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Exercise Rx for
Back Pain

Classification

A practical framework for selecting, dosing, and progressing
therapeutic exercise across the three primary categories of low
back pain — from acute nonspecific to radicular and stenotic

presentations.

Why classification matters: Effective exercise selection begins with accurate pain classification. The type of
back pain a patient presents with directly dictates which exercise modalities are appropriate, which must be
avoided, and what outcomes can realistically be expected. This bulletin outlines the clinical framework for

matching interventions to diagnosis.

Classification by Pain Type

THREE PRIMARY CATEGORIES - GUIDES ALL REHABILITATION DECISIONS

80-90% 5=10% <10%

Monspecific / Mechanical LEP Radicular Pain / Sciatica Specific Pathology
Axial low back pain, no clear Leg pain with dermatomal distribution nflammatory (axSpA), structural
pathoanatomic cause. Muscle guarding, positive SLR, neurclogic signs. Common (fracture, tumar, infection). Reguires

reduced ROM, no focal neurologic causes: herniated o spinal stenosis specific medical or surgical

findings. Most amenable to exercise with neurogenic claudication. management beyond standard exercise

therapy. protocols.

Subclassification Systems for Nonspecific LBP

McKenzie (MDT) — directional preference via repeated movement testing - Movement System Impairment —

identifies provocative movement patterns - Treatment-Based Classification — directs toward manipulation,

stabilization, traction, or specific exercise - Cognitive Functional Therapy — integrates behavioral, physical,

and lifestyle factors




Exercise Selection by Category

INDIVIDUALTIZED

PHASE-SPECIFIC - EWIDENCE-INFORMED -

NONSPECIFIC LBP — ACUTE PHASE

Directional Preference (McKenzie)

Extension: prone press-ups, standing back extensions. Flexion:
knoa-to-chest (only -7% show flexion preference). Lateral shift:
side-glide in standing, = therapist assist.

8-10 reps ewvery 2 hrs when directional preference identified

NONSPECIFIC LBP — CHROMIC PHASE (*12 WEEKS)

Motor Control / Core Stabilization

TA drawing-in (supine — sitting — standing). Multifidus activation
prone/quadruped. Progress to bridges, bird-dog, planks.

3-5xfweek - 20-30 min/session - G6-8 weeks

Core Resistance Training

Progressive resistance targeting trunk — weighted squats, deadlifts,
rows, trunk rotations. Bands, weights, or bodyweaight.

Most stable functional effects (SMD=@.78) - 3-dx/week - 30-
45 min

Tai Chi

Slow, controlled movernent integrating balance, flexibility, and
meditation. Particularly beneficial for chronic and elderly
populations.

Most significant analgesic effect (SMD=—0.85)

RADICULAR PAIM / SCIATIC

Maintain Activity + Directional Preference

Avoid bed rest. When centralization occurs, perform exercises in
centralizing direction (typically extension). 74% of patients show
directional preference.

8-10 reps every 2 hrs - Matched preference + significant
pain + disability reduction

Progressive Aerobic Exercise

Walking, cycling, or swimming as tolerated. Maintain cardiovascular
fitness without exacerbating radicular symptorms.

Low-impact modalities preferred in ecute phase

Progressive Aerobic Exercise

Walking targeting 45 min, 4=/week at 80% max HR (220 - age).
Cycling or swimming as alternatives. Avoid bed rest — maintain
activity.

Address kinesiophobia early; movement awvoidance worsens
outcomes

Filates

lsometric core contractions, pelvic tilts, hundreds, single-leg
stretches, spine stretches. Breathing and postural cues essential.

Superior pain relief (SMD=0.75) - Pain MD=-1.14 - Function
MD=-4_73 00I

Yoga
Poses emphasizing spinal flexibility, strength, and mindfulness. Pairs
biomechanical loading with psychosocial benefits.

Functional improwvement MD=-3_41 on ODI

Motor Skill Training in ADLs

Parson-specific training maodifying movement patterns during sit-
to-stand, lifting, reaching. Uses motor learning with real-time
feadback.

Superior to strength/flexibility alone - Sustained at 12
months

Meural Mobilization + Stretching

Slump stretching 3—5=/day for nerve mobility. Hamstring and hip
flexor stretches to reduce neural tension. Avoid positions that
increase leg symploms.

Avold eggravating positions; centralization is the treatment
g
goal

Core Stabilization (Sub-acute+)

TA and multifidus activation once acute symptoms improve.
General trunk and lower extremity strengthaning, progressing
gimple to comples.

Avoid in early acute phase if aggraveting symptoms



SPINAL STENOSIS f/ NEUROGENIC CLAUDICATION

Flexion-Based Exercises

Knee-to-chest, pelvic tilts, cat-camel. Flexion opens the spina
canal and is the primary therapeutic direction. Lean forward during
ambulation (shopping cart posture).

Flexion biss across all activities and exercise selection

Treadmill Walking + Manual Therapy
Progressive duration and speed increases. Combimned with manual
therapy: 79% improverment vs. 41% with flaxion exercises alone.

Multimodal spproach strongly preferred over exercise alone

Dosing Parameters at a Glance

FREQUENCY DURATION PROGRAM LENGTH

Stationary / Recumbent Cycling
Preferred over treadmill walking due to flexed posture. Significant
0Dl improvernent: 318 — 23 at & woeks

Flexed position offloads stenotic segments throughout
activity

Aguatic Therapy
Ambulation, pelvic curls, knee-to-chest, deep water exercises
Offloads spinal compression while allowing movement

WAS reduction of 2.57 pts at 3 months

MODALITY FREQUENCY
Motor Control / Stabilization 3-5x=/week
Pilates 2-3x=fweek
Core Resistance Training 3—4=/week

Directional Preference (McKenzie)

Walking Program 4= fweek
Yoga [ Tai Chi 2-3x=fweek
Aquatic Therapy 2-3xweek
Meural Mobilization 3—-5=/day

Key Clinical Principles

ACROS55 ALL CATEGORIES - MNON-NEGOTIABLE

Every 2 hrs (acute)

SESS5I0ON LENGTH PROGRAM DURATION
20-30 min 6—8 weeks
50 min 8-12 weeks
30-45 min 8-12 weeks

8-10 reps/set Until centralization achieved

45 min Ongoing / maintenance
45-60 min 8-12 weeks minimum

45 min 6-8 weeks

5-10 min Until symptom resolution

FUNDAMENTALS

@

No Exercise Is Universally Superior
ndividualize based on patient's directional preference,
functional goals, capabilities, and personal preferences.
What works best is what gets done consistently and

matches clinical presentation.

Supervision Outperforms Self-Directed Care
Structured, clinician-directed programs consistently
produce better outcomes than home exercise alone.
Establish supervised sessions first, then transition to

ndependent programs progressively.
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Address Psychosocial Factors Graded Activity & Functional Goals
Kinesiophobia, catastrophizing, and poor self-efficacy are Target real-world functional improvement — not just pain
major drivers of chronicity. Integrate graded activity and reduction. Use graded activity principles. Chronic pain

education. Consider cognitive functional therapy for high- programs should run a minimum of 6-12 weeks betore re-

risk patients. evaluation.

r. Y CLINICAL PITFALLS — AVOID THESE APPROACHES
Isolated abdominal strengthening as the sole intervention for any LBP presentation
Generic stretching without specific functional goals in chronic pain patients

Prescribing bed rest for any back pain condition — activity is consistently superior

E O A S 4

Failing to screen for and address kinesiophobia before progressing exercise intensity

The Multimodal Advantage — Spinal Stenosis Data

Manual therapy + individualized exercise + CBT-informed education: achieved clinically impc«

improvement vs. 32.6% with home exercise alone at 6 weeks — and outcomes were superior to medications or

injections at 2 months. Moderate-quality evidence supports this as the most effective non-operative

approach.

-BASED PRACTICE
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