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Back Pain Patients Managed Passively
Experience 280% Higher Recurrence
- The Role of the Multifidus in Chronicity -

It is commonly held that low back pain (LBP) resolves spontaneously in the majority of cases,1-3 but the
passive treatment this statement would suggest results in 280% higher recurrence or greater.4 In a
randomized, controlled trial published in Spine, Julie Hides, PhD, and colleagues demonstrated with
unusual specificity that LBP cases that would commonly be labeled as
“resolved” have in fact not resolved.4,5
Hides, Richardson, and Gwendolen made specific measurements of the
multifidus muscle a measured outcome. The multifidus muscle alone
provides 2/3 of spinal stability in the L4-L5 proximity,6 and multifidus
atrophy had been associated with poor functional outcomes of back
surgery.7,8 They recruited patients from a hospital emergency
department who presented with their first episode of low back pain,
and who experienced unilateral, mechanical LBP for less than three
weeks. Pain was between T12 and the gluteal fold. Using ultrasound,
researchers measured the multifidus muscle on both sides of the
spine. In every case, they found that the multifidus muscle was
atrophied in the proximity of and ipsilateral to the pain complaint.
Researchers randomized 20 patients into a passive, medical
management group and 21 patients into an exercise therapy group.
The passive management group received analgesics and medical advice. The exercise therapy group
received medical management plus a very specific exercise intervention. For the exercise intervention,
patients were trained to activate their multifidus in a stabilizing manner while in a standing position. At
four week follow-up, 100% of the exercise therapy group and 80% of the passive group reported no pain
and return to normal activities. Because this study was designed to measure so-called “spontaneous
resolvers,” the non-resolvers in the passive group were omitted from the data and given physical therapy.
At both 4 and 10 week follow-up, the multifidus symmetry had returned in the exercise therapy group,
but the multifidus atrophy remained in the passively managed group. In the passively managed group, the
atrophied multifidi remained roughly 15% smaller than their contralateral comparisons. This was true
despite the fact that the passive group (minus the 20% non-resolvers) had returned to full activity for six
weeks. At one year follow-up, the exercise therapy group had a recurrence rate of 30% while the
passively managed group experienced a recurrence rate of 84%.
The exercise intervention used for this study was very specific. It is possible that a full physical therapy
program focused not just on neurologic activation of the multifidus but also on improving the condition
and training of the entire system related to spinal stability would have created even lower recurrence
rates. The study authors speculate that reflex inhibition contributes to the multifidus atrophy and the
persistence of the atrophy. Reflex inhibition can occur in the absence of pain, and its persistence after
injury has been demonstrated using electromyography.9-11 This randomized controlled trial demonstrates
that even patients who quickly resolve their pain complaints likely have persistent muscle deficits that
predispose patients for high rates of recurrence if they do not receive active treatment.

Please refer your physical therapy to Enfield Health & Wellness Center
Doctor Recommended, Patient Preferred

©BMA 2011

REFERENCES
1. Dixon A. Problems of progress on back pain research. Rheumatol Rehabil 1973; 12: 165-75.
2. Evans C, Gilbert J, Taylor D, Hildebrand A. A randomized controlled trial of flexion exercises, education and
bed rest for patients with acute low back pain. Physiother Can 1987; 39: 96-101.
3. Farrell J, Twomey L. Acute low back pain: Comparison of two conservative treatment approaches. Med J
Aust 1982; 1: 160-4.
4. Hides J, Gwendolen A, Richardson C. Long-term effects of specific stabilizing exercises for first episode low
back pain. Spine. 2001; 26 (11): pp e243-248
5. Hides J, Richardson C, Gwendolen J. Multifidus muscle recovery is not automatic after resolution of acute,
first-episode low back pain. Spine. 1996; 21 (23): 2763-2769.
6. Wilke H, Wolf S, Claes L, et al. Stability increase of the lumbar spine with different muscle groups: A
biomechanical in vitro study. Spine 1995; 20: 192-8.
7. Rantanen J, Hurme M, Falck B, et al. The lumbar multifidus muscle five years after surgery for a lumbar
intervertebral disc herniation. Spine 1993: 18: 568-74.
8. Sihvonen T, Herno A Palijarvi L, et al. Local denervation atrophy of paraspinal muscles in postoperative failed
back syndrome. Spine 1993; 18: 575-578.
9. Krebs D, Staples W, Cutttita D, Zickel R. Knee joint angle: Its relationship to quadriceps femoris in normal and
post arthrotomy limbs. Arch Phys Med Rehabil 1983; 64: 441-7.
10. Santavirta S. Integrated electromyography of the vastus medialis muscle after meniscetomy. Am J Sports
Med 1979; 7: 40-2.
11. Stokes M, Young A. Investigations of quadriceps inhibition: Implications for clinical practice. Physiotherapy
1984; 70: 425-8.

