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| Abstract |

PURPOSE: This study aimed to compare the degree of
lumbopelvic rotation during the active straight leg raise
(ASLR) test in chronic low back pain with and without lumbar
segmental instability.

METHODS: A total of 71 patients with chronic low back
pain were recruited for this study. The subjects who tested
positive for more than three of the five lumbar segmental
instability tests (prone lumbar instability, lumbar passive
extension test, anterior posterior mobility test, passive
straight leg raise, age) were categorized into the lumbar
segmental instability positive group. Patients who tested
positive for less than three of the five tests were categorized
into the lumbar segmental instability negative group. The

lumbopelvic rotation was measured three times during ASLR
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and a mean was determined. Subjective heaviness during the
ASLR was measured on 6 point scale.

RESULTS: There was a statistically significant difference
in the lumbopelvic rotation angle between the groups with and
without lumbar segmental instability (p<.01). There was no
significant difference in the subjective heaviness during
ASLR. The mean lumbopelvic rotation angle during ASLR
was 13.5442.86°, and 8.81+2.47° in the positive and negative
groups, respectively (p<.01). The cut-off value of the
lumbopelvic rotation during was 10.5°, the sensitivity was
82.9%, and the specificity was 80.6%.

CONCLUSION: These results suggest that lumbopelvic
rotation is more prevalent in patients without lumbar
segmental instability. Clinically, this important when
diagnosing chronic low back pain with lumbar segmental
instability, as the lumbopelvic rotation angle during the

ASLR test can be used to aid in diagnosis.
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Figure 1. Flow chart of study

(1) A= Aol A B2 A A Kprone instability
test)

A= Ao A Bt ALY AlFHPHL T

o ek Rk Ao QSR AR AR

o Tl g A, e vhetel 2o sideh AR

235 ool A aFe] 7 Hdo] o Bg

§ A3 <14 520 184 2 Ay

o rr m —L

ﬁ
o

=

[e2

ANe] AR A g7 He S Bl
(Hicks et al, 2003).

o=

(2) 8595217 AAKpassive lumbar extension test)
QFFEAA AR Al ot A o
A= Qe ApAlel A AT AR o i
Fob ZAFell A 30 em gol7F w7 FEgA =
=9 5 7PEA AT of Al e E& FaL
A el Al 2 ZAAE Al sk A A SF THFigure



42 | J Korean Soc Phys Med Vol. 10, No. 4

Figure 2. Lumbar segmental instability tests (A-1: prone instability test start position, A-2: prone instability test
finish position, B: passive lumbar extension test, C: postero-anterior mobility test, D: passive straight

leg raising test)
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Figure 3. Lumbopelvic rotation angle measure during
active straight leg raise test
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Table 1. General characteristics of subjects

Result of lumbar spine segmental instability test

Variables Positive Negative t/x? p
(n=35) (n=36)
Age (year) 37.57+13.59° 52.83+11.25 44.66 18
Height (cm) 167.31£9.86 161.11£9.17 30.53 34
Weight (kg) 65.11+13.10 62.19+9.04 42.86 .10
BMI® (kg/m?) 23.06+3.26 23.97+2.74 21.81 .04
NPRS¢ 4.17+1.27 4.5841.73 7.69 17
KODI¢ 25.49+13.81 30.22+14.54 23.11 40
Pain duration (month) 40.434+52.46 56.25+£55.91 25.99 .08
Pain location
Right 3 5
Left 11 10 53 11
Center 21 21

*meanztstandard deviation body mass index, ‘numeric pain rating scale, 9Korean version of Oswestry disability index

Table 2. Comparison of the lumbopelvic rotation angle and heaviness score during ASLR test between with and without
lumbar segmental instability

Lumbar segmental instability test

Positive Negative t p
(n=35) (n=36)
Lumbopelvic rotation angle (°) 13.54+2.86%2 8.81+£2.47 1.83 0.00"
Heaviness score (point) 3.77+1.68 2.86+2.44 7.47 0.07

ASLR: active straight leg raise, *meantstandard deviation, *p<.01

Table 3. Comparison of the lumbopelvic rotation angle and heaviness score during ASLR test according to number
of positive response for lumbar segmental instability tests

Number of positive response for
5 lumbar segmental instability tests

Variables (units) F post hoc
<1 2 3 =4
(n=25) (n=12) (n=16) (n=18)
. . . 1, 2<3,
Lumbopelvic rotation (°) 9.3242.302 7.83+£2.51 12.69+2.21  14.5943.11 23.39 1 2<at
Heaviness score (point) 3.2442.68 1.92+1.50 3.50+2.00 4.17£1.20 2.95 -

ASLR: active straight leg raise, *meantstandard deviation, T number of positive response, “p<.01
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