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MEDICINE TODAY

Low Back Pain
" Medicine Today " is the television series for doctors produced
by the B.B.C. Advice on the preparation of the programme is
given by the Association for the Study of Medical Education.

The programme on B.B.C.2 on 7 November was on the
subject of low back pain. Printed below is an article prepared
with the help of expert contributors to complement the television
programme, which will be repeated on B.B.C.1 on 15 November
at about 11 p.m.

In " Medicine Today " much of the programme was devoted to
the diagnosis and management of the acute lumbar disc lesion
causing pressure on the sciatic roots. Though these cases form
only a small proportion of patients presenting in general practice
with low back pain, the signs and symptoms of the acute disc
protrusion are so clear cut that the diagnosis is rarely if ever
in doubt.
The patient is usually a young or middle-aged adult male

who gives a clear history of acute disabling pain following an
episode of bending or lifting, usually in an "awkward "
position. The pain is confined to the lumbar region initially,
but within 24 to 48 hours it spreads to one or other buttock
and then down the back of the thigh to the outside of the leg
and as far as the outer border of the foot. There may be
associated numbness or paraesthesiae and the patient often has
difficulty in walking even a few steps. The pain is usually
relicved by lying down flat but made worse by sitting down.
Coughing and sneezing make the pain worse and it is often
impossible for the patient to bend his back.
On examination the patient is found to have a flat lumbar

spine with obliteration of the normal lordosis, and he usually
has a so-called " sciatic scoliosis " or a list to the side opposite
to the sciatica. Spinal movements other than forward flexion
are often surprisingly well preserved. The hip movements
are full, but when the leg is raised with the knee extended
pain is produced in the back of the thigh and the leg after
about 15-30° of hip flexion. If the hip is bent forward or the
knee is forced into dorsiflexion an increase in pain occurs
(Lasegue's sign). There is often numbness to light touch and
pinprick in the LS or S1 dermatome. The extensor hallucis
longus, the tibialis anterior, or the peronei are often weak
and may be wasted, and the ankle jerk is usually depressed. In
addition there may be gluteal flattening on the affected side.

Treatment of the Acute Disc Lesion

The essential feature of treatment is rest in a non-weight-
bearing position-in bed on a firm mattress. Some 90-95%
of patients with acute disc lesions will get better on this regimen,
which should be succeeded by a period of partial immobilization
in a plaster jacket or a well-fitting lumbar support. Instruction
should be given in spinal and abdominal exercises. It is
important at this stage that the exercises should be designed
and graded so as to reproduce the degree of activity to which
the patient will be exposed at work or home.

Patients who do not respond to this treatment may well
benefit from alternative but infrequently used conservative
measures such as rest in bed on continuous pelvic or skin
traction. Others may respond to extradural injections of a local
anaesthetic with or without a local corticosteroid. For the
remaining few laminectomy may be the treatment of choice, but
discussion of the criteria on which this decision depends is
outside the scope of this article.

Pain not Associated with Signs of Nerve Root Pressure
The nature of the pathological processes responsible for pain

in the back not due to disc lesions is the subject of considerable
debate and contention. Advice on management of patients can
be based on their classification into groups with common
symptomatology. The treatment that is given for these con-
ditions is essentially empirical.

"Acute Lumbago Syndrome"
Acute lumbago is characterized by a sudden onset of severe

pain in the back precipitated by minor trauma or unaccustomed
exercise. There is often radiation of the pain into both legs
as far as the mid-thigh. A striking feature is that with the best
will in the world the patient cannot get out of bed and indeed
can hardly move at all. Though spinal movements are grossly
reduced there are no abnormal neurological signs. The pain is
relieved if the patient lies on a hard flat surface, and analgesics
such as salicylates are very effective. No treatment other than
rest and analgesics is needed. It is important that the patient
rests completely for ten days and then mobilizes himself for
another four to seven days. Simple back exercises at home and
correct instruction in lifting technique are once again important
during the " healing stage," which is generally complete within
a few weeks from the onset. Further attacks are not uncommon
but they are usually infrequent-one or two attacks every year
or so.

The aetiology of "acute lumbago" is arguable, but if the
initial attack is treated inadequately, by allowing the patient up
too soon, then signs of root pressure may develop. This suggests
that possibly the syndrome is an acute disc lesion of some type.

Pseudo-sciatica

This term is used to describe those patients who experience
a sudden attack of pain-once again after minor trauma-but in
whom the pain originates in the region of one or other sacral
triangle and radiates down the back of the corresponding thigh,
often as far as the back of the knee. There is no limitation of
movement of the lumbar spine and straight leg raising is not
limited to more than 45-60'.
These patients respond very satisfactorily to a variety of

treatments, including manipulation; a gentle forced rotation of
the pelvis with the unaffected lower limb flexed and rotated
internally often produces dramatic relief. Relief may also be
given by an injection of a local corticosteroid into the tender
area that can almost always be found just medial to the sacro-
iliac joint. This syndrome seems to have a great deal in
common with the musculotendinous disorders, of which tennis
elbow is perhaps the best known.

Spondylolysis

Stress fracture of the pars interarticularis of one of the
lumbar vertebrae is becoming increasingly recognized as a cause
of pain in the back. It is a common finding in patients who
present with a history of acute pain, not disabling, associated
with a definite episode of feeling " something go " in the back.
The signs on examination are pain at the extremes of flexion
and extension and tenderness on deep palpation at the level of
the lesion. Treatment of this condition is simple. Analgesics
should be given as required and the patient should wear a simple
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lumbar spine support for two or three months and then discard
it. The fractures usually heal within two or three months, but
though a few do not unite symptoms disappear after the initial
period of pain.

I rumbar Spondylarthrosis

Degenerative changes in the spine are common findings in
middle-aged and elderly patients with acute or chronic pain
in the back. Spondylarthrosis is essentially an "x-ray
diagnosis," but the radiological changes often bear little relation-
ship to the degree of discomfort. In general, the grosser the
changes shown the less is the range of spinal movement found
on examination. Treatment of patients in this group depends
not on the radiological findings but on the presenting signs and
symptoms. Other relevant factors are the age, sex, and occupa-
tion of the patient, the length of the history, and such variables
as the treatment that has been given in the past and its effect.
The patient's personality, intelligence, and pain threshold are
also important.

Acute episodes of pain are best managed at first by immobili-
zation. After bed rest for a few days the patient should be
encouraged to get up and about. A simple type of lumbar
spine support, such as a canvas one, may be helpful at this
time. Less severe pain is often best treated with immediate
mobilization-exercises, physiotherapy, hydrotherapy, or even
gentle spinal mobilization by manipulation without anaesthetic
through the painfree range. Many patients with chronic pain
in the back benefit from simple non-addictive analgesics, and
these are best given in intermittent courses. The more powerful
analgesics, such as phenylbutazone and indomethacin, can also
be of great benefit at times, but they too should be given for
short periods only.

Supportive Treatment

Many patients with lumbar spondylarthrosis are overweight.
It may be difficult for the doctor to persuade the patient to
slim, but this is important. Poor posture is usually attributable
to environmental factors such as unsuitable seating arrange-
ments at work, at home, or in the motor car. Considerable
relief of symptoms can result from changes in the patient's
environment with co-operation from the employer when this
is relevant.

Understandably, some patients with backache of organic
cause develop a degree of reactive depression or anxiety. This
may be helped by simple psychotherapeutic measures, or treat-
ment with tranquillizers or antidepressives may be necessary.

Non-organic Low Back Pain

When all else has been excluded there remain the patients
with backache for which the most extensive investigation reveals
no organic cause. Many of these patients are suffering from
a depressive illness with somatic conversion symptoms, for
which other evidence may be sought. They respond totally
and dramatically to a therapeutic trial of anti-depressive drugs,
such as amitryptiline 50 mg. t.d.s. or irnipramine 25-75 mg.
t.d.s. These drugs produce their effect within two to four
weeks, and the response in some patients with low back pain
which may have persisted for years can be astonishing.

Finally, it must not be forgotten that a number of serious
life-threatening conditions may present as acute back pain.
These include spinal and extraspinal tumours either primary
or secondary, tuberculosis, and other infections. Occasionally
intra-abdominal conditions such as peptic ulceration or even
acute pancreatitis may present as an " acute back." A careful
history and a full clinical examination should never be omitted.

ANY QUESTIONS ?
We publish below a selection of questions and answers of general interest.

Habituation to Methaqualone

Q.-What can be done to cure a patient
of the habit of taking methaqualone tablets
150 mg. in quantities of up to 100 tablets
a week? The drug was originally given for
alcoholism.

A.-Methaqualone hydrochloride, or 3,4-
dihydro-2-methyl - 4-oxo-3-o-tolylquinazoline
hydrochloride, is a sedative-hypnotic' avail-
able in Britain as Melsedin (Boots) 150 mg.,
and Mandrax (Roussel) 250 mg. with 25 mg.
of diphenhydramine. Addiction to this drug
has been reported previously,2 3and the with-
drawal syndrome includes delirium tremens
and abnormal states of muscular tone, though
this is not inevitable.'
The patient referred to provides evidence

of drug dependence of the methaqualone type,
and, despite our lack of experience with it,
it would be wise to view the condition with the
same seriousness as one would a case of severe
dependence on barbiturate, alcohol, or other
sedative-hypnotic. The patient should be
warned that this drug is equally likely to
prove destructively addictive as more familiar
hypnotics, and every effort be made to have
him admitted as a voluntary patient to a
psychiatric unit which specializes in drug
dependence. Withdrawal can be undertaken

while a careful watch is kept for the first
signs of convulsions, delirium, and appro-
priate drug therapy may be instituted at once
in order to minimize harm. A prolonged
period of physical and psychological support
and rehabilitation may well be needed before
the patient returns to normal living.

It is to be wondered whether the alleged
value of methaqualone outweighs its addic-
tive potential.
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Rendu-Osler-Weber Syndrome

Q.-Oestrogen treatment of haemorrhagic
telanciectasia has been suggested for a young
woman who gets two or three nose bleeds a
daV fram this. However, she is taking an
oral contraceptive and refuses to discontinue
it. Is there any way round this problem ?

A.-The use of oestrogens in Rendu-
Osler-Weber syndrome, as advocated by

Harrison,' has enjoyed a modest success in
this country. The elastic and muscular coats
of the vascular sinuses are absent, and for
that reason it is unlikely that the effect of
the oestrogen is directly upon the blood
vessel. Its haemostatic effect must therefore
be due to the general thickening of the mucus
membrane induced by the oestrogens.

All the oral contraceptives sold in this
country contain either a potent oestrogen
(mestranol) or else break down metabolically
to yield oestrogens themselves. The dosage
of oestrogen, generally about mestranol 0.1
mg. per day, is enough to exert a maximum
oestrogen effect on the mucus membranes. It
is unlikely, therefore, that any further benefit
would be derived from additional or alterna-
tive oestrogens. The patient could perhaps
be persuaded to switch to the sequential type
of oral contraceptive, which would have the
advantage of avoiding any progestational
effect at least during the first fortnight of
her cycle.
A number of alternatives to oestrogen

therapy are available. Saunders' has
described an ingenious form of septal
dermoplasty. Stewart3 has advocated the
use of deep x-ray radiation ; while Golding-
Wood4 found transantral internal maxillary
ligation to be of benefit, particularly when
combined with zinc ionization.
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