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Abstract

Purpose In low back pain (LBP) patients, those with

radiating leg pain or sciatica have poorer pain and dis-

ability outcomes. Few studies have assessed the effect of

leg pain on health care use and quality of life.

Methods Prospective cohort study of 1,581 UK LBP

primary care consulters. Back pain, employment, health

care utilisation, and quality of life (EQ-5D) data were

collected at baseline, 6 and 12 months. At baseline,

patients were classified as reporting (1) LBP only, (2) LBP

and leg pain above the knee only (LBP ? AK) or (3) LBP

and leg pain extending below the knee (LBP ? BK).

Results Self-reported leg pain was common; at baseline

645 (41 %) reported LBP only, 392 (25 %) reported

LBP ? AK and 544 (34 %) reported LBP ? BK. Patients

with LBP ? BK, compared to those with LBP only, were

significantly more likely to be unemployed, take time off

work, consult their family doctor, receive physical therapy,

or be referred to other health care practitioners. There were

statistically significant decrements in EQ-5D scores for

LBP ? AK compared to LBP only, and for LBP ? BK

compared to LBP ? AK (p B 0.05 for all comparisons).

Conclusions Patients with self-reported leg pain below

the knee utilise more health care are more likely to be

unemployed and have poorer quality of life than those with

LBP only 12 months following primary care consultation.

The presence of leg pain warrants early identification in

primary care to explore if targeted interventions can reduce

the impact and consequences of leg pain.

Keywords Low back pain � Sciatica � Work �
Health care use � Quality of life � EQ-5D

Introduction

Low back pain (LBP) is a common musculoskeletal

problem. Estimates suggest that LBP affects one-third of

the UK population annually; of these individuals,

around 20 % (1 in 15 of the population) will consult

their family doctor (GP) [1]. LBP-related leg pain is

also common, although prevalence rates vary widely

between studies, ranging from 1 to 43 % of LBP

patients [2], reflecting the different populations studied

and different definitions used. Radiculopathy, nerve root

pain or sciatica is defined as pain radiating to the leg,

normally below the knee and into the foot with variable

neurological findings [2]. Although radiating leg pain is

common, clearly not all leg pain is caused by nerve root

involvement and may be caused by referred pain or

other joint disease.

Studies have shown that the presence of radiating leg

pain is a poor prognostic feature in LBP patients and may

represent an obstacle to recovery [2, 3]. Although the

majority of LBP patients improve within the first 6 weeks,

those with radiating leg pain have higher levels of pain and

disability [4], take longer to recover [3, 5], are more likely
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to develop chronic symptoms [6] and also more likely to

undergo surgery for their symptoms [7].

Although several systematic reviews have explored the

prognosis of non-specific LBP [8–10] and sciatica [7], one

of the major issues with considering leg pain as a prog-

nostic factor is in the definition of leg pain and/or sciatica.

Indeed, in a review by Kent and Keating [8], the authors

highlight that some studies fail to provide a definition of

‘sciatica’ and, often, the term is used to describe any LBP-

related leg pain. In a review by Hayden and colleagues [9],

sciatica (or ‘‘nerve root examination findings’’) was con-

sidered to be a poor prognostic factor for low back pain,

and similar findings were reported by Chou and Shekelle

[10] with respect to presence of radiculopathy or leg pain.

In a systematic review of prognostic factors predicting

outcome in non-surgically treated sciatica patients, Verw-

oerd and colleagues [7] concluded that leg pain intensity at

baseline was the only factor with a strong positive asso-

ciation with outcome.

In terms of impact on employment, it has been observed

that sciatica is associated with slower return to work for

individuals with temporary work disability due to muscu-

loskeletal disorders [11], while other research suggest that

individuals with LBP and radiating leg pain below the knee

are more likely to have time off work or undergo surgery

compared to those with LBP only [12]. In contrast, some

studies suggest that sciatica has a good prognosis, with

more than 50 % of patients included in placebo-control

groups in randomised trials of non-surgical interventions

showing improvement [13]. However, these studies have

either been conducted within secondary care, which may

include more severe cases, or have included discrete sub-

populations such as males only [12] or older patients [14].

Fewer studies have been conducted specifically within

primary care, the setting in which most patients with LBP

and radiating leg pain are managed; of the primary care

studies, some have specifically excluded patients with any

radiating pain [15] or radiculopathy [16].

The poor prognostic impact of radiating leg pain is

reflected in a number of diagnostic and management

guidelines for LBP [17–19], which encourage differentia-

tion between non-specific LBP, nerve root pain and serious

spinal pathology. Nevertheless, current clinical guidelines

suggest that with the exception of those with progressive

neurological deficit, those with radiating leg pain should be

managed in the same way as those with non-specific LBP

only [17–19]. Due to the paucity of information regarding

the impact of radiating leg pain in primary care, we sought

to determine the prevalence of leg pain within a primary

care population of LBP consulters and explore the impact

of baseline leg pain status on self-reported work disability,

health care resource use and quality of life over a 12-month

period.

Methods

Study design and participants

Briefly, this was a prospective observational cohort study

of consecutive patients consulting with LBP in eight gen-

eral practices in North Staffordshire and Cheshire, two

counties in England, UK (full details of the study design

are reported elsewhere [20, 21]). Ethical approval for the

study was obtained from the North Staffordshire and

Central Cheshire Research Ethics Committees and per-

mission was given by each general practice. Contact

information for all patients aged 18–60 years consulting

their family doctor with LBP from September 2004 to

April 2006 was downloaded weekly from practice dat-

abases and these lists were checked by the lead family

doctor. Patients were sent postal questionnaires at baseline,

6 and 12 months.

Measurements

The questionnaires collected data on a number of demo-

graphic variables and clinical outcomes including patients’

self-reported LBP and leg pain status. From the baseline

questionnaires, responses to two questions were used to

generate three patient subgroups. The first question asked,

‘Has the pain from your back spread down one or both of

your legs in the last 2 weeks?’ If the patient responded

‘yes’ to this, the second question asked, ‘Have you felt pain

or numbness or pins and needles below your knee in the

last 2 weeks?’ The derived subgroups were (1) LBP only

(negative response to the first question), (2) LBP and pain

above the knee (LBP ? AK) (indicated ‘yes’ to the first

question and ‘no’ to the second) or (3) LBP and pain below

the knee (LBP ? BK) (indicated ‘yes’ to both questions).

Further data included socio-demographics such as age,

gender, socioeconomic status, and work-related factors

[employment status (employed yes/no), workplace activity

(doing their usual job, on light duties, on paid or sick leave,

or on unpaid leave) and LBP-related work absence (num-

ber of days off work due to LBP in the preceding

6 months)]. Patients were also asked to complete a

checklist of health care practitioners seen within the pre-

vious 6 months (family doctor, nurse, hospital doctor,

physical therapist, osteopath, chiropractor and a ‘free text’

response option).

At each time point––baseline, 6 and 12 months––

patients completed the EQ-5D [22], a generic preference-

based measure of health-related quality of life that covers

five dimensions of health (mobility, self-care, usual activ-

ities, pain/discomfort and anxiety/depression). Each

dimension contains three levels, which defines 243 (i.e. 35)

distinct health states. Health state valuations (also known
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as utility scores) for each response permutation have been

elicited from a representative sample of the UK adult

population [23]. The scoring algorithm provides utility

scores within a range of -0.594 (state 33333, the lowest

level on each dimension) to 1.000 (state 11111, the highest

level on each dimension). Negative values reflect that some

health states are considered to be worse than being dead.

Statistical analyses

Analyses were performed using STATA version 10 and

SPSS version 15. Participants were grouped according to

their baseline leg pain status (as described above). For the

work and health care resource use variables, categorical

data were presented as frequencies and percentages. The

associations between baseline pain leg status and work-

related factors and health care resource use at baseline, 6

and 12 months were estimated as odds ratios and 95 %

confidence intervals using logistic regression. Both unad-

justed and adjusted (for age, gender and baseline pain

duration) were performed, using those with LBP only as

the referent group.

As part of the quality of life analysis, quality-adjusted

life year (QALY) estimates were generated using area-

under-the-curve analysis [24] for those patients providing

EQ-5D responses at each time point (baseline, 6 and

12 months). The distributions of mean baseline EQ-5D

scores within the three patient subgroups were explored

using box-plots. The associations between baseline leg pain

status and EQ-5D scores at each time point, and for the

12-month QALY estimates, were explored using analysis

of covariance (ANCOVA), controlling for age and gender.

An omnibus ANCOVA was used to identify whether there

are any differences or not in EQ-5D scores and/or QALY

estimates across the subgroups. To explore specific dif-

ferences in EQ-5D scores and QALYs between subgroups,

the following planned pairwise comparisons were per-

formed if, and only if, the omnibus test was statistically

significant at the 5 % level: (1) LBP only versus

LBP ? BK, (2) LBP only versus LBP ? AK and (3)

LBP ? AK versus LBP ? BK.

Results

Response rates and patient characteristics

Of the 1,591 baseline study participants (adjusted response

52.7 % of the 3,019 eligible adults mailed [21]), 10 did not

provide data on leg pain and were excluded from the

analysis. Of the remaining 1,581, 1,289 (82.0 %) gave

permission for further follow-up contact. At 6 months,

1,254 patients were eligible to receive the questionnaire

(29 people declined to participate and 6 people stated ill-

health as the reason for their non-response). Of the 1,254

eligible recipients at 6 months, 803 responses were

received (64 % of those eligible, or 50 % of the baseline

responders), although only 746 (59 %) completed the

health care utilisation and EQ-5D questions (57 patients

completed a minimum data questionnaire, sent as the final

reminder, which did not include these measures). At

12 months, 529 were eligible to receive the questionnaire

and 473 (89 % of those eligible or 29.7 % of the baseline

responders) were returned.

At baseline, study participants had a mean (standard

deviation) age of 43.9 (10.3) years and 59 % were women.

In total, 63 % of patients reported LBP of an acute duration

(\3 months), while 11 % reported that the current episode

had lasted for more than 3 years. Table 1 summarises

baseline demographics for the three patient subgroups.

Self-reported leg pain was common; at baseline 645 (41 %)

reported LBP only, 392 (25 %) reported leg pain above the

knee (LBP ? AK) and 544 (34 %) reported leg pain below

the knee (LBP ? BK). The prevalence of leg pain was

similar at each of the three time points (see Table 1).

Work-related factors (Table 2)

At baseline, the LBP ? BK subgroup were significantly

more likely to be unemployed than those with LBP only

[adjusted OR = 1.97 (95 % CI 1.48, 2.62)]. For patients in

employment at baseline, those with LBP ? BK compared

to those with LBP only were three times more likely not to

be doing their usual job because of their back problem

[2.97 (2.17, 4.07)], and more than twice as likely to have

taken time off work because of their symptoms at both

6-month [2.35 (1.59, 3.49)] and 12-month follow-up [2.53

(1.38, 4.65)]. Similar associations, although of smaller

magnitude, were seen when comparing the LBP ? AK

subgroup to those with LBP only. The impact of any leg

pain on these work-related factors persisted at 6 and

12 month follow-up.

Health care use (Table 3)

Patients with LBP ? BK were more likely to report con-

sulting their family doctor in the previous 6 months at each

follow-up time point compared to those with LBP only; for

example, at 6-month follow up, 67 % of LBP ? BK

patients had re-consulted their GP compared to 46 % of

those with LBP only. In addition, LBP ? BK patients were

more likely to be referred for other health care services,

including physical therapy, at all time points compared to

those with LBP only. No difference was seen in the rates of

consultation with either chiropractors or osteopaths

between the subgroups, although the rates of consultation
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for both these groups of practitioners were small (\3 % of

the cohort, data not shown), reflecting a UK health care

system where such practitioners work predominately

within the private sector. In terms of hospital referral, those

with LBP ? BK were three times more likely to be

referred to a hospital doctor for their symptoms in the

previous 6 months compared to those with LBP only at

each time point. Findings were similar, although of smaller

magnitude, for the comparison of the LBP ? AK and LBP

only subgroups.

Quality of life (Table 4)

Figure 1 reports a box-plot of baseline EQ-5D scores

across each patient subgroup. All three subgroups show a

non-symmetric distribution, with a negative skew. It is also

evident that the EQ-5D scores relating to the LBP ? BK

subgroup have a broader spread across the scoring range,

indicating greater variation in quality of life. Patients

reporting health states worse than death (i.e. index scores

below zero) were present in each subgroup, although such

Table 1 Demographics of the three leg pain subgroups

LBP only LBP ? AK LBP ? BK

Female 346 (54) 257 (66) 319 (59)

Age (years): mean (SD) 42.1 (10.6) 44.5 (10.4) 45.6 (9.6)

Baseline RMDQ: mean (SD) 5.8 (5.1) 9.5 (5.6) 11.4 (5.9)

Pain severitya: median (IQR) 2 (1–5) 5 (2–7) 5 (3–7)

Pain duration:

\1 month 281 (44) 138 (35) 158 (29)

1–3 months 178 (28) 106 (27) 157 (29)

4–6 months 47 (7) 47 (12) 53 (10)

6 months–3 years 65 (10) 40 (10) 70 (13)

[3 years 48 (7) 43 (11) 91 (17)

Pain category at baseline (n = 1,581), N (%) 645 (41) 392 (25) 544 (34)

Pain category at 6 months (n = 803), N (%) 310 (39) 202 (25) 291 (36)

Pain category at 12 months (n = 473), N (%) 199 (42) 118 (25) 153 (33)

Table 1 indicates the baseline demographics of the three subgroups, low back pain only (LBP), low back pain and pain above the knee only

(LBP ? AK) and LBP and leg pain below the knee (LBP ? BK) at baseline. Numbers do not always add up to totals due to missing data. The

table reports numbers (%) unless otherwise indicated

RMDQ Roland and Morris questionnaire, IQR inter-quartile range, SD standard deviation
a Pain severity measured as a 10-point NRS scale

Table 2 Impact of baseline self-reported LBP and leg pain on work

LBP only

n (%)

LBP ? AK

n (%)

LBP ? BK

n (%)

LBP vs. LBP ? AK

odds ratio (95 % CI)

LBP vs. LBP ? BK

odds ratio (95 % CI)

Unemployed

Baseline 106 (17) 107 (28) 174 (33) 1.67 (1.22, 2.30) 1.97 (1.48, 2.62)

6 months 49 (16) 57 (29) 95 (33) 1.80 (1.15, 2.81) 2.16 (1.44, 3.23)

12 months 37 (19) 30 (26) 50 (33) 1.14 (0.64, 2.03) 1.74 (1.04, 2.91)

Not doing usual joba

Baseline 96 (18) 85 (31) 137 (38) 2.10 (1.49, 2.96) 2.97 (2.17, 4.07)

6 months 24 (9) 15 (11) 32 (17) 1.19 (0.60, 2.38) 1.87 (1.05, 3.32)

12 months 12 (7) 10 (12) 16 (16) 1.75 (0.71, 4.33) 2.37 (1.06, 5.30)

Time off worka

Baseline 285 (53) 173 (62) 233 (64) 1.53 (1.13, 2.07) 1.70 (1.29, 2.26)

6 months 80 (31) 60 (42) 99 (51) 1.68 (1.08, 2.59) 2.35 (1.59, 3.49)

12 months 26 (16) 25 (29) 33 (32) 2.34 (1.21, 4.51) 2.53 (1.38, 4.65)

Table 2 indicates the impact of leg pain on unemployment, time off work and whether participants were doing their usual job. Results are

reported as odds ratios (OR) and 95 % confidence intervals, adjusted for age, gender and baseline pain duration, using LBP alone as the referent

category
a For those patients currently in paid employment, according to their self-reported employment status
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patients in the LBP ? BK group were not considered

outliers in the distribution.

Differences were observed across the three subgroups in

EQ-5D scores at each time point, and QALYs over the

12-month follow-up period. Those with LBP only reported

the highest utility scores (indicating higher self-rated

quality of life), and those with LBP ? BK reported the

lowest.

Results of the omnibus ANCOVA analysis confirm that

mean EQ-5D scores were significantly different across the

three subgroups at each time point (p \ 0.001). Complete

EQ-5D scores at all three time points were provided by 366

patients; mean QALY scores across the three subgroups

showed the same statistically significant difference

(p \ 0.001). For the planned pairwise comparisons, dif-

ferences in mean EQ-5D utility scores at baseline, 6 and

Table 3 Influence of baseline self-reported LBP and leg pain on health care use ‘in the previous 6 months’

LBP only n (%) LBP ? AK n (%) LBP ? BK n (%) LBP vs. LBP ? AK

odds ratio (95 % CI)

OR LBP vs. LBP ? BK

odds ratio (95 % CI)

Family doctor

Baseline 491 (76) 343 (88) 475 (87) 2.19 (1.53, 3.12) 2.04 (1.49, 2.8)

6 months 135 (46) 106 (58) 178 (67) 1.52 (1.04, 2.22) 2.28 (1.61, 3.24)

12 months 82 (43) 64 (55) 102 (68) 1.56 (0.97, 2.52) 2.92 (1.84, 4.63)

Physical therapy

Baseline 62 (10) 51 (13) 97 (18) 1.21 (0.87, 1.70) 1.61 (1.2, 2.16)

6 months 66 (23) 52 (28) 104 (39) 1.24 (0.83, 1.85) 1.8 (1.26, 2.56)

12 months 41 (21) 33 (28) 59 (40) 1.2 (0.73, 1.98) 1.96 (1.25, 3.09)

Hospital referral

Baseline 20 (3) 18 (5) 51 (9) 1.60 (0.83, 3.08) 3.30 (1.92, 5.68)

6 months 19 (7) 16 (9) 60 (23) 1.41 (0.69, 2.86) 4.31 (2.45, 7.60)

12 months 33 (17) 26 (22) 68 (46) 1.31 (0.74, 2.36) 3.89 (2.37, 6.39)

Table 3 indicates the number (percentage in brackets) of patients in each of the leg pain subgroups consulting their family doctor, physical

therapist or referred to hospital ‘in the previous 6 months’ at each time point. Results are reported as odds ratios (OR) and 95 % confidence

intervals and adjusted for age, gender and baseline pain duration, using LBP alone as the referent category

Table 4 Mean EQ-5D and QALY scores across the three subgroups

LBP only LBP ? AK LBP ? BK Omnibus ANCOVA Planned comparisons

Baseline

EQ-5D responders: n (%) 603 (93) 364 (93) 508 (93) p \ 0.001 1: p \ 0.001

2: p \ 0.001

3: p \ 0.001

EQ-5D score: mean (SD) 0.741 (0.22) 0.601 (0.28) 0.498 (0.33)

6 months

EQ-5D responders: n (%) 273 (93) 171 (93) 251 (95) p \ 0.001 1: p \ 0.001

2: p \ 0.001

3: p = 0.006

EQ-5D score: mean (SD) 0.820 (0.18) 0.724 (0.26) 0.650 (0.30)

12 months

EQ-5D responders: n (%) 172 (86) 104 (88) 141 (92) p \ 0.001 1: p \ 0.001

2: p = 0.016

3: p = 0.001

EQ-5D score: mean (SD) 0.815 (0.21) 0.735 (0.27) 0.599 (0.36)

QALYs over 12 months

QALY responders: n (%) 150 (23) 92 (23) 124 (23) p \ 0.001 1: p \ 0.001

2: p \ 0.001

3: p = 0.001

QALY score: mean (SD) 0.810 (0.15) 0.712 (0.23) 0.596 (0.28)

Table 4 indicates the mean EQ-5D scores at each time point, and QALY estimates over the 12-month period. The number of EQ-5D responders

relates to the number of returned questionnaires that provide sufficient data to generate an EQ-5D index score. QALY scores refer only to

participants who provided complete data at each time point. The planned comparisons were (1) LBP only versus LBP ? BK, (2) LBP only

versus LBP ? AK and (3) LBP ? AK versus LBP ? BK. Reported p values do not assume equal variances across the patient subgroups

(evident in Fig. 1). All analyses are conducted while controlling for age and gender
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12 months, and mean QALYs over the 12-month follow-up

period, were all statistically significant but to varying

levels; 8 of 12 planned comparisons were significant at a

0.1 % level, 3 at the 1 % level and 1 at the 5 % level,

indicating that the LBP ? BK group had the lowest and the

LBP only group the highest quality of life.

Discussion

This study suggests that self-reported radiating leg pain is

common in patients consulting their family doctor with

LBP, with 34 % indicating leg pain radiating below the

knee at baseline. Those with leg pain below the knee, our

proxy for sciatica, were significantly less likely to be

employed than the other two subgroups; and even amongst

employed patients, those with leg pain below the knee were

more likely not to be doing their usual job and to have

taken time off work because of their symptoms. Patients

with leg pain below the knee also utilise significantly more

health care than those with LBP only: at 6-month follow-

up, 67 % of patients with leg pain below the knee had re-

consulted their family doctor, 39 % had consulted a

physical therapist and 23 % had been referred to hospital

(all within the preceding 6 month period). Despite this,

those with radiating leg pain reported significantly poorer

quality of life.

Our results are in keeping with other studies, suggesting

that patients with sciatica have greater levels of work

absence and a slower return to work than patients with LBP

alone [11, 25]. Our data show higher levels of work

disability than in the primary care study by Grotle et al. [5],

in which 55 % of their cohort had no work loss. These

different results could be partly explained by the differ-

ences in symptom duration; in Grotle’s study, the cohort

comprised acute LBP patients, whereas the present study

included a wide range of symptom duration.

In terms of health care resource use, previous studies

suggest that patients with radiating leg pain are more likely

to undergo investigations and surgery than those with LBP

only [7, 12]. Our study suggests that within a population of

primary care consulters, the presence of radiating leg pain

is associated with more consultations with both primary

and secondary care practitioners.

Our data on quality of life support the results of other

studies, which have suggested that patients with sciatica

have a poor perception of their general health and quality

of life [12, 14, 26]. However, these studies have either been

cross-sectional in design or have been limited to defined

population subgroups such as males only [12] or older age

groups [14]. We have demonstrated in a large and unse-

lected cohort of adults consulting their family doctor about

LBP that those who report the presence of radiating leg

pain suffer significantly worse quality of life than those

with LBP only, and, importantly, this effect remains

12 months after the initial consultation, despite the

increased use of health care resources. In comparison with

UK population norms for similar age groups, all three

patient subgroups had low quality of life scores at baseline

and remained lower than UK norm values during the

12-month follow-up period [27].

Current LBP guidelines either exclude radiculopathy or

encourage similar initial management strategies (in terms

of advice, exercise and medication in the first 4 weeks) for

patients with both LBP alone and radiculopathy [17].

However, our data suggest that the presence of radiating

leg pain may provide a useful clinical indicator for patients

requiring early and more systematic identification, with

targeted interventions to reduce the impact and conse-

quences of leg pain on work status, health care resource use

and quality of life.

An important strength of our paper is that this was a

large study, recruiting consecutive primary care consulters

with LBP across eight general practices, meaning that our

results are likely to be highly generalisable. In addition, the

study incorporated longitudinal data over 12 months and

included validated instruments to measure quality of life

[22]. However, there are significant potential limitations.

First, not all patients who consulted took part in the study

and so there is the potential for bias. There was a signifi-

cant loss to follow-up at both 6 and 12 months; those not

completing the baseline questionnaire and those lost to

follow-up at 6 months were younger and more likely to be

male [21]. However, the likely effect of this would have

Fig. 1 Boxplot of baseline EQ-5D scores for the three patient

subgroups
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been to underestimate the effect on work since those lost to

follow-up were more likely to be of working age. It is

possible that those more severely affected were more likely

to remain in the study, which may have affected the quality

of life data; however, the proportions of each pain category

were similar at baseline and 12 months. The loss to follow-

up can be explained, in part, by the research ethics con-

straints of the study. Participants had to ‘‘opt in’’ and agree

to receive further questionnaires and, therefore, those not

responding at 6 months were excluded from 12-month

follow-up.

A further limitation is that our definition of leg pain was

made by self-report data rather than by clinical examina-

tion or imaging. Only a proportion of the leg pain sub-

groups may have had true nerve root compression.

However, the likely effect of this would be that our findings

present an underestimate of the impact of leg pain (by

including those with non-nerve root pain), meaning that the

associations seen would have been even stronger in

patients with clinically determined nerve root compression.

It is important to acknowledge that consensus studies

support the use of ‘‘pain below the knee’’ as a reasonable

proxy for sciatica [28].

The resource use data collection process may also be

regarded as a limitation of the study, i.e. reliance on

patients to recall their health care use. This can introduce

two types of bias: recall bias (the failure to remember a

particular event) and telescoping (the tendency to remem-

ber distant events as occurring more recently). Although

criticisms of self-report resource use data are well estab-

lished, the method provides an efficient approach to data

collection in the absence of accessible routine data sources

and has been used in previous musculoskeletal economic

evaluations [29, 30] which have included small sample

validation tests to verify the accuracy of self-report data

compared to primary care records [30].

In summary, self-reported leg pain is common in LBP

patients in primary care. Patients consulting their family

doctor with leg pain below the knee have higher levels of

work disability, utilise significantly more health care over a

prolonged period of time and report significantly worse

quality of life over 12 months than those with LBP only. This

suggests that patients with radiating leg pain warrant early

intervention to reduce the negative impact of their leg pain.
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