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Abstract

Objective: To report the functional results
of physical and rehabilitative management
of low back pain for low back pain in
Brazzaville University Teaching Hospital.

Patients and methods: Descriptive
and analytical cross-sectional study
conducted in the Department of
Physical Medicine and Rehabilitation
of Brazzaville University Teaching
Hospital. Patients followed between 1*
May and 31% October 2022 (7 months)
for low back pain were included to the
study. Each patient was assessed at
baseline and at 10, 20 and 30 days. The
care protocol consisted of 15 sessions, 3
sessions per week, combining sedative
physiotherapy, muscle strengthening and
endurance training. The study variables
were epidemiological, clinical and
functional.

Results: During the study period, 215
patients were seen, 82 for common
low back pain, representing a hospital
frequency of 38%. The mean age was
5714 years (extremes 25 and 93 years).
Women predominated, (sex ratio: 0.43).
The evolution was chronic in 93.9% of
cases, with an average of 5+5.2 years
(extremes: 1 month and 24 years). At the
30™ day of the protocol, enabled 80.49%
of patients to move from a pain intensity
of more than 8/10 on the visual analogue
scale to a pain intensity of less than 3 in
97.6% of patients. Similarly, functional
capacity was restored in 97% of cases,
with the Shirado test increasing from
38+13 seconds (range 9 to 90 seconds) at
inclusion to 49.5 seconds, the Sorensen
test from 31 +15 (range 1 to 75 seconds)
to 41.1 seconds, and the Roland-Morris
Disability score going from a severe
score in 90.2% to a mild score in 52% of
patients and full functional restoration in
45%, with statistically significant.

Conclusion: Physical and rehabilitative
management is an essential modality in
the treatment of common low back pain,
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effective on both the functional and pain
components.
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Introduction

Low back pain is a major public health
problem worldwide, and is the most
common complaint in rheumatology,
in sub-Saharan Africa and the western
hemisphere!?. The World Health
Organisation (WHO) defines low
back pain as “an unpleasant sensation
indicating potential or actual damage
to a structure in the lower back™. It is
called “common” when the cause of low
back pain is degenerative or mechanical
damage, in the absence of signs indicating
an inflammatory, infectious, fractured or
tumoral pathology’. Currently about 60-
90% of the adult population suffers or
suffered from this condition. Although the
pain resolves spontaneously, in 23% of
patients it becomes chronic and in around
11-12% it leads to disability, making it the
leading cause of disability worldwide®.
The disability caused by common low
back pain seems to increase from decade
to decade, despite improvements in living
conditions and management”®. Thereby,
it appears to be a complex, multifactorial
condition involving mechanical stress on
the lumbar spine, psychosocial factors,
genetic factors and lifestyle, particularly
in sub-Saharan Africa’. Thus, drug
treatment alone is not enough to prevent
recurrences or the transition to chronicity,
or to encourage patients to return to work.
Physical and rehabilitation measures have
become essential in the management,
especially in the restoration of functional
capacity'®!!. In sub-Saharan Africa, and
in the Congo in particular, studies have
focused mainly on the epidemiological,
clinical, morphological and medicative
aspects, often ignoring the physical,
functional and rehabilitation aspects of
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medical management'>!3, Therefore, we conducted this
study whose goal was to report the functional results of
the physical and rehabilitative management of low back
pain at the Teaching Hospital of Brazzaville.

Materials and methods

A single-centered, cross-sectional, descriptive and
analytical study in the Physical and Rehabilitation
Medicine Department of the Teaching Hospital of
Brazzaville was conducted over a period of 7 months
(from 03 April to 03 November 2022). Patients over
18 years of age, seen in consultation for documented
and confirmed low back pain, considering the WHO
definition, were included. All patients were included
after informed consent. All patients underwent a
clinical, functional, and progressive assessment by
a rheumatologist and a doctor specialized in physical
and rehabilitation medicine. The treatment protocol
comprised 15 sessions at a rate of 3 sessions per
week, combining infra-red sedative physiotherapy,
strengthening and endurance of the abdomino-pelvic
area muscles, stretching of the sub-pelvic muscles and
postural education, lifestyle hygiene and self-education.
Each session lasted 45 minutes. Patients were assessed
at baseline and at day 10, 20 and 30. The study variables
were epidemiological (age, sex, occupation), clinical
(pain scale, spinal statics, finger-ground distance and
Schober index) and functional:

*  Measurement of the average Heel-buttock distance to
assess lumbar spinal muscle extensibility';

. Shirado test and Sorensen test to measure lumbar
spinal muscular endurance'*'¢;

*  Measurement of the Roland-Morris Disability score
(RMDs) in French version, validated for assessing
functional impact in low back pain'’.

The study data were collected using Excel and
analyzed using SPSS. Nominal and ordinal categorical
variables were expressed as headcount and percentage.
Quantitative variables were expressed as mean =+
standard deviation or median with interquartile
range, depending on whether or not the distribution
was normal, as assessed by the Shapiro Wilk test.
Categorical variables were compared using the Chi-
square test or Fisher’s exact test for small numbers
(expected number less than 5), with a significance
level of 5%. Quantitative variables were compared
according to the nature of the distribution using the
Student test or the Mann Whitney test when the variable
had two modalities, and the 1-factor Anova test. This
study was conducted with strict respect for anonymity
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and confidentiality, following authorization from
the Research and Training Department (N°35/MSP/
CHU-DG/DERE/SR.22) at the Teaching Hospital of
Brazzaville.

Results

During the study period, 215 patients were seen in
Department of Physical Medicine and Rehabilitation,
82 of them for low back pain, representing a hospital
frequency of 38%. The mean age of the patients was 57
+ 14 years, with extremes ranging from 25 to 93 years.
The predominant age group was 55 to 64 (25.61%)
(Figure 1). Low back pain affected women in 57
(69.51%) cases and men in 25 (30.49%) cases, with
sex ratio of 0.43. In 59 (71.95%) of cases, the patients
were sedentary and did not engage in any sporting or
physical activity. The mean duration of low back pain
was 5 £ 5.2 years, with extremes of 1 month and 24
years. The evolution was chronic in 77 (93.9%) cases
and acute in 5 (6.1%) cases. The onset was spontaneous
in 6 (11.7%) cases and provoked in 54 (49.9%). The
clinical and functional profile at the beginning of the
treatment protocol was characterized by pain intensity,
assessed using the Visual Analogue Scale (VAS) for
pain (1-10), which was very intense in 66 (80.5%) and
moderate in 16 (19.5%) cases (Figure 1). Clinically,
the mean BMI was 25.8 + 3.5 kg/m?, with extremes
ranging from 17.9 kg/m? to 33.6 kg/m?. Spinal statics
were impaired in all patients, with hyperlordosis in
51 (62.5%) cases and scoliotic posture in 31 (37.5%)
cases. Assessment of spinal mobility revealed a mean
finger-ground distance of 5.8 = 6.4cm, with extremes
ranging from 0 to 34cm, and a mean Schober Index
of 14.12 + 2.03cm, with extremes ranging from 10cm
to 16cm. In terms of muscular performance, sub-
pelvic muscular extensibility was characterized by a
mean calcaneus- gluteus distance of 3.6 + 4.2cm, with
extremes ranging from 0.0 to 15.0cm. Mean muscular
endurance, according to the Shirado test, was 38 + 13
seconds, with extremes ranging from 9 to 90 seconds,
and according to the Sorensen test, 31 + 15 seconds,
with extremes ranging from 1 to 75 seconds. Functional
disability assessed by the Roland-Morris Disability
score (RMD score) was severe in 90.2% of patients.
At the beginning of physical management, 82 (100%)
patients received analgesic treatment, 98.7% an NSAID
and 79 (96.34%) a muscle relaxant. The clinical and
functional results of the physical and rehabilitative
management were characterised by significant clinical
and functional improvement (Table I and Figure 2).
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Table 1: Clinical and functional data profile

Data JO J10 J20 Ml P-value
(N=82) (N=82) (N=58) (N=42)
VAS profile: <0.001
0-3 0 (0.00%) 23 (28.0%) 26 (44.8%) 41 (97.6%)
4-7 16 (19.5%) 49 (59.8%) 32 (55.2%) 1 (2.38%)
8-10 66 (80.5%) 10 (12.2%) 0 (0.00%) 0 (0.00%)
Schober index 14.1 (2.03) 14,0 (0.75) 16,3 (17.6) 13.9 (0.33) 0.361
Finger-ground distance 5.76 (6.43) 2,63 (3.52) 2,00 (3.02) 1.88 (3.92) <0.001
Heel- buttock Distance 3.57 (4.21) 1.65 (2,50) 1.39 (2.13) 1.29 (2.24) <0.001
Shirado test 38.0 (13.1) 39.6 (11.6) 46.0 (12.5) 49.5 (11.0) <0.001
Sorensen test 31.4 (14.6) 359 (12.1) 38.8 (12.8) 41.1(10.4) <0.001

Figure 1: Distribution of patients according to Visual Analogue Scale (VAS) for pain
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Figure 2: Evolution of Roland—Morris Disability score (RMD Score) during treatment
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Discussion

Restoring functional capacity and controlling pain remain
the major challenges in the physical and rehabilitative
management of low back pain. Achieving these goals
requires a thorough initial assessment of the patient'’.
The predominance of women in low back pain is typical
of sub-Saharan Africa and, along with obesity, is one of
the main factors associated with its occurrence'. In our
series, the initial assessment of patients was characterized
by a functional profile combining preserved lumbopelvic-
femoral mobility, while the isometric muscular
endurance capacities of the trunk flexors and extensors
had collapsed. This loss of muscular endurance mainly
concerned the extensor muscles, as classically reported in
the literature, and was associated with severe functional
impairment, as assessed by an Roland-Morris Disability
score of more than 20/24 in 90.2% of patients'**°. In sub-
Saharan Africa, spinal stress is frequent in the course of
daily activities. This lifestyle, made of poor spinal posture
and carrying heavy loads, may explain the significant
functional impact of low back pain in our series. The
intensity of spontaneous lumbar pain may also explain
the severe functional impact in our patients. In 80% of
our patients, the pain intensity was very high (pain scale
>8), despite the use of analgesics, NSAIDs and muscle
relaxants. The ineffectiveness of drug treatment alone in
relieving pain reflects the complexity of the mechanisms
underlying pain in common low back pain?'. This is likely
the result of complex mechanisms, particularly muscular,
including: muscular uncoupling combining inhibition of
agonist muscles and amplification of antagonist muscle
activity, muscle recruitment abnormalities resulting in a
loss of postural automatisms and, finally, delayed muscle
contraction, particularly of spinal extensors'®*. Muscle
reconditioning activities therefore play an important role
in improving the pain component of low back pain, as
observed in our series”. In addition to the improvement
of the pain, our study shows a significant improvement
in muscular performance and the functional impact of
low back pain. This improvement cannot be attributed
to muscle reconditioning alone. It is probable that
the gestural and postural education activities and the
resumption of daily physical activity in patients, who for
the most part were sedentary, made it possible to improve
the cognitive and behavioral component during the course
of low back pain, in particular the fear of physical therapy
frequent in our series*. According to Desthieux et a/®,
the variation in the body component is not modified
by exercise re-training. The benefit of such a program
seems to be attributed to the improvement in the patient’s
knowledge and ability to adapt, whereas the intensity of
physical training does not play a crucial role in restoring
the functional capacities of low back pain sufferers.

Conclusion

Physical and rehabilitative management is an effective
treatment modality for low back pain in sub-Saharan
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Africa. Effectiveness relates to both the pain component
and the functional component, with statistically significant
variations. It would seem useful to determine the long-
term effectiveness of this rehabilitation programme by
studying the quality of life of patients with low back pain.

Conflict of interest: The authors declare no conflict of
interest

References

1. Mijiyawa M, Oniankitan O, Kolani B, Koriko T. Low
back pain in hospital outpatients in Lomé (Togo).
J Bone Spine 2000; 67:914-920.

2. Diomandé M, Bamba A, Traoré A, Kpami YNC, et al.
Epidemiology of rheumatologic diseases in Abidjan
(Cote d’Ivoire). RAFMI. 2020; 7(1-2): 22-30.

3. Gourmelena J, Chastanga JF, Ozgulera A, Lanoéa J,
et al. Fréquence des lombalgies dans la population
francaise de 30 a 64 ans. Résultats issus de deux

enquétes nationales. Annales de Réadaptation et de
Meédecine Physique. 2007; 50 (8):633-639.

4. Cherina P, De Jaeger C. Chronic low back pain:
News and treatment. Médecine Longevité. 2011;
3(3):137-149.

5. Balkhadir H, Skalli S, Ait Moussa M, El Youbi K,
Karkouri S. Chronic low back pain: understanding it
to better manage it. Rev Mar Rhum. 2020; 52:16-32.

6. Mbarga J, Pichonnaz Cl, Foley R, Ancey C. Chronic
low back pain: from the uncertain medical diagnosis
to the profane ctiologies. Rev Med Suisse. 2018,
14:850-853.

7. Hoy D, Bain C, Williams G, March L, Brooks
P, Blyth F, et al. A systematic review of the global
prevalence of low back pain. Arthritis Rheum. 2012;
64(6):2028-37.

8. Verckek K, Luijsterburg PAJ, Miedema HS, Pool-
Goudzwaard A, Koes BW. Prognostic factors for
recovery in chronic nonspecific low back pain: a
systematic review. Phys Ther.2012;92(9):1093-108.

9. Ouedraogo DD, Ouedraogo V, Ouedraogo LT, Kinda
M, et al. Prevalence and factors associated with low
back pain among hospital staff in Ouagadougou
(Burkina-Faso). Med Trop. 2010; 70(3):277-280.

Fouquet B, Jacquot A, Nardoux J. Physical
therapy and nonspecific low back pain. Rev Rhum
Monographies. 2017; 84(1):29-38.

Alagnide HE, Houngbedji GM, Azanmasso H, Niama
Natta DD, Kpadonou GT. Rehabilitation results of
low back pain treated in CNHU-HKM of Cotonou.
Journal de la Recherche Scientifique de |’Université
de Lomé (Togo). 2017; 19(3):533-541.

Houzou P, Atake AE, Diomande M, Souberou
L, Koffi-Tessio VES, et al. Degenerative spine
pathology among rheumatology patients in Kara
(Togo). Rhum Afr Francophone. 2020; 3(1): 8-15.

10.

11.

12.

Afir J Rheumatol 2024;12 (2). 66-70



13.

14.

15.

16.

17.

18.

19.

Ntsiba H, Makosso E. Lombalgie en milieu hospitalier
congolais. Analyse de 200 cas. Méd d’Afrique Noire.
2009; 56(4):226-330.

Bernard JC, Bard R, Pujol A, ef al Evaluation
musculaire de 1’adolescent sain. Comparaison avec
une population d’adolescents lombalgiques. Annales
de Réadaptation et de Meédecine Physique. 2008;
51(4): 263-273.

Shirado O, Kaneda K, Ito T. Trunk-muscle strength
during concentric and eccentric contraction: a
comparison between healthy subjects and patients
with chronic low-back pain. J Spinal Disorders.
1992; 5(2):175-182.

Latimer J, Maher CG, Refshauge K, Colaco
I. The reliability and validity of the Biering-
Sorensen test in asymptomatic subjects and
subjects reporting current or previous nonspecific
low back pain. Spine. 1999; 24(20):2085-90.

Rannou F, Poiraudeau S. Evaluation du
retentissement des lombalgies communes. La
Lettre du Rhumatologue. 1998; 239:34-35.

Casso G, Cachin C, Melle GV, Gerster JC. Return
to work status 1 year after muscle reconditioning
in chronic low bach pain patients. J Bone Spine.
2004; 71(2):136-139.

Yahia A, Jribi S, Ghroubi S, et al. Evaluation
posturale et des forces musculaires du tronc et

des membres inférieurs chez le lombalgique
chronique. Rev Rhuma. 2011; 78 (2):166-172.

Afir J Rheumatol 2024;°12°(2): 66-70

70

20.

21.

22.

23.

24.

25.

Barnay JL, Lhote M, Acher F, et al. Exercise
training and chronic low back pain. La Lettre de
Médecine Physique et de Réadaptation. 2012; 28
(1):25-29.

Pascale Vergne-Salle et Philippe Bertin. Douleur
chronique et neuro-inflammation. Rev Rhum.
2021; 88(6):417-423.

Malafosse P. Approche posturale des lombalgies.
Hegel. 2021; 2(2):172-179.

Véron O, Tcherniatinsky E, Fayad F. Revel
M, Poiraudeau S. Chronic low back pain and
functional restoring program: Applicability of
the Patient Acceptable Symptom State. Annales
de Réadaptation et de Médecine Physique 2008;
51(8):642-649.

Kabor¢ F, Tiaho E, Tiendrébéogo WSJ, et
al. Kinésiophobie chez les patients suivis
pour lombalgie et lombosciatique commune

chronique : prévalence et facteurs associés. Rev
Rhum. 2020; 87(S1): A74-75.

Desthieux C, Dadouna S, Foltz V, Rozenberg
S, Fautrel B, Gossec L. Functional restoration
programs in patients with chronic low back pain
and body composition: No change in muscle
mass assessed through dual X-ray absorptiometry
in 94 patients, a monocenter longitudinal study.
J Bone Spine. 2016; 83(6):741-742.



