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ack probl ems are among the
most com m on causes of geri-

a tric pain.1 An nual physician of f i ce vi s-
its for low back pain per 1,000 popu-

lation are highest among patients age
45 to 65 and second highest for those
over age 65.2 In of f i ce - b a s ed pri m a ry
c a re , l ow back pain is the third most
com m on sym ptom reported by pa-
tients over age 75.3

In a su rvey of 3,000 Am ericans over
a ge 65, one-fifth reported ex peri en c-
ing low back pain. In those who re-
ported such pain, its intensity:

● i n terfered with daily activi ty in
40% and with sleep in 20%

● c a u s ed approx i m a tely 75% to see k
medical attention

● re su l ted in hospital ad m i s s i on for
approximately 25%.4

This two - p a rt arti cle wi ll de s c ri be
the primary care diagnosis and man-
a gem ent of the most com m on pre-
s en t a ti ons of l ow back pain in midl i fe
and older pati en t s . In part 1, we high-
l i ght the practical com pon ents of a fo-
c u s ed history and physical exam and

discuss the role of i m a ging tech n i qu e s
in making a diagn o s i s . In part 2 (page
3 8 ) , we revi ew con s erva tive , m ed i c a l ,
and procedu ral approaches to the
m a n a gem ent of ac ute and ch ronic low
back pain.

Presentation
Low back pain, def i n ed as pain in the
spine or mu s cles of the lower back ,m ay
pre s ent as ac ute pain or as an ac ute ex-
acerb a ti on of a ch ronic pain probl em .
Ac ute low back pain is sel f - l i m i ted , wi t h
90% of a f fected indivi duals recoveri n g
in 3 weeks to 3 mon t h s .5 , 6 As with other
s tre s s - rel a ted con d i ti ons (eg, m i gra i n e ) ,
l ow back pain can become a ch ron i c
i llness with frequ ent rec u rren ce s .

Low back pain can also be a man-
i fe s t a ti on of s ys temic disease. Ma l i g-
nancy—primarily from multiple my-
el oma and metastases of tu m ors of t h e
bre a s t , pro s t a te , and lung—is the cause
of l ow back pain in up to 7% of p a-
ti ents over age 50.7 These pati ents may
report pain at night or at rest that had
an insidious onset.A work-up to rule
o ut malignancy is indicated for pa-
ti ents with previous history of c a n cer,
wei ght loss, or pain pers i s ting more
than 1 month (with failu re to improve
with con s erva tive thera py ) . This work -
up inclu des com p l ete bl ood co u n t ,
eryt h roc yte sed i m en t a ti on ra te , and a
bone scan with or without MRI.

Characterizing pain
The differen tial diagnosis of l ow back
pain is broad and inclu des mech a n i-
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Low back pain may present as acute pain or as an acute exacerbation
of a chronic pain problem. Acute low back pain is self-limited, w i t h
90% of affected individuals recovering within 3 weeks to 3 months.
Pain duration of more than 4 weeks wa rrants a more complete work -
u p , including ruling out malignancy. Pain duration of more than 6
months defines chronic pain, which is frequently associated with
a f fective and behavioral components. When taking the history,
d e t e rmine pain intensity, l o c a t i o n , p a t t e rn of radiation, o n s e t , a n d
duration. A gentle physical exam may help locate the source of pain
through palpation and maneuvers , such as the straight leg raise test.
Imaging is recommended for patients with a clinical finding that raises
suspicion of spinal malignancy.
Cohen RI, Chopra P, Upshur C. Low back pain, p a rt 1: Primary care work-up of acute and
chronic symptoms. Geriatrics 2001; 56(Nov ) : 2 6 - 3 7 .
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cal and non m echanical spinal con d i-
ti ons as well as vi s ceral disease (tabl e ) .8

For the pati ent with complaints of l ow
b ack pain, t a ke time to perform a care-
ful history.

I n t e n s i t y. Ask pati ents to ra te thei r
pain on a scale of 0 to 10, with 0 bei n g
no pain and 10 the worst pain they
could imagi n e . Using su ch a scale at
e ach visit may be very hel pful in mon-
i toring pain progre s s i on , rem i s s i on ,
and re s ponse to thera py. If p a ti ents de-
s c ri be different pain loc a ti on s ,n o te the
i n ten s i ty of e ach . Ask them to ra te thei r
pain that day and to de s c ri be how that
com p a res with their usual pain ra n ge .
Ask when they experience their worst
and least pain.

E n co u ra ge pati ents who are unabl e
to ra te pain on a scale to de s c ri be how
pain interferes with activities of daily
l ivi n g. De s c ri pti ons su ch as, “I can’t
stand at the sink to wash the dishes,”
“I can’t walk wi t h o ut limping,”or,“Th e
pain keeps me aw a ke at nigh t ,” m ay
provi de important clues for how to ap-
proach medical managem ent and to
assess effectiveness of therapy.

Timing (onset, d u ra t i o n , p a t t e rn ) . De-
termine wh en the pain started and ac-
tivi ties or inju ries that could be rel a ted
to the eti o l ogy. A pati ent who devel op s
b ack pain short ly after moving furn i-
tu re may pre s ent with radicular sym p-
toms re su l ting from ex acerb a ti on or
progre s s i on of previ o u s ly su bcl i n i c a l
s pon dylolisthesis or degen era tive disk
disease with spinal sten o s i s . Su d den
on s et of pain assoc i a ted with forw a rd
f l ex i on of the trunk su ggests inju ry
with mass ef fect , su ch as a hern i a ted
d i s k .

Cl a rify wh et h er on s et was insidious.
Ask the pati ent to de s c ri be how the
pain has ch a n ged with time (eg, pro-
gre s s i on versus improvem en t , ex acer-
b a ti on s , and rem i s s i on s ) . Because most
cases of ac ute low back pain re s o lve
qu i ck ly with con s erva tive tre a tm en t ,
du ra ti on of m ore than 4 weeks war-
rants a more com p l ete work - u p, i n-
cluding ruling out of m a l i gn a n c y. Du-
ra ti on of m ore than 6 months def i n e s
ch ronic pain, wh i ch is frequ en t ly as-

s oc i a ted with affective and beh avi ora l
components.

Di s tinguish constant from inter-
mittent pain,particularly for patients
who have bo t h . For ex a m p l e , a pati en t
with a vertebral body fractu re may
h ave a constant du ll aching pain and

su d den sharp incident pain (ie, p a i n
of relatively short duration and asso-
c i a ted with movem ent or ch a n ge of
po s i ti on ) . Tre a tm ent stra tegies for the
constant and incident pain pattern s
m ay differ. Time of d ay can also su g-
gest eti o l ogy, with night pain impli-
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L ow back pain may present as acute pain or as an acute exacerbation of a chronic pain
p r o bl e m . The differential diagnosis is broad and includes mechanical and
nonmechanical spinal conditions as well as visceral disease.Acute low back pain is
self-limited, with 90% of affected individuals recove ring within 3 weeks to 3 months.
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c a ting more ominous po s s i bi l i ties of
tu m or or infecti on . Timing can also
su ggest an eti o l ogy of overuse or poor
body mech a n i c s , making preven ti on
of rec u rren ces po s s i ble with edu c a ti on
and retraining.

Location and pattern of ra d i a t i o n . Th e
l oc a ti on and pattern of pain rad i a ti on
m ay reveal the source . For ex a m p l e ,
ri ght lower- lumbar back pain that ra-
d i a tes to the ri ght lower ex trem i ty into
the po s teri or leg and lateral foot into
the lesser toe is con s i s tent with a mass
effect on the S1 root.

Associated factors. Ask the pati en t
a bo ut factors that aggrava te or rel i eve
p a i n . A pati ent with facet syndrom e
( i n f l a m m a ti on of lumbar facets or
t h eir assoc i a ted nerves) may report
pain that is worse with back ex ten s i on
or wh en stepping down of f a curb,
whereas a patient with spinal stenosis

m ay report improvem ent with back
f l ex i on and may say, “ It’s easier to walk
wh en I lean on a shopping cart ,” or,“ It
hu rts less wh en I sit.” The pati ent wi t h
disk hern i a ti on may report worse pain
when bending forward.

Back pain that is assoc i a ted wi t h
fever, wei ght loss, i n con ti n en ce , or loss
of b a l a n ce or strength could be om i-
nous and calls for furt h er work - u p. In-
qu i re wh et h er the pati ent ex peri en ce s
a s s oc i a ted abn ormal sen s a ti ons su ch
as all odynia (nonpainful to u ching that
initiates pain).

Clues from patient history
Low back pain in the pre s en ce of c a r-
d i ac , cerebrova s c u l a r, or peri ph eral va s-
cular diseases su ggests the po s s i bi l i ty of
cl a u d i c a ti on (neu rogenic versus va s c u-
l a r ) , a po s t s tro ke cen tral pain syndrom e ,
or expanding abdominal aortic an-

eu ri s m . The pati ent with neu rogen i c
cl a u d i c a ti on (as with cl a u d i c a ti on from
peri ph eral vascular disease) com p l a i n s
of l eg pain du ring walking. Leg pain
c a u s ed by spinal stenosis may be less
i n tense while walking uph i ll (bec a u s e
the spine is flexed) than wh en walking
down h i ll (wh ere spine ex ten s i on may
s tretch nerves within the spinal canal).
The pati ent with neu rogenic cl a u d i c a-
ti on may also have strong peri ph era l
pulses on ex a m .

Di a betes may cause pain direct ly (ie,
peri ph eral neu rop a t hy) or indirect ly
( ch a n ges in po s tu re and gait rel a ted to
alteration of proprioception and bal-
ance can lead to mechanical low back
p a i n ) . Pers i s ting en dom etriosis in a pa-
ti ent receiving estrogen rep l acem en t
t h era py (ERT) or osteoporosis in a pa-
ti ent who has not received ERT and
h ad early on s et of m en a rche should
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Table Differential diagnosis of low back pain in primary care
Mechanical low back Nonmechanical spinal
or leg pain (97%)* conditions (about 1%) Visceral disease (2%)
Idiopathic low back pain† (70%) Neoplasia (0.7%) Disease of pelvic organs

Includes myofascial pain syndrome Multiple myeloma Prostatitis
(MFPS) and fibromyalgia (FM) Metastatic carcinoma Endometriosis

Degenerative processes of disks Lymphoma and leukemia Chronic PID
and facets, usually age-related (10%) Spinal cord tumors Renal disease

Herniated disk (4%) Retroperitoneal tumors Nephrolithiasis
Spinal stenosis* (3%) Primary vertebral tumors Pyelonephritis
Osteoporotic compression fracture* (4%) Infection (0.01%) Perinephric abscess
Spondylolisthesis (2%) Osteomyelitis Aortic aneurysm
Traumatic fracture (<1%) Septic diskitis Gastrointestinal disease
Congenital disease (<1%) Paraspinous abscess Pancreatitis

Severe kyphosis Epidural abscess Cholecystitis
Severe scoliosis Shingles Penetrating ulcer
Transitional vertebrae Inflammatory arthritis (0.3%)

Spondylolysis Ankylosing spondylitis
Internal disk disruption or diskogenic pain Psoriatic spondylitis
Presumed instability (angulation Reiter’s syndrome

>10 degrees or vertebral Inflammatory bowel disease
displacement >4 mm on lateral Scheuermann’s disease
flexion and extension radiograms) (osteochondrosis)

Paget’s disease of bone

* F i g u res in parentheses indicate estimated percentages of patients with these conditions among all adults with low back pain in primary 
c a re. Age-related conditions such as spinal stenosis and osteoporotic fractures will be more common among geriatric patients.

† Includes lumbar “strain” and “sprain,” which are nonspecific terms with no pathoanatomic confirmation.

PID: Pelvic inflammatory disease

Source: Adapted with permission from Deyo RA, Weinstein JN. Primary care: Low back pain. N Engl J Med 2001; 344(5):363-70.
Copyright © 2001, Massachusetts Medical Society. All rights reserved.



also be con s i dered po s s i ble causes of
low back pain.

Pain behav i o r s . Severe or pro l on ged
pain may be assoc i a ted with depre s-
sive symptoms such as:

● loss of i n terest in social activi ti e s ,
● excessive or insufficient sleep
● loss of i n terest or functi on in sex-

ual activity
● weight gain or loss.
No te altered patterns of d a i ly livi n g,

especially failure to maintain exercise
ro utines or rel a ti on s h i p s . The pati en t’s
beh avi or may exhaust family mem bers
and friends, and appropriate psycho-
logical referral may be helpful.

Medication history. Doc u m ent anal-
gesic successes and failures,including
wh i ch med i c a ti ons have been tri ed ,
do s e s , ef fects ach i eved , and side ef fect s .
S pec i f i c a lly inclu de dru gs from the dif-
ferent steps of the World Health Or-
ga n i z a ti on analgesic lad der as well as
ad juvant med i c a ti on s , wh i ch are dis-
cussed in part 2 of this review.

A l t e rnative interv e n t i o n s . Doc u m en t
the su ccess or failu re of a l tern a tive and
com p l em en t a ry tre a tm ents su ch as
ac u p u n ctu re , ch i ropracti c , m a s s a ge ,
physical therapy, aquatic or other ex-
ercise thera py, hypn o s i s , ort h o ti c s , su p-
portive brace s , and the use of com-
pounded or herbal remedies.

Physical examination
Perform a thoro u gh yet gentle ex a m i-
n a ti on . Ob s erve the pati ent standing
and sitting in a ch a i r. The shoulders
and the pelvis should be align ed , a n d
the soft ti s sue stru ctu res on ei t h er side
of the spine should be sym m etri c a l . Pa-
ti ents with hern i a ted disks tend to list.
A gentle lumbar lordosis is normal but
m ay be lost in a case of p a ravertebra l
mu s cle spasm. An ex a ggera ted lu m b a r
l ordosis may be due to we a ken ed an-
teri or abdominal wall mu s cl e s . Pa ra-
spinous mu s cle hypertrophy and spasm
is com m on in ch ronic pain syndrom e s
and prom i n ent in myofascial pain syn-
d rome (MFPS), wh i ch is ch a racteri zed
by hyperi rri t a ble tri gger points in af-
fected mu s cl e s .

Observe whether the patient walks

with a stride that is shortened, asym-
m etrical (limp), or antalgic (accom-
p a n i ed by wincing or other assoc i a ted
pain beh avi or ) . Weakness and loss of
propri ocepti on and balance may be as-
sociated with a wide-based gait.

Pa l p a t i o n . The exam may reveal ten-
derness at discrete loc a ti ons in cases
i nvo lving infecti on , f ractu re , M F P S ,
and fibromya l gia (FM). The inciden ce
of MFPS in older pati ents is unknown ,
a l t h o u gh it is thought to be sign i f i c a n t .
The inciden ce of FM is 2% in the gen-
eral pop u l a ti on , 3.4% in wom en of a ll
ages,and 7% in women age 60 to 79.9

Pa ti ents with MFPS of ten have pain in
mu l tiple loc a ti on s , report that any
m ovem ent of t h eir back can ex acer-
b a te pain, a n d — key to the diagn o s i s —
ex h i bit ten der loc a ti on s ,c a ll ed tri gger
poi n t s . Di rect palpati on of a tri gger
point initi a tes pain that rad i a tes alon g
“n on a n a tom i c ,” s om etimes pseu do-
radicular patterns.10

Pa l p a te the spinous processes and the
p a raspinous mu s cles on ei t h er side ,
l ooking for ten derness and tri gger
points (see “ Pa l p a ti on : Ten derness ver-
sus tri gger poi n t s” ) .1 1 Back pain that is

referred into the legs and can be repro-
du ced du ring palpati on is con s i s ten t
with MFPS. While palpating the glute a l
mu s cl e s , one may noti ce loc a l i zed are a s
of ten derness re su l ting from mu s cl e
spasm (ten der fibrof a t ty nodu l e s ) .

A palpable “s tep - of f” f rom one spin-
ous process to the next may re sult from
one vertebra slipping over another in
s pon dyl o l i s t h e s i s . Most com m on are
L5 slipping over S1 or L4 over L5 in
p a ti ents with a history of s port inju ry
or other trauma in their yo ut h .S pon-
dylolisthesis is of ten re s pon s i ble for
b ack pain wh ere stretching of s p i n a l
roots re sults in pain rad i a ting down
the legs. Trigger points can be identi-
f i ed with very gentle palpati on , but
gre a ter finger pre s su re should be de-
l ivered over the spinous processes to
seek vertebral fracture.

Pain over the coccyx (cocc ydy n i a ) ,
which is common in older patients,is
u su a lly due to a fall . The best way to
examine the coccyx is via a rectal ex-
a m i n a ti on . A ten der and/or hyper-
flexed coccyx confirms the diagnosis.
This condition may respond to injec-
ti on of l ocal anesthetic and a corti-
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Palpation: Tenderness versus trigger points
The prevalence of fibromyalgia (FM) among patients with low back pain may
be as high as 12% among patients age 37 to 67, although the rate of diag-
nosis of low back pain due to FM may be only 1% in primary care practice. A
diagnostic difference between FM and myofascial pain syndrome (MFPS) is
that patients with FM report tenderness and patients with MFPS report pal-
pation-induced triggering of pain or spasm, with a pattern of response typical
for each involved muscle group.

The tenderness reported with FM generally does not radiate and when pre-
sent is distributed among at least 11 of 18 paired points. Points occurring in
the back include the base of the skull, m i d - t r a p e z i u s , medial scapula, a b ov e
the buttocks, and below the buttocks close to the edge of the thigh.

The diagnostic key to tenderness is the patient’s report of discomfort on
being touched. A positive report of tenderness can be obtained by an obser-
vant examiner with a minimal amount of palpating pressure. A “rough” exam-
ination may yield confusing results in FM or MFPS by exacerbating the pain
to the point where pain is reported wherever the back is palpated. Although
a sharp percussion may be necessary to elicit the pain of an infected kidney,
gentle palpation may reveal the key regions requiring therapy for the patient
with MFPS.

ROBERT I. COHEN, MD

PRADEEP CHOPRA, MD

CAROLE UPSHUR, EdD
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co s teroi d . The injecti on can be made
i n to the caudal canal (caudal ep i du ra l
i n j ecti on) or direct ly into or next to
the intercocc ygeal liga m en t s . Pain on
palpation of the sacrum could be due
to sac roi l i ac (SI) joint disease or spon-
t a n eous osteoporo tic fractu re of t h e
s ac ru m , wh i ch can mimic many other
causes of low back pain.

The sciatic nerve ,a n o t h er com m on
source of pain,is relatively easy to lo-
c a te . Have the pati ent flex the hip, t h en
p a l p a te the midpoint bet ween the is-
chial tu bero s i ty and the gre a ter tro-
ch a n ter. Ten derness at this loc a ti on
overlying the sciatic notch that repro-
du ces the pati en t’s pain into the lower
extremity can result from a herniated
disk or a space - occ u pying lesion im-
pinging the nerve proximally or from
distal impingem ent by a piri form i s
muscle spasm.

An anatomic va riant in
wh i ch the sciatic nerve
p i erces the piri form i s
mu s cle (piri formis syn-
d rome) may increase the
risk for sciatic pain. Th e
s m a ll pe a r- s h a ped piri-
formis mu s cle may be pal-
p a ted ex tern a lly beneath a
rel a xed gluteus or, m ore
re ad i ly, du ring rectal ex-
a m i n a ti on . Di a gnosis can
be con f i rm ed wh en pain
and spasm re s o lve wi t h
l ocal anesthetic injecti on .
Ad d i ti on of a depo - s teroi d
m ay pro l ong the ef fec-
tiveness of this tre a tm en t .

SLR exam. A straight leg
raise (SLR) ex a m i n a ti on
determines how high the
l eg of a supine pati ent can
be ra i s ed from the ex a m
t a ble wi t h o ut pain. Di s-
com fort va ries among in-
dividuals, but the normal
a n gle measu res approx i-
m a tely 80 degree s . Ra n ge
of m ovem ent limited by
ti gh tness or pain on ly in
the po s teri or thigh may be
due to hamstring ti gh t-

ness.Sciatic or lumbosacral radicular
pain typ i c a lly ex tends furt h er down
the leg with hip flexion.

Wh en the pati ent ex peri en ces pain,
l ower the leg sligh t ly, and attem pt to
reproduce the pain by dorsiflexion of
the foot to stretch the sciatic nerve. If
the pati ent does not ex peri en ce pain
with dors i f l ex i on , the pain may be
c a u s ed by ti ght hamstri n gs . If the SLR
and foot dors i f l ex i on tests are po s i tive ,
the patient may be able to localize the
s o u rce of his pain by reporting into
which dermatome the pain radiates.

The cro s s ed SLR—in wh i ch the pa-
tient lies supine and the contralateral
l eg is ra i s ed — m ay be a more spec i f i c
but less sen s i tive te s t . Complaint of
pain radiating into the ipsilateral (in-
vo lved) leg is furt h er evi den ce of a
s p ace - occ u pying lesion , su ch as a her-
niated disk in the lumbar area.

Patrick’s test. Patrick’s test is used to
detect pathology in the hip or SI joi n t .
Po s i ti on the supine pati ent with the
k n ee and hip flexed and the heel placed
over the con tra l a teral leg just bel ow
the knee . S t a bi l i ze the con tra l a tera l
pelvis by placing your hand over the
a n teri or su peri or iliac spine and use
your other hand to press downw a rd
on the flexed knee , gen t ly but firm ly
forcing the hip into external rotation.
Pain in the SI joint regi on on ex tern a l
hip ro t a ti on can su ggest SI joi n t
a rt h rop a t hy, but it can also re sult from
overcom pen s a ti on and po s i ti on i n g
wh en the true cause is el s ewh ere in the
l ower back . Pain rad i a ting into the
groin suggests hip joint pathology.

F l e x i o n . To test low back flex i on ,a s k
the pati ent to stand and bend forw a rd
as far as po s s i ble wi t h o ut pain and try
to to u ch the toes (knees stra i gh t , wi t h-
o ut bo u n c i n g ) . Me a su re inches from
f i n gertips to floor or, i f the pati ent is
i n f l ex i bl e , i n ches to the knee s . Pa i n
l i m i ting forw a rd flex i on su ggests lu m-
bar disk disease.

E x t e n s i o n . To test ex ten s i on , stand be-
s i de the standing pati ent and rest the
palm of one hand on the lower back
near the po s teri or iliac spine, with yo u r
f i n gers ex ten ded tow a rd the midl i n e .
Ask the pati ent to cauti o u s ly ben d
b ack w a rd as far as po s s i ble or unti l
pain is ex peri en ced , using your hand
as a fulcrum for the moti on . Du ri n g
this maneuver, n o te the ex tent to wh i ch
the paraspinous mu s cles jerk in spasm.
L i m i t a ti on in ex ten s i on is con s i s ten t
with spinal stenosis and facet syn-
drome.

Facet-loading tests. A facet - l oad i n g
test can be done by asking the patient
to bend to each side while you ob s erve
i f l a teral flex i on is limited by pain. For
a more specific facet loading te s t , a s k
the pati ent to ro t a te the upper body
then extend the lumbar spine. To test
the left lumbar facet joi n t s , ask the pa-
ti ent to ro t a te the ri ght shoulder ante-
ri or and left shoulder po s teri or and
t h en repeat the low back ex ten s i on te s t .
Test for ri ght lumbar facet disease by
ro t a ting the left shoulder anteri or and
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Figure. The most commonly occurring of the lumbar
radiculopathies involve the roots at L4, L5, and S1.

Source: Reprinted with permission from Rosomoff HL, Rosomoff
RS. Low back pain: Evaluation and management in the primary
care setting. Med Clin  North Am 1990; 83(3):643-62. Copyright ©
1999 W.B. Saunders Company



ri ght shoulder po s teri or. S t a bi l i ze the
pelvis by placing one hand on the pa-
ti en t’s iliac crest while you use yo u r
o t h er hand to guide the oppo s i te
shoulder.

Neurologic exam. Begin the neu ro l ogi c
exam by ob s erving how the pati en t
walks into the room . A shorten ed ,
wi de - b a s ed , or uneven (limping) stri de
suggests loss of strength, propriocep-
ti on , and balance . CNS ex a m i n a ti on
should be directed tow a rd areas wh ere
the physical exam is of gre a test help in
the diagnosis of l ow back pain, m i n d-
ful that the most com m on ly occ u rri n g
of the lumbar rad i c u l opathies invo lve
the roots at L4, L5, and S1(figure):12

● Di f f i c u l ty assuming or rising from
a partial squat po s i ti on (or difficulty
s i t ting or rising from a chair) may su g-
gest qu ad ri ceps weakness due to L4
p a t h o l ogy. Kn ee jerk may be redu ced
on ref l ex te s ti n g, and there may be loss
of s en s a ti on in the skin overlying the
medial calf.

● The pati ent with L5 pathology
may have difficulty heel walking, and
dors i f l ex i on of the foot and/or gre a t
toe may be dec re a s ed com p a red wi t h
the con tra l a teral side . Sen s a ti on is typ-
i c a lly diminished in the derm a tom e
ex tending to the medial foot and gre a t
toe . Th ere is no ref l ex com m on ly used
to test this root.

● Difficulty walking on the toes on
the affected side or weakness in great
toe or plantar flex i on su ggests S1 as the
a f fected level , with dec re a s ed sen s a ti on
ex pected along the lateral aspect of t h e
foo t . A diminished ankle jerk may also
be elicited on reflex testing.

Imaging 
In rad i ogra phy of o l der pati en t s , de-
gen era tive disk ch a n ges are age - rel a ted
and of ten asym ptom a ti c , so this find-
ing is ra rely hel pful in diagnosing low
b ack pain. The aging disk loses hyd ra-
ti on , becomes prone to te a ri n g, a n d
bu l ges out w a rd s . CT can ra p i dly and
accurately detect disk bulging, herni-
a ti on ,c a l c i f i c a ti on , vertebral en d p l a te
s cl ero s i s , and fractu re , but it is inferi or
to MRI for soft tissue study.13

MRI has su peri or con trast discri m-
i n a ti on that fac i l i t a tes the eva lu a ti on
of i n ternal disk stru ctu re .S tudies wi t h
MRI show disk dehydration, narrow-
i n g, and bu l ging that are frequ en t ly
present by the fifth decade in asymp-
tom a tic indivi du a l s . MRI or a bon e
scan fo ll owed by MRI is recom m en ded
for pati ents with a clinical finding that
raises suspicion of spinal malignancy
and an elevated ESR (≥50 mm/hr) or
po s i tive x-ray.1 4 Con s i der MRI wi t h-
o ut del ay for pati ents with a history of
cancer.

Conclusion
Al t h o u gh serious spine pathology is
more common in older patients than
in yo u n ger pop u l a ti on s , ro utine rad i-
ogra phic and labora tory eva lu a ti on is
not indicated in all patients who pre-
s ent with low back pain. In a retro-
spective study of 68,000 conventional
lumbar sac ral spine ex a m i n a ti on s , cl i n-
i c a lly unsu s pected malignancy was
found in 1 of 2,500 ex a m i n a ti ons of
patients age 20 to 50.15

A recent revi ew8 f u n ded by the
Agency for He a l t h c a re Re s e a rch and
Q u a l i ty (wh i ch previ o u s ly publ i s h ed
an excell ent practi ce guideline for man-
a gem ent of l ow back pain1 6) su gge s t s
i n i tial con s erva tive managem en t , wi t h
s pecific excepti ons that are discussed
in part 2 of this arti cle (page 38).
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