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Newsletter November 2007
Volume 1, Issue 1

WELCOME!! This newsletter is from the Greater Glasgow Back 
Pain Service (GGBPS) and aims to be an information provider for 
GGBPS developments to give anybody involved in the management 
of LBP a forum to share ideas and innovations. 
 
If you have any papers, case studies, clinical reports, audits, 
paper or book reviews, small systematic reviews, under graduate 
or post graduate reports please consider submitting them to us. 
 
However it will only work if the readers submit their thoughts and 
ideas. There must be plenty of you whether physiotherapists, GPs, 
students, anybody with something to say about LBP. 
 
This edition I am delighted to present an original article from 
Steve Young, Consultant Physiotherapist plus details on his 
innovative course. (Course review in March 09 Back Chat). 
Many thanks Steve for taking the time an effort to write this 
very interesting piece that every physiotherapist managing 
back pain should read. 
 

A new internet and intranet site for GGBPS is now up and running. 
This contains the most up to date information of GGBPS services 
including referral forms for exit routes. 
 
NHSGGC StaffNet site: 
http://staffnet/Acute/Rehab+Assessment/Low+Back+Pain

GGBPS Internet Site: http://www.nhsggc.org.uk/ggbps

INTRODUCTION
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GGBPS announce the publication of the 2nd edition of the 
Pathway Document. Coming soon to a NHSGGC departemnt 
close to you!

The original Pathway Document was published in 2006. This 

provided out patient musculoskeletal physiotherapy in Glasgow 

a best practice model to help individual clinicians in every 

physiotherapy department ensure patients with low back pain 

received the best care. The first Pathway Document was shown to have positive benefits for the 

physiotherapists1. This second edition of the Pathway Document now provides an updated 

resource describing ‘best practice’ and will be available in all physiotherapy departments. It 

describes current entry and exit routes for patients in the Greater Glasgow area reflecting on the 

evolution of the GGBPS and will help clinicians make the best decisions with their patients.  

 
Since the launch of the first Pathway Document the single biggest change and challenge to the 

physiotherapy management of low back pain within NHS Scotland has been the publication of the 

National Physiotherapy Low Back Pain Audit (NPLBPA). This first ever nationwide initiative made 

core recommendations on the future management of low back pain. Although the audit results 

from NHS Greater Glasgow and Clyde (NHSGGC) were positive, room for further improvements 

were identified. The second edition of the Pathway Document together with the newly updated 

Pathway Document training days (now called Triage to Discharge) will directly address how these 

recommendations from NHS Quality Improvement Scotland will be actioned. 

 
What is new in the second edition of the Pathway Document?

The main amendments to this second edition include: 

 

• An evaluation of the impact of the first edition  

• NHSGGC results from the NPLBPA 

• Recommendations of practice on the assessment and documentation of red flags, cauda 

equina, yellow flags, written patient information and neurological examination based on 

results of the NPLBPA and how these changes will be monitored. 

• A new version of the cauda triage chart developed after discussion with A&E Consultants 

• Website links. Appendices have been moved to the GGBPS intranet site to ensure the most 

up to date forms are always available 

 

PATHWAY DOCUMENT 2
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• Clarity over the pathway for LBP patients with suspected serious spinal pathology 

• Revised MRI/Orthopaedic pathways. This now includes access to imaging for non acute 

nerve root pain 

• The addition of a new exit route for Pain Education Classes 

• Revised and updated GGBPS service overview chart  

 
1MacDonald, D. A Pilot Study into the views of Outpatient Physiotherapists on the GGBPS Pathway Document Back Chat 
Vol. 2(1) April 2008 
 

Low Back Pain: Triage to Discharge In Service Training

Following suggestions by physiotherapy staff in Greater Glasgow a training package was developed 

in 2006 that complemented the original Pathway Document. This training has been available for 

three years and is now called ‘LBP: From Triage to Discharge.’ The course was updated in 2009 

to reflect how GGBPS would start to action the recommendations for clinical practice as laid out 

in the National Physiotherapy Low Back Pain Audit. 

 

This half-day course involves lectures, interactive sessions and workshops and is appropriate for 

all clinicians who manage LBP. The course is presented by clinical physiotherapy specialists from 

the GGBPS and is free of charge to all staff within NHS GG&C.  

 

Courses are run regularly throughout the year. They are free to attend. Please check 

http://staffnet/Acute/Rehab+Assessment/Low+Back+Pain/GGBPS_PDTraining_CR_270509.htm for 

more details. 

 
If you work out with NHSGGC and would be interested in 

commissioning this course where you work, to allow you to be 
up to speed with national recommendations please contact 

Chris Roden GGBPS administrator 
Chris.Roden@ggc.scot.nhs.uk for more details. 

 

TRIAGE TO DISCHARGE  COURSE
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RED FLAGS – SPINAL CORD COMPRESSION

Steve Young (Consultant Physiotherapist), Pennine Musculoskeletal Partnership 

 

The importance of identifying ‘red flags’ to aid in the diagnosis of serious spinal pathology is well 

recognised.  The aim of this article is to heighten the awareness and improve the knowledge of 

the reader with regard to serious spinal pathology as a cause of cord compressive myelopathy 

(CCM).  Serious causes of CCM include metastatic (most common) infection, primary tumours, 

fracture (osteoporotic or secondary to metastatic disease), and myeloma. 

 

Early recognition of signs and symptoms is vital for treatment of the underlying disease process 

and to prevent disability and neurological dysfunction.  For example, the ‘ability to walk after 

treatment is directly associated with ability to walk at the time of diagnosis (Levack et al, 2002).’  

So early diagnosis is crucial to maximise quality of life. 

 

Primary care clinicians are likely to be first contact clinicians for patients presenting with early 

signs and symptoms of CCM.  These early symptoms are not always well recognised both in the 

literature and in clinical practice.  For example, recent qualitative work (Greenhalgh and Selfe, 

2009) has highlighted early ‘self reported’ symptoms/presentations, which are early indications of 

cord compression which do not appear in any list of ‘red flags’: 

 

‘Band like’ trunk pain – commonly bilateral preceded by vague symptoms. 

 

Vague non-specific lower limb symptoms – ‘heaviness’ preceded by legs feeling odd or strange.  

Legs will not do what patients want them to do. 

 

Decreased mobility – may have mild foot drop.  Leg ‘drags’. 

 

Patients often do not recognise these symptoms as important or significant. 

 

Levack et al (2002) also identified ‘band’ like pain around the chest or abdomen, often bilateral 

(66%).  Pain was a major feature in this study (94%) but did not always correspond to the site of 

the compression, 54% of patients with upper thoracic cord compression had lumbosacral pain, and 

54% of those with lumbosacral compression (cauda equina compression was also included in this  

SPINAL CORD COMPRESSION
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..'clinical 
presentations 
are variable 
and commonly 
do not fit the 
‘classical’ 
presentations 
documented 
in many 
texts.'

study) had thoracic pain.  This stresses the importance of whole spine imaging (MRI) when CCM is 

suspected. 

 

Most patients (85%) had noticed weakness or difficulty walking for a median duration of 20 days 

before diagnosis (range 7-132 days) and most (68%) had noticed altered sensation for a median of 

12 days (range 4-41 days) before diagnosis. 

 

Of note, is the fact that a diagnosis of cord compression was the presenting symptom of 

malignancy in 23% of cases. 

 

The difficulty with diagnosing serious spinal pathology, including those with spinal 

cord compression, is compounded by the fact that clinical presentations are 

variable and commonly do not fit the ‘classical’ presentations documented in 

many texts.  Furthermore, ‘red flags’ signs and symptoms need further 

investigation with regard to their diagnostic utility both in isolation and in 

‘clusters’. 

 

Ideally, ‘screening tests’ for serious pathology should have a high sensitivity.  This makes the 

likelihood of a false negative low as the test demonstrates the ability to identify accurately those 

who truly have the disease or impairment. 

 

Tests with high +ve likelihood ratios (LR) or low –ve likelihood ratios, also aid in ruling in or out a 

disease (see below): 

 

Sensitivity – is the proportion of patients with the diagnosis who have the physical sign (i.e. have 

the positive result).  When absent, physical signs with a high sensitivity, greatly decrease the 

probability of a disease/condition. 

 

Specificity – is the proportion of patients without the diagnosis who lack the physical sign (i.e. 

have the negative result).  When present, physical signs with a high specificity greatly increase 

the probability of a disease/condition. 

 

Mnemonics:

SpPIN  Specific test, when Positive, rules IN disease. 

SnNOUT Sensitive test, when Negative, rules OUT disease. 
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Likelihood Ratios – Describes the discriminatory power of physical signs. 

 

Definition – LR of a physical sign is the proportion of patients with disease who have a particular 

finding divided by the proportion of patients without disease who also have the same finding. 

 

Positive LR =   No, with finding, with disease 

_______________________________________________________________ 

No. with finding, without disease 

Negative LR =  No. without finding, with disease 

____________________________________________________________ 

No. without finding, without disease 

Physical Signs with LR’s > 1 increase the probability of a disease.  The greater the LR, the more 

compelling the argument for disease. 

 

LR2  ↑ probability 15% 

LR5  ↑ probability 30% 

LR10  ↑ probability 45% 

Accurate to 

within 

5 – 10% 

LR0.5  ↓ probability 15% 

LR0.2  ↓ probability 30% 

LR0.1  ↓ probability 45% 

Physical signs that have LR’s between 1 and 0 decrease the probability of disease.  The closer the 

LR is to zero, the more convincing the finding argues against disease. 

Using LR’s to describe diagnostic accuracy is superior to sensitivity and specificity. 

 

Probability 

decrease     increase 

 –45%      –30%      –15%                +15%      +30%      +45% 

 

0.1 0.2  0.5      1      2          5             10 

 

Having said high sensitivity of tests is important for diagnosis, most clinical tests for CCM often 

display low sensitivity (Cook C E, et al, 2007), so a negative test can give the ‘unwary’ clinician a  

LR LR 
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'..a negative test can 

give the ‘unwary’ 

clinician a false sense of 

security.' 

 

false sense of security.  To counter the low sensitivity of individual tests Cook (2007) 

recommended that screening include a combination of: 

 

(a) a thorough patient history, 

(b) recognition of, and appropriate referral for cauda equina 

symptoms, 

(c) ‘clusters’ of any pertinent contributory tests and measures. 

 

Cook (2007) also identified initial symptoms (cervical cord compression) such as hand clumsiness, 

numbness (unilateral initially) before gait abnormalities are noted.  Other early indicators were 

weakness and stiffness of the legs (preceding pain). 

 

In a more recent review by the same author (Cook C E, et al, 2009), looking specifically at 

myelopathy due to cervical degenerative disease, common tests for myelopathy were studied. 

 

The tests included Hoffman’s sign, deep tendon reflexes, inverted supinator sign, suprapatellar 

tendon reflex, hand withdrawal reflex, Babinski sign, clonus.  Of these, only the inverted 

supinator sign (absence of normal brachioradialis reflex and presence of finger flexion or less 

commonly elbow extension) and Babinski’s sign displayed diagnostic accuracy (modest) with a 

combined +ve LR of 2.0. 

 

They conclude that tests to ‘screen’ for myelopathy are inherently insensitive, but the single 

most common finding to confirm the presence of myelopathy on MRI was the Babinski sign.  This 

had a +ve LR of 4.0 and a –ve LR of 0.7.  However, this is still not a sensitive sign having a 

sensitivity of 33%, but a specificity of 92%.  In this particular study (51 patients) clonus also had a 

good specificity 96%, but a poor sensitivity 11%, highlighting again that commonly used tests, 

when exhibiting a normal response should not falsely reassure the clinician. 

 

DISCUSSION

In a recent review ‘Identifying serious causes of back pain: cancer, infection, fracture 

(Siemionow, et al, 2008) tabulated the typical features of spinal cord compression as usually  
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symmetric, typically bilateral extremity pain, or painless weakness or spastic paralysis, loss of 

pinprick, temperature position and vibratory sense may occur early, hyperreflexia, Babinski sign, 

clonus.  Whilst some of these features may be present, absence of any (or many) of them does 

not rule out spinal cord compression. 

 

Due to the low sensitivity of many of the tests, Cook et al (2007), suggests ‘that a careful, 

judicious screen involving any positive or unclear finding should prompt a referral for an MRI or 

equivalent imaging method, reducing the risk of later diagnosis and potentially a 

catastrophic/fatal outcome.  

 

Okoro and Sell (2008) highlighted subjective factors associated with: 

 

(a) spinal epidural abscess – associated with those who misuse intravenous drugs and those 

who have had a recent bacterial infection, 

(b) spinal epidural haematoma – occurring almost exclusively in patients on anticoagulant 

drugs. 

 

Identifying risk factors for serious underlying disease e.g. cancer or infection is obviously also 

important in aiding diagnosis of CCM.  It is beyond the scope of his article to discuss this in detail.  

However, two recent reviews, Siemionow et al (2008) and Lurie (2005) highlighted some specific 

(well recognised) predictors of serious disease e.g. previous history of cancer (in people with back 

pain) +ve LR of 15 for spinal metastases.  When present, the other ‘red flags’ for spinal 

metastases, age >50, unexplained weight loss, failure to improve after one month of conservative 

treatment, no relief with bed rest with +ve LR’s between 2 and 3, raise the odds only modestly.  

However, the combination of all of these gives a sensitivity of 100%. 

 

With regard to infection, raised ESR (most sensitive test) and CRP are well recognised.  Other 

signs of infection were reviewed by Lurie (2005) including fever, sensitivity 0.5 and specificity 

0.98, so whilst highly specific the absence of fever should not falsely reassure the clinician that 

infection is not present, due to its low sensitivity.  Conversely, percussion tenderness has a better 

sensitivity at 0.86, but a lower specificity at 0.6 meaning that 40% of cases will have a false 

positive test result. 

 

CONCLUSION 

Due to the generally low sensitivity of subjective features and objective clinical tests used to 

diagnose spinal cord compression due to serious pathology, the clinician must remain ever vigilant  



Back Chat November 2009 

 10

and open to the possibility of this diagnosis.  In the early stages of compression, patient self 

reported symptoms appear to be key e.g. legs feeling odd, strange, ‘misbehaving’ or leg stiffness,  

 

Decreased mobility e.g. mild foot drop or ‘leg drags’.  ‘Band’ like pain radiating into the chest or 

abdomen is also well documented. Typical signs may be present, but in the early stages of 

compression (and even in a proportion of cases with moderate to severe compression) these may 

be absent/normal due to their generally low sensitivity e.g. hyperreflexia, clonus, Babinski, 

Hoffman sign, inverted supinator sign, global weakness, non dermatomol sensory loss, 

hypertonicity. 

 

Progressively worsening pain is a frequently reported feature in the literature, but there are 

many cases of painless weakness or spastic paralysis. A cluster of signs and symptoms is ideal for 

diagnosis, but any one positive sign should be taken seriously to aid early diagnosis. Unfortunately 

delay in diagnosis is still commonplace, vertebral osteomyelitis 2.6 months and TB vertebral 

osteomyelitis 6 months (Siemionow et al 2008). Serious concern for the diagnosis of cord 

compressive myelopathy should lead to urgent MRI scanning of the whole spine. 

 

A recent patient of mine walked through the clinic door clearly unsteady on her feet, reporting a 

two-year history of progressively deteriorating gait.  She had no pain. An urgent MRI scan of the 

whole spine revealed a large primary spinal tumour (meningioma) at the T4 level with severe 

thoracic cord compression. 

 

Fortunately, cord compression is very rare, but unnecessary delays in diagnosis are not 

infrequent. 
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Neil Robinson, Clinical Specialist Physiotherapist GGBPS. Neil.robinson@ggc.scot.nhs.uk

It started with a glass of Cava at the home of Barcelona Football Club...............  
 

The ‘Poles Apart’ conference really did come about through a glass of Cava at Camp Nou, the 

home of Barcelona Football Club. Fraser Ferguson and I attended the 2007 World Congress of 

Pelvic and Lumbar Pain held in Barcelona where the delegates 

and speakers were invited to a reception at The Nou Camp. It was 

a memorable evening for a few reasons, not only were Rangers 

supporters enjoying the medicinal merits of Buckfast on the 

streets of Barcelona, after a narrow defeat by the Catalonians the 

evening before, but we also saw one of the presenters faint on 

stage earlier that day. Luckily, he was all right, but many thought it was an extreme way to hold 

the audience’s attention. 

 

It was at the evening Cava reception at the football ground that we bumped into Dr Paul Watson, 

who was chairing the later congress sessions that day when the ‘fall’ had taken place, and the Dr 

Nick Kendall, one of the other speakers whose talk was on the use of yellow flags in low back 

pain. We explained that the GGBPS were already using his yellow flag acute LBP questionnaire in 

Glasgow and worked closely with psychologists within the team. Fraser saw the opportunity to 

offer Nick to come to Glasgow at some point in the future and meet the team, quickly followed 

by handing him a glass of Cava. A perfect example of how going on conferences can bring about 

benefits to local services! 

 

The point of the introduction was to show that opportunities do arise when you least expect 

them. Although that was back in 2007, Fraser followed up that offer and another member of 

GGBPS had seen Dr Lisa Roberts present at the Chartered Society of Physiotherapists Conference 

in 2008, and deliver an excellent talk on ‘Red Flags’. As there were ongoing service developments 

regarding patient pathways in Glasgow, the GGBPS team decided to host a conference involving  

 

COURSE REVIEW: RED FLAGS TO YELLOW FLAGS: POLES APART?
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world-class speakers to give an international perspective on red and yellow flags and look at what 

is actually delivered locally in Glasgow. The goal was to deliver best practice to our patients.   

 

So the idea was born in 2007 and came to fruition on 16th March 2009 at The Royal College of 

Surgeons, Glasgow. The conference was a mixture of lectures and panel discussions, which 

worked well, as much debate was based around putting theory into practice.  

 

Dr Nick Kendal, world renowned Clinical Psychologist, who together with Steve Linton, devised 

the yellow flag screening questionnaire for low back pain. This was a pivotal change in the 

management of LBP and was incorporated into the New Zealand LBP Guidelines in 1997. Anyone 

working with patients with LBP within the NHS in Glasgow will be well aware of this 

questionnaire, as it has been used for several years now, albeit in a modified form to suit the 

West of Scotland population. The psychological factors associated with the persistence of LBP are 

now widely recognised. (Cohen et al. 2009)   

 

Nick started with a historical perspective and the identification of yellow flags, leading onto the 

management of them. I found it enlightening after seeing 

data from the USA, Europe and Australia regarding the 

amount and cost of services used by patients with 

persistent LBP. This was supported with timescales and 

effectiveness of so-called therapeutic interventions. It 

highlighted, as we are aware, that the majority of LBP 

settles and is generally manageable for most people. However, the small percentage with ongoing 

symptoms do use significantly large proportions of time and services that when costed add up 

greatly.  

 

Therefore, there was a conundrum between clinical and cost effectiveness. Having seen patterns 

in the data, it was put forward that patients with psychological obstacles that prevented their 

recovery within the first few weeks, should be targeted early in their journey. Once identified, 

then specific multidisciplinary interventions and strategies would be implemented within the first 

few months to aid recovery and function. If there was still a failure towards recovery at that 

stage, then it was found that giving more and more treatments or services did not significantly 

change their outcome. It was a model that made sense both from a theoretical and practical 

point of view.  

 

“It highlighted….. that the majority of LBP settles and is generally manageable for most people.” 
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Dr David Craig, Clinical Psychologist with the GGBPS, presented the local perspective on the 

identification and management of patients with psychological obstacles to recovery.  

 

This led perfectly from Nicks talk, as much of what he was discussing was gradually being put in 

place within Glasgow. This ranged from yellow flag workshops for physiotherapy staff to the 

Enhanced Back Class and the development of Pain Management Programmes. 

 

The second half of the day was looking at ‘Red Flags’ and Dr Lisa Roberts, a physiotherapist who 

has looked at depth into the hierarchy of red flags, gave a very thought provoking presentation on 

the subject. She highlighted that for years we have accepted red flags for what they appear to 

be, without actually analysing the evidence behind them! She gathered all the red flag guidelines 

from around the world, for which I now know there are many, and dug up the evidence to support 

them. Firstly, as mentioned, there were many and most did not correlate with each other. 

Secondly, there was very little evidence to support them and difficult to analyse where this 

evidence came from.  

 

From the GGBPS’s own review of the literature on Cauda Equina Syndrome, 

we were surprised how small the evidence base was, although a recent 

article in the BMJ by Lavy et al (2009), gives a good overview. Because of 

earlier discussions with Lisa, the GGBPS has set up a working group looking 

into how and what we identify as red flags when assessing patients with low 

back pain. This is even more important now as many patients self refer for 

physiotherapy. It appears that Greenhalgh and Selfe (2009) with their 

article in the Physiotherapy Journal have taken the next steps into looking 

at a qualitative investigation of red flags. 

 

Dr Jane Dunbar delivered a GP’s perspective on the red and yellow flags. This was not only 

entertaining but also very informative on the realities of GP practice. She highlighted 

systematically what happens during a typical 8-minute consultation. Pattern recognition of signs 

and symptoms was a key element to guide the GP within their time constraints.  

 

It also reinforced the need for physiotherapists and GPs to communicate if the patient’s 

symptoms are not settling as expected, especially after the previous talk on red flags. 

 

'As a result…the 
GGBPS has set up a 

working group 
looking into how 

and what we 
identify as red 

flags when 
assessing patients 

with low back 
pain.' 
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Mick McMenemy, Lead Clinician for GGBPS, ended the day with a colourful and visually 

memorable display of red, blue and yellow balloon handling, as he presented a patient 

case study involving a mixture of both red and yellow flags. 

 

Overall, the conference succeeded in its aim to link international and local perspectives 

based on clinical evidence to highlight best practice for our patients. Well done! What and 

when is the next one GGBPS? 
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HHooww ttoo ssuubbmmiitt ttoo BBaacckk CChhaatt

All information should be submitted electronically, in Word format, double space in 12pt 
Arial font 
 
Information should be send BY EMAIL ATTACHMENT to 
Fraser.Ferguson@ggc.scot.nhs.uk. Submissions will be reviewed by editorial board and any 
changes suggested discussed with author. 
 
Any referencing should follow the Harvard scheme of referencing. See 
http://www.uel.ac.uk/lss/Harvardreferencing.htm#q7 as an example. 
 
Articles/Research/Audit stuides etc 1500-2500 words. Headings should include Key Words, 
Abstract/Introduction, any Methodology used, Results section if used, Discussion and 
Conclusion 
 
Case studies 500-750 words. Please try and break down into the following sections: 
‘Background’, ‘Assessment’ ‘Red Flags’, ‘Yellow Flags’, ‘Treatment’, ‘Conclusions/Key 
Points’ 

Congratulations to Yvonne Morris, physiotherapist at Townhead Clinic, who came up 
with the name of the new GGBPS back pain booklet, currently in production.  

 
It will be called ‘Back in Control’ - Prize in the post Yvonne! 

INFORMATION 

COMPETITION
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The Working Backs Scotland web resource is currently being updated with a relaunch 

planned around March 2010. The original web site no longer works as so many links were 

out of date. More details on this excellent patient resource will be in future editions of 

Back Chat. You can follow the site update via www.twitter.com/Workingbacks and 

www.Facebook.com/WorkingBacksScotland

The next edition of Back Chat will be April 2010.Closing date for any submissions- end 

of March 2010. 

DATE OF NEXT ISSUE

WORKING BACKS SCOTLAND 


