1. Low Back Pain
-
Graeme Brown 24/2/05
120 million days/ year lost ( work) = disability

· Prevalence static. (except teenagers – ?increasing due to lack of exercise, posture, PC carrying etc.)
-Become disabled because:-

· Medicalisation and expectations (misconstrued 1992 health and safety guidance) 

· Defensive medical practice / compensation / political game (sick better than unemployed)/ welfare state (70 –80% of those on incapacity benefit have subjective health complaints)

· Sedentary occupations (physical work is never the cause of disability)

· Obesity

Management of Simple mechanical LBP

(Folklore = bed-rest Rx. Is as incorrect as was ‘lying in’ after delivery, rest after uncomplicated MI).

Analgesia.

· Remember only 3/10 with back pain will consult – ask yourself why have they come.

· Proper advice at the first consultation. (4/10 are made worse by their health professional)

· Acknowledge the degree of difficulty (validate their suffering) – reflective listening 

· Do not guard and protect

· Pain does not equate with it getting worse (fear/avoidance)

· Do not X-ray (most will show degenerative changes) – only delays rx.(MRI will not help in uncomplicated low back pain)

· The Back Book (HMSO) (£1 each)

· Mobilize as early as possible – all spinal movements- Bed-rest is bad for backs

· Sensible lifting but you can still flex your spine)
· You can help yourself – “it is surprisingly difficult to damage your spine”

· Stress keeps pain going 

· Only you can get your back going 

Red Flags

· Cauda equina; loss of saddle-sensation; loss of heel and toe walk; can you hip - flex while weight-bearing; PMH of immunosuppression / cancer/TB/ RA in neck pain; steroid use; HIV; weight loss+/- systemic symptoms; night pain; <18 and >60yrs; thoracic pain.

· Nerve Root Pain (= prolapsed disc in the young or OA in the elderly)

· Predominance of pain moves from back to leg.

· Pain below the knee with sensory sx. – inflamed nerves give these sx (regular analgesia and nsaid)

· Nerve entrapment –> numb and weak

· Generally 50% clear up in 3/12 and 90% in 12/12 will completely clear up by healing

· Systemic steroids for a few days may help – epidural with steroids will help (at 2-3/12)

· 6-12 months still in sx. And not improving then microdiscectomy v. successful.
· (2% will have serious loss of function and need urgent decompression (–24-48hours Rx) = loss of heel walk/toe walk/ hip dip)

· Remember rarer thoraco-lumbar or L1/2 disc prolapse – sensory symptoms in the “hands in the pockets region” – proximity of sympathetic chain and thereby increased distress/ pain 
2. Risk Factors for Chronicity (“yellow flags”)
Time off work with LBP
Percentage of these who never get back to work

3 months
25%

6 months
50%

12 months
75%

24 months
100%
· 
· Remember at 6/12 DWP and DLA submission takes place
3. Attitudes and beliefs – “always-and-never” attitude/ incorrect beliefs about the harm work will do / external locus of control

4. Behaviour – excessive “downtime” and inadequate exercise

5. Emotions – anger/ depression/ fatigue/ fear/ PTSD etc

6. therefore CBT – think biopsychosocial- how can we change the belief systems and work with the patient through graduated exercise regime and positive encouragement

7. Iatrogenic – excessive medicalisation and treatment. (If there is no response to a modality of treatment after 3 sessions it is unlikely to work and no treatment should go on beyond six sessions) Beware of too much investigation – delays recovery dramatically.

8. Compensation – can’t get better if you have got to prove you are ill.(It may be worth trying to unpick if the patient really wishes to pursue this or is being driven by others – e.g. lawyers and private medical consultants with a large financial interest. Ensure patient knows you have no interest in the litigation process and gently reflect  the experience of others who have found that it delayed their finding positive ways forward.) Patients can easily be caught in the ambivalent pre-contemplation phase in the cycle of change.

9. Family – will often encourage the adoption/ prolongation of the sick role out of sympathy and the misguided attempts to be of help by relieving the patient of duties which would improve mobility and  flexibility inadvertently.

10. Work Issues – “Blue flags”- both patient and human resource departments may have incorrect perceptions of the balance of dangers/ real benefits of the patient being back in the workplace. Hopefully these will be modifiable to allow graduated return to full duties ( “Don’t come back till you’re completely better” is a counterproductive policy)

· - “Black Flags” – Ingrained company policy that strictly prevents/discourages the patient’s return to work either by over-zealous interpretation of the health and safety act or by excessive financial remuneration for long-term sickness. Difficult to make any progress at all here.

