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Objectives: The primary purpose of this study is to look for the magnitude of the low back pain 
{LBP} amongst the referred cases and to identify its relation to the underlying conditions in 
patients presenting to Rheumatology Outpatient Clinic. 
Methods: One thousand patients who were complaining of LBP were enrolled in this cross-
sectional study they consulted Rheumatology outpatient Clinic of  Al-Ramadi Teaching Hospital 
,Ramadi City, Iraq , from 2 January 2009   to  1 August  2009 . Pregnant women, Patients below 
18 years of age and Fibromyalgia syndrome were excluded from the study. When primary 
diagnosis of LBP of any duration {acute ,subacute and chronic} was confirmed by historical and 
physical examination ,clinical decision was made to request either conventional X-Ray(for 
spondylolysis/spondylolisthesis, lumber spondylosis , Ankylosing spondylitis ,Psoriasis and 
Sacralization ) or MR Imaging (for Intervertebral disc prolapse, spinal canal stenosis , infectious 
discitis , spondylitis or infiltrative disorders ) .Data obtained from plain X-Ray and MRI were 
interpreted by consultant Radiologists .The radiological findings and clinical evaluations were 
assessed ,investigated  and analyzed . 
Results : Out of  1000 patients enrolled in this study with mean age 46 +16 year ,738 (73.8%) 
were females and 262 (26.2%) were males .Female gender is significantly higher than  males with 
predominance of  40-61 age groups . LBP of Inflammatory causes was reported in 518 (51.8%) 
patients with predominance of 29-39 (29.9%) ,40-50 (27.9%) age groups , while 482 (48.2%) 
patients were of mechanical causes predominated in 51-61(29%) and 29-39(17.2%) age groups 
.inflammatory subtype of LBP was experienced in higher rate among   438 (84.5%)  female 
individuals than that of male individuals  80 (15.4%)  ,while mechanical subtype  occurred in male 
patients more than in female patients ,300 (62.3%) and 182 (37.7%) respectively .As mentioned, 
the commonest causes were disc prolapse and spinal stenosis in 105 males(43.3%) ,90 females 
(37.9%) ,followed by muscular spasm affecting  70 males(29.1%) and 70 females(28.9%)  . The  
causes of Inflammatory subtype of LBP were distributed in 300 females (74%) due to Reactive 
arthritis and Pelvic Inflammatory Diseases  { PID} , 80 females(19.7%) and 75 males(64.6%) due 
to Rheumatic disorders (Ankylosing spondylitis ,Psoriasis ) ,40 males(35.3%) and 25 
females(6.17%) due to infectious agents (Brucellosis ,T B) .Our data illustrate the relation 
between Reactive arthritis and PID with Birth control method used females ,out of 300 diseased 
females, 200 were reported to use of Birth control .Intrauterine device(IUD) in 120 females(60%) 
,contraception's (oral and injectable) in 40 females(13.3%) ,and tubal ligation in 40 
females(13.3%) .The difference was statistically significant (p<0.05) .        
Conclusion : Our findings demonstrate that LBP is a common problem results from the reviews 
can be considered relevant for general population . There were inconsistent findings with respect 
to categories of LBP ,Inflammatory subtype reported significantly more in female individuals of 
40-61 years of age .The issue of Birth control methods are clearly relevant to the concept of LBP 
which were implicated as potent risk factors .Although no acceptable evidence was found for 
therapeutic aspects ,misuse of  systemic corticosteroids was reported in 144 cases  with advers 
effects and osteoporotic features ,mostly were of iatrogenic in nature . 
Keywords: Backache, Rheumatology, , pelvic inflammatory disease   
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Introduction: 
ack pain is a major health problem 
affecting approximately [17.3] million 

people in UK ,over one-third of the adult 
population{1}. Low Back Pain [LBP] is the 
fifth most common reason for visiting  a 
physician according to US National 
Ambulatory Care Survey{2}.The symptoms 
of axial skeleton pain is associated with a 
wide variety of Mechanical and Medical 
disorders{3,4}. 

Mechanical disorders of the axial 
skeleton are caused by overuse [muscle 
strain],trauma or physical deformity of an 
anatomic structure [ herniated 
intervertebral disc ,osteoarthritis ,spinal 
stenosis , spondylolysis / 
spondylolisthesis]. Medical disorders that 
cause spine pain are associated with 
constitutional symptoms, disease in other 
organ systems and inflammatory or 
infiltrative disease of axial skeleton {5}. 

As many as 90% of people with 
[LBP] or Neck pain have a mechanical 
reason for their discomfort. 
Characteristically , mechanical disorders 
are exacerbated by certain physical 
activities and are relieved by others and 
most of these disorders resolve over a short 
period of time{6}.The majority of people 
with spinal pain and systemic illnesses can 
be identified  by the presence One or more 
of the following , fever or weight loss ,pain 
with recumbency ,prolonged morning 
stiffness ,localized bone pain or visceral 
pain{7}.Cases of arthritis have been 
observed  following epidemics or sporadic 
outbreaks of diarrheal illnesses caused by 
Shigella ,Salmonella and Campylobacter 
micro-organisms, as well as by venearlly 
acquired genitourinary infections usually 
Chlamydia Tracomatis{8}. 

 
 
 
 

 
 

Low back and buttock pains are 
common in reactive arthritis, occurring in 
approximately 50% of cases low back 
symptoms, propably are caused primarily 
by Sacroiliac or other spinal joint 
involvement. 

However, radiographically 
demonstrable Sacroilitis eventually 
develops in  only 20% of patients .Other 
potential causes  of back pain are 
Enthesitis or Prostatitis{9,10}.Pelvic 
Inflammatory Disease[PID],is the disease 
that affects young, sexually active, 
reproductive age women ,most cases are 
considered to be the sequelae of the 
sexually transmitted pathogens ,Chlamydia 
Tracomatis and Neisseria gonorrhea{11}. 
Several demographic, behavioral and 
contraceptive factors are identified as risk 
factors for PID{12}. The patient's symptoms 
and physical signs help differentiate 
Mechanical from systemic causes of axial 
pain. The initial diagnostic evaluation 
includes a history, physical examination 
with complete evaluation of the Musculo-
skeletal system .Neurological examination 
to detect evidence of spinal cord, spinal 
root or peripheral nerve dysfunction is 
essential. 

 In most patients, radiographic and 
laboratory tests are not necessary{13}.Many 
options are available for evaluation  and 
management of  LBP .However, there has 
been little consensus, either within or 
between specialities on appropriate clinical 
evaluation{14}and management{15} of LBP 
.Numerous studies show unexplained, 
large  variations in use of diagnostic tests 
and treatment {16 ,17}. Despite wide 
variations in practice,  patients seem to 
experience broadly similarly outcomes 
,although costs of care can differ 
substantially among and within specialities 
{18,19}. 

 

B 
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This study was designed to quantify 
the burden of backache amongst referred 
patients and to estimate the spectrum of 
LBP with its relations to underlying 
conditions in patients presenting to the 
Rheumatology outpatient clinic, where 
these disorders are most frequently 
encountered.    

 
Patients and Methods: 
One thousand patients complaining of LBP 
were enrolled in this Cross-sectional 
observational study, who consulting 
Rheumatology outpatient clinic of Al-
Ramadi Teaching Hospital from [2-
January 2009 to 1-augest 2009]. All the 
subjects were recruited had given their 
informed consent  with ethical approval by 
the local ethical committee of the Teaching 
Hospital .Eligible patients were at least 
[18]year of age with any duration of pain 
episode [acute and sub-acute of less than 
three months, while chronic of more than 
three months duration], Socio-
demographic information[age , gender 
,residency ,occupation ,current 
medications],type of birth control[for 
child-bearing females] were obtained 
during enrollment , while below 18 year of 
ages, pregnant woman and patients with 
Fibromyalgia syndrome were excluded 
from the study . A detailed history for the 
presence of back pain with careful clinical 
examination were undertaken.  

The primary diagnosis of LBP is 
confirmed  by the presence of 
characteristic history and physical findings 
associated with localized or radiated back 
pain.  

 
 
 
 
 
 

Sagital and frontal spine 
movements, straight leg raising [SLR] , 
femoral stretching [FS] tests were 
performed , in addition to Reflexes[knee 
and ankle jerk ] ,sensation and motor 
weakness investigation to detect any 
nurologic  deficits ..Clinical decision was 
made about whether each patient needs 
Plain X-ray or Magnetic Resonance Image 
[MRI]. 

Radiologic evidence either 
conventional  [plain] X-ray for lumbo-
sacral region [for spondylosis 
,spondylolysis/spondylolisthesis , 
sacralization ,scoliosis or ankylosing 
spondylitis ] or MRI [for prolapsed 
intervertebral disc ,spinal canal stenosis , 
infectious discitis and inflammatory and 
infiltrative spine disorders ].Each plain X-
ray or MRI data were interpreted 
independently by consultant radiologists 
without knowledge of  clinical data ,then 
clinical assessment and radiologic findings 
were investigated .Female patients, 
particularly at child-bearing age with the 
presence of strong evidence of pelvic 
inflammation[lower abdominal and back 
pain, vaginal discharge ,history of                  
dysparunea{20},as well as positive sacro-
iliac stressing test{21},in addition to 
elevated  ESR.CRP and leucocytosis were 
included  for analysis . 
Statistics:- Chi-squire test was used for the 
statistical analysis . Differences were 
considered Significant at {P<0.05}.   
 
Results: 
The distribution of LBP according to age 
and gender is shown in (Table-1).Out of 
(1000) individuals, (mean age 46±16.5), 
738(73.8%) were females and 262(26.2%) 
were males.  
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 LBP in female gender is 
significantly higher than males with 
predominance at 40-50 (26.2%),              

51-61 (22%) and 29-39 (21.6%) age 
groups respectively     (p < 0.05). 

 
Table 1 Distribution of LBP according to age and sex 

TOTAL MALE FEMAL AGE 
100(10%) 45(17.1%) 55(7.4%) 18-28 

238(23.8%) 78(290.7%) 160(21.6%) 29-39 
227(22.7%) 32(12.2%) 194(26.2%) 40-50 
190(19%) 27(10.3%) 163(22%) 51-61 

125(12.5%) 40(15.2%) 85(11.55%) 62-72 
120(12%) 40(15.2%) 80(10.85%) 73-83 

1000(100%) 262(26.2%) 738(73.8%) TOTAL 
Chi Squire (SIGNIFICANT P VALUE <0.05). 

 
 
According to the main subtype of 

LBP,Inflammatory causes (non mechanical 
,systemic or specific) and Mechanical 
(non-inflammatory or non specific) causes 
, there are 518 patients (51.8%)  of  
 

 
 
inflammatory causes with predominance of 
29-39(29.9%),40-50(27.9%) age groups 
,while 482 (48.2%) were of Mechanical 
causes with predominance at 51-61 
(29%),29-39(17.2%) age groups as shown 
in table-2.   

 
Table 2  Distribution of main subtypes of LBP according to age 

AGE INFLAMMATORY MECHANICAL TOTAL 
18-28 30(5.7%) 70(14.5%) 100(10%) 
29-39 155(29.9%) 83(17.2%) 238(23.8%) 
40-50 145(27.9%) 82(17%) 227(22.7%) 
51-61 50(9.6%) 140(29%) 190(19%) 
62-72 80(15.4%) 45(9.3%) 125(12.5%) 
73-83 58(11.1%) 62(12.8%) 120(12%) 

TOTAL 518(51.8%) 482(48.2%) 1000(100%) 
 Chi Squire (NOT SIGNIFICANT  P VALUE >0.05). 
 

Female individuals experience 
higher rate of inflammatory subtype of 
LBP (438 (84.5%)) than that of males 
(80(15.4%)),while Mechanical subtype 

reported in male patients (300(62.2%) 
more than female patients (182(37.7%) . 
The difference was statistically significant 
(p<0.05 ) as demonstrated in table-3 

Table 3 Distribution of main subtypes of LBP according to gender 
SEX INFLAMMATORY MECHANICAL TOTAL 

FEMAL 438(84.5%) 300(62.2%) 738(73.8%0 
MALE 80(15.4%) 182(37.7%) 262(26.2%) 
TOTAL 518(51.8%) 482(48.2%) 1000(100%) 

    Chi Squire (SIGNIFICANT  P VALUE <0.05). 
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 Table-4 shows the relation between 
Mechanical causes and patient's gender. As 
mentioned ,intervertebral disc 
prolapse(IVDP)was the most common 
cause among male individuals (105 
(43.3%)) than females (90(37.5%)) 
,followed by Strain and Sprain(muscular 
spasm) affecting males in 70 (29.1%)                
and female patients in 70(28.9%),                           

while Spondylolysis / Spondylolisthesis  
predomenanted in females 40(16.6%) than 
in males 30(12.3%) , then  Lumber 
spondylosis was 32(13.2%) in males and 
28(11.6%) in females .Last Mechanical 
cause  was Sacralization which 
predominated more in females 12 (5%) 
than in males 5(2%) ,The differences were 
not statistically significant (p>0.05 ). 

 

Table 4 : Distribution of mechanical causes according to gender. 
CAUSE FEMAL MALE TOTAL 

I.V.D.P &  Spinal 
canal stenoses 

90(37.5%) 105(43.3%) 195(40.45%) 

Strain & 
Sprain(spasm) 

70(29.1%) 70(28.9%) 140(29%) 

Spondylolysis & 
spondylolithesis 

 

40(16.6%) 30(12.3%) 70(14.5%) 

Lumber spondylosis 
 

28(11.6%) 32(13.2%) 60(12.9%) 

Scaralization 12(5%) 5(2%) 17(3.5%) 

Total 240 242 482(100%) 

 * I.V.D.P =Inter Vertebral Disc Prolapse. 
 Chi Squire (NOT SIGNIFICANT  P VALUE >0.05). 
 
 Data in (Table-5) shows the 
distribution of underlying causes of 
Inflammatory subtype of LBP including 
300 female patients (74%) due to Reactive 
arthritis and PID , 80 females (19.7 %) and 
75 males (64.6%) due to Rheumatic 

disorders (such as Ankylosing spondylitis 
and Psoriasis ), while 40 male patients 
(35.3%), and 25 female patients (6.17%) 
were due to infectious agents (Brucellosis 
and tuberculosis (TB)). The differences 
were statistically significant (P < 0.05).  

 

Table 5  Distribution of inflammatory  causes according to gender. 
CAUSE FEMAL MALE TOTAL 

Reactive arthritis &        
PID 

300(74%) 00.0 300(57.9%) 

Rheumatic disorder 
(Ank.spond,Psoriasis) 

80(19.7%) 73(64.6%) 153(29.5%) 

Infection 
(Brucellosis,T.B) 

25(6.17%) 40(35.3%) 65(12.5%) 

Total 405 113 518(100%) 
  * PID = Pelvic Inflammatory Disease , TB = Tuberculosis. 
Chi Squire (SIGNIFICANT  P VALUE <0.05). 
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 Table 6 illustrates the relation 
between female patients with Reactive 
arthritis and PID and Birth control 
methods. Out of 300 cases, 200 females 
reported to use of these method, 
intrauterine device (IUD) in 120 (60%), 
contraception (oral and injectable) in 
40(20%) and Tubal ligation in 40 (20%). 

 The percentage from all females 
with Reactive arthritis and PID was (67%), 
while the percentage from all LBP patients 
was (20%).Patients, who manifested with 
Osteoporotic features due to systemic 
corticosteroid misuse were 144 cases. The 
percentage from all LBP patients was 
(14.4%).   

 
Table 6  Frequency and Distribution of  females with Inflammatory LBP used Birth Control 

METHOD NO. 
Intrautrain device 

(IUD) 
120(60%) 

Contraception(oral& 
injectaple) 

40(20%) 

Tubal Ligation 40(25%) 
Total 200(100%) 

   
• Percentage from all females with Reactive arthritis & PID = (200/300)*100= (67%). 
• Percentage from all patients with LBP =(200/1000)*100= (20%). 

 
 
Discussion: 

Low back pain(LBP) is defined as 
pain and discomfort below the costal 
margins and above the inferior gluteal 
folds ,with or without leg pain(22) .LBP has 
a major health problem and social 
impact(23). In this study ,LBP is more 
common in female individuals than males 
(73.8% ,26.2%  respectively),which is 
mostly predominant in females of (40-
61)age groups, reflecting that middle age 
and older females experience heavy 
physical work and from numerous house 
duties , in addition to many purported risk 
factors affecting the general health, and 
this can be explained also by the fact that 
female gender has a higher incidence of 
autoimmune disorders(24) , while majority 
of male patients were of  young age 
groups. 

 
 

Beyond that, the most frequently 
reported risk factors were repetitive, heavy 
work ,frequent bending, twisting and static 
postures(25).  

Characteristically, mechanical 
disorders are exacerbated by certain 
physical activities. According to the 
findings of this study, the main subtypes of 
LBP, Inflammatory and Mechanical, which 
represented in (51.8%) and (48.2%) 
respectively in patients underwent 
diagnosis of LBP. The Inflammatory 
subtype was more frequent among (29-50) 
female age group , this might be explained 
by child-bearing age period and females 
might be exposed to many Genito-urinary  
and pelvic infections ,as well as to many 
Rheumatic and metabolic bone disorders.  
Bacterial and viral infections have been 
suggested as arthritogenic stimulants (27). 
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Mechanical subtype of LBP was 
reported in 482 cases, which seems to be 
equally represented in both males and 
females (240 and 242 cases respectively). 

The intervertebral disc prolapse 
(IVDP) and Spinal canal stenosis (which 
confirmed by MRI) were reported as a 
common causes of mechanical subtype of 
LBP in both male and female cases, 
105(43.31%) and 90 (37.5%) respectively 
(table-4). However, most of the 
respondents ,particularly female patients, 
95% of them were housewives and many 
of them lived in rural areas and as many as 
40% of males were farmers or simple 
workers .So ,the vast majority of our 
patients were of low income and of low 
education level with stressful life . In a 
recent study, it was suggested that 
psychosocial factors are more important 
than mechanical factors for LBP occurring 
in population (28) .A review by Dionne et 
al, found that individuals with lower 
educational status had longer and more 
recurrent episode of back pain(29).Recent 
survey of the relationships of socio-
economic status and chronic conditions 
such as common bone and joint disorders 
in eight European countries showed that 
self-reported arthritis ,Osteoarthritis and 
back complaints were all strongly related 
to socio-economic status, using education 
as the indicator(30).     
  In a minority of patients presenting 
for initial evaluation in a primary care 
setting, LBP is caused by a specific 
disorders such as Cancer (0.7%), 
compression fractures (4%), or spinal 
infection (0.01%)(31). Estimates for 
prevelance of Ankylosing spondylitis 
range from 0.3% to 5% (31, 32). Spinal 
stenosis and symptomatic heriniated disc 
are present in about 3% and 4% 
respectively (13,32) . 
 

Our study indicates that 
inflammatory subtybe of LBP was 
common among females using  birth 
control than  of non-users . We found that 
the Intrauterin device (IUD) was highly 
associated with inflammatory LBP, 
followed by Contraceptions(oral and 
injectable) . 

Although use of an (IUD) 
traditionally has been believed by most 
clinicians to confer an elevated risk of PID 
(33).PID is a polymicrobial inflammatory 
condition, affects young, sexually active, 
reproductive age women .The sexually 
transmitted pathogens, commonly isolated 
and implicated  include Chlamydia 
tracomatis and Neisseria gonorrhea(34) . 
Contraceptives play an important role in 
predisposing women to acquisition of 
PID(35) .Studies have shown at least a  
twofolds  increase in the risk of PID with a 
history of tubal infection, due to damage 
and dysfunctional tubal epithelium which 
produce depressed local defence and an 
altered immune response that increased 
susceptibility to infection(36,37) Chlamydia 
trachomatis is frequently  the cause of the 
urethritis or cervicitis and is the triggering 
agent of the Reactive arthritis (38) 
.Identification of risk factors that lead to 
active disease and long-term  damage is of 
increasing concern(39) .The least studies of 
long-term sequelae attributed to PID is 
chronic pelvic pain . Approximately 20% 
of women suffer from chronic pelvic pain 
at some point after developing PID (40) . 
 Unfourtunatlly, an important 
finding demonstrated in this study for 
misuse of systemic cortico-steroids therapy 
of many patients with LBP. 

As was reported, 144 cases had 
shown features of Osteoporosis and other 
side effect of misuse and over prescription 
of systemic steroids.  
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Although cortico-steroid therapy is 
potent anti-inflammatory and sedative 
medication, it may be responsible for 
advers effects (41). The care of people with 
back pain involves many different 
professions and disciplines, and until now, 
there has been no standardized approach 

(42). 
Systemic cortico-steroids are not 

recommended for treatment of LBP with or 
without Sciatica, because they have not 
been shown to be more effective than 
placebo (43,44,45,46). Misconceptions about 
back pain are shown to be widespread in 
adults, and they play a role in the 
development of long-term disability (47). 
 Management and prevention in 
LBP are professional and individual 
concern .So, optimal progress will likely 
require cultural shift in the way LBP is 
viewed, it's relationship with influencing 
factors, how it might best be tackled and 
just what is reasonable to expect from 
these strategies.  
  As a general recommendation, it is 
considered important that future studies 
include, risk benefit analysis and to 
determine how and by whom interventions 
are best delivered to specific target 

groups.There were numerous limitations of 
the present study that to be recognized.  

Many social reasons to obtain some 
personal and historical information ,in 
addition to performing full examination of 
female patients .Another limitation was 
that some necessary facilities were not 
available  in the hospital ,such as MRI ,CT 
Scan (private only), facilities of isolation 
and detection  of  pathogens  that 
implicated as a cause of reactive arthritis 
like Chlamydia Trachomatis .  
 In conclusion: LBP is currently a 
common problem with main concern of the 
medical community worldwide, since it is 
caused by many underlying risk factors 
which seem to be associated with 
worsened morbidity. Our  data showed  a 
high rate  of this problem among  female 
respondents, particularly  of child-bearing 
women  with growing evidence  that  birth 
control methods implicated as a potent risk 
factors due to their patho-physiologic 
advers effects .Importantly, misuse of  
systemic steroids with more hazards was 
recognized and these findings may imply  
that part of  those were of  iatrogenic in 
nature. 
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