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Low back pain, whether with or without sciatica, is usually self-limiting and does not indicate a major underlying 

condition. Reassurance, pain medicines, and encouragement to stay active are usually enough for most people. In some 

patients, "red flag" abnormalities linked to an elevated risk of cauda equina syndrome, malignancy, infection, or fracture 

necessitate a more thorough examination. These patients will also require more frequent monitoring and, in certain 

situations, an immediate referral to a surgeon. Imaging can be postponed for at least four to six weeks in individuals with 

nonspecific mechanical low back pain, allowing the discomfort to subside. Acetaminophen, nonsteroidal anti-

inflammatory medications, skeletal muscle relaxants to stay active have all been shown to be useful. When compared to 

sham therapy, spinal manipulation therapy may produce short-term improvements, but not when compared to standard 

treatments. The natural history of back pain, its overall favorable prognosis, and treatment suggestions should be the 

emphasis of patient education. 
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INTRODUCTION 
Low back pain (LBP) is the leading cause of years spent disabled around the globe [1]. Sixty-eight percent of physician 

visits in the United States (US) involve medication therapy, with analgesics, antihyperlipidemic medicines, and 

antidepressants being the most commonly prescribed therapeutic groups [2]. In the United States, 860.5 million 

medications are prescribed each year, while the global population is given 4 trillion doses of medication [2–4]. Between 

2015 and 2018, approximately half of all adults in the United States utilized at least one prescription in a 30-day period. 

A quarter of adults in the United States and the United Kingdom (UK) said they were taking three or more medications, 

and more than one-tenth of US adults said they were taking five or more [2, 5]. 

 

Low back pain is frequently treated with nonsteroidal anti-inflammatory medications (NSAIDs), acetaminophen, and 

opioids by primary care physicians [6–8]. Non-pharmacological LBP therapy, such as patient education, being physically 

active, and manual therapies, is also encouraged by primary care professionals, according to clinical practice guidelines 

(CPG). Integration of non-prescribing physicians who manage LBP into health care facilities has shown high satisfaction 

and the ability to reduce opiate use for pain [9–12]. Although these clinicians do not often manage drugs, they will 

frequently encounter patients who are being treated for their LBP with pharmaceuticals. 

 

As a first-line treatment, it was implemented. Low back pain is the leading cause of disability worldwide[13]. According 

to research, about 40% of adults have had low back discomfort that lasts more than one day and have sought medical 

guidance at least once in their lives [14]. When an episode of low back pain lasts less than six weeks, it is classified as 

acute [14]. NSAIDs are widely given by doctors around the world, particularly orthopedic surgeons, and are widely 

available in India as over-the-counter analgesics. NSAIDs (nonsteroidal anti-inflammatory drugs) (NSAIDs). 

Antimicrobial medicines are the most regularly used, and thus the most common cause of drug-induced liver damage 

(DILI) [15]. It's critical to be informed of the medications' potential side effects. NSAIDs are commonly given by doctors 

worldwide to treat acute, recurring, or chronic pain, and they are readily available as over-the-counter analgesics in India 

[16]. 

 

As a symptom-related reason for doctor visits, low back discomfort is only second to upper respiratory illnesses. There is 

evidence of excessive imaging and surgery for low back pain in the United States and around the world, and many believe 
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the problem is related to "over medicalization" in the search for the right treatment [17]. Rather than just relieving pain, 

pain management should attempt to holistically rehabilitate individuals [18]. Modern management stresses a 48-hour bed 

rest period and a quick resumption to physical activities. Medications can assist with this. The focus of this research is on 

all therapy options for all sorts of acute low back problems. 

 

METHODS 
The following goals are being pursued with this review: Oral medications for all sorts of acute low back problems. 

The electronic databases PubMed, Medline, Embase, and Google were used to conduct a literature search in English. Low 

Back pain OR NSAIDs OR Opioids OR Oral Medications were the search criteria. The writers' firsthand knowledge and 

experience in the topic helped them archive pertinent papers. This review includes articles that meet the following criteria: 

1. English studies are covered. 2. Studies from the last ten years are also included. 3. Studies that are solely focused on 

medications in lower back pain are included. 

 

Figure: PRISMA flowchart of included studies 

 
 

HISTORY AND PHYSICAL EXAMINATION 
The clinical examination's purpose is to identify patients who require prompt surgical treatment and those whose 

symptoms point to a more serious underlying illness, such as cancer or infection. Patients experiencing symptoms of 

cauda equina syndrome, such as increasing neurologic impairments, bowel or bladder problems, bilateral sciatica or leg 

weakness, or numbness in the saddle distribution, should be sent to a surgeon as soon as possible. Physicians should ask 

about any red flag findings and, if necessary, request imaging and laboratory tests. 

 

IMAGING AND LABORATORY EVALUATION 
Because most episodes of acute low back pain do not have a significant origin and heal with conservative treatment, 

urgent imaging is rarely necessary. The use of imaging is recommended in all main guidelines for the treatment of acute 

low back pain. [19-23] In the absence of red flag results, conservative therapy for four to six weeks is safe and prudent, 

and imaging is not necessary. The patient's symptoms and the strength of clinical suspicion for the underlying condition 

drive the timing of the first- and second-line evaluations. It may be required to proceed to advanced imaging right away 

if clinical suspicion is high enough. If magnetic resonance imaging (MRI) is not readily available, or if the cost is 

prohibitive, computed tomography may be adequate. 

 

In asymptomatic people, diagnostic imaging of the spine has a high rate of aberrant findings. Herniated discs were 

observed in 9 to 76 percent of patients in investigations of lumbar spine MRI examination in asymptomatic adults, bulging 
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discs in 20 to 81 percent, degenerative discs in 46 to 93 percent, and annular tears in 14 to 56 percent [24]. As a result, 

imaging should only be utilized in carefully chosen individuals and interpreted in accordance with clinical guidelines. 

 

TREATMENT 
The following section examines treatment options for acute low back pain, as well as the data that supports them. 

 

NSAIDS AND ACETAMINOPHEN 
For the treatment of acute low back pain, nonsteroidal anti-inflammatory medications (NSAIDs) are prescribed. A 

systematic evaluation of 51 randomised controlled studies that compared NSAIDs to placebo found substantial evidence 

that NSAIDs enhance pain control significantly. There is significant evidence that different NSAIDs work in the same 

way [25]. According to a meta-analysis of typical oral drugs for acute pain, two or three patients must be treated for one 

patient to see at least a 50% improvement in pain over four to six hours (i.e., NNT = 2 or 3)[26]. The evidence on whether 

NSAIDs are better than acetaminophen for treating acute low back pain is mixed[25].In recommended levels (i.e., up to 

4 g per day in adults without liver problems), acetaminophen can be a useful adjuvant that avoids the renal and 

gastrointestinal toxicities associated with NSAIDs. 

 

OPIOIDS 
Oral opioids are needed to control the pain in some people with acute low back pain, especially those with sciatica. 

Opioids should be regarded as a second- or third-line analgesic treatment for most patients, and they should only be 

administered for a limited time. There is little information from well-designed research about the benefits and hazards of 

opioid use in acute low back pain, and few comparisons to other pain medications have been made. When compared to 

NSAIDs or acetaminophen, several small studies have found no substantial benefit of opioid use in symptom alleviation 

or return to work [25].  Pruritus, constipation, sleepiness, and addiction are all side effects of opioids. 

 

MUSCLE RELAXANTS 
Muscle relaxants are effective in the treatment of nonspecific acute low back pain, according to two meta-analyses [27, 

28].  Individuals using cyclobenzaprine (Flexeril), for example, were substantially more likely than placebo patients to 

report improvement in low back pain symptoms after two weeks (NNT = 3)[27].  The first one or two weeks of treatment 

with muscle relaxants are the most helpful. There is some evidence that when skeletal muscle relaxants are used with 

NSAIDs, they have significant benefits [29] The effectiveness of several skeletal muscle relaxants is similar[30]. 

 

Drowsiness and dizziness are common side effects of skeletal muscle relaxants, which can restrict their effectiveness. 

Patients receiving cyclobenzaprine at a dose of 10 mg three times per day were nearly twice as likely as those taking a 

placebo to report side effects (53 versus 28 percent, respectively)[30] Adverse effects are also common with other muscle 

relaxants[28].  Carisoprodol (Soma) has been linked to abuse and addiction, and it is classified as a schedule IV substance 

in some jurisdictions. Low-dose cyclobenzaprine (i.e., 5 mg rather than 10 mg) and metaxalone (Skelaxin) provide 

effective symptom alleviation with fewer side effects [31]. 

 

CORTICOSTEROIDS 
In patients with acute low back pain, there are no studies that support the use of oral steroids. Patients with radicular 

symptoms who have not responded to two to six weeks of conservative treatment may benefit from epidural steroid 

injections. Epidural steroid injections have shown short-term (weeks to months) but not long-term benefit in pain and 

impairment in randomized trials [32-34]. 

 

ATYPICAL OPIOIDS 
Many guidelines mentioned tramadol in the context of opioid treatment; nevertheless, due to its opioidergic, 

noradrenergic, and serotonergic characteristics, tramadol is usually considered an atypical opioid [35]. In their 

recommendations, three CPGs clearly distinguished tramadol from opioids. Tramadol was suggested for persistent LBP 

by two CPGs (2/3 CPGs), one as a second choice and the other as a fourth choice option. No CPGs indicated the strength 

of tramadol recommendations. When administering tramadol with a tricyclic antidepressant (TCA) or a serotonin and 

norepinephrine reuptake inhibitor (SNRI), caution was urged, with a recommendation to gradually titrate to a maximum 

of 400 mg per day. Dizziness, sleepiness, asthenia, gastrointestinal problems, and the danger of hypoglycemia were all 

indicated as possible adverse effects [35]. 

 

ANTIBIOTICS 
Oral antibiotics were considered in certain guidelines, but none were recommended for LBP. According to professional 

opinion, the strength of the suggestions mentioned ranged from moderate to very poor. There were no recommendations 

in favor of antibiotics in any of the guidelines, so there was no guidance on dosage or titration. In chronic LBP with MRI 

verified disc prolapse, the solitary RCT cited showed an increase in adverse outcomes as well as an improvement in health 

usage [35]. 
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CONCLUSION 
Based on the data from the studies that met the inclusion criteria, we believe that prescribing opioids for the treatment of 

subacute or chronic LBP should be done with caution. Opioids have a higher risk of side effects, and pain outcomes do 

not appear to be better than nonsteroidal anti-inflammatory drugs. And, while only three low-quality studies found that 

non-opioid comparators outperformed opioids, pain outcomes for the opioid intervention do not appear to be superior to 

non-steroidal anti-inflammatory medications. Furthermore, the study lacks long-term follow-up data, which would allow 

researchers to examine the withdrawal effect that has resulted in the epidemic. 
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