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Managing
chronic spinal
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When to refer and
what to expect
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Chronic spinal pain is a leading cause of disability and
reduced quality of life. Careful triage, patient education
and function-focused management can help identify
serious pathology, support recovery and avoid low-value
interventions.

hronic spinal pain is a significant global health issue, contribut-

ing substantially to disability and reduced quality of life. Low

back pain, acommon form of spinal pain, has been identified
as the single leading cause of years lived with disability.' In Australia,
the direct healthcare costs and indirect economic impact of lost
productivity because of chronic pain are estimated at more than $100
billion annually.?

Optimal management of chronic spinal pain includes accurate
diagnosis and high-value interdisciplinary care. This article provides
a clinical framework for primary care providers and allied health
professionals to manage chronic spinal pain using high-value care
paradigms, optimising diagnostic triage and evidence-based,
patient-centred approaches to functional restoration, medication
management, interventional therapies and pain self-management.

What is acute and what is chronic pain?
Acute spinal pain, often categorised as occurring for less than

three months, is typically associated with a nociceptive response to
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* Chronic spinal pain should be assessed according to the
duration, presentation and likely pain mechanism, including
nociceptive, neuropathic and nociplastic contributors.

Red flags and neurological compromise must be actively
screened for, particularly when symptoms change, fail to
follow the expected course or suggest malignancy,
infection, fracture or cauda equina syndrome.

Routine imaging is not indicated for uncomplicated spinal
pain and should be reserved for cases in which findings are
likely to change management.

Primary care management should focus on education,
reassurance, functional restoration, active self-
management and risk-stratified multidisciplinary care.
Pure mu-opioids have a very limited role in chronic spinal pain
and should be avoided except in exceptional circumstances,
with careful monitoring and clear functional goals.

tissue or nerve injury. Chronic spinal pain persists beyond three months
and s classified under the International Classification of Diseases, 11th
Revision (ICD-11) as either chronic primary pain (a disease in its own
right) or chronic secondary pain (a symptom of an underlying
condition).?

Patients with chronic spinal pain may present with various clinical
and psychosocial flags that indicate serious underlying pathology
or risk of chronic pain and disability (Box 1).*

Chronic primary pain

Chronic primary pain is defined as pain persisting for more than
three months, associated with significant emotional distress or
functional disability, and not better accounted for by another diag-
nosis.’ Patients often present with widespread pain that is dispro-
portionate to any identifiable tissue damage. This pain is typically
described as diffuse, aching or burning and may be accompanied
by symptoms such as fatigue, sleep disturbance and cognitive
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difficulties. Common conditions include fibromyalgia, which falls
into a chronic widespread pain phenotype, although it may have
spinal manifestations. These patients often exhibit signs of central
sensitisation, such as allodynia and hyperalgesia. Psychological
factors, including anxiety, depression and catastrophising, are com-
mon and contribute to the overall pain experience.?

Chronic secondary pain

Chronic secondary pain occurs in the context of a specific underlying
condition - such as a tumour, infection, nerve injury or structural
deformity — which causes a nociceptive process to occur.” Common
examples include chronic spinal pain following surgery or trauma,
cancer-related pain and pain due to degenerative conditions such
as osteoarthritis or intervertebral disc herniation, including those
associated with painful radicular symptoms. Patients often report
localised pain that correlates with the site of tissue damage or inflam-
mation. For instance, radicular pain arising from a herniated disc
may present as sharp, shooting, electrical or burning pain radiating
down the leg, whereas pain associated with spinal stenosis may
worsen with activity and improve with rest (known as neurogenic
claudication). Diagnostic imaging and clinical examination often
reveal structural abnormalities that correlate with the patient’s
symptoms.’

What are the causes of chronic spinal pain?

The causes of chronic spinal pain can be broadly classified into
nociceptive, neuropathic and nociplastic categories, with emergent
red-flag pathologies. These frequently overlap.*

Nociceptive pain

Nociceptive pain arises from activation of peripheral sensory receptors
inresponse to actual or threatened tissue injury. Common generators
in the spine include intervertebral discs, facet joints and sacroiliac
joints. Discogenic pain is estimated to account for about 26 to 42%
of chronic low back pain cases, whereas facet joint arthropathy is
implicated in 15 to 45% of cases.>® Paraspinal musculature, particularly
multifidus dysfunction and fatty infiltration, contributes to segmental
instability, and ongoing mechanical strain may present in more
chronic spinal pain phenotypes. Myofascial trigger points and muscle
imbalance further createlocal proinflammatory drivers of pain, with
cytokine-mediated nociceptive sensitisation producing pain that is
typically localised.”

Neuropathic pain

Neuropathic pain results from alesion or disease of the somatosen-
sory nervous system. Radiculopathy is the most common neuro-
pathic presentation of spinal pain in primary care, and is most often
due to disc herniation or foraminal stenosis causing nerve root
compression or chemical irritation from annular tears in discs.
Neuropathic pain is often described as burning, tingling or shooting
and may be associated with sensory deficits or motor weakness.®
Assessment for features of neurogenic claudication is important.

Red flags (serious pathology)
 |nfection

e Tumour

* Cauda equina syndrome

e Paralysis

Severe yellow flags (serious
psychosocial risk)

¢ Suicidal ideation with planning
¢ Drug dependency or addiction
¢ Drug intoxication

Yellow flags (psychosocial risk)

¢ Fear avoidance
¢ Pain catastrophising

1. Flag categories in spinal pain assessment*

Blue flags (workplace issues)

¢ Occupational stress

¢ Perception of the workplace as
unsupportive or hazardous

Black flags (systemic barriers)
* Restrictive employer policies
¢ Complex insurance litigation

Orange flags (psychiatric

comorbidities)

¢ Clinical depression

¢ Personality disorders

* Need for specialised mental
health intervention

e Low mood

Nociplastic pain

Central sensitisation and nociplastic pain mechanisms underlie a
significant portion of chronic back and spinal pain presentations.
Nociplastic pain is defined in the ICD-11 under chronic widespread
pain. It is characterised by dorsal horn wind-up, glial activation
and impaired descending inhibition, resulting in pain that is
disproportionate to peripheral pathology and strongly influenced
by psychosocial factors.’ Patients with nociplastic pain may exhibit
widespread pain, hyperalgesia and allodynia.

Urgent causes

Urgent causes include malignancy, vertebral fracture, spinal infection
and inflammatory spondyloarthropathies. Red-flag clinical signs
and symptoms include unrelenting night pain, pain at rest, systemic
symptoms or unexplained weight loss, and require urgent investi-
gation and referral to a pain physician and a relevant medical or
surgical specialist.

What history, examinations and investigations are
appropriate for primary care?

Assessment of chronic spinal pain should focus on clinical triage
based on the timeline and specific presentation. The primary
objectives are to exclude serious pathology, identify radicular or
inflammatory syndromes and characterise the potential mechanisms
as nociceptive, neuropathic or nociplastic. Validated tools, exam-
inations and investigations are summarised in Table 1.

History

The timeline of pain presentation should be explored, alongside the
specific patient presentation and profile, including pain behaviour, to
discriminate mechanical, neuropathic, inflammatory and systemic
causes. Key elements include onset, pain distribution, aggravatingand
relieving factors, nocturnal pain, morning stiffness and functional
impact. Systematic screening for red flags is essential. Psychosocial
risk factors (Box) should be routinely explored, as they predict chronicity
and disability, and can be efficiently stratified using validated tools.*
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PERSPECTIVE MANAGING CHRONIC SPINAL PAIN CONTINUED

suspected infection or malignancy, cauda
Table 1. Assessment methods for chronic spinal pain equina syndrome or persistent radicular pain
refractory to conservative therapy.
Category Assessment method Purpose . . .
Various sources, including the Royal
Validated tools | ¢ Keele STarT Back Screening Tool * Psychosocial risk factors Australian College of General Practitioners,
* PainDETECT * Neuropathic pain assessment recommend imaging only when red flags are
« Leeds Assessment of Neuropathic present or if the pain fails to improve with
Symptoms and Signs conservative management."*"* Over-reliance
* Douleur Neuropathique 4 questionnaire on imaging can lead to unnecessary inter-
Physical * Gait analysis * Functional assessment ventions and increased patient anxiety." >
B tion B o Laboratory testing may include inflam-
« Squat matory markers and full blood count when
« Flexion and extension infection, malignancy or inflammatory dis-
) ) ease is suspected. Degenerative findings are
B e raise i !_umbar TENC S estimated to occur in more than 80% of
¢ Slump test involvement o i
asymptomatic individuals, supporting careful
* Spurling’s sign * Cervical radiculopathy communication of imaging results within
¢ Lhermitte’s sign * Cervical spinal pathology the clinical context.”
* Hoffman’s sign e Cervical myelopathy What generic primary care
* Palpation * Localisation treatments are available?
» Range-of-motion testing Primary care management should focus on
* Facet-loading manoeuvres active, functional improvement and should
Imaging « MRI « Neurological deficits be risk stratified according to the likely pain
o (ifasien mechanism, clinical presentation and pres-
« Malignancy ence of red-flag features. In the absence of
* Cauda equina syndrome clear pathology, the cornerstone of first-line
¢ Refractory radicular pain careis comprehensive education and reassur-
Laboratory tests | ¢ Inflammatory markers * Infection ance, coupled witha shared self-management
o Fulll lees] Eaui: « Malignancy plan.* Treatment options are summarised
* Inflammatory disease in Table 2.

Physical examination

Physical assessment should focus on functional assessment (including
gait analysis, sit-to-stand, squat, flexion and extension), detailed
neurological screening and exclusion of central or nonspinal pathol-
ogy (Table 1).""'> A brief but systematic neurological examination
to assess strength, reflexes, sensation, co-ordination and tone can
help identify radiculopathy or myelopathy. Provocative manoeuvres
can improve diagnostic yield for lumbar nerve root involvement and
help identify cervical radiculopathy and central spinal pathology.
Palpation, range-of-motion testing and facet-loading manoeuvres
may assist localisation but have limited specificity. The absence of
focal tenderness should not be used to dismiss pain and should
prompt consideration of nociplastic mechanisms, where altered
central processing predominates.

Investigations

Typically, imaging is reserved for cases in which the results are likely
to change management. Routine imaging is not indicated in the first
six weeks of uncomplicated spinal pain without red-flag symptoms.
Urgent MRI is indicated for progressive neurological deficits,
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Nonpharmacological treatments

Nonpharmacological treatments for chronic spinal pain include
exercise, cognitive-behavioural therapy and multidisciplinary reha-
bilitation. Exercise programs should be tailored to the patient’s
capabilities and preferences, emphasising graded exposure and
pacing. Psychological therapies using a cognitive-behavioural therapy
approach are recommended when psychosocial barriers are prom-
inent."® Complementary therapies including massage, acupuncture,
transcutaneous electrical nerve stimulation, yoga and functional
movement programs such as tai chiare also reccommended for their
potential benefits in chronic low back pain." Engaging patients in
active pain self-management is the mainstay of chronic pain care.

Pharmacological treatments

NSAIDs may be considered in the early phase of chronic spinal pain,
although there islittle strong evidence to support their use in longer-
term chronic pain management; paracetamol has limited evidence
and is not recommended as monotherapy for low back pain. National
Institute for Health and Care Excellence guidance advises against
paracetamol monotherapy for low back pain and recommends weak
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Pain Management

opioids only for acute presentations when
NSAID:s are contraindicated, not tolerated

Table 2. Treatment options for chronic spinal pain

or ineffective.”?!

Pure mu-opioids should be avoided alto- Category

Treatment Purpose or target

gether or used with strict cessation and safety | Nonpharmacological
procedures. The Faculty of Pain Medicine and
the TGA recommend against pure mu-opioid
use in chronic noncancer pain except in excep-
tional circumstances, as outlined further
below.'>*

Muscle relaxants, such as orphenadrine,
may be considered for short-term use in acute
low back pain, but their long-term efficacy is
limited.” Benzodiazepines should gener-
ally be avoided in both acute and chronic
presentations.

Antidepressants, particularly tricyclic

Physical therapies * Active pain self-management
¢ Exercise therapy * Functional restoration
¢ Graded exposure ¢ Rehabilitation

Psychological therapies
* Cognitive-behavioural therapy
¢ Compassion-focused therapy

Address psychosocial barriers

Complementary therapies Functional restoration

* Massage therapy

¢ Acupuncture

¢ Transcutaneous electrical nerve
stimulation

* Yoga

e Taichi

antidepressants and serotonin and noradren- | pjarmacological
aline reuptake inhibitors, may be beneficial
for chroniclow back pain with a neuropathic
component, as well as in nociplastic or chronic
widespread pain presentations. There is evi-
dence of a role for serotonin and noradrena-
line reuptake inhibitors (such as duloxetine)

in chronic low back pain.?

Interventional procedures

Simple analgesics
¢ Paracetamol
¢ NSAIDs

Early-phase pain

* Muscle relaxants
¢ Orphenadrine

Early-phase pain

Antidepressants

¢ Tricyclic antidepressants

¢ Serotonin and noradrenaline
reuptake inhibitors

Neuropathic chronic low back
pain

Nociplastic pain

Chronic widespread pain

Interventional
procedures

Although there are specific instances in which
interventional therapies may be indicated in
the treatment of chronic spinal pain, their
role requires careful patient selection. In the
presence of acute radicular pain symptoms,
interventional pain therapies, including trans-
foraminal injections and, in selected chronic
cases, pulsed radiofrequency therapy, may

¢ Transforaminal injections
Pulsed radiofrequency denervation

Radicular pain

Radiofrequency denervation * Facet joint spondylosis

Sacroiliac joint arthritic pain

Epidural corticosteroid injections | ¢ Radicular pain

Spinal cord stimulation Refractory neuropathic chronic

back or leg pain

provide temporary relief.' In chronic facet

joint spondylosis and sacroiliac joint arthritic pain, radiofrequency
denervation may be appropriate for chronic low back pain after a
positive diagnostic block.” Epidural corticosteroid injections may
provide short-term relief for radicular pain.** In refractory cases of
chronic neuropathic back pain, leg pain or both, patients may be
referred to a centre of excellence for consideration of spinal cord
stimulation.>*

What does specialist management consist of?

Specialist management by a pain physician provides stepped esca-
lation to improve diagnostic certainty, identify barriers to recovery
and deliver co-ordinated interdisciplinary pain care. The specialist’s
role is to reduce low-value care (including unnecessary imaging
and procedures, as well as high-risk prescribing), and to refine a
plan that prioritises functional restoration, self-efficacy and a safe
return to activity. This includes structured risk stratification

(including red flags, neurological risk, medication- or substance-use
riskand psychosocial drivers of disability), targeted review of existing
investigations with clinical correlation, clear safety-netting and
planned follow up.

Specialist input also supports medication optimisation and depre-
scribing where appropriate, selection of suitable interventional
therapies and integration of rehabilitation. Where relevant, the
specialist co-ordinates care across primary care, physiotherapy or
exercise physiology, psychology, surgical and medical services, and
occupational roles.

What is the specific role of pure mu-opioids?

Pure mu-opioids play a very limited role in spinal pain and are not
recommended as routine therapy. Current clinical evidence does not
support their efficacy and shows a significant risk of harm in the
management of chronic pain, including spinal pain.”* Faculty of

JULY 2026, VOLUME 13, NUMBER 1 MedicineToday | PainManagementToday 71

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2026. https://painmanagement.medicinetoday.com.au/pmt/2026/july



PERSPECTIVE MANAGING CHRONIC SPINAL PAIN CONTINUED

2. The 5As opioid therapy monitoring tool3!

After initiating opioid therapy, clinicians should monitor treatment

regularly using the 5As framework. This tool can help guide ongoing

treatment decisions by assessing whether the patient has reduced

pain, improved function, adverse effects, aberrant substance-related

behaviours or changes in mood.

¢ Activity - What progress has the patient made towards functional
goals, such as sitting tolerance, standing tolerance, walking ability
and activities of daily living?

¢ Analgesia - How does the patient rate their pain over the past

24 hours, such as average pain and worst pain, on a scale from O to

10? How much relief has the medication provided?

Adverse effects - Has the patient experienced adverse effects

from the medication, such as constipation, nausea, dizziness or

drowsiness?

Aberrant behaviours - Has the patient taken the medication as

prescribed? Are there signs of problematic use, such as drug or

alcohol use, unsanctioned dose escalation, reported lost

prescriptions or requests for early repeats?

* Affect - Have there been changes in the patient’s mood? Is pain
affecting their mood, or are they experiencing symptoms of
depression or anxiety?

Pain Medicine and TGA standards outline that pure mu-opioids are
not indicated as modified-release opioids for chronic spinal pain,
except in exceptional circumstances, and opioids in general should
be used only in exceptional circumstances for the management of
chronic noncancer pain.*?

If initiated, pure mu-opioids must be time limited and goal
directed, prioritising functional restoration rather than pain relief
alone. Clinicians should be aware of and monitor the oral morphine-
equivalent daily dose, and remain aware of the risks of harm, including
opioid-induced hyperalgesia, endocrine dysfunction and drug depend-
ence. The literature has outlined that patients consuming an oral
morphine-equivalent daily dose of 20 to 50 mg/day are at significantly
increased risk of overdose, and those consuming more than 90 mg/day
are at significantly increased mortality risk.?*°

A simple framework outlined by the 5As — analgesia, activity,
affect, adverse events and aberrant behaviour - should be used in
follow-up visits for patients with long-term opioid prescriptions
(Box 2).*! Screening tools such as the Opioid Risk Tool and the
Screener and Opioid Assessment for Patients with Pain may also
be used.’»*

Atypical opioids, such as tramadol, tapentadol and buprenorphine,
are thought to have a lower serious adverse event rate than pure
mu-opioids and may have a role in treatment if individual efficacy
has been demonstrated.

What must not be missed?

Red flags

In chronic spinal pain, the priority is patient safety: ensuring that
serious pathology and neurological compromise are not overlooked.
Red flags (Box 1) should be actively reassessed if symptoms change,
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symptoms fail to follow an expected course or the patient identifies
concerns.*'? These include features suggestive of malignancy or
infection (e.g. unexplained weightloss, fever or night sweats, immuno-
suppression, intravenous drug use or prior malignancy), fracture risk
(e.g. trauma, prolonged corticosteroid exposure and known or
suspected osteopenia or osteoporosis) and neurological emergency
(e.g. new or progressive motor deficit, gait disturbance, widespread
sensory change, saddle anaesthesia or bowel or bladder dysfunction).
Night pain should raise concern when accompanied by systemic
symptoms, escalating severity or a change in neurological status.”
Where concern exists, timely escalation to an emergency department,
specialist consultation or targeted investigations is required. Ifimag-
inghasbeen performed, it should be reviewed directly and interpreted
in clinical context - with explicit attention to findings such as fracture,
malignancy, infection or severe spinal canal compromise — rather
than incidental degenerative change.?

Vertebral compression fracture

A diagnosis of vertebral compression fracture should prompt sys-
tematic appraisal of stability and potential risk of retropulsion into
the spinal canal.”® This warrants review for posterior wall involvement,
retropulsion or collapse into the spinal canal, multilevel fractures
and any symptoms of spinal cord compression or cauda equina
syndrome. Clinical assessment should actively screen for a neuro-
pathic component, such as radicular pain, dermatomal sensory
disturbance or focal weakness, which may be unresponsive to initial
therapy. Vertebral compression fracture also warrants bone health
assessment (including osteopenia or osteoporosis risk and secondary
contributors, where appropriate), falls-risk evaluation and early
implementation of prevention strategies to reduce recurrent fracture
risk.”” The neurological examination should be performed and
documented consistently, with the above criteria for repeat imaging
and functional goals that define adequate response to treatment.

Conclusion

Although the lack of an exact aetiological diagnosis and the often-
persistent nature of the condition have frustrated patients, carers
and the medical profession, robust and validated approaches are
now available to treat chronic spinal pain. The goal for low back pain
is to correctly inform patients of what it is and what it is not, and to
ensure standardised care with adherence to guidelines that promote
both effective care and sensible healthcare utilisation. PMT
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