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"It's my back, doctor ". Most family doctors must have ex-
perienced a feeling of gloom on hearing these words. Yet, the com-
plex problem of backache is full of interest. Backache can be the
presenting symptom in a wide variety of conditions and its manage-
ment embraces the whole art of medicine.

In the majority of cases, an exact diagnosis is not possible. It
must be a matter of opinion, usually incapable of scientific proof;
opinion arrived at or after considering all the factors involved and
giving due weight to each. In spite of the difficulties, a diagnosis
must be made as soon as possible, because it determines how the
case is going to be handled.

Specialists in various branches of medicine will hold widely diver-
gent views of the relative importance of aetiological factors. They
tend to see only one aspect of the problem, for they see cases which
have passed through a preliminary filter, so that orthopaedic
conditions are seen by the orthopaedic surgeon, gynaecological
conditions by the gynaecologist and so on. Their picture is also
clistorted by the fact that they do not see the mild or transient cases
wvhich make up the bulk of these seen in general practice.

The family doctor ought to be able to give a more accurate account,
as )we should see all the cases at some stage. But, here again, each
of us, 'Il see the problem from a slightly different angle. No two
practiv,es are alike; they vary in the age distribution of the patients,
their social class, and the predominating type of occupation. Doctors
themselves also differ in their philosophy, their training, and special
interests. Everyone tends to see more of the conditions in which he
is interested; he can recognize them when they would be missed by
*The Butterwor'th prize winning essay, 1962.
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others. By their personalities, doctors tend to attract patients of a
certain type, some the old folks, some the athletes, some the neurotics.
All this will have its effect on the doctor's view of the relative
importance of each type of case.
Though he must frequently ask for a consultant's opinion, the

ultimate responsibility must rest with the family doctor. We do
our patients a disservice if we try to evade this. Where the patient
must be referred, the correct choice of consultant is important. It is
for the family doctor to determine the one who is most likely to
help, and this will depend on his own assessment of the case. The
all too common situation, where the patient is passed from specialist
to specialist, and subjection to unnecessary tests must be avoided.
It can do much harm, especially in the anxious patient. The family
doctor may not have access to many special investigations, but he
has one great advantage; he has an intimate knowledge of his
patients. He knows their personalities;, whether they can cope with
life's problems or need constant support. He knows their family
histories, their relationships with their relatives, the house they
live in, their working conditions, and their leisure pursuits. He
should have in front of him, as they consult him, notes which show,
not only their major illnesses, but all the complaints with which they
have come to him and which, from their very frequency, can be so
significant. This information is never more useful than in the
patient complaining of backache.

It is important to develop a regular system of history taking and
examination when presented with a case of backache. I have found
it helpful to follow the plan indicated by Wiles in Essentials of
Orthopaedics. A system such as this minimizes the danger of missing;
something important.
To try to find out how I, personally, assessed and managed ciases

of backache, in my own practice, I looked up my notes for all cases
presenting backache between 1 January 1961 and 30 June 1962.
These notes were my ordinary working notes, written witho-t\any
specific purpose in mind, and certainly with no thought of anialysing
them. Inevitably, I found that some information was missiig. I
hope, however, that I have been able to build up a picture ofbackache
as it occurred in my practice, seen through my eyes. What emrerged
surprised me.

I am a member of a partnership of four, practising in a residential
area of an industrial city. My personal list is 2,300. The majority
of our patients are middle, or upper working class; few are engaged
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in heavy industry or unskilled labouring. The patients are well
housed, a high proportion living in houses built after the first world
war. Very few are living under slum conditions, and there is little
real poverty or unemployment.

This account relates only to those patients who normally consult
me personally-those who regard me as " their doctor ". This does
not necessarily mean that they are on my own list, there is always a
certain amount of change of allegiance from one partner to another.
Because of this, it is unfortunately not possible to work out an
accurate age and sex structure for the population studied.-
Notes are always made at the time of seeing the patient, whether

at home, or in the consulting room. I make a point of recording the
patient's complaint as well as the clinical findings. A diagnosis,
which may be tentative, and will frequently have to be amended, is
entered for each episode, in such a way that it stands out. This
recorded diagnosis determines the line of management. Diagnoses
are entered in an index without which this type of review would
be unduly laborious.

It was found that on the basis of probable aetiology, the patients
with backache could be divided into six groups: (1) acute back
strain, (2) chronic back strain, (3) prolapsed disc, (4) degenerative
conditions of the spine, (5) backache of uncertain aetiology, and
(6) miscellaneous conditions.

It is not claimed that the diagnoses are accurate or final. Further
observation over a longer period will almost certainly result in the
transfer of patients from one group to another. Cases at present
classified as acute back strain may well prove to be showing the
earliest manifestations of degenerative processes. This is but one
of the instances where continuous recording in general practice
could help to throw light on an obscure problem.
During the eighteen months under review 112 cases, 67 women

and 45 men, consulted me with backache as a presenting symptom.
Backache occurring as an incidental complaint in the course of an
illness like influenza was not considered (table I).
These cases will now be discussed under their various groups.

Acute Back Strain

Sixteen men and ten women were thought to be suffering from
acute back strain. This does not represent the total incidence as I
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TABLE I
BACKACHE: ALL CAUSES

Acute Chronic Disc Degener- Other Indef. Other Total
strain strain ative orthop.

Women 10 5 9 9 4 23 7 67
Men 16 - 4 15 3 4 3 45

26 5 13 24 7 27 10 112

TABLE II
ACUTE BACK STRAIN

WOmen
Case Age Occupation Precipitating cause
10 55 Laundry worker Nil.
14 60 Cleaner Lifting washing machine
15 42 Housewife Washing clothes
30 57 Housewife Moving furniture
40 37 Housewife Polishing floor Pregnant
44 54 Housewife Turning quickly
46 48 Housewife Nil.
51 22 Factory worker "The Twist " Young brother has

rheumatoid arthritis
and father severe
spondylosis

61 42 Housewife Lifting child

Men
M 1 40 Clerk Starting car
M 3 44 Clerk Lifting lawn mower
M 7 41 Policeman Gardening
M 8 34 Fitter Lifting machinery At work
M 10 63 Motor mechanic Working on car At work
M 12 57 Telephone Lifting pole At work

labourer
M 20 28 Electrician Working on car
M 23 36 Clerk Gardening
M 25 63 Lab. attendant Lifting child
M 26 30 University Moving bath

lecturer
M 29 38 Clerk Badminton
M 31 17 Instrument maker Lifting weight At work
M 33 47 Professor Carrying furniture
M 36 30 Bank clerk Arranging papers on At work

floor
M 38 49 Comm. traveller Lifting weight At work
M 42 28 Labourer Lifting weight At work
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know of several patients who, having backache, did not consult me.
The details of this group are given in table II.
The patients in this group gave a history of sudden pain in the

back following an awkward or unaccutstomed effort, commonly
lifting a heavy object with the spine flexed and the legs straight. In
women, the most usual precipitating cause was connected with
domestic work. I was surprised to find that in the male cases, only
seven of the sixteen were brought on by the man's employment.
The others began at home, maintaining a car, gardening, or lifting
furniture. These men were often not accustomed to heavy muscular
work. I felt that several of the men would not have consulted me
at all, if they had not required a certificate for absence from work.
On examination, movements of the spine were painful, but, with

gentleness and persuasion, a full range of movement was possible.
There was usually an area of tenderness over the lumbar muscles,
corresponding to the site of greatest pain. Pain was not referred
down the legs.
Treatment for all was the same; rest and a mild analgesic, usually

aspirin. All made a rapid recovery. This recovery was often astonish-
ingly complete. One was swinging a salmon rod eight hours a day,
within a fortnight of being confined to bed unable to move, and in
great pain. This rapid recovery, which was probably spontaneous,
confirms the diagnosis. Advice was given about avoiding the kind
of effort likely to lead to a recurrence.

Chronic Back Strain
Chronic back strain was considered to be the cause of backache

in five cases, all women (table III).
TABLE III

Case Age Duration Social details

21 40 3 months Child aged 1 year
22 39 2 months Child aged 2 years
34 44 3 months Large house and little help Cured by

holiday
48 27 3 weeks Child aged 18 months
11 34 3 months Child aged 1 year

These patients gave a history of dull ache in lower back, usually
present for several weeks before they sought advice. The onset was
gradual, with no obvious precipitating cause. The pain was often
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worse at the end of the day, or when the patient was unduly tired.
Physical examination was negative, and no definite cause for the
pain could be found. These women had children of pre-school age,
or were attempting to run a large house with inadequate domestic
help. It is significant that three ofthem were rather old to have young
babies. They were all women of good personality-not frequent
complainers. This is not to say that there was not some psychological
factor: to be tied to house all day can be a dull business.

Before I undertook this analysis, I felt that more cases would have
fallen into this category. My impression is that they used to be
more common. It may be that labour-saving devices are relieving
the strain on the housewife's back. The washing machine has become
almost universal.

It is easy for the doctor to give advice about treatment, but
difficult for the patient to carry it out. Work requiring long periods
of stooping should be avoided, but so much of the housewife's
work requires stooping; washing, baking, ironing. There is no
escape from these where there is a family. Sometimes it is possible
to help by modifying the height of sinks, or ironing boards which
have often been badly designed in the-past. The use of a stool for
certain operations may lessen the strain. Fortunately, as children
get older they require less lifting and carrying. Where a holiday
with no housework could be arranged it was found to be most
helpful.

Protrusion of Intervertebral Disc
Nine women and four men were considered to be suffering from

protrusion of an intervertebral disc. This is an unusual sex distri-
bution; men are affected more frequently than women. Details are
given in table IV.
The diagnosis of prolapsed disc was avoided unless there was evi-

dence of pressure on nerve roots. It is felt that the diagnosis has
been made too freely on very slender grounds. There has been so
much talk about " slipped discs " in recent years that, to the laymen,
it has acquired a sinister significance and it is apt to conjure up a
picture of more or less permanent invalidism. This is largely the
fault of the medical profession which, at the end of the war, was
rather carried away by the idea of disc protrusion as a cause of
backache. This led to many unnecessary operations, sometimes with
unfortunate results.
There is bound to be a considerable overlap between this group
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and the degenerative group as many, if not all, discs must protrude
because of degenerative change.
The history is usually suggestive. The onset is often sudden

following the same kind of effort which produced acute strain.
Here, however, the pain does not disappear after a few days rest.
The pain usually radiates down one or other leg and may be felt

TABLE IV
INTERVERTEBRAL DISC PROTRUSION

Women:

Case Age Occupation Precipitating Reasons for Treatment
Factor diagnosis

Housewife

Housewife

Turning in
bed

Making fire

Housewife None

Housewife I None

Housewife
(part-time
cleaner)

Housewife

Housewife

Housewife

Housewife

None

None

Moving
furniture

Gardening
followed by
longjourney
in car
None

Lasegue + weakness
of extensors of toes
(L)

Lasegue + (L)
Femoral stretch +
Anaesthesia outer
aspect of foot

Lasegue + weakness
of extensors of
toes

Lasegue + weakness
of extensors of
toes. X-ray
narrowing-L.4/5

Lasegue + diminished
Rt. ankle jerk.
Weakness of exten-
sors of toes

Pain made worse by
coughing. Absent
Rt. ankle jerk.
X-ray narr. L.5/S.1

Diminished ankle
jerk.
(Disc protrusion
1955. Complicated
by depression)

Anaesthesia outer
aspect R/foot.
Diminished ankle
jerk

Pain made worse by
coughing.
Lasegue + weak
extensors of toes

Table IV continued on next page.

3

6

24

28

29

35

38

49

16

46

61

38

42

55

46

46

36

63

Corset

Rest-
followed
by corset

Corset
(plaster
1955)
Rest
(Plaster
1960)

Corset

Admitted
to
hospital-
plaster
Rest

Rest.
Complic-
cated by
pregnancy
Rest

Emigrated
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TABLE IV-continued

Men:

Case Age Occupation Precipitating Reasons for Treatment
Factor diagnosis

M.17 26 Bank Moving Lasegue + pain Plaster
Clerk money radiating down

bags sciatic nerve
M.19 49 Rate Lifting Scoliosis. Lasegue + Rest and

Fixer furniture tingling outer side corset.
of foot. Anaesthesia (Previous
outer side of foot plaster

1955).
M.37 50 Commer- Rail Lasegue + weakness Lumbo-

cial journey? of extensors of toes. sacral
Traveller X-ray-narrowing support

disc spaces from L.3
down

M.45 49 Teacher Sudden Lasegue + weakness Rest.
onset while of extensors of toes Plaster
bending on Rt. foot (1955).

mainly in the calf or foot. It is made worse by coughing or straining.
The patient may refer to a sensation of tingling in the leg or foot;
one patient described it as being " like an electric shock "-he may
be conscious of an area of numbness or anaesthesia.
On examination, lumbar scoliosis is frequently seen. There is

rigidity of the lumbar spine with spasm and tenderness of the
lumbar muscles. There may be tenderness on deep palpation along
the course of the sciatic nerve. Straight leg raising on the affected
side is frequently limited (Lasegue's sign) and where the third and
fourth lumbar roots are involved, stretching of the femoral nerve
may cause pain. Neurological examination may show weakness of
certain muscle groups, most commonly the extensors of the toes,
diminished or absent ankle jerks, and areas of anaesthesia. These
findings can help to indicate the level of the lesion.

All these cases were referred to an orthopaedic surgeon. Un-
fortunately, in this area, there is rather a long waiting period for
orthopaedic appointments. Because the diagnosis is essentially a
clinical one, and x-rays, if they help at all, are only confirmatory,
the practitioner should be able to start treatment. This normally
begins with a spell of three to four weeks in bed with boards below
the mattress. Rest, with firmn support tothe spine ii.sually relieves
the pain rapidly, but analgesics are required. The aspirin group
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generally suffices, but occasionally pethidine or morphine may have
to be administered for a few nights.
The patients in this series, after the initial period in bed, were

treated by a plaster jacket or surgical corset and exercises to
strengthen the lumbar muscles.
Apart from starting the treatment, the practitioner can help the

patient in other ways. He can maintain an optimistic outlook.
Morale can sink very low during a painful illness and a lengthy
period of absence from work. The fact that the great majority of
cases improve without operation needs to be emphasized. All the
patients in this series were left with trifling disabilities, but as shown
in table IV, there is a tendency for the episodes of pain to recur.
The family doctor can give advice about how to reduce the risk of
further attacks. The question of a change of employment may have
to be considered. This is not a step to be undertaken lightly, but it
is obviously unwise for a man with a prolapsed disc to continue in
an occupation which necessitates the carrying of heavy weights.
Men like dock labourers are a problem, as a change to light work
usually means a heavy drop in earnings.
On the controversial subject of manipulation I am not qualified

to speak. It is not devoid of risk and must not be carried out without
a preliminary full neurological examination and an x-ray of the spine.
The orthopaedic department to which I refer my cases is not en-
thusiastic about manipulation. My own experience of it has not
been happy.

Degenerative Conditions of the Spine
Degenerative changes in the spine were considered to be the cause

of backache in the next group of patients. The details are given in
table V.
On the whole, the pain tended to be more chronic in this group

than in any of the others. This, with the fact that the patients
belonged to an older age group, gave a clue to the probable nature
of the condition. The pain in a number of cases seemed to date from
some accident, which might be trivial, or from some unaccustomed
activity. Spines showing degenerative changes may be painless till
they are subjected to some trauma.
On examination, the most striking feature was rigidity of the

lumbar spine. Unlike the previous group, the diagnosis was usually
radiological. The most common finding was narrowing of disc
spaces, but two females showed marked osteoporosis; and one
man and one woman showed the late results of adolescent kyphosis.
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In these older patients, the x-ray findings must be considered along
with the clinical findings, and other causes of pain must be searched
for carefully. There seems to be no relationship between the amount
of degenerative change and the severity of the pain. As the average
age of this group is high, other degenerative changes, particularly
in the cardiovascular system, are frequently found in association.
As an x ray of the spine is an essential step in the investigation

of chronic backache, the majority were referred to hospital. Rest,
the avoidance ofbending, and analgesics relieve some, others required
physiotherapy and the fitting of a lumbar corset. In all but four,
the response to treatment was good.
Here again, the practitioner's part in the management is important.

TABLE V
DEGENERATIVE BACKACHE

Women:

No. Age Occupation Precipitating Associated Treatment
Factor conditions

2 62 Housewife Gynaeco- Papilloma of bladder Physio-
logical therapy
operation and

lumbo-
sacral
support

9 74 Housewife Spring Nil. Rest
Cleaning

13 72 Housewife Nil. Obesity; peripheral Rest
vascular disease

19 60 Hospital Moving Diabetes: chronic Lumbo-;
cleaner furniture urinary infection sacral

support
23 59 Housewife Nil Diabetes: cardial Physio-

failure therapy
27 63 Housewife Nil Hypertension: left Rest

ventricular failure
39 57 Sales- Nil Endogenous Dorso-

woman depression lumber
support

52 89 Housewife Nil Vesicovaginal fistula. Rest
Chronic urinary
infection

53 71 Housewife Nil Peripheral vascular Lumbo-
disease sacral

support

Total 9

Table V continued on next page.
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TABLE V-continued
DEGENERATIVE BACKACHE

Men:

No. Age Occupation Precipitating Associated Treatment
factor conditions

Diabetes

Nil

Chronic bronchitis

Endogenous depres-
sion cardiac failure

Osteo arthritis
of hip

Nil

Nil

Peripheral vascular
disease

Nil

Myocardial infarction

Nil
Nil

Cardiac failure

Chronic bronchitis

He must somehow tactfully persuade older people to accept their
limitations and live within them; to shorten their golf swings and to
leave the heavy digging and furniture moving to someone else. He

M.4

M. 6

M.AI

M.13

M.14

M.18

M.25

M.28

M.30

M.32

M.34
M.41

M.43

M.44

59

45

67

73

80

31

57

61

46

75

73
44

81

70

Radio
operator
Machine
operator

Retired
janitor
Retired
engineer

Retired
gardener
Scavenger

Dock
labourer
Sawmill
worker

Clerk

Retired
clerk
Sheriff
Labourer

Retired
carter
Retired
spectacle
maker

Lifting

Nil

Nil

Gardening

Gardening

Lifting
refuse

Lifting case

Lifting wood

Nil

Lifting
furniture
Nil
Nil

Nil

Nil

Rest

Lumbo-
sacral
support
Rest

Lumbo-
sacral
support
Rest

Change of
occupat-
tion
Rest

Change of
occupa-
tion
Lumbo-
sacral
support:
hospita-
lized
Rest

Rest
Physio-
therapy:
change of
occupa-
tion being
attempted
Rest

Rest



must do this without giving the impression that he regards them as
worn-out and useless. It is probably easier for him to do this when
he begins to feel his own joints beginning to stiffen. At the same
time, they must be encouraged to be as active as possible.
As in the cases of disc protrusion, he is justified in being hopeful,

remembering that though many of the episodes are acute, and may
last for weeks, or even months, they usually do settle, and may not
recur, if due care is taken, and the patient is lucky enough to avoid
falls or other accidents. In many cases, the other degenerative con-
ditions present will be in more urgent need of attention. With an
ageing population, the degenerative group is likely to account for a
higher proportion of backache.
There was a small number of other orthopaedic conditions. They

are enumerated in table VI.

TABLE VI
OTHER ORTHOPAEDIC CONDITIONS

Women

No. Age Occupation Diagnosis

24 27 Housewife Postural scoliosis
31 30 Housewife Postural scoliosis
37 23 Hotel cook Osteomyelitis of femur
45 64 Housewife Old Pott's disease of spine

Men

M. 5 28 Gas meter reader Ankylosing spondylitis
M.27 17 Schoolboy Adolescent kyphosis
M.35 62 Civil engineer Paget's disease

The case of Pott's disease had a grossly deformed spine. She
complained of pain only when under stress, nursing an aged parent.
She has suffered only minor discomfort to date.
The case with osteomyelitis was found to have an abscess in her

femur which required opening. The backache might have been the
result of protective spasm.- The case of ankylosing spondylitis was
diagnosed clinically the first time the patient was seen. The extreme
rigidity of the spine was striking. Unfortunately, he was found also
to have active phthisis and was admitted to hospital for treatment
and passed from my care. The only case of adolescent kyphosis
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was in an athletic schoolboy, a good centre threequarter. He com-
plained of severe pain in his back after shovelling snow, but the
pain settled quickly and so far has not recurred. His father also
had suffered from this condition. Two of the degenerative cases

showed the late effects of adolescent kyphosis, so this boy may well
be in for trouble in the future.

The Indefinite Group
The next group is the most difficult of all to discuss. For want

of a better name, it has been called the indefinite group. Some of
the details of this group are summarized in table VII.

TABLE VII
INDEFINITE GROUP

This group is made up of cases where examination and investiga-
tion failed to reveal any convincing cause for the backache. Some
of these may really be early degenerative at a stage where changes
are not demonstrable. There is bound to be some overlap between

Women

No. Age Psychological Relatedfactors

4 34 Anxiety Husband has disseminated sclerosis
7 31 Anxiety Infertility. Complete atrophy of uterus
8 55 Anxiety Worry about husband who is diabetic

Quarrel with son's mother-in-law
12 53 Depression
17 56 Anxiety Daughter cripple as result of polio
18 42 Anxiety Husband unfaithful
20 48 Anxiety
25 62 Anxiety Widow living alone. Forced to keep lod-

gers
32 32 Anxiety Worried about infertility
33 51 Hysteria Backache following car accident
36 31 Anxiety
41 46 Depression Endogenous depression and unfaithful

husband
43 64 Depression Widow. Depressed since husband's death
54 38 Anxiety Abnormal fear of pregnancy
59 27 Depression Low I.Q. Puerperal depression. Attemp-

ted suicide
60 69 Depression Widow living alone
62 56 Anxiety
63 48 Anxiety Second wife. Married late. Marital diffi-

culties
64 41 Anxiety Anglo-Burmese. Difficulty in adjustment
65 47 Anxiety
66 64 Anxiety
55 60 Anxiety Family difficulties
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these groups.
In this group, the backache was usually of relatively short duration.

One day they would complain of backache; a few weeks later they
would return complaining of some quite different symptom and
never mention backache. These symptoms tended to be rather
vague; headache, flushings, giddiness, nausea, or pains in other
areas of the body. There was a tendency to exaggerate symptoms
using words such as " agony " to describe what appeared to be
minor discomforts. Not only did they complain of many symptoms,
but they attended the surgery more frequently than the average.
This phenomenon of " symptom shift" is a recognized feature of
psychosomatic illness, and in fact psychological factors which were
considered relevant-were found in all these cases. Psychological
factors were not present in the indefinite group only. In the whole
series of 67 women who- complained of backache, 26 showed signs
of anxiety and seven of depression. That is practically half of the
women complaining of backache showed signs of psychological
disturbance. Psychological illness was a positive diagnosis, not one
made because no other cause could be found. When the records of
all the psychoneurotics were examined, it was found that 26 out of
a total of 119 had complained of backache during the period under
review. Of 27 patients with depression, seven complained of bad
backache.
The relationship ofpsychological illness to backache is summarized

in table VIII.
Three of the men in the indefinite group were rather different. In

two it was felt that the complaint of backache was made with an
ulterior motive, to allow them to obtain a certificate to stay off work.
I was all too familiar with this type of case in the Army where pain
in the back was the favourite complaint of the dodgers. The third
was a psychopath, chronically unemployed, and in permanent
financial difficulties. The fourth man was an old-standing neurotic.
He was a bachelor living with an over-anxious mother.

It is not suggested from this evidence that psychoneurosis is a
cause of backache, but it does seem that, in women particularly,
neurotics complain to their doctors about pain in the back more
frequently than others. One would like to know how many women
with backache do not complain. The neurotics seem to use any
discomfort to arouse the sympathy of their doctors. Their symptoms
are in the nature of cries for help.

There was one other interesting case involving psychological
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TABLE VIII

factors. This was a woman aged 51 who was sitting in a stationary
car in February 1960, when it was run into from behind by a bus.
Since then she has continued to complain of pain in the lower
lumbar region which she says is so severe that she is unable to do
her housework or carry parcels. Repeated examination has failed
to reveal any reason for this. She may well have sustained some

damage which cannot be demonstrated, but a significant fact was

that at one period she complained of anaesthesia of the left arm

which was found to be of the " glove " type, indicating an hysterical
basis. Prior to the accident, this woman was of good personality,
and seldom consulted me. Her claim against the bus company has
not yet been settled.

It is difficult to discuss the management of these patients as it
embraces the whole art of medicine, and this is not the context in
which to enlarge on psychotherapy in general practice. It cannot
be emphasized too much that thorough examination is esssential.
The psychosomatic concept is fascinating, but it is dangerous to be

Women:
Total psychoneurosis-i 19
Total backache in psychoneurotics-26

Acute Chronic Disc Degenerative Indefinite Miscellaneous
strain strain

2 1 5 .1 17 0

Total Depression-27
Total Backache in Depression-7

Acute Chronic Disc Degenerative Indefinite Miscellaneous
strain strain

0 0 1 1 5 0

Hysteria-9 Backache in Hysteria-1

Men:
Total Psychoneurosis-23
Total Backache in Psychoneurosis-nil

Total Depression-6
Total Backache in Depression-I

Psychopaths-4
Backache in Psychopaths-i



carried away by it. Neurotics are as liable as other people to develop
organic disease. At the same time, unnecessary investigations are
liable to make them worse. An examination by itself often appears
to have a therapeutic effect. It is an opportunity for the patient to
unburden herself of some of her troubles. Almost any form. of
treatment, enthusiastically applied, also seems to relieve the symp-
toms-at least for a time. This makes the evaluation of its effective-
ness very difficult and has led to many unfounded claims. The doctor
must maintain a balance between being too easily swayed by the
claims of the drug houses and cynicism about all forms of therapy.

Treatment which does not attempt to assess and help the patient's
underlying problems is unlikely to have more than temporary benefit.
Frequently they are obvious and there is no need for deep psycho-
logical probing. Sometimes the problems can be solved, but, more
often, little can be done about them and the patients will have to be
helped to live with them.
The family doctor should not feel unduly guilty or depressed if

he is not able to " cure" these patients. Many of them require their
symptoms, and, without them, life would be intolerable. They
provide an easy and acceptable escape from situations which are
too distressing to be faced. What must be avoided is telling them
there is nothing wrong: this kind of " reassurance ", which is often
given in hospital, is quite futile. There is always something wrong,
somewhere, when a patient complains to the doctor.

Miscellaneous cases
From the small miscellaneous group, some useful lessons can be

learned. The composition of the group was as follows:
Women Renal stone -1

Urinary infections -3
Gynaecological -2
Secondary carcinoma-i

Men: Duodenal ulcer -2
Renal colic -1

The details are summarized in table IX.
One man and one woman suffering from renal stone complained

only of backache. The pain never radiated in the characteristic
fashion and there were no obvious urinary symptoms. Three women
with urinary infections complained of backache, but they were the
only ones to do so out of40 cases of pyuria. Contrary to the popular
idea, backache is not a frequent symptom in urinary disease.
Another popular misconception is that backache is commonly
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TABLE IX
MISCELLANEOUS

Women:

No. Age Occupation Diagnosis

47 27 Housewife Ovarian cyst
67 30 Housewife Chronic cervicitis
56 54 Cleaner Urinary infection
57 44 Housewife Urinary infection
58 55 Housewife Urinary infection
42 31 Housewife Renal stone
5 50 Housewife Spinal Metastases

Men:

M. 9 51 Boiler Maker Renal stone
M. 2 64 Clerk Duodenal ulcer
M.40 65 Commercial Duodenal ulcer

traveller

the result of gynaecological disorders. Out of the 67 women there
were only two in whom the pain was considered to have originated
in the genital tract. One complained of backache and dyspareunia
and was found to have a swelling in one fornix, pressure on which
produced the pain complained of. The mass was thought to be an
ovarian cyst. This ruptured spontaneously and after this she did not
complain. The other had severe premenstrual backache and was
found to have a grossly infected cervix. Out of 70 gynaecological
cases seen during the period, seven did complain of backache, but
in five of these, some other adequate cause for the pain was found.
Two appeared to develop backache after gynaecological operations.
One cannot help feeling that putting the unconscious patient in the
lithotomy position may have contributed.
The two men suffering from duodenal ulcer complained of severe

backache of about one week's duration. One actually claimed that
the pain came on after lifting a heavy weight. Both had been taking
aspirin to relieve the pain. Within a few days they developed severe
intestinal haemorrhages and were found to have large chronic
duodenal ulcers, though there was nothing in their histories to suggest
this. Though aspirin is the most useful analgesic in backache, it
should be avoided where there is any suspicion of peptic ulceration.
All the patients with haematemesis which I have seen recently had
been taking aspirin, in some form. Paracetamol is an alternative.-

There was one case of secondary carcinoma of the spine. The
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diagnosis here presented no difficulty as the patient was known to
have an inoperable carcinoma of the breast. The possibility of
malignancy should be kept in mind in middle-aged patients with
backache. It can masquerade as degenerative disease. The following
case, though it does not belong to the period under review, is worth
recounting as it illustrates some of the pitfalls. A lawyer aged 60
while playing golf on holiday mishit a shot and experienced a sudden
pain in the lumbar region. He was referred to the orthopaedic depart-
ment of the local hospital, where he was x-rayed and reported to
have severe degenerative changes in the lumbar spine. He was
treated by physiotherapy, and was fitted with a corset. The pain
was relieved, but recurred in a few weeks when he returned home.
Treatment now consisted of rest on a firm bed for a fortnight, and
again the pain settled for a time. When it recurred for the third
time, he was again x-rayed, and again reported as having degenera-
tive changes in the spine. At this point he was found to have an
E.S.R. of 40 mm. in the first hour. His x-rays were re-examined and
a very faint suspicious area was seen in the body of a lumbar vertebra.
Needle biopsy was carried out and carcinoma cells were found.
Palliative deep x-ray therapy relieved the pain for a time, but the
patient develop widespread metastases in the spine and skull and
died nine months after first feeling pain. The site of the primary
growth was never found.

This case shows how misleading a history of injury can be. It
also shows that though severe degenerative cases are found in the
spine, they are not necessarily the cause of the pain. One positive
finding should not end an investigation. Finally it shows the value
of the erythrocyte sedimentation rate in helping to show the presence
of active disease.

Conclusion
This then is a picture of backache as it occurs in one practice.

A small series such as this has no statistical value, but it does show
most of the types of cases likely to be encountered. It suggests
that in practice there are three types of patient with backache; those
who will recover spontaneously, those who are showing the effects
of degenerative processes which we are so far powerless to halt and
those who, if they were not complaining of backache, would be
complaining of something else. In the last two groups, the family
doctor has a major role in helping the patients to cope with their
disabilities, physical or psychological.
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