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 Traditionally described as pain that s
primarily localized to the Ilumbar and
lumbosacral area that may or may not be
associated with leg pain.




JLBP is a common painful condition that is
encountered both in general and specialist
practice

P of LBP = 10-63% (median 37% )
HISERS

dIn Malaysia the P = 60 % (commercial vehicle
drivers) !
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JApproximately 85-90% of the population will
experience back pain at some stage of their
lives 2.

150 % will recover within 2 weeks and 90 %
within 6 weeks.

JRecurrence frequency 40-70% 3.

J2-7% will develop




JThe most common age groups are the 30s,
40s and 50s, the average age being 45 years 4.

JThe most common cause of back pain is a
minor strain to muscles and/or ligaments*.




Visceral and vascular
B—biliary disorders
U—penetrating duodenal ulcer
P—pancreatitis

R—renal disorders

aortic aneurysm lrupmred/dis;ecting)

retroperitoneal haemorrhage—"_

female pelvic disorders—
(e.g. endomeiriosis)

prostatitis —

abscess [e.g. pilonidal)™

arterial embolism ——

Musculoskeletal
Schevermann disease

- pathological fracture

metastatic disease

spondylolisthesis

- disc disruption

~ facet joint dysfunction

spondylosis
spinal canal stenosis

sacroiliac dysfunction
sacroiliitis

rrochcnterlc bursitis
gluteus medius bursitis

coccydynia

ischial bursitis

meralgia paraesthetica
neurogenic claudication

radicular pain | from
spinal

referred pain J;sfuncfion

claudication of arterial occlusive disease ———

RELEVANT CAUSES OF BACK
PAIN WITH ASSOCIATED e TR
BUTTOCK AND LEG PAIN ° ]




Chronic > 12 weeks

The Malaysian LBP management guidelines, 1% edition




JVertebral
JNon- vertebral

(Non- specific back pain



‘Look for Red flags and Yellow flag







History of cancer

Temperature >37.8°C

Constant pain—day and night especially severe night pain
Unexplained weight loss

Symptoms in other systems, e.g. cough, breast mass

Significant trauma

Features of spondyloarthropathy, e.g. peripheral arthritis (e.g. age <40 years, night-time waking)

Neurological deficit

Drug or alcohol abuse especially IV drug use
Use of anticoagulants

Use of corticosteroids

No improvement over 1 month

Possible cauda equina syndrome*




Compensation issues

Unsatisfactory restoration of activities
Failure to return to work
Unsatisfactory response to treatment

Treatment refused

Atypical physical signs



HeeI and Toe walking Significant

muscle weakness

Cross Straight Leg Raising

Muscle Strength
Big toe flexion and extension
Ankle flexion and extension

If loss of bladder/bowel control is
present check perianal sensation and

anal tone

Significant muscle
weakness if unable to
perform this

Prolapsed disc with significant
nerve root impingement

Weakness indicates significant
nerve root or cord compression

Saddle anaesthesia and/or lax anal
tone indicates cauda equina lesion







“It Is Important To Keep In Mind That We Are Treating
Peop/e And Not Spines”

Waddell 2004












IThe advice to stay physically active is nearly

universal in current clinical practice guidelines
for LBP 782

JReduced muscle strength and endurance in
the trunk has shown an association with LBP 19

There is no clear relationship betw*
spinal flexibility and LBP _associate

disability ’




APhysical performance tests can be another
indicator of the functional impact of LBP






A Clinical practice guidelines for the management of
LBP consistently recommend staying physically
active and avoiding bed rest !

JdThere is no preference of once type of exercise
over another !

dIn chronic LBP, exercise programs that incorporate

individual tailoring, supervision, stret(_

strengthening are associate the best
outcomes &12




JdWarm up extended (5-10 min)
JConditioning (10-15 min)

= Aerobic
= Resistance
= Core trunk exercise
1 Cool down extended (5-10)
= Yoga
" Breathing exercise
= Balance

 Stretching (3-5 min)
= ROM
= Slightly beyond pain limit










JRecommendations for exercise testing and Ex Rx
are similar to those for healthy individuals

JAvoid exercise in the very immediate aftermath
of an acute and severe episode

AStay active and avoid bed rest

._
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