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Abstract 
 

One of the most common causes for people to seek emergency care is back discomfort. Numerous different probable etiologies could have 

an impact on both adult and pediatric populations. The etiologies can vary depending on the patient demographic, but mechanical or non 

specific causes are frequently cited. Back pain can be an issue that lasts from childhood into adulthood and considerably impacts disability 

rates. It is essential to be able to evaluate patients of all ages and recognize the distinctive variations in how these different demographics 

present themselves. Studies involving people who had the non-alcoholic fatty liver disease were sought after in the Medline, Pubmed, Embase, 

NCBI, and Cochrane databases. Analysis of incidence, etiology, and available management strategies The gap between evidence and practice 

in treating low back pain is significant. The remedies deemed efficient are based on scant data, yet they might be affordable and repeatable 

in other contexts. Focusing on fundamental concepts, such as the need to reduce unnecessary medical care for low back pain, promote people's 

participation in physical activity and employment, and modify ineffective patient clinical pathways and reimbursement structures, may serve 

as a guide for the ensuing phase. 
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INTRODUCTION 

One of the most prevalent musculoskeletal diseases and a      

significant contributor to disability worldwide is low back 

pain (LBP) [1]. 

 

This type of pain pathology can affect people of all ages, 

including toddlers and the elderly, making it one of the 

diseases with very high addressability in primary healthcare 

[2]. Although a number of risk factors, such as age, sex, 

physical activity, posture changes, obesity, and a sedentary 

lifestyle are implicated, the cause is not always obvious, and 

the diagnosis can occasionally be difficult to make. There are 

numerous symptoms of LBP [3-8]. But its root cause is not 

fully understood [9]. Traditional imaging techniques, like 

plane x-rays, record changes in vertebral statics, but they only 

partially revealed musculoskeletal or intervertebral disc 

degeneration [10]. 

 

Nuclear magnetic resonance imaging (MRI) and computed 

tomography imaging (CT) are the most reliable diagnostic 

imaging modalities for disc or musculoskeletal pathology in 

the lumbar spine [11]. LBP can be treated conservatively in a 

number of ways, including by quitting smoking, limiting or 

avoiding strenuous exercise, avoiding additional risk factors, 

and using lumbar spine orthoses [12]. Pharmacological 

therapy entails the use of analgesics, steroidal anti-

inflammatory drugs, most frequently non-steroids, muscle 

relaxants, and nerve trophic substances [13]. The physical 

therapies used to treat lumbar spine pain symptoms include 

massage, electrotherapy, and thermotherapy. Physical 

therapy is crucial for easing pain symptoms and preventing 

recurrences of pain [14]. 
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Epidemiology 
Although it is commonly known that low back pain (LBP) is 

a prevalent health issue, its impact is sometimes dismissed as 

insignificant [15]. Most people experience LBP at some point 

in their life, and it can result in varying degrees of pain and 

dysfunction. Most of the time, the precise source of the pain 

cannot be determined. It is the major factor in activity 

restriction and missed work and imposes a significant 

financial burden on people, families, communities, 

businesses, and governments [16]. The prevalence of LBP is 

examined in this epidemiologic study in relation to 

sociodemographic variables such as age, gender, race, and 

geography.  

 

LBP is common in both developed and developing nations, 

according to recent research [17]. According to predictions, 

more than 80% of people will experience low back pain at 

some point in their lives, and each year, 7% of adults with 

symptoms visit a doctor. According to Nachemson [18], 

Canada, Great Britain, the Netherlands, and Sweden all had 

significantly worse LBP issues than the US and Germany did. 

This was based on a careful review of the international 

literature regarding the prevalence of LBP that is 

incapacitating. Back pain is the most frequent cause of 

activity limitations in people under the age of 45, the second 

most frequent cause of doctor visits, the fifth most frequent 

cause of hospital admissions, and the third most frequent 

cause of surgical procedures in the United States [19]. The 

variation in prevalence rates between nations may be 

explained by intercultural differences in pain perception or 

pain reporting . 

 

LBP was previously believed to be primarily a problem in 

Western nations, but recent research has revealed that it is 

also a significant problem in low- and middle-income 

countries [20]. LBP has previously been documented as a 

common complaint in general practice and primary care 

settings [21]. Individuals and their families, communities, 

health    care systems, and businesses are all affected by LBP. 

Depending on socioeconomic status, general access to 

healthcare, occupational distribution, and other factors 

connected to the onset and prognosis of LBP, the effects and 

outcomes of LBP are likely to vary significantly across and 

within populations. LBP is heavily influenced by 

sociodemographic factors. In their previous study, Bener et 

al. [22] reported that LBP can significantly negatively impact 

the quality of life. Physical factors, sociodemographic 

characteristics, habits, and psychological factors are all risk 

factors for LBP. The current study focused on the frequency 

of LBP, its epidemiology, the effects of age, gender, 

occupational, educational, and social factors, as well as the 

link between lifestyle choices and LBP [22]. 

 

Diagnosis 
A common symptom with many potential causes is low back 

pain. In primary care, low-back pain is divided into four 

categories: non-lumbar spine-related issues (such as kidney 

stones); serious lumbar spine issues (such as epidural 

abscesses); low-back pain associated with radicular pain 

(such as from an intervertebral disc herniation) or neurogenic 

claudication (such as from central spinal canal stenosis); or 

non-lumbar spine-related issues [23]. Nearly 90% of all low-

back pain cases seen in primary care are nonspecific and 

cannot be diagnosed pathoanatomically [9]. To determine 

who is at risk for a serious illness or a particular cause of low-

back pain, a focused history and physical examination are 

used. All other instances of low back pain are classified as 

nonspecific. 

 

A nonspecific diagnosis of low back pain is often disregarded 

by doctors [24], who instead search for a precise diagnosis of 

the anatomical structures causing the pain [25]. Two 

problems exist with this tactic. First off, there is insufficient 

validity in the tests used to determine anatomic sources of 

nonspecific low back pain [26]. The diagnoses are therefore 

only nominal. The majority of patients who report low back 

pain do not need diagnostic imaging right away. Only when 

a specific cause of low back pain is suspected is imaging 

advised, and early diagnosis is essential for safe and efficient 

treatment [27]. It might be reasonable to delay testing and 

start a treatment trial if there is only a remote possibility that 

the patient has cancer or a fracture. However, if there is even 

the slightest suspicion of cauda equina syndrome or an 

epidural abscess, an immediate investigation is necessary due 

to the serious consequences of delayed diagnosis  [27]. 

 

Patients with radicular pain or radiculopathy due to suspected 

disc herniation or neurogenic claudication due to suspected 

central spinal canal stenosis do not need to be referred for 

immediate imaging, contrary to common practice, because 

the results will not change primary care management. The 

treatment for these conditions, as well as nonspecific low-

back pain, is the same. When one red flag (such as night pain) 

is present, some clinical guidelines recommend diagnostic 

imaging [28]. Although serious disease is uncommon, red 

flags may occur frequently; thus, this approach is risky. 

                                       

Risk Factors 
Poorer outcomes in back pain patients seem to be predicted 

by a variety of factors. There are several factors that can make 

"chronic disabling pain" worse, including previous episodes 

of back pain, increased back pain intensity, and the presence 

of leg or widespread symptoms. Patients with higher BMIs 

(greater than 25) and smoking appear to have worse 

outcomes, suggesting that lifestyle factors may also be at play 

[29]. Disability rates are negatively impacted by depression, 

catastrophizing, and fear-avoidance behavior [30]. 

Additionally, there are underlying social factors that can be 

predicted with a high degree of accuracy. A few factors that 

have a negative impact on outcomes include low educational 

attainment, a job that requires a lot of physical labor, low pay, 

and low job satisfaction [31]. In general, back pain cases get 

better and don't significantly affect a patient's quality of life 

or ability to function, but pediatrics has less conclusive 

prognostic data. However, a reasonable assumption is that the 

underlying cause of the pain has a significant impact on the 
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prognosis [32]. Muscle strain and cancer pain are likely to 

affect disability in different ways. The pediatric and adult 

populations can be compared. According to some studies, 

behavioral comorbidities like conduct issues, attention deficit 

hyperactivity disorder (ADHD), psychological distress, 

passive coping mechanisms, and fear-avoidance behavior are 

associated with nonspecific back pain [33]. 

 

Treatment 
Depending on the cause, age, and severity of back pain, a 

variety of pain medications are available. The Agency for 

Healthcare Research and Quality's "Noninvasive treatments 

for low back pain: current state of the evidence" clinician 

summary states that the best evidence for treating adult back 

pain is as follows: 

 

In Adults 
Exercise, traction, and spinal manipulation are examples of      

nonpharmacologic therapies for radicular low back pain that 

have shown some promise but are backed by scant data. The 

benefits of non-steroidal anti-inflammatory medicines 

(NSAIDs) are only weakly supported. However, alternative 

pharmaceutical treatments like diazepam and systemic 

steroids don't appear to have any advantages [AHRQ, 2016]. 

Acetaminophen appears to offer limited evidence of no effect 

for non-radicular acute or subacute low back pain. However, 

NSAIDs, heat, and muscle relaxants have little evidence for 

benefit. Weak evidence suggests that massage is beneficial 

[AHRQ 2016]. 

 

There is modest evidence to recommend physical therapy for 

non-radicular persistent low back pain [AHRQ 2016], 

particularly when using the McKenzie approach [34]. 

Moderately strong evidence supports the benefits of 

acupuncture in this demographic as well. The benefits of tai 

chi, yoga, psychological techniques (such as biofeedback and 

progressive relaxation), spinal manipulation, and multimodal 

rehab are frequently supported by scant evidence. There is 

some proof of the advantages of returning to school [35]. 

When used in the pharmacologic treatment of chronic low 

back pain, NSAIDs and duloxetine consistently outperform 

opioids [AHRQ 2016]. Although gabapentin is a fairly well-

liked anticonvulsant for chronic pain, it doesn't really help 

people with persistent low back pain. Compared to piramate, 

a placebo is less effective. Examples of topical anesthetics 

that are no more effective than a placebo include 

transcutaneous electrical nerve stimulation (TENS) devices 

and lidocaine patches [36]. 

 

According to the American Pain Society, people with 

incapacitating low back pain that has negatively impacted 

their quality of life for more than a year should only be 

referred for surgery. However, there is conflicting research on 

some of the widespread invasive treatments, including spinal 

fusion, lumbar disk replacement, injectable therapy for the 

facet joints, local sites, and the epidural space [37]. 

 

In Children 

Less research has been done on pain management in children. 

However, there is widespread support for NSAIDs, physical 

therapy, and activity moderation as first-line treatments. The 

recommended course of action is to treat any underlying 

problems if a malevolent underlying cause is apparent. The 

majority of cases of spondylolysis may be treated non-

operatively; however, some will require a referral. If 

symptoms continue after receiving conservative treatment for 

more than six months or if there is Grade III or IV 

spondylolisthesis, one may refer a child to a pediatric spine 

surgeon for additional testing [3]. Patients with 

Scheuermann's kyphosis who have curvatures under 60 

degrees may benefit from physical therapy and supervised 

exercise, while bracing may be added for those with 

curvatures under 70 degrees. Patients who have a curvature 

of more than 75 degrees may require surgery to correct it, 

particularly if conservative measures have failed and they are 

skeletally mature [4]. Significant scoliosis, increasing 

curvature, unusual scoliosis, and scoliosis of 20 degrees or 

more at peak growth are all reasons for surgical referral                               

[5]. 

 

CONCLUSION 

The most recent clinical practice guidelines advise against 

routine imaging unless a serious pathology is suspected and 

recommend diagnostic triage using history taking, physical 

examination, and neurological testing to identify red flags and 

identify radicular pain/radiculopathy. Yellow flags need to be 

evaluated in the first or second evaluation using the 

psychosocial criteria listed in the guidelines. The majority of 

treatments for acute LBP supported recommendations for 

patient education, assurance of a good outcome, and advice 

on returning to normal activities, avoiding bed rest, and using 

NSAIDs and mild opioids for brief periods of time when 

necessary.The majority of recommendations for treating 

chronic LBP included the use of exercise therapy, 

psychological counseling, and, when necessary, NSAIDs and 

antidepressants. Consulting a specialist is also suggested in 

cases where there is a chance of serious diseases or 

radiculopathy or if there has been no improvement after four 

weeks to two years. 
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