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Chronic low back pain:
a practical checklist
Affecting 10% of the population, chronic
low back pain (CLBP) lasts at least three
months and may radiate into the buttock,
thigh, groin, flank or abdomen. Leg pain
(referred from musculoskeletal structures)
is associated in 20% of cases. True
radicular leg pain (‘sciatica’) is far less
common (5%). ‘Non-specific CLBP’, where
no specific cause is identified, accounts
for 80% of cases.

symptoms warrant urgent MRI and
neurosurgical review.

Specific causes (where a ‘pain generator’ is
identified) include: internal disc disruption;
facet or sacroiliac arthropathy; myofascial
pain; cluneal neuropathy; ‘red flags’ such as
a vertebral fracture, metastases or discitis
(IVDU); other pathology (pelvic, visceral or
renal disease, aortic aneurysm, shingles); and
also pregnancy.

Inform patient about
realistic outcomes
and functional goals.
Reassure about
imaging findings (‘hurt
doesn’t equal harm’).
Encourage ‘demedicalisation’
of life, visit the
PainHealth
website and
enrol in a pain
program.

Triggers include work or sports-related
physical activities (e.g. lifting, twisting,
straining, repetitive tasks). Acute back pain
becomes chronic in 20% of cases and risk
factors for this transition include psychosocial
stressors (‘yellow flags’), family history, spinal
surgery, high BMI, lack of physical fitness,
and smoking.
Management requires a multimodal,
multidisciplinary approach based on the
checklist below.
Are there “red flags’? Exclude T.I.N.T
- tumour, inflammation (spondylitis),
infection (discitis), neurological problems
(root, cord, plexus) and trauma (fracture,
lumbar instability). Examine for features
suggesting radicular leg pain or central
spinal stenosis (straight leg raise, slump
test, neurological signs, claudication).
Order an MRI or CT if concerned.
Severe radicular leg pain or neurological
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Antidepressants and clinical psychology for anxiety and stress
(catastrophic thoughts, feelings of injustice and frustrations).
Manage drug and alcohol problems, medication-overuse and
smoking. Assist with injury rehabilitation and compensation claims.

‘Yellow flags’ are the best
predictors of CLBP and disability
(C.H.A.M.P.S): catastrophising,
hyper vigilance, anxiety,
medically focused, passive
coping, stress, substance/
medication overuse, smoking
and sick-of-work.

Identify specific pain generators (e.g. myofascial trigger points)
and consider local anaesthetic (LA) injection, dry needling or
physiotherapy.
Cluneal neuropathy (10% of CLBP): Pain (often unilateral) in buttock
and thigh, tenderness over superior iliac crest, altered toothpick
sensation over buttock. Consider injection of LA and steroid over
iliac crest (‘12 noon’) and pulsed radiofrequency treatment.
Facet joints (20-40% of CLBP): L4/5 and L5/S1 joints implicated
in 90% of cases, so imaging is unhelpful for diagnosis. If over
60, consider facet joint injections or medial branch (facet) nerve
blocks of these joints (treat most painful side first), with follow-up
radiofrequency treatments (‘rhizotomies’) if required.
Radicular leg pain (90% L5 or S1 root) and central spinal canal
stenosis (over 60, back and leg pain, claudication) are clinical
and radiological (MRI/CT) diagnoses. Consider ordering a
transforaminal epidural steroid injection (specifically NOT a nerve
root sleeve injection) in the former, facet joint procedures (not
epidural steroid) in the latter or surgical decompression if needed.
Consider LA and steroid injection for sacroiliac joint pain.

Useful
analgesics
(some used
off label) include
paracetamol, tramadol,
tapentadol, transdermal
buprenorphine, duloxetine
or pregabalin (for radicular
pain), celecoxib (pain flare
ups), and NSAID gel. Physical
therapies include activitypacing, walking, exercises
(strength and stretching,
core-stability), ergonomics (e.g.
workplace), acupuncture, hot or
cold packs and TENS.

Review regularly and monitor response.
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Back injections – who is a candidate?
Lumbar spine pain is a common
presentation, which can be difficult
to diagnose and treat. Here are a few
factors to consider when thinking
about the myriad of therapies on offer,
focussed on various types of injections.
General considerations
Exclude “Red Flag” conditions such as
fracture, infection, malignancy, and cauda
equina syndrome.
Consider “Yellow Flags” which increase the
risk of developing chronic pain and disability.
The STarT tool is useful for screening (www.
keele.ac.uk/sbst). These patients may not do
well with injections. Consider referral to a Pain
Medicine Specialist.
Treat the patient, not the scans. Degenerative
changes are extremely common on
imaging studies, yet many people remain
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asymptomatic. Avoid injecting areas of
abnormality, which don’t match the clinical
picture.
A “diagnostic” injection can often clarify
which anatomical structure is the source of
pain. The first few hours after the injection
represents the local anaesthetic phase so ask
the patient how they felt immediately after the
injection.
Therapeutic benefit duration can vary from
days to months. During this time patients
should focus on improved physical function
(ideally guided by a physiotherapist) and
lifestyle changes (e.g. weight loss, activity
pacing, etc.). Injections should be used as
part of a “package deal”.
Common painful structures
and injections
Facet joints are responsible for back pain in

PIVET MEDICAL CENTRE

up to 50% of patients. Pain and tenderness
tends to be well localised, and often worsens
with extension movements. Pain may be
referred to buttocks and thighs, but rarely
below the knee. Facet joint injections are
low risk and can provide short term relief.
Blocking the nerve to the joint (medial
branch of the dorsal ramus) has even better
diagnostic utility. A rhizotomy (or neurotomy)
can provide about 12 months pain relief in
patients with confirmed facet joint pain.
Sacroiliac joints cause up to 15% of back
pain and can be treated like facet joints
(i.e. inject the joint and if needed refer for
rhizotomy).
Nerve root irritation and impingement
causes mostly leg pain with neurological
symptoms and signs (radiculopathy). A nerve
root sleeve injection or epidural is appropriate
and can provide 3-6 months benefit.
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Disc degeneration can cause localised back pain as well as radicular
leg pain. An epidural injection (optimal technique is vital) can help for
several months.
Who does the injection can be as important as where and what is
injected. Complex injections (e.g. rhizotomies, epidurals) should be
done by those with expertise and training in this area. Pain medicine
specialists can provide comprehensive assessment and management
that goes beyond the injection.

by Medical Director
Prof John Yovich

Can Lifestyle influence IVF outcomes?
... #2; effects of “broccoli index”
Continuing the theme from the PIVET-Curtin collaboration
and our recent publication in Reproductive Biology and
Endocrinology (Firns et al, 2015), this article will focus on the
benefits of a high fruit and vegetable (F&V) intake, euphemistically
entitled the “broccoli index”.
The work was initially documented in the 2003 PhD thesis of
Dr Karen Joesbury from her studies at PIVET and which has
recently been expanded in the Masters studies of Sarah Firns
at Curtin University. It has enabled us to develop a clearer
understanding of lifestyle influences on fertility and treatment
outcomes. Our earlier report on smoking showed clearly negative
effects for both males and females but working in different ways,
and dependent
on the length of
smoking history
(smoking years). Our
data matched other
reports.
However, our
studies on nutritional
influences did not
reveal a particularly
clear picture and
was not always
Masters student Sarah Firns with PIVET
consistent with other Medical Director Prof John Yovich
reports, although
nutritional studies
are relatively scarce and much of the advice given to infertility
patients is based upon assumptions rather than hard data.
Our studies were based on meticulous diaries for the men and
women in the lead-up to an IVF treatment and applied multiple
logistic regression analysis to examine interactions between F&V
intake and other lifestyle influences such as smoking (including
serum nicotine levels), alcohol consumption, caffeine intake and
stress effects. Our data showed that F&V consumption (as well
as alcohol consumption) for both men and women had positive
effects on fertilisation rates resulting in more embryos and a
higher number of livebirths.
The working hypothesis is that some lifestyle factors (such as
smoking) induce chronic oxidative stress effects and this can
be countered by an appropriate intake of anti-oxidants in F&V,
particularly greens such as broccoli. These benefits can be
enhanced by supplemental anti-oxidants according to some
studies, and may even offset the damage induced by smoking
which increases sperm DNA fragmentation.

NOW AT 2 LOCATIONS
PERTH & BUNBURY
Author competing interests: no relevant disclosures. Questions?
Contact the author on 0403 786 878.

MEDICAL FORUM

For ALL appts/queries: T 9422 5400 F 9382 4576
E info@pivet.com.au W www.pivet.com.au

FEBRUARY 2016 | 45

