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A 46-year-old man presents to his family physi-
cian with a week’s history of intermittent low-
back pain of moderate intensity (average 
intensity 6/10). On the body pain diagram, he 
marks only a small central area around L5. The 
pain is aggravated by bending forward (inten-
sity 8/10) and is completely alleviated when he 
lies down (intensity 0/10). The pain affects the 
patient’s performance at work in a factory. He 
has hypertension, which is well controlled with 
ramipril and hydrochlorothiazide.

Should radiology investigations 
be ordered for this patient?
The likely diagnosis is intermittent mechanical 
back-dominant pain. As supported by Choosing 
Wisely Canada recommendations (Box 1), no im-
aging is needed unless there are red flags. These 
include major motor weakness, disturbance of 
bowel or bladder control, fever, immunosuppres-
sion, trauma, weight loss, morning stiffness greater 
than 1 hour, and pain worse at night or supine.1 
Spinal “abnormalities” seen on imaging in asymp-
tomatic individuals are common and increase 
with age, and most of the findings have no corre-
lation with the clinical picture, especially in back-
dominant pain.2 In this patient’s case, re-evaluation 
is needed if his symptoms do not improve sub-
stantially after about one month.

Should the patient’s physician endorse 
absence from work?
There is no need to recommend bed rest or ab-
sence from work, a position supported by 
Choosing Wisely Canada (Box 1). A Cochrane 
review found that patients with acute low-back 
pain experienced small benefits in pain relief and 
functional improvement from advice to stay ac-
tive compared with advice to rest in bed.3 There 
is expert consensus to support the positive link 
between work and physical, mental and social 
health.4 This patient may need modified work, 
such as more frequent break periods and avoid-
ance of heavy lifting and bending forward.

What nonpharmacologic therapy should 
be prescribed for this patient?

There is evidence from systematic reviews to 
support the use of superficial heat (benefit over 
placebo, acetaminophen or ibuprofen),5 spinal ma-
nipulation (benefit over sham therapy),6 massage 
(benefit over inactive control)7 and acupuncture 
(benefit over no treatment)8 in patients with acute 
low-back pain. For flexion-aggravated low-back 
pain, home exercises are indicated and should in-
clude repeated passive extension in the lying po-
sition progressing to standing (see link to CORE 
Back Tool and other useful tools in Appendix 1, 
available at www.cmaj.ca/lookup/suppl/doi:10​
.1503/cmaj.150660/-/DC1).

Should non-opioid pharmacologic 
therapy be prescribed for this patient?
Acetaminophen may be prescribed as a thera-
peutic trial, although recent evidence from ran-
domized trials has shown that it is not effective 
for reducing pain, disability or recovery time in 
people with acute low-back pain.9 Nonsteroidal 
anti-inflammatory drugs (NSAIDs) may be pre-
scribed as a therapeutic trial, given that the evi-
dence has shown small improvement in pain in-
tensity.10 However, Choosing Wisely Canada 
recommends against prescribing NSAIDs (in-
cluding cyclo-oxygenase type 2 inhibitors) for 
patients with hypertension because of potential 
cardiovascular and renal complications (Box 1). 
Skeletal muscle relaxants (e.g., methocarbamol) 
reduce pain and improve function,10 but common 
adverse effects include sedation and drowsiness, 
which could impair this patient’s performance 
and safety at work.

Should opioids be prescribed  
for this patient?
Opioids should not be prescribed for intermittent 
acute back-dominant pain, a position supported 
by Choosing Wisely Canada (Box 1). Observa-
tional studies showed a positive association with 
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opioid use for acute low-back pain and increased 
work disability in the long term.11 It is well known 
that opioids can result in euphoria, drowsiness or 
inability to concentrate, which can negatively 
affect work status, function and safety to drive a 
motor vehicle or operate machinery. Patients 
starting opioid treatment are at risk of continuing 
them long term, and prolonged use may lead to 
tolerance and the need for higher doses, opioid 
dependence or opioid use disorder.12

The case revisited
The patient stayed at work on modified duties 
(avoiding heavy lifting and bending forward). He 
performed exercises at work and at home (re-
peated passive extension in the lying position, 

progressing to the standing position) and applied 
hot wraps daily. He used acetaminophen at a total 
daily dose of 3200 mg for one week but reported 
no additional benefit, so the drug was stopped. 
A  trial of naproxen at the lowest possible dose 
(250 mg orally twice daily) for two weeks helped 
him to stay at work and did not increase his blood 
pressure. He continued to have residual pain (in-
tensity 3/10) for about four months, but he could 
manage with daily home exercises, heat and 
weekly massage sessions.
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Box 1: Choosing Wisely Canada recommendations*

Don’t do imaging for lower-back pain unless red flags are present (CSS, CAR, 
OMSC, CFPC)

•	 Red flags include, but are not limited to, severe or progressive 
neurological deficits or when serious underlying conditions such as 
osteomyelitis are suspected.

•	 Imaging of the lower spine before six weeks does not improve outcomes.

•	 Unnecessary imaging can be harmful because of the potential adverse 
health effects associated with radiation exposure and because of 
attribution of symptoms to unrelated incidental findings leading to 
prolonged disability.

•	 In patients with suspected uncomplicated herniated disc or spinal 
stenosis, imaging is indicated only after at least a six-week trial of 
conservative management and if symptoms are severe enough that 
surgery is being considered.

Don’t endorse clinically unnecessary absence from work (OMSC)

•	 Absence from work contributes to declining health, slower recovery 
times and longer duration of disability.

•	 When asked to provide an opinion on functional abilities to employers or 
insurers, the focus should be on abilities; restrictions should be objective, 
specific, and listed only when absolutely medically indicated.

Don’t prescribe nonsteroidal anti-inflammatory drugs (NSAIDs) for 
individuals with hypertension or heart failure or chronic kidney disease from 
all causes, including diabetes (CSN)

•	 The use of NSAIDs, including cyclo-oxygenase type 2 inhibitors, for the 
pharmacologic treatment of musculoskeletal pain can elevate blood 
pressure, make antihypertensive drugs less effective, cause fluid 
retention and worsen kidney function in these individuals.

Don’t prescribe opiates for the treatment of acute or chronic noncancer pain 
without first assessing adverse effects, work status and capacity to drive a 
motor vehicle (OMSC)

•	 Compared with individuals prescribed lower or no opiate doses, those 
prescribed higher opiate doses have increased risk and duration of disability.

•	 Opioids can result in effects such as euphoria, drowsiness or inability to 
concentrate. Cognitive and psychomotor ability are essential functions 
for driving a motor vehicle and other complex work tasks.

*The list is a compilation of recommendations from national societies participating in the 
Choosing Wisely Canada program (www.choosingwiselycanada.org). The individual societies 
are indicated in parentheses. CAR = Canadian Association of Radiologists, CFPC = College of 
Family Physicians of Canada, CSN = Canadian Society of Nephrology, CSS = Canadian Spine 
Society, OMSC = Occupational Medicine Specialists of Canada.

CMAJ is collaborating with Choosing Wisely 
Canada (www.choosingwiselycanada.org), with sup-
port from Health Canada, to publish a series of 
articles describing how to apply the Choosing 
Wisely Canada recommendations in clinical practice.


