
CHAPTER 30 

THE' ACUTE BACK' 

What is it? 

Frequency 

The 'acute back' is a familiar condition. It is benign in 
terms of risks to life, yet disabling and incapacitating, 
leading to much loss of time from work. 

The syndrome can be defined clinically but its nature and 
pathology are uncertain. 

Every structure in, and component of, the lower back has 
been blamed and held responsible for the syndrome at some 
time or other. 

Subcutaneous nodules, fibrositis, muscle tears, damage 
to ligaments, injury or prolapse of the intervertebral discs 
and arthritis and abnormalities of the spinal joints have all 
been blamed. 

It seems that there are cycles and fashions of prevailing 
theories which colour and affect management, but which 
scarcely alter the eventual outcome. 

At present, as in the past, it is reasonable to assume that 
the 'acute back' may be the result of a number of possible 
lesions - it may well result from an acute muscle strain, it 
may result from damage to ligaments or intervertebral 
pelvic joints. 

Clinically, it is beyond the abilities of the ordinary 
normal clinician to be able to differentiate between these 
possible lesions and management has to be rather empirical 
and pragmatic. Yet, the outcome, fortunately, is satisfac
tory. 

Associated with the acute backache there may be referred 
pain along the sciatic nerve (sciatica) and in more severe 
cases there will be signs of sensory and/or motor nerve 
damage. 

The annual prevalence of acute back syndrome in my 
practice has been 25 per 1000. 

This means that in a practice population of 2500 persons 
there may be 60-100 episodes each year. 
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Course 

Clinical 
features 

COMMON DISEASES 

The age prevalence (Figure 30.1) is similar in the two 
sexes. Acute back is a condition of active adult life with 
peak prevalence in later middle-age and occurs equally in 
males and females. 
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Figure 30.1 The acute back -- annual consulting rate 

The condition becomes less frequent after the age of 60, 
and is as uncommon in the elderly as it is in the young. 

In most attacks of acute backache the condition is of short 
duration. Three out of four attacks clear up spontaneously, 
with analgesics within 4 weeks. 

In the majority (80%), the symptoms were confined to 
the back, sciatica occurred in 15070 and signs of nerve 
damage were noted in 5% (Figure 30.2). 

The onset usually is sudden. It may be associated with some 
minor movement involving bending or stretching down or 
the patient may wake up with the backache. Rarely is the 
backache associated with a more severe strain or injury. 
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Assessment 

Acute Backache 0% 
*% resolve within 4 week 

Figure 30.2 The acute back - clinical components 

The pain is sited in the lower lumbar region centrally or it 
may be referred to one of the sacro-ilial joints. 

The backache is disabling. All movements increase the 
pain but spinal flexion is most painful. 

The spinal muscles are tense and in spasm and there is 
limitation of movements because of pain . Pain may be 
aggravated by extension of the sacro-ilial joints or on 
stretching the sciatic nerve by straight leg raising. 

With sciatica there is radiation of dull aching pain down 
the back of the leg from the buttock to the heel. There may 
well be 'skip areas' of non-pain. The pain is described as 
gnawing and as toothache. It tends to be persistent and 
present day and night. Straight leg raising is limited usually 
in cases of sciatica and may be reduced to 20-40 degrees. 

Damage to the sciatic nerve will be evident by absence of 
the ankle reflex, weakness of plantar flexion and areas of 
hypoasthesia. 

Recurrences are frequent and occur in more than one
half of cases. 

In the assessment of the acute back the family physician has 
to endeavour to make a sound and safe diagnosis. He has to 
assess the disabilities produced over time, he has to make a 
reasonable guess at the likely course and outcome, he has to 
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examine the nature and type of the occupation, hobbies and 
life habits of the patient and he has to assess the possible 
benefits and risks of the available therapies. 

1. Diagnosis 
The chief question that has to be answered is whether 
there may be some major underlying pathology causing 
the acute backache. There are some conditions such as 
spinal neoplastic deposits, primary, such as myelo
matosis, and secondary deposits from bronchial, breast, 
prostate, thyroid and renal primary sites; collapse of 
vertebrae from osteoporosis of various types; missed 
trauma with fractures; infections such as osteomyelitis 
caused by pyogenic organisms and tubercle bacilli; and 
rheumatic conditions such as ankylosing spondylitis 
and polymyalgia rheumatica. To exclude these major 
diseases it may be necessary, in patients who are not 
following the normal expected clinical course, to investi
gate further. 

The two basic investigations are radiography of the 
affected level of the spine and the ESR test. Bony lesions 
will be shown on radiography and a high ESR (over 
50 mm per hour) should lead to considering conditions 
such as myelomatosis, ankylosing spondylitis and poly
myalgia. 

2. Disability 
Assessment of the degree of discomfort and suffering 
will help in deciding on management. The amount of 
time lost from work, interference with hobbies and 
normal life and clinical evidence of painful limitation of 
spinal movement will help in organizing appropriate 
treatment. 

3. Course and outcome 
Although the great majority of acute backs improve 
quickly and completely within four weeks there is a 
small but significant proportion who continue to suffer 
prolonged bouts of backache or sciatica and who suffer 
frequent recurrent attacks. It is this group that will 
require special care and management. 
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4. Work, hobbies and life style 
Whilst it is best to interfere as little as possible with a 
patient's normal life habits, providing they are not 
detrimental to health, in the case of persons with 
recurrent backaches an assessment of the nature of the 
occupation and the habits is important. 

5. A vailable facilities 
The application of some therapies must depend on the 
quality of local facilities. Treatment involving manipu
lations, injections of epidural space, surgery and other 
techniques cannot be recommended unless the family 
physician is satisfied with the qualities and expertise of 
those who will be undertaking the treatment. 

Management Underlying sound management is the realization that most 
(75070) cases of acute backache will settle quickly within a 
month whatever treatment is given. Therefore it should be 
mandatory on the physician to advise the simplest, easiest, 
cheapest and least uncomfortable forms of therapy. 

In my experience less than 10070 of acute backaches 
require referral to a specialist orthopaedic surgeon, physio
therapist or osteopath, and only about 1 per 1000 of acute 
backs require surgery. 

In a condition whose causation is uncertain and whose 
course is one of likely spontaneous resolution over a few 
weeks it is scarcely surprising that there are many choices of 
recommended treatment. 

1. Rest in bed, and on a hard board under the mattress, is 
recommended to allow the damaged tissues optimal 
opportunities for healing. The idea of the hard board is 
to counteract the effects of the modern mattress that 
allows too much spinal movement. 

2. Analgesics are prescribed to relieve pain but other drugs 
such as non-steroid anti-inflammatory drugs and tran
quillizers are given for their anti-inflammatory and 
muscle relaxing actions. 

The reasons for prescribing analgesics may be sound, 
but there is no good evidence that anti-inflammatory 
drugs or tranquillizers affect the course. 
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3. Injections of local anaesthetics have been given into 
'fibrous nodules', into spinal ligaments and joint and 
more recently into the epidural space. 

The reasons are said to be to relieve pain from spasm 
and inflammation. Local corticosteroids have been 
recommended also for injection into spinal tissues 
considered to be responsible for symptoms. 

Whilst it must be admitted that some dramatically 
successful results have been achieved from these 
measures, on the whole their proper place and 
indications are not clear and the results uncertain. 

4. Manipulations of the affected spine have their 
enthusiasts and are the main form of treatment of 
osteopaths. 

They are recommended in the belief that there are 
subluxations of joints or that parts of intervertebral 
discs are displaced. 

Whilst it is true that in a few cases of severe and 
persistent sciatica with evidence of nerve pressure, this 
pressure has been found to be due to a displaced nucleus 
pulposus of a disc, such cases are a very small group of 
all acute backaches. The result of some manipulations 
are truly dramatically successful but on the whole most 
manipulated cases will take as long to recover as non
manipulated cases. 

5. Physiotherapy involving heat, massage, exercises, 
stretching, diathermy and other procedures is often 
employed in acute backs that do not recover within a few 
days or weeks. The philosophy is to relieve inflam
mation and spasm and to aid healing of damaged tis
sues. Physiotherapy certainly achieves some relief in 
most cases treated, but whether it ever cures is not clear. 

6. Spinal supports are prescribed in recurrent cases. Their 
purpose is to prevent the victim from too much bending. 

They are useful providing that they are comfortable 
and tolerable to the patient. 

7. Surgery is undertaken to remove 'slipped discs' or to fix 
arthritic spines. 

If undertaken for proper reasons and indications it is 
excellent treatment, but its indications must be few (1 
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A plan 

Practical 
Points 

per 1000 attacks in my experience) and the results in 
some are far from good. 

8. General advice about occupation, hobbies and diet, 
weight and exercise is often most categorical. 

If attacks are related to occupation and hobbies, then 
suitable advice should be given to avoid certain acts and 
follies, but it should be understood that the natural 
history of the acute back is eventually to recovery and 
remission from symptoms. 

What then is to be done for these patients? My own regime 
is to relate treatment to the severity of symptoms. 

• A mild attack may be treated by some rest, avoiding 
painful acts and movements, and analgesics. 

• A more disabling attack may be treated by bed or chair 
rest until improvement occurs with stronger analgesics 
to control pain. 

• In severe attacks the victim is usually bed-bound and 
should stay there, relieved by powerful analgesics for a 
short period. 

• If no improvement is apparent within 2-3 weeks, the 
patient will become despondent and impatient and some 
more active therapy may have to be considered. 

• Physiotherapy is the safest and least disturbing and 
arrangements should be made for such treatment. 

• My experience with injections and manipulations has 
not been all that impressive and they are arranged only 
if the patient demands them. 

• Prolonged sciatica, or whenever evidence of nerve 
damage is present, require consideration for surgery 
and consultation with a neurosurgeon. 

• The acute back syndrome is a frequent condition in 
primary care. The annual prevalence is 25 per 1000, 
which means that the family physician with an average 
sized practice of 2500 will have 60-100 attacks per year. 

• The true causation and pathology of the syndrome are 
uncertain, exact diagnosis is imprecise, the natural 
history is neglected and therefore treatment is confused. 

• Acute back attacks affect men and women equally 
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during active adult life (20-60) and attacks become 
increasingly less frequent after the age of 60. 

• Most attacks (80070) are confined to backache, a few 
(15%) are associated with sciatica and in very few (5OJo) 
there is clinical evidence of nerve damage. 

• Most attacks (75%) will settle within 4 weeks, whatever 
the treatment, but recurrences are frequent and will 
occur in more than one-half of persons. 

• Although the great majority are benign, without any 
apparent underlying disease, the possibility of organic 
causes such as neoplasms, fractures, spondylitis and 
infections must be considered and assessed if the presen
tation and progress are unusual. 

• With such a self-limiting condition the management 
should be simple, safe, cheap and comfortable. 


