
There is much concern over Low 
Back Pain (LBP), especially patients 
developing chronic LBP.  In Australia, 
back complaints are the second most 
common condition presenting to 
General Practice, following upper 
respiratory conditions. The annual 
expenditure is estimated to be $9.17 
billion, of which $1.2 billion is on direct 
health costs, the remaining $8 billion is 
spent on lost productivity1. And there 
is no reason to believe that our New 
Zealand statistics will be proportionally 
any different. Thus, this business and 
family economic cost likely also has 
considerable impact on your patients, 
their families and NZ society  
at large.  

When we typically think of LBP, as health 
care professionals we have particular 
concern that our patients do not 
develop chronicity.

We are aware of the dramatic impact 
chronic LBP has on individuals in 
completely disrupting and changing 
their lives, as well as the difficulties 
in treating chronic LBP which is 
multifaceted and complex.

Research shows that whilst the majority 
of adults have an incidence of LBP at 
some time in their lives – 75-80%2, a 
massive 84% of those people will go on 
to have another episode of LBP within 
a year3 and 3% will go on to develop 
chronic disabling LBP4.

With an acute episode of LBP the initial 
recovery is very favourable with 80-90% 
showing improvement within 6-8 weeks5, 
whilst those who do not settle within 
8-12 weeks are identified as high risk  
for chronic disabling pain6. However, 
even in those that have recovered  
well within the 6-8 week period, there  

is a high likelihood of recurrence within  
a year (84%).

As chronic LBP has such a dramatic 
effect on our patients lives and has such 
large economic costs, both personally 
and as a nation, it is obvious that 
this cannot be ignored. Through the 
latest musculoskeletal research we 
now understand the causes for this 
recurrence and subsequent progressive 
degenerative changes and can now 
make a direct impact on these.

When we look into the mechanisms 
behind recurrent LBP it is essential that 
we look into the pathomechanics. Real 
time ultrasound, MRI and EMG studies 
demonstrate that even a single episode 
of LBP produces dramatic weakness and 
incorrect firing patterns in key spinal 
muscles including the core muscles and 
multifidus20,21,22,23,24. 

The switching off of these deep 
stabilising muscles occurs due to pain 

and results in a loss of control of the 
core musculature system (multifidus, 
transversus abdominus, pelvic floor 
and diaphragm). This creates a 
compensatory pattern where the larger 
superficial muscles, rectus abdominus, 
obliques and erector spinae take over.  
As a consequence there is micro-trauma 
taking place inter-segmentally due 
to excessive shearing forces at this 
level causing degenerative changes. 
Often these degenerative changes are 

asymptomatic initially, but by creating 
compensatory changes in muscle firing 
and joint mechanics it will create longer 
term, irreversible degenerative changes 
(disc degeneration, disc height loss, 
vertebral osteophytes or facet joint 
degeneration), with resultant recurrent 
episodic LBP.

Studies conclusively show that spinal 
stabiliser muscle recovery is more 
rapid and complete in patients who 
undergo a specific stabiliser retraining 
programme20,23,24. Importantly, studies 
also show that specific retraining of the 
multifidus and core muscles dramatically 
reduces the incidence of episodes at  
the one year follow up, 30% recurrence  

rate compared to 84% in the medical  
control group and even at 3 years a 35% 
recurrence rate compared to 75%3 in the 
medical control group.  

Where patients train within groups, the 
enhanced compliance and motivation 
leads to behavioural changes with 
increased activity levels, they tend 

to improve confidence and aberrant 
movement patterns often adopted  
with chronic LBP25. Additionally those 
who embraced the self-management 
model with exercise and increased daily 
activity into their routine were shown  
to have more successful outcomes in  
the longer term.

THE PATHOMECHANICS

EVIDENCE BASED TREATMENT FOR SPINAL STABILITY

EVIDENCE-BASED MANAGEMENT  
OF RECURRENT LOW BACK PAIN

A FUNCTIONAL EXERCISE MODEL

80% of the population have a significant episode of LBP

84% have recurrent episodes within 1 year

13% No episode LBP in one year

3% develop Chronic LBP
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In order to ensure that your patients can have the most optimal recovery, reducing the likelihood of recurrent episodes of LBP it 
is essential that they initiate management via a multifaceted model.

This old model is based on the Hides 
et al20 research published in Spine 1996 
which many pharmaceutical companies 
have embraced. This shows that the 

majority of episodes of LBP resolve in 
6-8 weeks with analgesics and NSAIDs.  
This model looked at the management 
of an acute episode of LBP. It does not 

take into account recurrent episodes 
of LBP and the resultant degenerative 
cascade that occurs.

The latest research and review in ISCI 
201219, and follow up research of 
Hides et al20 shows that the old model 
is ineffective in reducing recurrent 
episodes of LBP. With this new model 
of management the recurrent episodes 
of LBP are reduced by 65%, and 
recovery during the initial phase  
is much greater.
 
Overall, the management of LBP 
should be assisting patients to avoid 
ongoing recurrences of LBP which have 
been associated with degenerative 

changes due to the reduced control 
of the deep stabilising musculature.  
In order to ensure that patients do 
not have recurrent episodes of LBP a 
collaborative model of management is 
essential to minimise the economic and 
family impact on your patients.

Muscle People Physiotherapy has 
aligned itself with world authorities in 
this area and has designed a specific,  
supervised group exercise programme 
for acute and recurrent LBP patients  
with emphasis on correcting the 

causative factors which have contributed 
to their predicament. It involves a one-
hour a week class over an eight week 
period and is run by a Physiotherapist. 
Each class has a maximum of 8 people, 
with each person receiving hands-on 
advice in individual sessions given 
prior to the series of classes as well 
as during each class. It is aimed at 
Transverse abdominus, Multifidus and 
Gluteal muscle control, progressing 
into postural and functional exercises, 
to help stabilise the spine and improve 
confidence with movement.
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Please consider our Back Stability Exercise Programme when you are presented with a patient with back or neck pain, or with 
core and postural weakness.

For more information please contact Muscle People Physiotherapy on 03 961 0236
musclepeople.co.nz


