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Chronic low back pain and obesity are two common medi-
cal conditions.  Obesity has been associated with symptoms
such as adverse fat distribution and multiple secondary dis-
orders, including low back pain.  Obesity is defined as be-
ing 30% over ideal weight, which influences normal body
mechanics as well as recovery from an injury.

Facet joints have been described as contributing to a sig-
nificant proportion of patients suffering with persistent or
chronic low back pain, variably from 15% to 45%.  Since
an obese patient is at a higher risk of disability compared to
a patient with normal weight, obesity has been described as
a confounding factor in persistent low back pain.  This study
included 100 patients, with 50 patients in Group I who were
of normal weight and 50 patients in group II who were obese,
by random allocation.  Facet joints were investigated with
diagnostic blocks using lidocaine 1% initially, followed by
bupivacaine 0.25%.  The results showed that the prevalence
rate of facet joint pain in chronic low back pain in Group I

or nonobese patients was 36%, in contrast to 40% in Group
II, or the obese patient group, with no significant differ-
ences among the two groups.  The study also showed a false-
positive rate of 39% in the total sample, or 44% in Group I
nonobese patients and 33% in Group II, or obese patients.

It is concluded that the prevalence of lumbar facet joint me-
diated pain of 40% in obese patients and 36% in patients of
normal weight with a false-positive rate of 33% in obese
patients and 44% in nonobese patients is similar to the re-
sults of multiple previous studies concluding that facet joint
mediated pain is a common occurrence in obese patients;
however, the incidence of facet joint mediated pain is simi-
lar in obese patients and nonobese patients.

Keywords:  Obesity, persistent low back pain, facet joint
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Chronic low back pain and obesity are important clinical,
social, economic and public health problems affecting the
population indiscriminately (1-14).  Obesity has been as-
sociated with symptoms such as adverse fat distribution;
and secondary disorders including coronary artery disease,
stroke, noninsulin-dependent diabetes mellitus, cancer, and
low back pain.  There are several hypotheses relating to a
link between obesity and low back pain.  Increased me-
chanical demands resulting from obesity have been sus-
pected of causing low back pain through excessive wear
and tear, and it has been suggested that metabolic factors

associated with obesity may be detrimental (15-23).  Obe-
sity, defined as being 30% over ideal weight, influences
normal body mechanics by making it more difficult to sit,
stand, and walk and increases the time required to recover
from an injury.  Fatty tissue is a stress on the body even
when a person is not injured, as it decreases the blood flow
carrying nutrients for healing to the injured area.  As it is
presumed that too much fat is associated with loss of en-
durance, it is also presumed that obesity also makes reha-
bilitation more difficult for the low back injury patient since
poor endurance and cardiovascular fitness may hinder full
participation in therapy (22).  Thus, some consider obesity
as a strong, contributing factor of low back pain (16, 24-
29); whereas others consider it a possible, but not a par-
ticularly strong, contributing factor of low back pain (30);
whereas still others do not think it is a risk factor of low
back pain (31, 32).  In addition, it also has been postulated
that obesity may be a marker (15) or a confounder (17, 19)
for some of the factors that are a true cause of low back
pain.  Thus, obesity is only considered as a possible risk
factor of low back pain (1).
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However, a significant number of patients, whether obese,
overweight, or normal weight, suffer with facet joint me-
diated chronic low back pain.  Well-controlled studies have
demonstrated the prevalence of persistent low back pain
secondary to the involvement of lumbosacral facet joints
to be variable, from 15% to 45% (33-37).  Even though
evidence is lacking for the diagnosis of the so-called lum-
bar facet syndrome (33-41), a preponderance of evidence
supports the existence of lumbar facet joint pain (33-50).
Even then, there are a few detractors questioning the exist-
ence of facet joint mediated pain itself (51-55).  It appears
that an obese patient is at an even higher risk of disability
compared to a patient with normal weight, with obesity as
a confounding factor in persistent low back pain, not only
with maintenance of functional status but also with reha-
bilitation.

Since there is no controlled or uncontrolled evidence show-
ing the presence or the lack thereof of facet joint mediated
pain in obese patients, this study was designed to evaluate
the prevalence of facet joint mediated pain in obese pa-
tients compared to patients of normal weight.

METHODS

The study population consisted of 100 patients seen at one
private pain management practice in a nonuniversity set-
ting.  Patients were divided into two groups.  Group I was
of normal weight, and Group II was obese.  Patients were
randomly allocated to one of the groups from the pool of
patients who had a chief complaint of low back pain.  All
patients presented for pain management.  Patients younger
than 18 years or older than 90 years, those who were over-
weight but not obese with a body mass index (BMI) of 25
to 29.9, those who exhibited neurological deficits, those
who had pain for less than 6 months or had undergone
neural blockade in the past were excluded.  Evaluation in-
cluded completion of a standard pain-management ques-
tionnaire, history, physical examination, and evaluation of
the results of all procedures and investigations.  The na-
ture of the study and the potential hazards of the proce-
dures were explained to all patients, all of whom consented
to participate.  Facet joints were investigated with diag-
nostic blocks using lidocaine 1% initially followed by
bupivacaine 0.25%, at least 2 weeks apart.  The blocks
were performed on the ipsilateral side in patients with uni-
lateral pain, or bilaterally in patients with bilateral or axial
pain.

The blocks were performed by one investigator in an op-
erating room equipped with an image intensifier, with pa-

tients in the prone position.  Intravenous access and mild
sedation with midazolam were carried out in most cases.
Blocks were performed under intermittent fluoroscopic
visualization at each of the medial branches at L1-4 and
L5 dorsal ramus, using a 22-gauge, 3.5- or 5-inch spinal
needle.  Each nerve was infiltrated with 0.4 to 0.6 mL of
either 1% lidocaine or 0.25% bupivacaine with or without
adjuvants.  A definite response was defined as relief of at
least 75% in the symptomatic area.  Following each block,
the patient was examined and painful movements were
performed.  Confirmatory blocks using bupivacaine 0.25%
were performed at the same levels as the first injection if
definite relief was obtained.  The response to bupivacaine
blocks was evaluated after at least 2 weeks following the
second injection, with pain relief lasting longer than the
duration of the lidocaine blocks for at least 3 hours.  Any
other response was considered as negative.

Data were recorded on a database using Microsoft® Ac-
cess® (36); the SPSS Version 9.0 statistical package was
used to generate the frequency tables and the chi-squared
statistic was used to test the significance difference be-
tween groups.  Fisher’s Exact Test was used wherever the
expected value was less than five.  Student’s t test was
used to test mean difference between groups.  A BMI of
25 to 29.9 was considered as overweight, while a BMI of
30 or over was considered as obese.  Results were consid-
ered statistically significant if the P value was less than
0.05.

RESULTS

Patient Characteristics

Of the 100 patients included in the study, 39% of the pa-
tients were drawn from the county of the practice location,
and 61% were drawn from various other counties within
the state and surrounding states.  Twenty nine percent of
the patients were evaluated with unilateral blocks; 71%
were evaluated with bilateral blocks, with no significant
difference noted among the groups.

As shown in Table 1, overall gender distribution was 37%
men and 63% women, with no significant difference among
the groups (P=0.107).  Height evaluation also showed no
significant differences among groups. However, mean
weights showed significant difference among groups
(P=0.000).  Mode of onset of low back pain was deter-
mined as traumatic in 50% of the patients in Group I and
60% of the patients in Group II, with no significant differ-
ence noted among groups (P = 0.494).  History of occupa-
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tional, nonoccupational, or motor vehicle injuries was in-
cluded in the traumatic group.  Duration of pain in years
ranged from 1 to 30 years in both groups, with no signifi-
cant differences (P=0.518).  No significant differences were
noted in the distribution of pain, either unilateral, bilat-
eral, axial, or only back pain, back pain worse than leg
pain, back pain and leg pain equal, or leg pain worse than
back pain (P=0.272).  Patients with a history of one or
more surgical interventions constituted 28% of Group I
and 30% of Group II, with no significant difference (P
=0.826).

Injection Characteristics

All patients underwent single blocks with lidocaine, with
or without adjuvants.  Thirty two, or 64% of the patients in
Group I, and thirty, or 60% of the patients in Group II,
reported a definite response to screening blocks with
lidocaine.  Confirmatory blocks with bupivacaine were
performed in all patients who were lidocaine positive, with
36% of the total sample, or 56% of the lidocaine positive
group, reporting a definite response, with improvement in
pain in Group I, in contrast with 40% of the total sample,
or 67% of the lidocaine positive, in Group II (Table 2).

Table 1. Patient Characteristics

Number of patients

Group I
Normal weight

Group II
Obesity

N= 50 N= 50

Gender
Male 30% (15) 44% (22)

Female 70% (35) 56% (28)

Age (yrs.)
Range 22 - 82 22 - 81

Mean + SEM 45.3 + 1.94 45.1 + 1.84

Weight (lbs.)
Range 98 - 180 155 - 350

Mean + SEM 136.4 + 2.72 236.5* + 6.66

Height (inches)
Range 61 - 73 51 - 76

Mean + SEM 66.7 + 0.44 66.9 + 0.67

Body mass index 21.4 + 0.29 36.9 + 0.86

Mode of onset of pain

Occupational 18% (9) 30% (15)

MVA 16% (8) 18% (9)

Nonoccupational 16% (8) 12% (6)

Gradual onset 50% (25) 40% (20)

Duration of pain
(years.)

Range 0.5 - 32 0.5 - 34

< 1 20% (10) 20% (10)

1-4 36% (18) 26% (13)

>4 44% (22) 54% (27)

Surgical intervention 28% (14) 30% (15)

Pain ratio

Back pain only 14% (7) 6% (3)

Back worse than leg 48% (24) 48% (24)

Back and leg pain equal 32% (16) 30% (15)

Leg pain worse than back 6% (3) 16% (8)
*Denotes significant difference
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Prevalence

All patients who underwent double blocks with a definite
response were considered as positive, yielding a preva-
lence rate of facet joint pain in chronic low back pain in
Group I of 36%, in contrast to 40% in Group II.  There
were significant differences noted among the groups with
regard to the prevalence of low back pain (P =0.680).

Specificity

The specificity was calculated by determining the propor-
tion of patients who had no response to lidocaine.  Using
the response to double blocks as a criterion standard, the
specificity of lidocaine was found, on average, to be only
61%, with a resultant false-positive rate of 39% (Table 2).
No differences were noted among the groups (P =0.400).

DISCUSSION

Obesity is a serious medical problem that is increasing in
prevalence, affecting millions and of great interest to the
public; with low back pain (1-12), for which the burden of
obesity has been articulated, investigators have used indi-
cators such as prevalence (11, 12), economic cost (13),
and association with risk factors and diseases (14).  Allison
et al (11) estimated the number of annual deaths attribut-
able to obesity among US adults as approximately 280,000
based on hazard ratios.  In addition to death, obesity also
has been associated with multiple medical disorders in-
cluding low back pain.  There are several hypotheses that
link obesity and low back pain.  Leboeuf-Yde (23) con-
ducted a systematic review of the epidemiologic literature

Table 2. Comparison of the results of single blocks (lidocanie) and double blocks (lidocaine
and bupivacaine)

Single block

Group I
Normal weight

Group II
Obesity

Double Blocks Double Blocks

Positive Negative Positive Negative

Positive 18 14 20 10

Negative 18 20

Prevalence 36% 40%

False positive rate 44% 33%

Specificity 56% 67%

to establish whether body rate is truly associated with low
back pain and whether the link may be causal.  She re-
viewed 56 original research reports, reporting on 65 stud-
ies published between 1965 and 1997, for the frequency
of positive associations between body weight and low back
pain and examined the presence of positive findings in re-
lation to several study characteristics.  The results of this
review were that 32% of all the studies reported statisti-
cally significant positive weak association between body
weight and low back pain.  Thus, the association between
body weight and low back pain, when present in large,
general population-based studies, was weak, with a weight
ratio of less than two.  However, Lean et al (29), in a cross-
sectional study of approximately 13,000 (6,000 men and
7,000 women), aged 20 to 59 years, reported that chronic
low back pain of more than 12 weeks per year was 14% in
men with a normal waist circumference, compared to 20%
to 21% with moderately and significantly larger waist cir-
cumference.  Similarly, Han et al (56) evaluating the preva-
lence of low back pain in associations with body fatness,
fat distribution, and height, evaluated 5,887 men and 7,018
women aged 20 to 60 years.  They reported that women
who are overweight or have a large waist have a signifi-
cantly increased likelihood of low back pain.  Obesity in
relation to herniated lumbar intervertebral discs also
showed conflicting results (15, 18, 56).  Han et al (56) also
concluded that intervertebral disc herniation symptoms
were more common in women who were overweight or
had a larger waist circumference, whereas others also have
found significant correlation between height and heavy
body mass with intervertebral disc herniation (15, 18).
O’Neill et al (57), in a population-based survey, reported
that increasing BMI was associated with more frequent
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osteophytes at both the dorsal and lumbar spine, even
though the relationship was stronger at the dorsal spine.

The structures responsible for low back and lower extrem-
ity pain include facet joints, intervertebral discs, spinal cord,
nerve roots, vertebrae, ligaments and muscles.  Facet joints
have been implicated as responsible for low back and lower
extremity pain in 15% to 45% of the patients suffering with
chronic low back pain, utilizing controlled diagnostic
blocks (33-39).  Thus, a preponderance of evidence sup-
ports the existence of lumbar facet joint pain (33-50).  The
diagnosis of the so-called lumbar facet syndrome depends
on a clinical presentation with mechanical low back pain
described by the patient as mainly in the low back with
radiation to the buttocks and upper posterior thigh.  Some
investigators have attempted to identify facet syndrome
and predictors of outcomes of facet joint injections, which
has been rather futile.  The results of most studies failed to
show a correlation between radiologic imaging findings,
clinical examination, and the controlled diagnostic blocks.
Hence, diagnostic blocks appear to be the only gold stan-
dard available now for diagnosis of facet joint mediated
pain.  The rationale for facet joint blocks is based on the
observation that, if a particular joint is determined to be
the source of pain generation, long-term relief can be sought
by directing therapeutic interventions at that joint.  Thus,
in managing low back pain, local anesthetic injection to
the facet joints or interruption of the nerves applied to the
facet joints has been categorically accepted as the stan-
dard for diagnosis of facet joint mediated pain.  Instead of
placebo-controlled diagnostic facet joint blocks, a conve-
nient control is the use of comparative local anesthetic
blocks, in which on two separate occasions, the same struc-
ture is anesthetized, but using local anesthetics with dif-
ferent durations of action.  One of the drawbacks of local
anesthetic controlled blocks is that these may not be
implementable for intra-articular blocks because it is not
known whether the placement of local anesthetic in a rela-
tively avascular environment such as a joint space affects
its expected duration of action, and leakage of anesthetic
from the joint capsule onto the exiting nerve root may give
a false-positive response.  However, comparative local
anesthetic diagnostic blocks are implemented readily for
facet joint nerve blocks.  With facet joint nerve blocks, the
use of comparative local anesthetic blocks has been evalu-
ated and found to be valid against challenge with placebo
(39).  Further, a diagnosis cannot be rendered reliably on
the basis of a single block because the false-positive rates
are seen in as many as 41% of the patients (33-39).  Thus,
it appears that controlled diagnostic blocks with compara-
tive local anesthetics are, not only a requirement, but also

a prudent medical practice essentially in every case.  Un-
fortunately, in spite of comparative local anesthetic blocks
ruling out false positives, etc., they appear to be reliable
only 85% of the time (39).

The prevalence of lumbar facet joint mediated pain of 40%
in obese patients and 36% in patients of normal weight
established in this study is similar to that of various previ-
ous studies.  The criteria adapted for the diagnosis of lum-
bar facet joint pain in this study are as stringent as pro-
posed by others in the literature.  A false-positive rate of
39% is also in agreement with a multitude of previous stud-
ies.

Thus, the results of this study are important, as facet joint
mediated pain is a significant and real problem in obese
individuals.  Proper diagnosis and subsequent treatment
can alleviate a multitude of problems related to low back
pain in obese patients with appropriate rehabilitation.

CONCLUSION

This study has demonstrated the prevalence of low back
pain secondary to facet joint involvement as 40% in obese
patients and 36% in patients with normal weight.  A false-
positive rate of 33% in obese patients and 44% in patients
of normal weight was reported with controlled, double,
diagnostic blocks in this study.  Hence, we conclude that,
even though obesity and low back pain are commonly seen
both in combination and separately, facet joint mediated
pain in persistent low back pain in obese patients appears
to be similar to that in nonobese patients.  Thus, the facet
joints contribute to persistent low back pain in 33% of the
obese patients and 44% of patients with normal weight.
Hence, facet joints are an important cause of persistent
low back pain in obese as well as normal patients.
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