Thoracic and Lumbar Iniuries 


Transverse process fx's--Sudden twisting or forceful ctx of psoas or quadratus; Often overlooked


Spinous process fx's :  Often direct blow, hyperextension (i.e. repetetive shoveling, C7-T1)

Vertebral end plate fx's:  Very common


Disc injury (vertical displacement)


In adolescents, cartilage end plate weaker



Scheuermann's syndrome



Boys> girls 



Wedging of numerous thoracic segments (( thoracic kyphosis)



Schmorl's nodes

Spondylolysis-pars interarticularis fx


Often caused by a stress fx, usually at L5, L4; Acute hyperextension injury


Risk factors


Lumbar rotation-throwing, diving (often unilateral)


Lumbar hyperextension-



gymnastics: back walkovers, arched dismounts



ballet:  hip extensions (attitude, arabesque)



Osteopenia



Incidence of Spondylolysis in Selected Sports




Diving 63.3 %




Weight lifting 36.2 %




Gymnastics 32 %




Track and field 22.5 %




Gen. Population 5 %



Sx:  dull aching pain lasting more than 2-3 weeks, worse with extension, rotation coupled with extension

   
 
Dx:  Stork test (any post element stress), hip extension, passive prone extension




Xrays (oblique views) Scotty dog




Bone scan-sensitive but not specific (Spectra scan)



CT -thin section. Much more specific Can detect partial vs. complete, unilateral vs. bilateral



Tx: rest, brace, avoid extension, gradual return to activities,

Spondylolisthesis-anterior or posterior instability; Grade I, II, III


Dx: Flex I ext xrays; Tx.

Lumbar facet iniury


Painful irritation of posterior elements


Twisting, hyperextension (Gymnastics, golf, tennis)


Sx's: para lumbar tenderness, pain on hyperextension



May have referred pain: buttocks, hip groin, post. Thighs



May have pain straightening up after flexion


Findings: may have hip, buttock or back pain wI SLR,NL neuro exam


May result in facet DJD~foraminal stenosis


Often associated with segmental motion dysfunction, hypermobility, hypomobility

Lumbar disc injury


General wear and tear: dessication, flattening, bulging, segmental dysfunction, degenerative cascade, instability.


Acute injury



Annular tear



Herniated Nucleus Propulsus:  focal protrusion of nucleus pulposus



Sx's: back pain, radiculopathy, Adolescents: tight back and hamstrings

SI Joint Dysfunction


May be involved in 40% LBP.  Major source of LBP and "hip"pain; primary cause of "mechanical LBP"

Most commonly overlooked, poorly understood; frequent cause of "failed LB surgery"


36% of sciatica comes from the SIJoint as it can radiate pain to all lumbar and sacral dermatomes; can give a positive SLR; Can coexist 


with, be caused by, or cause lumbar disc disease.

Other conditions causing back Pain in athletes:


Tumors: Osteoid, Osteoma (night pain, responds to aspirin, benign), Osteoblastoma


Infections: TB, discitis


Inflammatory conditions: Ankylosing spondylitis, Reiter's syndrome

For all back Pain Patients: Remember the RED FLAGS !!!!


Constitutional sx's (fever, weight loss), Night pain (tumor?)


Progressive neurologic deficit, Leg weakness, Bowel/bladder retention/incontinence, Saddle anesthesia


Claudication


Hx of cancer, Age> 50, Osteoporosis


Major trauma, Previous spine surgery with persistent pain


IV drug use or recent UTI


Psychosocial risk factors



-hx of substance abuse/addiction; prior disability compensation, factitious



-ongoing depression, persistent narcotic requests, positive Waddell's

Critical exclusionary diagnoses:


Cauda equina syndrome, Neoplasm, Infection, Fracture, Extra-spinal conditions (visceral, vascular, GU), Chronic pain syndrome

Restoration of Function


An optimal rehab. program is one that 



emphasizes restoration of function



teaches proper ergonomics,



restores flexibility, strength, and endurance to maintain the spine in the most optimal biomechanical position during activity.



restores proprioception and balance in joint injuries



Emphasizes active rehabilitation with a sustained active home exercise plan

The Facts/Evidence:


Most musculoskeletal injuries self-limited


Up to 90% LBP resolves w/out medical intervention


85-90% LBP improves by 6-12 weeks


75% of LBP with sciatica improves by 6 mos



In 1st 6 weeks of Sx, little difference between interventions (massage, PT, chiro, no treatment)



After 6 wks., active PT better than passive therapies

Recommendations:


Bedrest seldom indicated for LBP (no more than 2 days)


relative rest better than absolute rest


Narcotics rarely indicated-if used, short duration only; appropriate pt. expectations


Best outcomes from pt. education early in the process:



most LBP is benign and self-limited, though it may recur



appropriate light activity will not cause further injury



emphasis on the patient's role in recovery



early return to work, even if modified duty



when to call or follow-up?

