cardiovascular events.

It is often the patient who may decide to 
explore manual methods to manage and 
treat lower back pain, whether from an 
osteopath, chiropractor, physiotherapist 
or physician. So, where does this leave the 

Figure 2. Slump test: replicating the patient’s usual 
leg or lower back pain with a combination of full 
neck flexion, thoracolumbar kyphosis and straight 
leg raise. This correlates very well with an MRI scan 
demonstrating an L4/5 or L5/S1 intervertebral disc 
protrusion/posterior annular tear
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GP at the coalface? Provided there are no 
red flags suggestive of sinister underlying 
pathology and positive progress is made 
in a reasonable amount of time, then all 
is well. However, aggressive manipulation 
should be avoided in patients presenting 
with sciatica thought to be due to a disc 
herniation, for fear of increasing the 
herniation and, for instance, precipitating 
cauda equina syndrome.

Much evidence-based research assesses 
interventions towards managing ‘non-
specific lower back pain’ and is therefore 
fundamentally flawed. I would encourage 
non-specialists to try and make a diagnosis, 
but this is time-consuming as it requires 
taking a comprehensive history and 
performing a thorough examination. It 
is generally accepted by most disciplines 
that middle-aged patients presenting with 
radicular pain and a positive straight leg 
raise are likely to be suffering from sciatica 
due to a disc protrusion causing nerve root 
irritation. However, what is not so well 
appreciated is that a disc protrusion or 
posterior annular tear, resulting in leakage 
of nuclear material that is toxic to nerve 
roots and the dura,8 can cause lower back 
pain. This is very common, and the key 
clinical points are of pain provocation by 
sitting, bending, coughing and sneezing, 
which is relieved by lying down. The straight 

leg raise may be positive in increasing the 
lower back pain but the slump test (Figure 
2) is more sensitive. Ultimately, an MRI scan 
will demonstrate correlating pathology, and 
some form of epidural steroid injection is 
likely to hasten recovery, as is well accepted 
with sciatica (Figure 3).

Growth in the number of spinal injections 
performed (Figure 4) and the diversity of 
disciplines performing these has exploded 
over the last forty years. In the early 1980s, 
there were just a few dedicated spinal 
physicians, but now there are numerous 
pain clinic anaesthetists, interventional 
radiologists, and orthopaedic or neurospinal 
surgeons. As well as epidural steroid 
injections directed to the intervertebral 
disc/dural and nerve root interface, 
delivered via the caudal, interlaminar or 
transforaminal routes (the latter being 
referred to as nerve root blocks or dorsal 
root ganglion blocks), the facet joints 
have proved to be a popular target. There 
is less evidence for the latter, and my 
personal experience suggests that lumbar 
facet joints are relatively uncommon pain 
sources; cervical facets are more common.

What is to be done for patients suffering 
from recurrent attacks of acute lower 
back pain? If the pathology is discogenic, 
epidural steroids may hasten recovery but 
will not produce a long-term solution. At 

the other end of the spectrum, on the basis 
of degenerative disc disease diagnosed on 
MRI or positive provocative discography 
(which remains controversial), some form 
of spinal fusion has been proposed. This is 
a huge step, with perhaps a 50/50 chance 
of success at best. In between, core stability 
exercises popularised as Pilates certainly 
have a role to play. Furthermore, despite the 
lack of an evidence base, our experience in 
performing many thousands of injections 
over almost 40 years has shown us that 
prolotherapy can be very helpful. This is 
the injection of a solution to stimulate 
ligamentus proliferation, thus increasing 
stability of the relevant lumbar motion 
segment, and works hand-in-glove with 
the philosophy of core stability to improve 
muscle strength and coordination.  
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accurate positioning of injections
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KEY POINTS

•  Make the time to take a full history and perform a thorough examination of 
patients presenting with lower back pain.

•  Utilise manual methods including acupuncture and non-addictive drugs 
with low side-effect profiles in patients presenting with moderate pain. If 
nothing else, this helps to support patients while nature does its job. Only use 
addictive drugs for short-term support.

•  If there are red flags, severe or persistent pain, then investigate or refer 
the patient appropriately: MRI scan, blood screen (including FBC, ESR, CRP, 
biochemistry and PSA). Only X-ray if a spondylolisthesis, a fracture or metastases 
are suspected, and be aware that X-rays do not exclude acute but subtle crush/
wedge/end plate fractures or metastases, which do show up on MRI.

•  If you suspect nerve root or dural irritation, refer the patient to a clinician 
who is experienced in performing epidural steroid injections (image- or non-
image-guided).

•  If you suspect cauda equina syndrome or a complete foot drop, urgent 
surgical referral is indicated.


