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1 GENERAL PRINCIPLES (CBA) 
  
1.1 Treatment should only be given in line with these general principles. Where 

patients are unable to meet these principles, in addition to the specific 
treatment criteria set out in this policy, funding approval may be sought from 
the ICB’s Evidence Based Interventions Service (EBI) by submission of an 
EBI application form 

  
1.2 Clinicians should assess their patients against the criteria within this policy 

prior to a referral and/or treatment 
  
1.3 Treatment should only be undertaken where the criteria have been met and 

there is evidence that the treatment requested is effective and the patient 
has the potential to benefit from the proposed treatment. Where the patient 
has previously been provided with the treatment with limited or diminishing 
benefit, it is unlikely that they will qualify for further treatment 

  
1.4 Referring patients to secondary / community care without them meeting the 

criteria or funding approval not secured not only incurs significant costs in 
out-patient appointments for patients that may not qualify for surgery, but 
inappropriately raises the patient’s expectation of treatment 

  
1.5 On limited occasions, the ICB may approve funding for an assessment only 

in order to confirm or obtain evidence demonstrating whether a patient 
meets the criteria for funding. In such cases, patients should be made 
aware that the assessment does not mean that they will be provided with 
surgery and surgery will only be provided where it can be demonstrated that 
the patients meet the criteria to access treatment in this policy 

  
1.6 Patients should be advised being referred does not confirm that they will 

receive treatment or surgery for a condition as a consent discussion will 
need to be undertaken with a clinician prior to treatment 

  

1.7 The policy does not apply to patients with suspected malignancy who 
should continue to be referred under 2 week wait pathway rules for 
assessment and testing as appropriate 

  
1.8 Patients with an elevated BMI of 30 or more may experience more post-

surgical complications including post-surgical wound infection so should be 
encouraged to lose weight further prior to seeking surgery. 
https://www.sciencedirect.com/science/article/pii/S1198743X15007193 
(Thelwall, 2015) 

  
1.9 Patients who are smokers should be referred to smoking cessation services 

in order to reduce the risk of surgery and improve healing  

 

2 BACK FACTS 

 Appendix 1- Page 9 

https://www.sciencedirect.com/science/article/pii/S1198743X15007193
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3 CRITERIA - LOW BACK PAIN with SCIATICA  
  
3.1 MSK Conditions requiring onward referral 
 http://arma.uk.net/wp-content/uploads/2021/01/Urgent-emergency-MSK-

conditions-requiring-onward-referral-2.pdf  
  
3.2 Patients who have previously exhausted pain management therapies or 

have been unwilling to follow the recommendations do not qualify for 
treatment under this policy 

  
3.3 An Epidural Injection or Nerve Root Block will be commissioned for patients 

with acute and severe sciatica who meet the criteria below; 
 

• a patient is unable to participate effectively in conservative pain 
management OR 

 

• a Specialist Pain or Trauma & Orthopaedic clinician judges that an 
injection is necessary and appropriate to enable participation by the 
patient in a Conservative Pain Management Programme 

  

3.4 Injections for the same episode of radicular pain are only repeated where 
there is evidence of at least six months of significant pain relief and 
functional improvement has been achieved (Spinal Services GIRFT 
Programme National Specialty Report Jan 2019) 

  

3.5 If one injection for radicular pain did not achieve at least six months of 
significant pain relief and functional improvement, then further injections for 
the same pain are not routinely commissioned, unless there is a lack of 
suitable alternative treatments e.g.: 
• Patient unfit for surgery 
• Patient unable to tolerate neuropathic pain medications – especially 
           elderly 
• Patient wish to avoid surgery (Informed consent) 
 

To apply for funding please refer to item 8  
EVIDENCE BASED INTERVENTIONS APPLICATION PROCESS 

  
3.6 Radicular pain affecting the contralateral side or a different nerve root is 

treated as a new and different episode for the purpose of this policy 
  
3.7 Radio Frequency Denervation – refer to item 5 

  
3.8 Pharmacological management of sciatica  

https://www.nice.org.uk/guidance/ng59 
  
 • Do not offer gabapentinoids, other antiepileptic’s, oral corticosteroids or 

benzodiazepines for managing sciatica as there is no overall evidence of 
benefit and there is evidence of harm 

 • Do not offer opioids for managing chronic sciatica 

http://arma.uk.net/wp-content/uploads/2021/01/Urgent-emergency-MSK-conditions-requiring-onward-referral-2.pdf
http://arma.uk.net/wp-content/uploads/2021/01/Urgent-emergency-MSK-conditions-requiring-onward-referral-2.pdf
https://www.nice.org.uk/guidance/ng59
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 • If a person is already taking opioids, gabapentinoids or benzodiazepines 
for sciatica, explain the risks of continuing these medicines 

 • As part of shared decision making about whether to stop opioids, 
gabapentinoids or benzodiazepines for sciatica, discuss the problems 
associated with withdrawal with the person 

 • Be aware of the risk of harms and limited evidence of benefit from the 
use of non-steroidal anti-inflammatory drugs (NSAIDs) in sciatica 

  
3.8.1 If prescribing NSAIDs for sciatica:  

• take into account potential differences in gastrointestinal, liver and 
cardio-renal toxicity, and the person's risk factors, including age  

 • think about appropriate clinical assessment, ongoing monitoring of risk 
factors, and the use of gastro protective treatment  

 • use the lowest effective dose for the shortest possible period of time 
 

4 CRITERIA - LOW BACK PAIN without SCIATICA  
  
4.1 Spinal injections for nonspecific low back pain is not commissioned by the 

ICB 
  
4.2 For other medication treatment options see the Somerset CCG Formulary 

Prescribing and Medicines Management - NHS Somerset ICB 
  
4.3 Radio Frequency Denervation – refer to item 5 
  
5 Radio Frequency Denervation 

Is a commissioned procedure and can be offered according to NICE 
guideline (NG59) 

  
5.1 Radiofrequency facet joint denervation is only recommended as an 

adjunct in the management of chronic lower back pain; 
 

• to both those with LBP +/- sciatica where there is a positive response to 
Medial Branch Block (MBB) 

• where non-surgical and alternative treatments have been tried and has 

not worked AND 

• the main source of pain is thought to come from structures supplied by 

the medial branch nerve AND 

• they have moderate or severe levels of localised back pain (rated as 5 
or more on a visual analogue scale, or equivalent) at the time of referral 

     when 

• non-operative treatment has failed AND 
• the main source of pain is thought to arise from one or more degenerate 

facet joints 
  
5.2 Risks of facet joint injections include bleeding and infection, or rarely nerve 

or spinal cord damage. 
  

https://nhssomerset.nhs.uk/prescribing-and-medicines-management/
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5.3 No repeat radiofrequency denervation should be considered if the benefit is 
for less than 16 months 

  
5.4 Physiotherapy, with appropriate psychological therapies where necessary, 

should be considered as an early intervention to support the individual 
 

6 Person with Low Back Pain with/without leg pain Flow Chart  
 Appendix 2 – Page 11 
  
7 Treatments, interventions and devices listed below are not routinely 

funded for the treatment of Low Back Pain with or without sciatica 
   
 • Facet joint injections  • Traction 
 • Trigger Point Injections with any 

agent, including botulinum toxin  
• Acupuncture 

 • Intradiscal therapy  • Ultrasound 
 • Prolotherapy  • Spinal Fusion 
 • Interferential Therapy • Disc Replacement 
 • Percutaneous Electrical Nerve 

Simulation (PENS) 
• Belts or Corsets 

 • Transcutaneous Electrical Nerve 
Simulation (TENS) 

• Epidural injections for neurogenic 
claudication in people who have 
central spinal canal stenosis 

 • Anticonvulsants  • Rocker Sole Shoes 
  
7.1 IMAGING 
  
 Explain to people with low back pain with or without sciatica that if they are 

being referred to specialist opinion, they may not need imaging. The 
musculoskeletal service will decide on the clinical need or not for imaging 

  
 Consider imaging in specialist settings of care (for example, a 

musculoskeletal interface clinic or hospital) for people with low back pain 
with or without sciatica only if the result is likely to change management 

 

8 EVIDENCE BASED INTERVENTIONS APPLICATION PROCESS 
  
8.1 Patients who are not eligible for treatment under this policy may be 

considered on an individual basis where their GP or Consultant believes 
exceptional circumstances exist that warrant deviation from the rule of this 
policy  

  
8.2 Completion of a Generic EBI Application Form by a patient’s GP or 

Consultant is required 
  
8.3 Applications cannot be considered from patients personally 
  
8.4 Only electronically completed EBI applications will be accepted to the EBI 

Service 
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8.5 It is expected that clinicians will have ensured that the patient, on behalf of 
who they are forwarding the application for, is appropriately informed about 
the existing policies prior to an application to the EBI service.  This will 
reassure the service that the patient has a reasonable expectation of the 
outcome of the application and its context 

  
8.6 EBI funding application are considered against clinical exceptionality. To 

eliminate discrimination for patients, social, environmental, workplace, 
and non-clinical personal factors cannot be taken into consideration. 
 
For further information on ‘clinical exceptionality’ please refer to the NHS 
Somerset ICB EBI webpage Evidence Based Interventions - NHS Somerset 
ICB and click on the section titled Generic EBI Pathway.  

  
8.7 Where appropriate photographic supporting evidence can be forwarded with 

the application form 
  
8.8 An application put forward for consideration must demonstrated some 

unusual or unique clinical factor about the patient that suggests they are 
exceptional as defined below: 

  
 • Significantly different to the general population of patients with the 

condition in question  
  
 • Likely to gain significantly more benefit from the intervention than might 

be expected from the average patient with the condition  
 

9 ACCESS TO POLICY 
  
9.1 If you would like further copies of this policy or need it in another format, 

such as Braille or another language, please contact the Patient Advice and 
Liaison Service on Telephone number:  08000 851067 

  
9.2 Or write to us: NHS Somerset ICB, Freepost RRKL-XKSC-ACSG, Yeovil, 

Somerset, BA22 8HR or Email us: somicb.pals@nhs.net 
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Appendix 1 
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Appendix 2

 
*Cauda Equina Syndrome (CES) - British Association of Spinal Surgeons (BASS) have 
issued a statement regarding the management of suspected CES (December 2018) which 
states: 
 
“Cauda Equina Syndrome (CES) is a relatively rare but disabling condition which can result 
in motor and sensory deficits, incontinence of urine and faeces, and loss of sexual function. 
 
Any patient with a possible diagnosis of threatened /partial/complete CES requires urgent 
investigation. 
 
A patient presenting with back pain and/or sciatic pain with any disturbance of their bladder 
or bowel function and/or saddle or genital sensory disturbance or bilateral leg pain should be 
suspected of having a threatened or actual CES.” 
 
Given the above statement any patient presenting with the above pattern of symptoms 
should be referred to the Emergency Department or discussed with the on-call Spinal Team 
or Orthopaedic registrar on call (bleep 7005). 
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**Sciatica (Radiculopathy) - irritation of or injury to a nerve root that typically causes pain, 
numbness, or weakness in the part of the body which is supplied by the root/roots involved. 
Symptoms of P&N/numbness in the absence of any radicular pain or abnormal neurological 
signs, such as weakness, does not require active treatment or further investigation 
(reassure and monitor patient) 

 

 

 

 
 
 
 
 
 
 


