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Abstract 

Low back pain is extremely prevalent, it is the most common presenting complaint in neurosurgery clinic. 

Regardless of the underlying cause, organic or inorganic low back pain has it's financial impact on 

patients , hospitals ,and work resources. 

This study was designed to discuss causes of low back pain, address the effectiveness of different Non-

steroidal Anti-inflammatory Medications on acute low back pain, regardless of the underlying aetiology, 

assess paracetamol and muscle relaxants effect compared to NSAID, and discuss cost-benefit effect of 

different medications used in LBP. 

Patients prescribed with diclofenac 150 mg, celecoxib 200 mg, Etoricoxib 90 mg, or combination of 

Paracetamol 1500mg + Chlorzoxazone 1500mg, "daily" for acute low back pain at Neurosurgery 

Outpatients Department, were enrolled in this study. The decrease in pain scores was recorded on 5th and 

10th days of follow-up and pain scores were calculated. Descriptive statistics were used for analysis. 

All medications used in this study were equally successful in short term symptom relief and dramatically 

reducing pain, and no drug was found to be superior. This clearly indicates equal effectiveness of 

medications used and homogenously and carefully selected study sample. 
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Introduction 

Low back pain is the most common cause for 

employees to request sick leave .finally low back 

pain is a major cause for disability and secondary 

rehabilitation need.89-90% of patients with low 

back pain problems will improve within one 

month even without treatment(including patients 

with sciatica from disc herniation).
(1,2,3)

 

Musculoskeletal Back pain the most common 

from low back pain . may result from strain of 

paraspinal muscles and/or Ligaments,irritation of 

facet joint ..excludes anatomically identified 

causes (e.g.tumor,disc hernation..
(2,17)

 

 

Methods  

Fifty two Patients prescribed with  diclofenac 150 

mg, celecoxib 200 mg, Arcoxia 90 mg, or 

combination of paracetamol+muscle relaxant for 
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acute low back pain at Neurosurgery Outpatients 

Department, were enrolled in this study. The 

decrease in pain scores was recorded on 5th and 

10th days of follow-up and pain scores were 

calculated. Descriptive statistics were used for 

analysis. 

 

Results and Statistics 

Total Participants 60 patients 8 patients were 

excluded due to one of the following causes: 

Table 1: Inclusion Exclusion Criteria  

Exclusion criteria Inclusion criteria 
Age <15 or >60 Age 15-60 
Cancer metastasis 

Steroid use 

HIV 

Organ transplant 

Drug abuse  

Recent UT / spine surgery 

Pregnancy 

No other related chronic 

illness 

L.B.P. < 6weeks 

 

Numeric Rating Scale, (NRS-11) 

 

This scale was used in pain assessment at patient's 

first visit and in monitoring response to 

medication 

 

Table 2: Numeric Rating scale 

 

Activities of daily living (ADLs or ADL) is a term 

used in healthcare to refer to people's daily self-

care activities. 

Common ADLs include feeding ourselves, 

bathing, dressing, grooming, work, homemaking, 

cleaning oneself after defecating and leisure. 

 

 

Table 3: Age groups 

Age group Frequency 

15-19 1 

20-29 8 

30-39 18 

40-49 20 

50-59 5 

 

 
Fig 1: incidence of acute low back pain among 

age groups. 

Mean Age = 36,33 

 

Table 4: Male : Female ratio  

Male Female 

24 28 

 

 
Fig 2: male : female ratio 

 

H/O Heavy work or lifting heavy object. 

 

Table 5: History of lifting heavy object or recent 

heavy work 

Yes No 

27 25 
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Male
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Pain Level Rating 

No Pain 0 

Mild Pain (nagging, annoying, interfering little 

with ADLs) 
1-3 

Moderate Pain (interferes significantly with 

ADLs) 
4-6 

Severe Pain (disabling; unable to perform 

ADLs) 
7-10 

https://en.wikipedia.org/wiki/Activities_of_daily_living
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Fig 3: History of lifting heavy object or recent 

heavy work 

Body Mass Index 

 

Table 6: Incidence of acute LBP according to 

BMI 

BMI Number of Cases 

Underweight <18.5 2 

Normal Weight 18.5-24.9 8 

Overweight 25-29.9 13 

Obese > 30 17 

Not available 12 

 

 
Fig 4: Incidence of acute LBP according to BMI 

Associated sciatica  

 

Table 7: Incidence of radicular pain among 

patients with acute LBP 

 Male Female 

Radicular Pain 2 6 

No Radicular Pain 22 22 

 

(2+6) X 100 ÷ 52 = 15.4% of patients with LBP 

complained of radicular pain 

X-Ray changes 

Table 8: Incidence of x-ray changes among 

patients with acute LBP 

 Male Female 

Yes 10 19 

No 14 9 

 

 
Fig 5: Incidence of x-ray changes among patients 

with acute LBP 

(10+19) X 100 ÷ 52 = 55.77% of patients had 

abnormal X-ray films. 

Medication used and patient's response 

 

Table 9: Medication used and patient's response 

 
Response 

Total 

number 
Full  Mild Moderate No 

Diclofenac 

150mg\day 
12 - 1 - 

13 

(25%) 

Celecoxib 

200mg\day 
12 - - 2 

14 

(25.9%) 

Arcoxia 

120mg\day 
10 - 1 - 

11 

(21.2%) 

Paracetamol 

chlorzoxazone 
13 1 - - 

14 

(25.9%) 
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Fig 6: Medication used and patient's response 

 

Discussion 

In our study we found low back pain is most 

common in the age group 30-49 Fig:1, defined 

here as middle-aged people. People in this age 

group are highly active in daily life and are 

exposed to various stresses. Unlike in the elderly, 

however, the aging-related changes are minimal in 

this age group. Due to these circumstances, 

therefore, low back pain in this age group is 

characterized by high incidence of “so-called 

inorganic low back pain”, or nonspecific low back 

pain without any clear-cut diagnosis being 

specified. 

In this study the overall incidence of LBP is 

higher in women than in men. Women are also 

affected by many chronic pain conditions and 

painful conditions of the musculoskeletal system 

in greater numbers than men are. A 

biopsychosocial model of chronic pain attributes 

sex differences in pain to interactions between 

biological, psychological, and sociocultural 

factors
(3,4)

. The heightened pain sensitivity among 

women can also partially explain greater reports 

of pain by women compared to men. Menstrual 

cycle fluctuations in pain sensitivity may help to 

explain sex differences in pain reporting in 

younger adults). Biologic response to pregnancy 

and childbearing, physical stress of child-rearing, 

perimenopausal abdominal weight gain are 

additional causes for LBP. Population-based 

studies have shown that the prevalence of 

widespread pain increases with age, peaking in the 

seventh and eighth decades. Recently, it has been 

show that genetics also played a role in the 

development of LBP
(5,9,10,13)

. 

It is often suggested that lifting an unexpectedly 

heavy object may be a major risk factor for low-

back pain
(16,18,20)

. This may lead to an increase in 

muscle activation, stretch of ligaments and 

posterior disc, and loss of balance. A one-time 

injury that damages a muscle, tendon, or ligament 

is considered an acute muscle strain. These 

injuries usually occur after sudden, jarring impacts 

or during activities that include heavy lifting or 

excess pressure placed on the spine. Chronic 

strains, on the other hand, are caused by repetitive 

movements that gradually overstretch or tear a 

muscle. Chronic muscle strain is more common in 

athletes or people with physically demanding jobs. 

Heavy lifting: Strain from heavy lifting, twisting 

the spine, lifting from the ground, or an item 

overhead are common causes of low back strain. 

Safe lifting practices include tactics such as 

keeping the item close to the chest and avoiding 

twisting the upper body while lifting. Repetitive 

motions: Stressful, repeated motions can cause 

muscles to tighten or tear. Sports such as rowing, 

golf, or baseball may cause chronic strain due to 

repeated, forceful motions. Chronic strain may 

gradually become painful over time, or pain can 

suddenly worsen if a muscle is already sore and 

then put under intense stress
(1,2,17,21,22)

. 

In our study there has been few increase in the 

number of patients Fig:3, (27 as opposed to 25), 

who have been exposed to heavy work or lifting 

heavy objects, and we totally excluded people 

who had history of trauma to the lower back. 

Obesity as a causal factor for low back pain has 

been controversial with no definitive answer to 

this date
(9,10,11,23)

. One of the objectives of this 

study was to determine whether obesity is 

associated with low back pain. There is a lack of a 

clear dose-response relationship between body 

mass index (BMI) and low back pain. Further, 

studies on the relationship between obesity and 
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related lumbar osteoarthritis, knee pain, and disc 

herniation are also problematic. There is little 

doubt that future studies with controlled variables 

are needed to determine the existence of an 

unambiguous link.
(7,8,12,23)

 

One question, which arises from the discussion 

concerning obesity, is whether obesity is a risk 

factor for low back pain
(12,13,19)

. "Buckwalter et al 

contended that a number of medical conditions 

including obesity, along with diabetes and 

hypertension, may influence the pathophysiology 

of diseases of the tendons and ligaments during 

the process of aging thus potentially leading to 

low back pain. Along with low back pain, the 

conventional wisdom is that overweight persons 

are at risk of osteoarthritis in weight-bearing joints 

such as the knee, the hips, and feet.
(15,16,18)

 

A significant difficulty in ascertaining cause and 

effect between obesity and low back pain is 

undoubtedly the term "low back pain" itself. Low 

back pain is a symptom not a diagnosis. A specific 

diagnosis, instead of the generalized form of "low 

back pain" may help separate out the association 

between LBP and obesity. 

In this study most of our patients fell in the 

overweight or obese groups Fig:4. Further 

research and epidemiologic data is needed to 

continue the search for a definitive answer. 

 

Radiculopathy 

One of the aims of this study was to assess the 

prevalence of neuropathic pain among patients 

suffering from acute low back pain. We found that 

15.4% of the acute low back pain patients had 

neuropathic pain. 

X-Ray 

The most commonly ordered spinal imaging test is 

X-ray because of ready availability and low cost. 

As most cases of mechanical low back pain 

resolve with conservative treatment, an X-ray is 

rarely indicated as part of initial workup. There is 

no evidence to prove that obtaining X-rays is 

associated with better patient outcomes. X-rays 

are helpful for evaluation of fracture, bony 

deformity including degenerative changes, 

sacroiliitis, disk and vertebral body height, and 

assessment of bony density and architecture. X-

rays are part of initial workup, if the history and 

physical exam suggests non mechanical cause of 

back pain or if red flags are present. 

In most cases, anteroposterior (AP) and lateral 

views are the first line of approach, as higher 

radiation exposure is associated with oblique 

films. Plain AP and lateral radiographs are also 

the initial imaging study obtained for a suspected 

compression fracture. The compression fractures 

tend to occur at multiple levels, so it is important 

to radiograph the entire spine. Oblique films are 

ordered when there is suspicion of spondylolysis, 

as suggestive from history and physical 

examination
(6,14)

.  

Oblique views show the pars interarticularis in 

profile and thus helps in the diagnosis of 

spondylolysis. In these images the defect in the 

pars may become evident by looking for the 

fracture of the neck of the “Scottie dog”. In 

patients with possible spondylolisthesis or prior 

spinal surgery, flexion, or extension films should 

be obtained. 

A drawback of lumbar radiography is exposure of 

gonads to ionizing radiation, especially with 

oblique view or multiple exposures. Another 

drawback of lower back X-ray in acute back pain 

are the identification of certain abnormalities, like 

facet joint abnormality or mild scoliosis, that are 

only incidental findings and are unrelated to the 

back symptoms as most of these conditions are 

seen in persons without back pain. Plain 

radiographs can not visualize disks, are not 

sensitive for herniated disk, and are not helpful in 

diagnosing nerve root impingement. Despite these 

limitations, radiographs are commonly 

recommended prior to proceeding with more 

advanced imaging. 

In this study 55.77% of patients had abnormal X-

Ray films Fig:5. 

Treatment of Nonspecific Pain 

Many treatments are available for acute low back 

pain, but strong evidence for their benefit is 

lacking. 
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Nonsteroidal anti-inflammatory drugs (NSAIDs) 

are often first-line therapy for low back pain. 

Low-quality evidence suggests that they are 

effective for short-term symptom relief, compared 

with placebo. No patient characteristics at baseline 

can predict the success of NSAID 

therapy. Moderate evidence suggests that no one 

NSAID is superior, and switching to a different 

NSAID may be considered if the first is 

ineffective. Whether NSAIDs are more effective 

than acetaminophen is unknown, but the addition 

of an NSAID to acetaminophen therapy is no 

more beneficial than acetaminophen alone.  

Moderate-quality evidence shows that muscle 

relaxants are beneficial in the treatment of acute 

low back pain. Most pain reduction from these 

medications occurs in the first seven to 14 days, 

but the benefit may continue for up to four 

weeks. However, muscle relaxants do not affect 

disability status. Because all muscle relaxants 

have adverse effects, such as drowsiness, 

dizziness, and nausea, they should be used 

cautiously. There is also moderate-quality 

evidence that muscle relaxants combined with 

NSAIDs may have additive benefit for reducing 

pain.  

In this study all patients treated with different 

NSAID and "Paracetamol+Muscle relaxant" 

improved dramatically within few days Fig:6, 

with comparable effectiveness, the only two cases 

that failed to improve happened to fall in the 

group treated by Celecoxib. This clearly indicates 

equal effectiveness of medications used and 

homogenously and carefully selected study 

sample. 

 

Conclusions  

1- Pain in the lower back or low back pain is 

a common concern, affecting up to 90% of 

people at some point in their lifetime. Up 

to 50% will have more than one episode. 

Low back pain is not a specific disease, 

rather it is a symptom that may occur from 

a variety of different processes. In up to 

85% of people with low back pain, despite 

a thorough medical examination, no 

specific cause of the pain can be identified. 

2- Low back pain is second only to the 

common cold as a cause of lost days at 

work. It is also one of the most common 

reasons to visit a doctor’s office or a 

hospital’s emergency department. It is the 

second most common neurologic 

complaint in the United States, second 

only to headache. Low back pain accounts 

for approximately 15% of the sick leave, 

and is the most common cause of disability 

in persons less than 45 years of age. The 

prognosis for most cases of low backache 

is good. For 90% of people, even those 

with nerve root irritation, their symptoms 

will improve within two months no matter 

what treatment is used, and even if no 

treatment is given. 

3- Low back pain is most common in the age 

group 30-49, defined here as middle-aged 

people. People in this age group are highly 

active in daily life and are exposed to 

various stresses. 

4- More than half of patients reported being 

exposed to heavy work or lifting heavy 

objects, indicating strong correlation. 

5- The data for a link between obesity and 

low back pain appears to be controversial. 

In this study most of our patients fell in the 

overweight or obese groups. Further 

research and epidemiologic data is needed 

to continue the search for a definitive 

answer. 

6- According to our sample only 15.4% of 

the acute low back pain patients had 

neuropathic pain. 

7- In this study 55.77% of patients had 

abnormal X-Ray films 

8- NSAIM and "Paracetamol+Muscle 

relaxant" are equally effective in treating 

acute low back pain. 
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