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Small Muscles, Big Curves: Relationship of Spinal Extensor Muscles and Lumbar Curvature in Patients with Chronic Low Back Pain
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CONCLUSION
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Age, mean (SD) 58.3 (15.7) G L * Our results are opposite those seen in a prior study of health

RESULTS

INTRODUCTION

 Chronic nonspecific low back pain remains the leading cause
of disability worldwide necessitating ongoing research to
identify targets for treatment and preventative strategies
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* Extensor muscle volume has previously been shown to be gl Normal Weight 24.6 : : and multifidus stimulation (6) have shown promising results

,f Overweight 393 : in treating chronic low back pain.

Obesity 34.4 : * This study was limited by a relatively small sample size, the
Duration of Symptoms, ? " Lumbar Lordosis Angle. ? use of muscle surface area summation as a surrogate for
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< 1year 34.4 ' : image acquisition, and lack of a control group.
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Figure 1. An example of the cross-sectional 5 —9.99 years 13.1 lumbar lordosis, extensor muscle volume and fatty fraction
METHODS measurements of the right extensor spinae and left 10 years or >

are causes or effects of chronic low back pain and look at the
multifidus muscles are outlined in yellow excluding Primary LBP Dx, % effect of physical therapy and multifidus stimulation on the
» Retrospective chart review (approved by MGB IRB) of all new bright-white fat (A) and including bright-white fat (B). spondylosis 400
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smaller in patients with low back pain compared to healthy
controls (4).

 This project sought to assess the relationship between
extensor muscle mass, fatty atrophy of those muscles and
lumbar curvature in patients with chronic low back pain.
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