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• Most patients complaining of low back pain 
experience symptoms from a minor mechanical 
malfunction.   

• Fewer than 5% have a more sinister explanation 
• The vast majority of patients are presenting to 
primary care with non-specific/mechanical low 
back pain 

• 90% are not due to serious pathology and do 
need investigations or surgical referrals

Non-specific/mechanical LBP
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Patient Provider System

•	 Lack of understanding for   
reason to investigation/ 
refer 

•	 Lack of self-management   
strategies 

•	 Request for more   
medications 

•	 Request for time off work   

•	 Lack of understanding of   
urgent symptoms versus 
pain escalation

•	 Dealing with complex   
chronic low back pain 

•	 Patient expectations for   
MRI requests & referrals 

•	 Psychosocial patient needs   

•	 Lack of patient educational   
resources 

•	 Work related restrictions   

•	 Medication (Opioid   
Management)

•	 Poor communication   
between patient 
providers for care 

•	 Lack of coordinated   
patient education 
material 

•	 Lack of web resources   

•	 Lack of consensus on   
guidelines 

•	 Lack of common   
approach between 
providers assessment 
and treatment

The literature has identified common barriers to optimal low back pain care 
that are consistent across health care systems internationally. 
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Assessment: 
History 

Physical and neurological exam 
screen for red flags 

Screen for psychosocial risk factors 
(yellow flags) 

 

Red 
flags?

Consider referring for evaluation 
and treatment (Emergency or 

relevant specialist)

YES

NOAcute and sub-acute (first episode) 
(Pain duration under 12 weeks)

Chronic or recurrent 
(Pain duration Over 12 weeks)

Manual therapist !
Or  !

MO (CORE Low Back tool) !
• Educate patients that back pain typically resolves within a few weeks (refer 

to patient information sheet) 
• Prescribe self-care strategies and continuation of usual activities as 

tolerated. 
• Encourage early return to work 
• Recommend physical activity and/or exercise 
• Consider analgesics

Prescribe physical or therapeutic activity 
If no prior conservative care - consider manual therapy

2-4 weeks

Re-assess (including red flags) if patient is not returning to normal 
function or symptoms are worsening.

Consider manual therapy and activity/education recommendations

Moderate to severe pain 
Referral options: 

• Multidisciplinary chronic pain program 

Referral options: 
• Community-based active rehabilitation program 
• Community-based self management/cognitive behavioural 

therapy program

Additional options: 
• Progressive muscle relaxation 
• Acupuncture 
• Massage therapy, TENS as an adjunct to active therapy 
• Aqua therapy and yoga



‹#›‹#›

Overview of the Clinically Oriented Relevant Exam  
(CORE) Low back tool

CORE program will help:  

• Understand current guidelines for diagnosis and management 
of LBP 

• Develop a clinical approach to mechanical back pain  
• Improve skills to facilitate patient self management 
• Incorporate useful tools and resources into your practice

MOHLTC Ontario
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• Back dominant pain 
• Worse with flexion 
• Neurological examination is normal 
• Constant or Intermittent

Better with 5 prone passive extensions 
Pattern 1 Prone Extension Positive (PEP) 
The patient has a directional preference.  

No change/worse with 5 prone passive extensions 
Pattern 1 Prone Extension Negative (PEN) 
The patient has no directional preference.

Pattern 1
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Pattern 1 PEP – Educate and Exercise 

• Reduce Sitting / Flexion 

• Increase extension 
– Walking 
– Lumbar Roll 

• Prescribe Prone Extensions  

• When range improves and pain decrease - Core stability

Therapy

Pattern 1 PEN – Educate and Exercise 
• Increase extension gradually and progressively from 

unweighted flexion 
• Then, Prescribe Prone Extensions
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• Back dominant pain 

• Worse with extension 

• Never worse with flexion 

• Always intermittent 

If the pain is constant or if there is any pain 
on flexion the patient is Pattern 1 

Pattern 2
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Pattern 3

• Leg dominant pain 

• Leg pain affected by back movement 

• Positive irritative test 

–and/or conduction loss
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Pattern 4 PEP

• Leg dominant pain 
• Always intermittent 
• Worse with flexion

• Rarely a positive irritative test and/or 
conduction loss 

• Always better with unloaded back extension 
movement or position 

Leg dominant pain that responds to 
mechanical treatment.
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Pattern 4 PEN: Neurogenic claudication

• Leg dominant pain 
• Always intermittent 
• Worse	with	activity	in	extension	
• Better	with	rest	in	flexion	
• May	have	transient	weakness

• Negative	irritative	tests	
• Possible	permanent	conduction	loss	
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!
Pattern 1 Pattern 2 Pattern 3

!
Pattern 4 

Pattern 1 
PEN

!
Pattern 1 

PEP 

Pattern 4 
PEP

!
Pattern 4 

PEN 

Back dominant Leg dominant

Constant /Intermittent Intermittent Constant Intermittent 



Reference Tools

Goal setting & Patient Self-
management RecommendationsPatient EducationYellow Flags

StarTBack Goal Setting & Brief 
Action Planning 

Opioid Risk Tool

Back Book (UK)

Back Pain Exercises for 
all 4 patterns 

(Saskatchewan)

Back to Basics (WSIB)

General Recommendations for Maintaining a Healthy 
Back: Patient Information (Saskatchewan)

Management Options 

So Your Back Hurts… 
(POCKET)

Pharmacy ToolsWhat you should 
know about Acute/
Chronic Pain (TOP)

Opioid Manager
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Thanks to Julia Alleyne and Centre for effective practice of Ontario
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