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^jueslio
: • vVhat are the respective benefits of bed
:: rest and advice to stay active in acute

;.;;: joi^back pain?

Data sources
.: Studies were identified using MEDLINE

^andEpASE/ExcerptaMedica (1966 to
:;:iijWil:l996) and the terms back pin, low
-backpain, randomised controlled trial, and
ĉontrolled clinical trial. Additional stud-

• :
:ies were identified in Science Citation In-

:. dex and Social Science Citation Index and
: by contacting experts in the field.

Study selection
..Studies were selected if they were
• randomised controlled trials (RCTs) that
involved patients who were > 18 years

, of age with low-back pain lasting up to
3 months and in which the experimen-
tal treatment was either bed rest or

:. medical advice to stay active. Trials of
activity advice had to be in a primary
care setting. Studies that evaluated for-

Commentary
The review by Waddell and colleagues
brings out a message of enormous impor-
tance: Bed rest should not be recom-
mended for patients with acute low-back
pain. Rather, continuous activity and an
early return to work should be encouraged
t>y the treating physician. In the first few
days, only those bodily motions that cause
substantive pain to worsen, such as forward
twisting, lifts, or certain vigorous sport ac-
tivities, should be avoided. Less taxing ac-
tivities, such as brisk walking, bicycling,
and swimming, can be continued.

Although the results of the studies in-
cluded in the review have been known for
some years, several population inquiries
nave shown that most general practitioners
and other health professionals who treat
patients with acute back pain do not fol-
low these guidelines.
At least 3 additional (as yet unpublished)

RCTs reinforce the same message as this
review. There are, however, some impor-

mal exercise programmes, back schools,
or educational leaflets were excluded.

Data extraction
Data were extracted on duration of
back pain, setting, intervention, fol-
low-up, outcomes, and results. Out-
come measures included rate of recov-
ery, pain relief, restoration of function,
treatment satisfaction, return to work,
development of chronic pain and dis-
ability, recurrent attacks, and further
health care use. Methodological qual-
ity of the studies was assessed by 2
unblinded reviewers using a validated
scoring system (maximum score 100).

Main results
10 trials that evaluated bed rest (1438
patients) and 8 trials that evaluated ad-
vice on activity (1784 patients) were in-
cluded. 5 of the bed-rest trials and 6 of
the advice trials were of high quality
(score > 50%). 8 of the bed-rest trials
showed that bed rest was not effective,
and it did not differ from placebo or no
treatment. It did not differ from nor was
it less effective than such alternative
treatments as back-mobilising exercises,
ordinary activity, or manipulation for the
outcomes of rate of recovery, pain re-

lief, return to daily activity, or days lost
from work. 1 of the 10 trials showed a
benefit of bed rest compared with light
duties in army recruits. Another study
compared bed rest and continuous trac-
tion with bed rest and sham traction and
showed no difference in outcomes. All
8 studies of medical advice to stay active
showed improved outcomes. A faster
rate of recovery was seen in 3 of 4 trials
(1 showed no difference), and 3 trials
showed fewer days off work (1 showed
no difference). 4 of 5 trials showed less
chronic pain or disability with routine
activity. Pain relief was improved in 1
trial and not affected in 2 trials. None
of the trials showed that activity led to
increased adverse outcomes.

Conclusions
Bed rest is not effective for acute low-
back pain and may delay recovery.
Medical advice to stay active speeds
recovery and return to work.
Sources of funding: NHS Executive and North
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tant clinical caveats. First, the advice
should be given only when more serious
conditions, such as malignancy, infections,
sciatica with the cauda equina syndrome,
and fractures, have been excluded. A com-
prehensive history and clinical examina-
tion will usually reveal such information
(1). Second, symptom control using mild
analgesics or nonsteroidal anti-inflamma-
tory drugs should be used for a few days
(2). Sessions of spinal mobilisation or ma-
nipulation can be recommended to obtain
the same goal (2). Third, evidence from
basic science supports the results of all
positive clinical studies: Pain-reducing
substances in die central nervous system
are increased by activity and reduced by
inactivity; connective tissue oxygenation
and metabolism are also improved by mo-
tion (3, 4).

The message from this review is of such
importance that it should be embraced by
everyone treating acute back pain patients.

If generally accepted and followed, the
number of patients with chronic low-back
pain will substantially diminish, thereby
greatly reducing the cost to society.

AlfL. Nacbemson, MD, PhD
Sahlgren University Hospital

Gothenburg, Sweden
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