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True or false?



Back pain is just a fact of life, and most people need pain medication to get relief.


False. Back pain can be prevented and/or relieved by following proven, integrative treatment programs, most of which do not require the use of pain medications or invasive procedures.


The only way to diagnose back problems is through X-rays, MRIs, and other expensive tests.


False. X-rays and other imaging tests are usually unnecessary and can produce false diagnoses. A thorough physical exam, combined with patient input, is usually all it takes to diagnose a back problem.


When you have a bad back, you should avoid physical activity.


False. The right kind of exercise program is key to your recovery from back pain. Other therapies, including pain medication, are supplemental.

 

 


Most back pain sufferers do not receive the treatment they need because it is never offered to them.


True. All too often a complaint about back pain is answered with a prescription for pain killers and a warning to “be careful.” To get the relief you need, you must educate yourself and take the initiative in developing your treatment and prevention program.


TAKE CONTROL OF YOUR LIFE AND
 FIND LASTING RELIEF WITH . . .




WHAT YOUR DOCTOR MAY NOT TELL
 YOU ABOUT
™
BACK PAIN
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Introduction
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Because you’ve picked up this book, I am assuming you’re a member of a not-so-exclusive “club,” one of the millions of Americans who is needlessly suffering with chronic low back pain. Indeed, one reason I focus on low back pain in this book is that when we consider back pain in general, the vast majority of cases involve the lower spine rather than the upper or middle back, for reasons I address in great detail later in this book. Even more important, however, is a second reason: I believe Americans are suffering needlessly from this condition. I say this because my experience has shown me that if you are like most of the men and women in this category, you may not be benefiting from the many different integrative treatment options that can provide relief from your pain and disability. Why? Because these options were never offered or explained to you.

Instead, you and countless others probably have never undergone a thorough, comprehensive evaluation of your back pain. Whatever assessment you did experience was then likely followed by your being handed prescriptions for painkillers, sedatives, antidepressants, or muscle relaxants, and maybe a verbal reminder to do some back exercises and to “be careful.” You were led to believe that a combination of pharmaceuticals and tentative living would need to become a permanent part of your life if you want to control your pain or prevent recurring episodes. In your mind, you may half believe you will never get significant relief, while the other half of you may be desperately holding out hope that you will.

I believe you can get relief. My experience has shown me that relief not only is possible, but that significant relief can often be achieved with minimal or no medications and the bothersome side effects all too often associated with them. I’ve found this to be true in people of all ages and from all walks of life, people who have wanted to take control of their back pain and their lives using techniques they have integrated into their lifestyles. So I wrote this book for you—thanks to them—to share with you how you can get relief, too.

Chronic back pain is a universal problem that crosses all age, ethnic, social, religious, and economic barriers. It has been called “the most expensive benign condition in industrialized countries,” costing about $100 billion per year in the United States: 20 percent of that in direct, medically related costs and 80 percent in lost productivity. In the United States, low back pain is second only to the common cold as a cause for lost work time. Every year, 3 to 4 percent of the population is temporarily disabled by back pain, and 1 percent of working-age individuals are completely disabled by it. Low back pain accounts for 19 percent of all workers’ compensation claims made in the United States. Among older adults, each year about 30 percent of those living outside institutions experience an episode of lower back pain, and 20 percent of them live with chronic pain.

So what can you do about chronic low back pain? Plenty. And you can begin by fortifying yourself with knowledge of your condition so you are better able to take back control of your life. To help you with that task, I wrote this book, in which I share my experiences and those of some of my patients at the University of Pittsburgh, where I am an internist, rheumatologist, geriatrician, and acupuncturist. I am also an associate professor of medicine, psychiatry, and anesthesiology, and director of the Older Adult Pain Management Program at the Pain Evaluation and Treatment Institute. In part I, I explain the facets of chronic back pain and its many contributing causes. Equally important, I discuss the importance of undergoing a comprehensive physical examination and personal evaluation and how you can help your physician make an accurate diagnosis. I also reveal why expensive, time-consuming tests, including X-rays and other imaging studies ordered by many doctors, often are not necessary and in fact may be misleading.

Then in part II, I explain my six-step approach to treatment. Several things are important to know about these therapeutic methods. First, five of them do not include surgical procedures. I believe back surgery should be reserved for individuals who either have not responded to other aggressive measures or whose physical function and/or quality of life is significantly and seriously impaired without it. Second, if a patient’s treatment plan for chronic low back pain includes medication, it must also include several nonpharmacological approaches, such as percutaneous electrical nerve stimulation (PENS), Pilates, yoga, self-hypnosis, or meditation. I firmly believe that medication should be viewed as a means to an end, that is, a tool for rehabilitation and recovery, not an end in and of itself. Certainly, many of my patients have had either no need for that tool or much less of a need once they were properly diagnosed and a treatment plan had been put together for them.

Third, the order of the six steps is important in that the initial step should be undertaken first by virtually all patients except those who have a critical condition that requires them to proceed directly to step six, surgical intervention, the option of last resort. The therapy approaches in steps two through five can be incorporated into your treatment program along with your exercise plan, as you and your health-care practitioner see fit. You might view the process like a menu: you develop your main entrée—an exercise program—and add side dishes to complement it. Thus, one person’s exercise plan may be enhanced by a monthly massage and self-hypnosis sessions, another may need to include an anti-inflammatory medication and administration of an epidural injection during the initial weeks of physical therapy to get started, while yet another may incorporate periodic chiropractic sessions and biofeedback.

It all comes down to this: it’s important to educate yourself about your back and to be proactive in the development and implementation of your treatment and prevention program. This book explains the many options you have at your disposal to help you accomplish that goal and take back control of your life.

That’s enough by way of introduction. Now let’s get to work.




Part I
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UNDERSTANDING 
 BACK PAIN

It’s not as common as the common cold, but it’s close: According to the National Institute of Neurological Disorders and Stroke, low back pain affects 70 to 85 percent of adults in the United States at some period in their lives. It is the most common cause of disability among people younger than forty-five, and it is a universal problem that crosses all age, ethnic, social, and economic barriers. Besides impacting the lives of millions of people every day, chronic low back pain and the common cold share another characteristic: we have not yet found a cure.

But what we do have is an arsenal of treatment techniques that are all too often ignored by physicians, who tend to favor writing prescriptions for painkillers or, a much more serious scenario, recommending surgery as the answer to chronic low back pain. My experience has shown me that the most effective way to treat this painful condition is through a multidisciplinary approach that may require minimal or no medications. This includes an exercise program, a variety of movement therapies, mind-body techniques, and lifestyle adjustments, with integration of medications if and when needed.

What exactly is chronic low back pain and where can you turn for help? In these first two chapters, I explain what we know about this painful condition, because I believe it’s important for you to understand your back so you can more fully participate in healing it. Thus, I talk about various causes of back pain, how they are diagnosed, and how you can find knowledgeable professionals to help you get an accurate diagnosis and an effective treatment program.








Chapter 1
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Your Aching Back: Why You Hurt


It’s pretty basic: Before you can find effective, safe, long-lasting relief for your chronic back pain, it helps to know why you hurt. Once you have a handle on the cause of your pain, you can begin to review and implement the various approaches described in this book to help alleviate it. I also believe that you should have some knowledge of how to recognize the different conditions that may be causing your back pain and, more important, how to explain your pain and any accompanying symptoms. In this way, you can help your health-care practitioner arrive at a more accurate diagnosis. Also, I find that patients are more likely to stick with and follow a treatment program if they understand what they are treating and why. So let’s get started with a few basics and then move on to the causes of your pain.

I introduce quite a few terms in this chapter and in the next one and a few illustrations to help you understand them better. Although it isn’t critical for you to fully comprehend each of these terms, I believe it’s important that you are at least familiar with them, as they are words your doctors and physical therapists may use when they talk about your condition. And while the workings of the human body can seem truly amazing at times, I don’t believe patients should be kept in the dark or mystified by what is happening to them, especially when they are in pain.


ACUTE VS. CHRONIC BACK PAIN


Acute or chronic? Acute pain is typically defined as pain that lasts less than three months, while a label of chronic indicates pain that lasts longer. In most cases, acute back pain is the result of a bodily injury, such as a muscle strain, that heals within a month or two. Often, however, chronic back pain begins as acute back pain that becomes persistent: there may be an acute physical injury that may be the result of an automobile accident or something as simple as straining a muscle while bending to pick up a pencil that has fallen onto the floor. Some patients who come to see me don’t remember doing anything that triggered the pain. “It seemed to come out of nowhere,” some tell me, or “It seems like I’ve been living with this back pain for so long, I can’t even remember when it first started.”

Symptoms of chronic low back pain vary. The pain may be stabbing, piercing, shooting, or throbbing; it may be localized or referred from another part of your body; it may occur only when you sit, stand, walk, or turn. Along with the chronic back pain, you may have other symptoms, such as fever, headache, tingling or pins and needles in your legs, muscle weakness, or weight loss—any one or more of which suggest you may have an infection or another medical condition that may be causing or contributing to your pain and should prompt you to seek immediate medical attention. One common symptom I see in patients who have chronic low back pain is depression, which is three to four times as prevalent in such patients as in the general population.


The Pain Paradox


A paradox about low back pain is that the severity of a person’s physical condition does not necessarily translate into a similar level of pain. Some people, for example, have herniated discs, yet experience absolutely no pain, while other individuals can have a simple muscle sprain and become incapacitated. For some people, the pain flares up at irregular intervals, with weeks, months, and even years between episodes. Each episode can differ in severity, duration, and how it responds to treatment.

The important thing to remember is that all of these symptoms, and any I have not listed, as well as patterns of painful episodes are important to share with your health-care practitioner. Every bit of information is a piece of the puzzle, clues to the cause of your pain. Ultimately, they can help your physician determine the type of treatment options that will work best for you.


LOWER BACK BASICS


The spine is composed of up to thirty-three interlocking bones called vertebrae that are stacked in an S-shaped curve arrangement. This arrangement allows the spine to absorb the stress that body movement places on it, as well as helps it support the body’s weight. These functions of the spine are not shared equally by the three regions that make up this structure, however (see figure 1.1). The vertebrae in the lower, or lumbar, region are thicker and sturdier than those above it, and for good reason: unlike the cervical and thoracic regions above it, the lumbar region performs the critical task of acting as a cushion for the weight of the upper body.


[image: art]



Figure 1.1 The spinal column

The bottom of the lumbar region ends at the sacrum, a bone that consists of five vertebrae that are fused together. The sacrum, together with the pelvic bones, forms the pelvic girdle, a critical structure when it comes to the functioning of the spine, because it balances the spine and connects it with the legs.

The lumbar region is composed of a complicated infrastructure of nerves, muscles, tendons, ligaments, veins and arteries, vertebrae, and spongy cartilage tissue. While all of these structures contribute to the complexity of the lower back, the nerve supply is especially intricate, because much of it overlaps as it makes its way to the different muscles, ligaments, tendons, discs, and other tissues in the spine and legs. In fact, this overlap can make it very difficult for the brain to distinguish between an injury to, say, a disc versus a tendon.

For example, a herniated disc can feel just like an injured ligament or a bruised muscle, but it’s important to differentiate them because they should be treated differently. Therefore, it’s important for your physician to conduct a thorough medical history and physical examination, as well as get a detailed account from you about your symptoms. This is why I urge you to take notes—literally write down the information in a pocket-size notebook if you need to—about what you feel, when you feel it, and how long it lasts. Such input is key to the diagnostic process, which we will discuss in the next chapter.


Muscling In


If you get nothing else from this chapter, it’s important to understand this about back pain and your muscles: If you want to win against chronic low back pain, you must keep your muscles healthy. The back consists of dozens of different muscles, and all of them work together, either directly or indirectly, and are connected to nearly every major muscle group in the body. Thus, when any muscle within this interconnected structure is stressed, tense, or in spasm, it can impact the function and health of many others throughout the body as well. Therefore, keeping your back muscles healthy is good for more than just your back; it benefits your entire body.

The significance of this connection is even more relevant once you know that muscle pain from a strain in your back is generally ten to twenty times more painful than a muscle strain that occurs anywhere else in the body. That’s because most of the pain receptors in your back are in the muscles. Most people don’t realize this fact, so when they experience back pain, they automatically think, “I must have a ruptured disc” or “I have a pinched nerve,” when in most cases their muscles are causing the pain. And the pain does not have to feel like an ache; it can also be stabbing, piercing, burning, or throbbing.

That being said, let’s take a quick look at some of the main muscles involved in keeping the lower back healthy. It may seem like I’m overwhelming you with a lot of terms, but I think it’s important for you to have at least a casual knowledge of these muscles so you can get a better appreciation of the complexities of chronic low back pain. Plus, you may recognize some of the terms your health-care practitioners use when they talk to you.

First, let’s talk about the muscles that support the spine. Extensors are a group of muscles that straighten the back as well as lift, extend, and move the thighs away from the body. Among this group is the largest muscle in the body—the gluteus maximus in your buttocks—which stabilizes the hips. It also attaches to the lumbodorsal fascia (a fascia is a fibrous, strong tissue that covers and/or separates muscles into groups), a structure that stabilizes the lumbar spine and pelvis and also works in conjunction with other pelvic and leg muscles. If your gluteus maximus is weak, you likely stand with your pelvis tilted one way or another, which places excessive stress on your hip capsules and lumbopelvic ligaments and allows your muscles to weaken. A weak gluteus maximus also permits more stress to be placed on your spinal discs and facets, which causes your lumbosacral joint (where the bottom of the lumbar spine, L5, meets the sacrum) to break down prematurely and contributes to low back pain. Another contributing factor is weak lower extremities. The weaker your leg muscles, the greater your tendency to depend on and eventually wear down your lumbar spine.

Another muscle group is the flexors—the abdominal and psoas muscles—which help bend and support the spine from the front of the body. They also flex and move the thigh in toward the body and influence the arch of the lower spine. Weak abdominal muscles are an invitation for lower back problems. When abdominal muscles are toned and strengthened, back pain often is reduced. (We’ll talk much more about this in chapter 3.) The psoas muscles, which connect the bones of the upper thighs to the spine, support and stabilize the spinal column. Some people who experience severe back strain also report having pain on both sides of the groin. This pain may be caused by spasm of the psoas muscles, which react this way in an attempt to stabilize the spinal column.

The third group is the obliques, or rotator muscles (side muscles). These flat muscles stabilize the spine when you are upright, help stabilize and support the lower back and pelvis, rotate the spine and maintain correct posture and spinal curvature, and share some of the weight load with the discs, thus protecting them from injury.

Let’s not forget the hamstring muscles, which are located in the back of the thigh. These muscles connect to the bottom of the pelvic bone, which connects to the base of the spine. If your hamstring muscles are tight—which is very common in people who sit a lot—a domino effect can occur: Tight hamstring muscles place stress on the pelvic bone, which pulls on the spine and transfers the weight of the spine onto the discs. This creates instability in the spine and can lead to muscle spasms and tension on the spine. This is why it’s important to stand up and stretch your hamstring muscles at least every few hours whenever you sit for a prolonged period. Hamstring muscles can also become tight from poor posture, especially swayback, which is characterized by an increase in the natural inward curve of the lower back.

If you have pain in your buttocks that travels down your leg, you may be feeling your piriformis muscle, which is located deep in the buttocks. If this muscle becomes constricted or spasms, it can irritate the sciatic nerve and cause the characteristic buttocks and back-of-the-leg pain associated with sciatica. We’ll talk more about sciatica later.

Before we leave the muscles, I need to mention a few more structures that you’ll read about in the next chapter: the tensor fascia lata and the iliotibial band. The tensor fascia lata is a short muscle, and the iliotibial band is fascia. As a unit, these structures run the length of the outer thigh. Individually, the tensor fascia lata flexes and internally rotates the hips, while both structures work together to help stabilize the leg while standing and are often involved, either directly or indirectly, with low back pain.


Intervertebral Discs


Perhaps the most talked about parts of the back are the discs or, more accurately, the intervertebral discs. These structures are formed from cartilaginous tissue and are sandwiched between and cushion each of the vertebrae, which prevents them from grinding against each other. The discs perform a critical role, as they help absorb shocks to the spinal column that are placed on it during everyday activities. In addition to handling the weight of the upper body, the lumbar region also must support the weight of whatever you pick up or carry, and your waist acts like the fulcrum, or pivoting point, in a lever system when you lift.

For example, if you lift a 10-pound bag of dog food, you place approximately 100 pounds of pressure on your lower back and increase the pressure inside your lumbar discs. This is a significant burden for your lumbar spine to bear. Intervertebral discs are designed to transmit and distribute that pressure evenly and thus allow normal activities to continue while preventing injuries. One reason discs are able to do this is their high water content makes them very elastic, which helps make and keep the spine flexible. For the first thirty or so years of life, the gel in the inner part of the disc (the nucleus pulposus) is composed of approximately 90 percent water. This percentage gradually decreases over the next forty years or so to about 65 percent. As the percentage decreases and the discs lose their thickness, the space between the facet joints also decreases. The overall result is a loss of disc height (and the related loss in skeletal height; we shrink as we age), reduced ability of the discs to absorb shock, and reduced flexibility, all reasons why the backs of older adults are less nimble than those of younger people.


Facet Joints


Another thing you’ll hear quite a bit about is facet joints. Facet joints are paired, thumbnail-size joints located on the back of the spine, where they help stabilize the lower back and guide its motion. Each vertebra has an upper and lower facet that link together to form a joint. In some individuals, these joints become painful and stiff. We’ll talk more about facet joint pain and how it can be diagnosed and treated in chapter 6.

All together, the structures of the lumbar region help to regulate the functions and impact the health of the abdominal and pelvic organs and muscles, as well as the bones and joints of the legs. Thus, the lower back is very vulnerable to stress, strain, sprains, and other injuries that may come its way, and the result of such injuries is often inflammation and pain.


Spinal Ligaments


The spinal ligaments have been likened to very tough rubber bands in that they are strong, elastic, and fibrous. These essential qualities allow them to perform their job, which is to help support the vertebrae and protect the spinal column from injury.


CAUSES OF LOW BACK PAIN


Lots of words get bandied about when people talk about low back pain, words that can be pretty scary. “Slipped disc,” “bulging disc,” “herniated disc,” and “degenerative disc” are popular, as are phrases like “arthritis of the spine” and “scoliosis,” or “curvature of the spine.” And many people believe that these or other physical defects or weaknesses are the cause of their back pain. Fortunately, it’s often just not true. (See Delia’s Story below.)

The truth is, the majority of low back pain—about 97 percent—is caused by stress, trauma, or injury to the spine’s muscles, ligaments, facets, or sacroiliac (SI) joint (more on these structures below). Most chronic low back pain is muscle related. Of that 97 percent, more than 70 percent is associated with muscle-related factors, such as strains, muscle tension and inflammation in the lumbar region, myofascial pain syndrome, and fibromyalgia, with degenerative disc or facet disease coming in a distant second (an estimated 10 percent). The remaining mechanical causes of low back pain are divided among various other physical conditions, which total about 14 percent. The remaining 3 percent is divided among diseases that affect different organ systems (about 2 percent) and nonmechanical spinal conditions (about 1 percent). (See the Causes of Low Back Pain table.)


Causes of Low Back Pain




	
Cause Category

	
Examples




	
Mechanical Conditions of the Spine (97%)

	Muscle-related factors (e.g., strains, spasm, myofascial     pain syndrome, fibromyalgia) (>70%).



	Degeneration of disc or facet (>10%)



	Compression fracture due to osteoporosis (4%)



	Herniated disc (4%)



	Spinal stenosis (3%)



	Spondylolisthesis (2%)



	Fracture due to trauma (<1%)



	Congenital disease, e.g., kyphosis, lordosis,     scoliosis (<1%)



	
Diseases of Various Organ Systems (2%)

	chronic pelvic inflammatory disease



	endometriosis



	kidney stones



	pyelonephritis (bacterial infection of the kidney)



	abdominal aortic aneurysm (a ballooning of the wall of the    aorta)



	pancreatitis (inflammation of the pancreas)



	penetrating ulcer



	
Nonmechanical Conditions of the Spine (1%)

	Paget’s disease



	inflammatory arthritis



	neoplasia



	

	infection




That being said, I want to point out that these figures take into account people of all ages. Therefore, the balance of the figures changes somewhat when we look at a specific population, such as people sixty years and older, who are less likely to experience sprains and strains and herniated discs, but who have a greater tendency to experience degenerative processes of discs and facets, compression fractures, spinal stenosis, and fractures due to trauma (especially falls). One thing that does not change when we factor in age, however, is that chronic low back pain very often has muscle-related causes.

Another point I want to make is that while many people say their back pain seemed to “come out of nowhere,” in most cases it is a manifestation of an accumulated series of conditions and events, including aging, a history of weak abdominal and back muscles, poor posture, obesity, and incorrect lifting and carrying habits. So although it may seem like your back pain suddenly appeared when you bent down to tie your shoes or put your groceries into the trunk of your car, such isolated activities were more likely, if you’ll forgive me, the last straw.




Delia’s Story


Delia, a sixty-five-year-old retired school administrator, came to see me complaining of severe pain that she described as “like someone is sticking a hot poker into my left buttock.” Other complaints included depression, difficulty sleeping, and most distressing to her, an inability  to continue ballroom dancing, an activity she had been teaching at her local senior center and in which she had participated for pleasure and competition for many years. She had had the pain fairly constantly for more than eight months and had been diagnosed by her primary-care physician as having osteoarthritis, for which he had prescribed nonsteroidal anti-inflammatory drugs (NSAIDs). The drugs provided minimal relief, and Delia was very upset about not being able to resume dancing.

During my physical examination of Delia, I noted severe tenderness of the left piriformis, a muscle that lies deep in the buttocks and travels from the base of the spine and attaches to the thigh bone near the outside crease of the buttock. Although Delia had complained of this pain previously to two other doctors, neither one had done a hands-on examination and both had incorrectly diagnosed her as having osteoarthritis. Clearly, piriformis myofascial pain was the source of Delia’s “poker” pain. I prescribed physical therapy, but her insurance carrier refused to pay for noninvasive treatment for her “same problem.” In fact, Delia had been treated for osteoarthritis, not piriformis pain, but although she explained to the insurance company that she was not being treated for the “same problem,” she was unsuccessful in getting coverage for the physical therapy. Physical therapy was the treatment option Delia and I preferred, but because she was limited by finances, I ordered a series of injections of the piriformis and discontinued the NSAIDs. Within a month, Delia was enjoying a significant reduction in her pain, restful sleep every night, and a return to ballroom dance, both in the classroom and on the dance floor.

If Delia had been diagnosed accurately when she first sought medical help, she could have avoided months of pain and continued to participate in activities that meant much to her and enhanced her quality of life. She also could have avoided the use of NSAIDs and the side effects that accompany them.





Muscle-Related Pain


As I’ve already mentioned, the vast majority of persistent lower back pain is associated with some type of trauma or other factor that affects the muscles. In this category, we’re looking at several contributors.

•  Strain refers to the overstretching or overexertion of a muscle.

• Spasm is the sudden, involuntary contraction of a muscle or group of muscles in response to trauma that has occurred in a muscle, disc, joint, or ligament.

• Myofascial pain is a type of pain that affects the muscles and can cause local or referred pain, tenderness, stiffness and limited movement, muscle weakness, and tightness. Although most people think of muscle pain as being an aching sensation, myofascial pain can also be experienced as stabbing or burning.

• Fibromyalgia is a condition characterized by widespread chronic pain that people experience in muscles, but the muscles themselves are not abnormal or damaged. The problem in this condition seems to be an inability of the central nervous system to process pain normally.

While it is true that muscle strains and spasms are usually associated with acute low back pain, in some cases they may also trigger other processes that ultimately result in chronic pain. In fact, the transition from acute pain to chronic pain may be caused by various neurophysiological, psychological, social, and other factors about which the individual in pain may not be aware.


From Acute Pain to Chronic Pain


On a neurophysiological level, for example, an acute injury may trigger a latent painful condition (see Myofascial Pain Syndrome below) or sensitize certain nerve cells so that they react in an exaggerated way to stimulation. A strain or spasm could also alter the way nerve cells send out their signals, resulting in an abnormal response to stimuli. Damaged tissues may also release substances that change a person’s perception of pain. None of this means that the pain you feel isn’t real or is “only in your head.” But it does suggest that you have some control over your pain, which I explain in part II of this book.

Psychologically, the presence of pain can be very stressful. Many people adopt “pain behavior,” meaning they restrict their movements and activities, sometimes to the point of spending days or even weeks in bed. Why? Patients say they are “afraid” to exercise because they might hurt themselves further. Fear of the unknown, of not knowing if or when the pain will go away or of moving in a way that will send more waves of pain through their back, severely restricts the activities of some people. A significant reduction in movement or exercise, however, quickly results in a loss of muscle strength and tone and can ultimately make movement more painful, perhaps even leading to chronic pain. In people with chronic low back pain, for example, the lumbar extensor muscles are weaker than the lumbar flexor muscles. Chronic back pain also leads to a weakening of the multifidus and longissimus muscles, which are the muscles you use for lifting.

Patients may also talk about their pain to others, getting reinforcement for their behavior. The emotional stress caused by pain also increases activity in the sympathetic nervous system and increases the activity of norepinephrine (a chemical substance—neurotransmitter—in the brain whose elevated levels are associated with pain), which may further enhance a person’s perception of pain. Often, people in pain become anxious and/or depressed and may become worried about their ability to continue working, caring for and providing financially for their family, and enjoying activities in which they participated in the past. Anxiety, depression, and fear can result in people feeling hopeless and helpless, with no control over their lives. These feelings have a negative effect on people’s motivation to seek treatment and/or comply with their doctor’s treatment plan.

Clearly, the evolution of chronic low back pain is not simple. Any one or more of these and other factors can be involved in the process, and an experienced diagnostician will explore the physical, psychological, social, and environmental factors that may have contributed to a person’s chronic pain. (We’ll look at the diagnostic process in chapter 2.) Now, however, I want to talk about two syndromes that are often overlooked as muscle-related causes of chronic low back pain: myofascial pain syndrome and fibromyalgia syndrome.



Myofascial Pain Syndrome.
 My experience has shown me that myofascial pain is a major contributor to chronic low back pain and, unfortunately, a diagnosis many physicians do not explore. It is my hope that this will change, because I believe that taking the time to consider this diagnosis will result in a great many people receiving appropriate and effective treatment that may reduce their pain and significantly improve their lifestyle, often with little or no need for medications. Myofascial pain syndrome is a chronic musculoskeletal pain disorder that affects the fascia, the connective tissue that covers the muscles. It may involve a single muscle or a muscle group. Myofascial pain syndrome can develop from a muscle injury or lesion, or from excessive strain on a specific muscle or muscle group. It can also result from irritation of the nerves that feed the muscles, such as pressure on a spinal nerve root related to spinal arthritis. The irritated muscle that results then develops a trigger point, which causes pain that can be burning, stabbing, throbbing, and debilitating.

In fact, one of the classic signs of myofascial pain is trigger points, very tender sites within a taut band in a muscle. There are several types of trigger points, which I discuss in the next chapter on diagnosis. Here I want to emphasize that taut bands and trigger points are believed to be common in the general population and that millions of people may have the “makings” of low back pain associated with myofascial pain. That means it’s important for physicians to be aware of and know how to recognize this syndrome.

Overall, the good news about myofascial pain syndrome is that there are many nonsurgical and nonpharmaceutical approaches you can explore to get relief from your pain. In fact, myofascial pain syndrome is most effectively treated with such approaches as specialized massage (trigger-point therapy), acupuncture, and/or trigger-point injections. We discuss them in detail in part II.



Fibromyalgia.
 Fibromyalgia is a syndrome characterized by chronic pain, including back pain, as well as stiffness and tenderness of muscles, tendons, ligaments, and joints without detectable inflammation. Fibromyalgia is also associated with other significant symptoms, which I discuss in the next chapter, all of which can have a devastating impact on people’s abilities to go about their daily activities. The syndrome affects women more than men (>80 percent) and usually first appears during middle age.

Bonnie, a thirty-eight-year-old financial analyst, experienced firsthand the devastating effects of fibromyalgia. After spending months going to several different doctors and getting no answers or relief from her overwhelming fatigue, chronic back pain, sleep problems, and increasing muscle tenderness and stiffness, she went to one of my colleagues, who diagnosed her with fibromyalgia. By that time she had had to negotiate with her employer to reduce her workload and to allow her to work at home.

“I was fortunate that my boss allowed me to work at home, but I was so exhausted and in so much pain much of the time that even that was an effort,” Bonnie explained. “With my back pain, I couldn’t sit or stand for more than ten minutes at a time. My most comfortable position was on my side, curled up in a fetal position.” My colleague consulted with me, and I prescribed a physical therapy program for Bonnie that included light stretching exercises to be done at home, massage, and water aerobics. Over the next few months, the program provided her with significant relief from both her back pain and her fatigue, and she was able to increase her workload and enjoy more restful sleep.

The exact underlying cause or causes of fibromyalgia are unknown, but continuing research is leading us to a better understanding of the condition. Most experts agree that fibromyalgia is a central nervous system disorder, specifically involving abnormalities in neuroendocrine and neurotransmitter activity. (Thus, although I listed fibromyalgia under “muscle-related causes” of chronic low back pain, it is at its core a nervous system disorder. Because of its profound impact on muscle, however, it is still appropriate to include it in this category.) In short, patients experience exaggerated, excessive pain due to abnormal processing of sensory signals by the central nervous system.

Fibromyalgia is diagnosed with a thorough history and physical examination. There are no definitive laboratory tests or X-rays to help with diagnosis. Patients with fibromyalgia also often suffer from myofascial pain syndrome. I discuss these two common conditions more thoroughly in chapter 2.


Degeneration of Discs and Facet Joints


Although it’s common to believe that deterioration of the spine is limited to the elderly, the truth is that degeneration of the discs and facet joints in the lumbar spine can begin as early as adolescence and is common among people in their twenties. How quickly and to what degree the discs and joints wear out depends on several factors, not least of which are genetics; a person’s weight; strength of the abdominal and back muscles; whether the individual smokes; and the type, amount, and manner of twisting, lifting, standing, sitting, and bending a person has done over the years. Depending on a person’s activity choices and level, pressure on the lumbar spine can range from one to eleven times an individual’s body weight.

Degeneration of the discs and facet joints in the lumbar spine is referred to as spinal osteoarthritis. This condition most often affects the lumbar spine in people who are older than forty and typically involves more than one vertebra. Several factors can contribute to degeneration of discs and facet joints. One is a reduction in the strength of the back muscles, which optimally share about one-third of the burden placed on the spine. This age-related loss places additional stress on the discs and facet joints.

Another significant factor, as mentioned previously, is the loss of water in intervertebral discs as people age. The reduction in water causes the discs to flatten and reduces the cushion between the vertebrae. In some people, a lifetime of stress on the lumbar spine causes some of the vertebrae to develop bone spurs (osteophytes), which can press on a spinal nerve and cause pain. Yet another factor is a deterioration of facet joints due to simple wear and tear, as well as loss of the cartilage that lines the facet joints due to arthritis.

Once again, a variety of nonsurgical, nonpharmaceutical options are available to effectively manage the pain and discomfort associated with degeneration of the discs and facet joints. We’ll explore them in part II of this book.


Herniated Disc


“Whenever I hear the phrase ‘herniated disc,’ I wince,” said Lydia, a forty-five-year-old marketing analyst who came to me believing she had a herniated disc (she did not). “The words alone sound painful.” Yet although this condition sounds painful, experts have found that most people who have a herniated disc never experience symptoms. For those who do, however, the pain can vary from mild to severe; it may come and go or persist for weeks or months; and it can have a moderate to highly disruptive effect on their lives.

A herniated disc typically does not happen suddenly; it develops over time as the outer layer of the disc becomes thinner and weakens. Minute tears appear in the disc, while the water content at the center of the disc gradually decreases. This combination of factors makes the disc susceptible to herniation, in which the center of the disc protrudes through the weakened outer layer. Herniation can be triggered by a seemingly benign event, such as a sneeze or taking a jar of coffee out of the kitchen cabinets, or it may result from more serious trauma, such as an automobile accident or a fall. In 90 to 95 percent of cases, the herniation occurs in one or both of the lowest discs, L4-L5, and may affect the sacrum (L5-S1) as well.

The protruding disc can press on one or more spinal nerves or on the spinal cord itself or the cauda equina, the bundle of nerve roots located at the bottom of the spinal cord. Pressure on the nerves results in pain in other parts of the body as well as in the back. In most cases, a herniated disc does not require surgery, as it responds well to various physical and mind-body therapies, which I discuss in part II. The tissues that affect  a herniated disc typically respond favorably as well to an epidural corticosteroid injection, which I discuss in chapter 6. Rarely, a herniated disc concentrates the compression on the cauda equina, causing individuals to lose nerve function in their bowels and bladder. Such conditions require immediate surgical intervention.

Although it usually takes time for a herniated disc itself to develop, the pain commonly occurs suddenly. “Something snapped,” said Glenda, a thirty-four-year-old real estate agent who felt the pain of her herniated disc as she got out of her car at a client’s house. “First I felt some tingling in my back, and it got worse and worse. Then I felt a snap and a terrible pain knifed through my back and left leg. I couldn’t take a step, and the next thing I knew I was on the ground next to my car.”

Some people who experience painful herniated discs have a history of athletic activity, such as football, gymnastics, dance, wrestling, track, diving, or hockey; others do not. Glenda had run track in college but had drifted away from running until about two years ago, when she began to jog several mornings a week. After her latest incident left her on the ground, she rethought her exercise program.

“The treatment I got for my herniated disc—exercise, acupuncture, massage—taught me a whole new appreciation for my body and what it can do,” said Glenda. “I never want to feel that kind of pain again or feel so helpless, so I decided to take care of my back and to have fun doing it. My physical therapist suggested tai chi, yoga, and Pilates. I tried all three and stuck with the first two. I really enjoy them and believe they are keeping my back in shape.”

The vast majority of herniated discs respond very well to treatment and heal well using a combination of exercise, physical therapy, and mind-body therapies over a period of two to three months or, if appropriate, injection therapy, which can result in much faster relief. I discuss these treatments in depth in part II.


Vertebral Compression Fracture


In healthy individuals, the vertebrae can withstand the pressures of everyday life and break only if subjected to some form of trauma, such as an automobile accident, a blow to the back, or a serious fall. But in individuals whose bone density—specifically of their spine—is compromised and weakened by conditions such as osteoporosis, Paget’s disease, hyperparathyroidism, or cancer, something as simple as a cough or sneeze can cause a compression fracture (i.e., collapse) of a vertebra.

Vertebral compression fractures occur most often in the middle to lower back, and the pain associated with such fractures tends to correspond with the injured area and worsen when the individual sits or stands. Some people also experience thigh, abdominal, or hip pain. Weakness, tingling, or numbness of a leg suggests compression of the nerves at the fracture site, while an inability to urinate or loss of control of the bowels indicates that the fracture is pressing on the spinal cord. People who have several vertebral compression fractures may lose height and have a rounded back, a condition that is sometimes called kyphosis (a dowager’s hump).

By far the most common cause of vertebral compression fractures is osteoporosis, with approximately seventy thousand people a year experiencing such fractures. When a compression fracture is caused by osteoporosis, the fracture usually occurs in the front of the vertebra, which causes the bone in front of the spine to collapse and leaves the back of the same bone still intact. The result is a wedge-shaped vertebra and a fracture that is stable and often painless. In rare cases, there is nerve or spinal cord damage.

It has been estimated that 25 percent of American women fifty years and older have one or more compression fractures, and the number rises to 40 percent among women eighty years and older. Such fractures affect about 14 percent of older men. Therefore, the possibility of a vertebral compression fracture should be considered in older adults who complain of chronic low back pain and who have one or more of the symptoms mentioned above, especially among women. I want to emphasize, however, that because many vertebral compression fractures due to osteoporosis are asymptomatic, I encourage especially women to take preventive measures against osteoporosis and to get screened every few years, beginning around age forty. (See the resources section for sources of information on osteoporosis prevention.)

One thing that makes vertebral compression fractures associated with osteoporosis of great concern is the list of complications that often accompany them. Constipation, deep venous thrombosis, loss of independence, prolonged pain and inactivity, bowel obstruction, pneumonia, progressive muscle weakness, crowding of internal organs, emotional problems, and loss of height often lead to individuals being unable to care for themselves, which frequently results in a need for nursing-home care. An accurate, prompt diagnosis and aggressive treatment can make it possible for more and more people to live relatively pain-free and to maintain their independence, issues of great concern as the number of older Americans keeps increasing.

Vertebral compression fractures are also found among people who have Paget’s disease, which is most common among older adults. The disease is characterized by excessive development of unorganized bone, most notably in the spine, pelvis, and thigh, that is inherently weak and highly susceptible to fracture. In hyperparathyroidism, the parathyroid gland produces excessive parathyroid hormone, which promotes calcium loss from bone and stimulates the activity of osteoclasts, cells that break down bone. Cancer that has spread to the spine can also cause vertebral compression fractures. Cancers most often associated with this problem are prostate, breast, and multiple myeloma.

Treatment of vertebral compression fractures involves addressing both the back pain and the contributing factor, which in most cases is osteoporosis. A variety of treatment options for the back pain are discussed in part II.


Spinal Stenosis


In a small percentage of people, the spinal canal becomes narrow due to degenerative changes in the spine that occur with wear and tear and age, a complication of surgery, Paget’s disease, or trauma to the spine. Narrowing of the spinal canal, or spinal stenosis, usually starts slowly and causes pain not only in the back but also in the buttocks and both legs. The pain is often described as dull or aching and may be accompanied by numbness, tingling, or a loss of strength in the legs. One of the dangers of spinal stenosis is that the weakness in the legs makes people with this condition susceptible to falls. Another danger is that spinal stenosis may cause urinary incontinence if pressure is placed on the nerves that control the bladder. Spinal stenosis most often affects people in their fifties and sixties and is about twice as common in men as in women. Based on magnetic resonance imaging (MRI) findings, more than 20 percent of older adults may have spinal stenosis, although they are just as likely as not to have pain from the abnormality.

The pain of spinal stenosis is similar to that of intermittent claudication, a condition characterized by blocked blood flow to the legs. In chapter 2, I talk about how to identify spinal stenosis, and then in part II, I discuss the options available for treatment of spinal stenosis, including but not limited to physical therapy, epidural injections, acupuncture, movement therapies, and in a limited number of cases, a lumbar brace.


Spondylolysis and Spondylolisthesis


These two disorders account for about 2 percent of low back pain cases. Spondylolysis is the term for a stress fracture in a vertebra, most often the fifth lumbar (L5) vertebra and much less often the fourth lumbar vertebra (L4). It also refers to microtrauma of the bone that connects the facets (called the pars interarticularis), a condition often seen in adolescent athletes; or it can be a congenital defect or other bone disorder. If the stress fracture weakens the vertebra to a point where it no longer can maintain its correct position, the vertebra can begin to shift. The result can be spondylolisthesis, a term formed from two Greeks words: spondylos, which means “vertebra,” and olisth¯esis, which means “to slide on an incline.” Thus, spondylolisthesis can be described as a disorder in which one vertebra slips over one below it. Spondylolisthesis can also occur without spondylolysis; for example, when a facet degenerates. The most common site for spondylolisthesis to occur is in the lumbar spine, specifically L4 and L5, where it is associated with low back pain, thigh or leg pain, muscle spasms, weakness, and/or tight hamstring muscles.

Like many other back disorders, spondylolysis and spondylolisthesis do not cause any symptoms in some individuals, even though their spinal X-rays clearly show they have these spinal abnormalities. Both conditions can be congenital (present at birth) or can develop anytime thereafter. In fact, some individuals are born with thin vertebrae and are therefore susceptible to spondylolysis and spondylolisthesis, especially if they participate in such activities as football, wrestling, dancing, gymnastics, or weightlifting during their growth years. Spondylolysis and spondylolisthesis also can develop due to other physical stresses to the spine, such as carrying heavy items, trauma from an accident, and general wear and tear.

Degenerative spondylolisthesis occurs most often after age forty and is seen more frequently with increasing age. Women are affected about five times more often than are men. It is also more common among people who have diabetes.

Fortunately, spondylolysis and spondylolisthesis can be treated successfully using the nonsurgical and nonpharmaceutical options discussed in part II of this book. Surgery could be necessary, however, in those very rare cases of spondylolisthesis in which the vertebrae press on nerve roots and cause the legs to become numb or weak.


Other Mechanical Causes of Low Back Pain


About 1 percent of chronic low back pain is attributed to fractures due to trauma (e.g., an automobile accident or a serious fall) or to congenital disease, such as kyphosis, lordosis, and scoliosis. Briefly, kyphosis is characterized by abnormal flexion (bending forward) of the spine. Although kyphosis is more common in the thoracic spine, it does appear in the lumbar region as well. Among adults, causes of kyphosis include trauma to the spine, including the effects of surgery or other medical treatment; congenital malformations (present from birth), in which development of the spine was abnormal; and osteoporosis, which is the most common cause among adults. Older women are more prone to kyphosis than are men or younger women.

A condition known as postural kyphosis, or “round back,” is typically seen in adolescents and young adults and is the result of poor posture. Unlike “real” kyphosis, in which there is structural damage or abnormalities, the spine of an individual who has postural kyphosis does not have deformities. Treatment for adult kyphosis includes physical therapy, movement therapies, and/or bracing, while postural kyphosis responds to posture retraining, such as Feldenkrais (see chapter 3).


Lordosis, also known as swayback, is a condition in which there is increased curvature of the normally curved lumbar spine. The result is that the buttocks are thrust too far back and the abdomen is thrust too far forward. It is common among individuals who are overweight and have weak abdominal muscles. Scoliosis is a term used to describe an abnormal, side-to-side (lateral) curve in the spinal column that results in a sideways bend to the back. In the general population, about 2 percent of women and 0.5 percent of men are affected by this condition, which can vary greatly in severity. Among older adults (sixty years and older), however, studies indicate that the percentages are much greater—32 percent to as high as 68 percent, reported in a May 2005 study. Many of these cases involve mildly abnormal curvature and do not cause low back pain. Another age group greatly affected by scoliosis is adolescents. Idiopathic scoliosis (of unknown cause) develops in young adults around the beginning of puberty and affects about 500,000 adolescents in the United States. When chronic low back pain is associated with scoliosis, physical therapy and movement therapies can be effective (see chapter 3).


Organic and Nonmechanical Causes of Low Back Pain


About 2 percent of chronic low back pain can be attributed to referred pain from various organs in the abdominal and pelvic areas, such as the kidneys, stomach, intestines, and uterus. Some women, for example, experience referred back pain from endometriosis or pelvic inflammatory disease. Two other common sources of referred pain to the lower back include peptic ulcer disease and diverticulitis. Additional causes include pyelonephritis, abdominal aortic aneurysm, pancreatitis, and kidney stones.

In about 1 percent of cases, nonmechanical conditions of the spine are behind chronic back pain. Infections, such as osteomyelitis (infection of the vertebrae), abscesses inside the spine, Lyme disease, and varicella zoster virus (which causes shingles) are all possible sources, as are Paget’s disease and inflammatory arthritis. Cancer that has spread to the spine, especially from breast or prostate cancer, as well as lymphoma and myeloma that invade the vertebrae, and benign tumors such as neurofibromas can cause back pain.


Yet One More Important Cause


I want to include a discussion of one more cause of back pain as an aside, because it is often overlooked by doctors and even suppressed by patients who don’t want to “bother” their doctors with the complaint or who think nothing can be done about it. As a result, these individuals miss out on a better quality of life. The cause is back pain that develops as a result of surgery unrelated to the back; for example, hip surgery, hip replacement, or knee replacement. This type of back pain typically occurs in older adults and may be muscle-related. Stella’s case is a good example.






Stella’s Story


Stella had had arthritis in her right hip for about twenty years and had treated the pain with ibuprofen for much of that time, but by age seventy, the increasing pain and the deterioration in her hip led her to decide on hip replacement surgery. Up until that time, Stella had experienced what she called “the usual amount of low back pain”—brief, mild episodes throughout the years, but never anything that prevented her from working as an elementary school teacher or from gardening. “It was my hip that finally did me in,” she said, “never my back.”

But while she was recovering from successful hip surgery, she began to notice the beginnings of nagging lower back pain. She didn’t mention it to her doctor or physical therapist because “I figured it would go away once I fully recovered from the surgery.” She couldn’t hide the pain from her therapist, however, who asked her if her back was troubling her, and she admitted that it was.
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