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Learning Objectives

At the end of this session participants will be able to:

« utilize a Clinically Organized Relevant Exam to effectively assess
patients with low back pain

« perform a focused pain exam to detect myofascial, neuropathic, and
central sensitization pain

« formulate a specific pain diagnosis (beyond "low back pain")

« explain the importance of a biospychosocial approach to chronic pain
management to patients
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Ralph:

37 y.0 construction worker

* your patient since his early 20’s

« several work-related back injuries, with
flare ups previously managed by NSAIDs
and a few days off work.

« four months ago - fall at work
* X-rays: minor Degenerative Disc Disease

* After WSIB rehab, still unable to return
to work.

* employer has no modified duties for him

* WSIB is telling him that he must return
to work or lose his benefits.

]

Ralph: Back in your office ! /

* severe low back pain that radiates up his back as well as part way
down his right leg — seems to have spread to his neck

* his wife is getting on his case - unable to do his household chores
* trouble meeting their monthly expenses (stress!)
 complaining of insomnia / depressed mood

* requesting something stronger for the pain and an MRI of his
back

* a buddy had surgery for a “slipped disc” and is better
* he also wants a referral to his buddy’s surgeon




What’s the best thing to do next?

* A) he is not getting better so do the MRI

* B) prescribe some Percocet and R/C in 1 month
* C) refer to the surgeon — (wait list 12 months)

* D) spend some time reassessing his pain
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BPI — Pain Scores

Ralph’s pain

Please rate your pain by circling the one number that best describes your pain at its WORST in the past 24 hours.
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http://www.ihe.ca/research-programs/hta/aagap/lbp

3-Minute Primary Care Low Back Exam (Part I)

Institute of Health Economics

“ 46,194

C. PHYSICAL EXAMINATION

NORMAL
ABNORVAL

COMMENTS

Heel walking (L4-5)
Toe walking (51)

Movement testing In flexion X

Movement testing in extension
Trendelenburg test (L5)
Repeated toe raises (51)

<

v refiex

XXX X

Kneeling| Siting | Sanding]Gait

Ankie reflex (51)

Lying

Supine

Passive
Passive hip range of motion

e straight leg raise X back and buttock pain

rone
Femoral nerve stretch (L3-4)

Gluteus maximus power (S1)

Saddle sensation testing (2-34)  [X
Passive back extension

(patient uses arms to elevate upper body) 18

More Detailed Physical Exam

* Observation * Core Strength testing

* Gait, movement,
* BMI, abdominal
circumference

* Flexibility testing
* Palpation: bone, ligaments,
myofascial trigger points,

* Neurological: sensory, fibromyalgia.

* Special tests
* Pyriformis
* Sl Joint Dysfunction

* Leg Length Discrepancy

Neurosensory exam

|

Cotton balls | ;
Safety pin @2
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Tuning fork %}

Paper clip @
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The pain sensory exam by Dr. Pam Squire

http://www.youtube.com/watch?v=DRg_zgYnnL8&feature=youtu.be

Myofascial Trigger Points

the fascia surrounding
skeletal muscle. They are
associated with palpable
nodules in taut bands of
muscle fibers.

Middle
TrPg

Travell & Simons. Myofascial Pain. The Trigger Point Manual, 1998
Copeland. Fibromyalgia and Chronic Myofascial Pain. 2001

...are hyperirritable spots in
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Ralph also has active trigger points in his gluteus
minimus muscle that reproduce his symptoms

Myofascial pain is not typically opioid responsive
and can cause central sensitization if untreated

* spray and stretch

* trigger point injections
* dry needling

* Acupuncture

* Gunn technique

* exercise
* Yoga
* postural corrections
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generalized
chronic pain - . . -
due to central 0 ° ° -
sensitization

* Regional pain . s . .

syndromes can
become

> Time

Figure3 1t initial years and if

o i pai
illustrated on this sketch and the spread can often not be explained by e.g. disease progression.

generalized

t resolved
spread as

Understanding Central Sensitization
The Journal of Pain, Vol 10, No 9 (September), 2009: pp 895-926

* When neurons in the dorsal horn of the spinal cord
develop central sensitization, they exhibit some or all
the following:

» development of or increases in spontaneous activity,

* areduction in the threshold for activation by peripheral
stimuli,

« increased responses to suprathreshold stimulation,

* and an enlargement of their receptive fields
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Central Sensitivity Syndromes

Chronic Fatigue Syndrome (CFS)
1% of population

Fibromyalgia Fatigue and 4 of 8 "minor criteria”

2%-4% of population

Defined by widespread

pain and tenderness Psychiatric Disorders

Major depression
Pain and/or oco

sensory | Bipolar
amplification | PTSD

¢ GAD
Panic attack

Regional Pain Syndromes
Irritable bowel [IBS]

Interstitial cystitis/ Painful
ladder syndrome

T™MD
|:> Idiopathic low back pain

Somatoform Disorders

Tension HA 4% of population
Vulvodynia Multiple unexplained
symptoms — no “organic”
TMD = temporomandibular disorders. findings

Clauw and Chrousos. Neuroimmunomodufation. 1997:4:134-53.

Snith H et al. Pain Phys 2011; 14: E217-E245

Recognizing Central Sensitization

Description

Patient history Reports of pain that spread beyond the initial area of injury

Primary/secondary brush Painful response to lightly brushing the skin inside the initial area of
allodynia injury (primary) or outside of the area of injury (secondary)

Temporal summation with Repeated painful stimuli, like a pinprick (usually tested as 1 per second

wind up for 10 seconds) results in an augmented pain response so that following
repetitive pinpricks the intensity of the pain rating at the end is graded
much higher than a single stimulus




Ralph - Physical exam

* reduced anterior flexion with pain
* can tiptoe, stand on his heels and squat
* reflexes normal

* no vertebral tenderness, but when you press on his lumbar
paraspinal and right gluteal muscles he winces

* He is also tender over his posterior neck and shoulder girdle

* sensation grossly normal but seems to be generally more pain
sensitive all over his back and neck and shoulder girdles

* he looks tired and discouraged

Screening “Yellow Flags” on Hx

Barriers /Yellow Flags (checkiif positive) (] No Barriers
For those with low back pain > 6 weeks or non-responsive to treatment:
[ Belief that pain and activity will cause physical harm
0 Excessive reliance on rest, time off work or dependency on others
O Persistent low or negative moods, social withdrawal
O Belief that passive treatment (i.e. modalities) is key to recovery
O Problems at work, poor job satisfaction
0 Unsupportive / dysfunctional or dependent family relationships
{2 Over exaggeration / catastrophyzing of pain symptoms

So, does he need an MRI? Referral to the surgeon?

* physical exam = no red flags

* no evidence of neurological deficits

* seems to have myofascial pain and central sensitization

* main issues are pain, sleep, mood and worry about finances

Your specific diagnoses:

* Mechanical low back pain
* back dominant

* Myofascial gluteal trigger points
¢ Indicators of central sensitization
* Pain-related mood disorder / insomnia
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Ideal treatment of chronic pain

Sleep Matters!

1

MIND
Psychological

MEDICINE
Medications &
Interventions

Questions?

Pain Resources for Primary Care Practitioners

« http://www.painbc.ca/
« www.backcarecanada.ca

« www.health.gov.sk.ca/back-pain

« www.topalbertadocs.org

« www.effectivepractice.org/lowbackpain

« hitp://www.aafp.org/afp/2002/0215/p653.html
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