
McGill Scoliosis and Spine Program

Initial assessment of any back pain patient

Definition
3,11

Pain occurring primarily in the back between the 12
th

rib and the gluteal folds
AND no signs of:

A serious underlying condition (such as cancer, infection, or cauda equina
syndrome),
Spinal stenosis,
Radiculopathy,
Another specific spinal cause (such as vertebral compression fracture or
ankylosing spondylitis) or
Specific proven patho-anatomic cause.

Types of Pain:
- Acute back pain is any pain that has occurred for less than 6 weeks.
- Sub acute back pain is pain that is present between 6-12 weeks.
- Chronic back pain is any pain that has been present for more than 12 weeks.
- Recurrent back pain is recurring pain with pain-free intervals.



Follow-up Visit 1 (4-6 weeks after initial visit)
Purpose: Keep the Diagnosis under review

Re-assess patient status 4-6 weeks after initial visit if
symptoms fail to resolve:

- Exclude serious pathology (Red Flags)
- Review psychosocial risk factors (Yellow Flags)
- Manage accordingly (medication, therapy)



Follow-up visit 2 (12-16 weeks after initial visit)



Spine Program initial visit
Keep the diagnosis under review, looking for
pathoanatomical causes related to low back
pain

Triage
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