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Background
Low back pain (LBP) is a problem for people
with a stoma (ileostomy or colostomy), with a
significant number of people having reduced
function and increased disability, after stoma
surgery (Wilson et al, 2010).
Is LBP associated with altered muscle function
leading to core stability problems, and
psychological factors such as fear avoidance?

Aims
to explore the factors relating to core stability in
people with a stoma who also have LBP
to explore the biopsychosocial factors related to
LBP in this population

BKFO: pressure mat output
(Force Sensing Array (FSA), Vista Medical,
Winnipeg, Canada)
An example
of the display
showing how the
participant’s
weight has shifted
from left BKFO
back to baseline.
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Ultrasound
assessment
TrA was recorded
at rest and when
contracted
This was repeated
three times on each
side
The findings for the
operated side were
compared with the
unoperated side.

Exclusion criteria
Stoma surgery on both sides of the abdomen

A questionnaire booklet including demographic
information and a range of outcome measures
relating to pain, disability and function:
—
—
—
—
—
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EuroQol (EQ-5D)
West-Haven Yale Multidimensional Pain
Inventory (WHYMPI)
Brief Pain Index (BPI)
Fear Avoidance Beliefs Questionnaire (FABQ)
Roland Morris Disability Questionnaire (RMDQ)

A kinematic assessment included:
—
—

the Stork test (and ability to balance on one leg)
the bent-knee fall out test (BKFO) using a
pressure mat

Demographics
17 participants: 10 Men and 7 Women
Age: mean = 53 years (range: 22 – 79 years)
Presence of parastomal hernia: Yes: n = 7
Reasons for stoma surgery:

—
—
—

This study investigated a range of factors
associated with LBP in people with a stoma.
There were differences in TrA thickness and
the ability to stabilise the pelvis during BKFO
when the operated side was compared with
the unoperated side.
Those with more co-morbidities had greater
difficulty standing on one leg.
This study suggests that there are changes in
TrA as a result of the surgery.
These changes may be due to:
— weakness (greater on the side of the
surgery)

BKFO (measured by pressure mat changes: end
of BKFO compared with baseline)
Greater pelvic movement to operated side (see
graph below):
Unoperated side: mean = 3.14cm (SD± 2.18)
62.5% (n = 10) moved more than 3 cm (from
baseline)
Operated side: mean = 3.71cm (SD± 2.36)
76.5% (n = 13) moved more than 3 cm (from
baseline)

The displacement from baseline during right
(top line = operated side) and left (lower line =
unoperated side) BKFO for each participant.

 the presence of a parastomal hernia (where
—
the bowel lies between the skin and the
abdominal wall, instead of in the abdominal
cavity).
This study supports findings in other studies
that there is an association between LBP and
abdominal surgery (Eriksen et al, 2006), and
gastrointestinal problems (Smith et al, 2008).
The primary limitation of this study is its size,
therefore further investigation is necessary in
a larger group of people.
Future research should investigate the
associations between:
— LBP, TrA contraction and the presence of a
parastomal hernia
— Abdominal surgery, LBP and the ability to
control the pelvis

Analysis
Descriptive statistics

References

Non-parametric tests: Mann Whitney U for 2
groups and Kruskal Wallis for 3 or more groups.

—

Health state, mean = 6.9 (SD± 1.75)
[10 = best health possible]

FABQ (Physical activity):

—
—
—

Median = 18 (IQR: 13 – 20.5) [24 = extreme fear]
Women had less fear than men (p = 0.014)
BMI ≤ 24 had less fear than BMI > 25 (p < 0.01)

FABQ (Work):
—

Median = 24 (IQR: 18 – 31) [42 = extreme fear]

RMDQ:
—
FSA
pressure
mat

 oor balance associated with:
P
—
More co-morbidities (p < 0.05)
—
Prescription medications (excluding pain meds),
(p < 0.01)


—
—

Despite the recognised role of the abdominals
in stabilising the pelvis and lumbar spine,
there has been little work investigating the link
between LBP and abdominal surgery.

— tethering (the inability of TrA to slide
laterally during a contraction)

Balance (assessed during Stork Test):

—

Discussion

Ulcerative Colitis: n = 8
Crohn’s Disease: n = 6
other: n = 3

EQ-5D:

Screen display showing:
colour-coded grid
3D image and numerical readings

Median 4.14 (IQR: 2.85 – 5.07)
Older participants (50+ years) had more pain
interference than the younger participants
(18 – 50 years), p < 0.0001

BMI: mean = 27.5 (range: 20.9 – 36.3)

Questionnaire booklet results

Bent-knee fallout to right: end position

Median 4.5 (IQR: 2.87 – 5.4)
Older participants (50+ years) had more pain
severity than the younger participants
(18 – 50 years), p = 0.010

Kinematic results


—
—

Methods
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BMI ≤ 24 had more ‘support’ than BMI > 25
(p = 0.029)

BPI (pain interference):
[10 = pain completely interferes]

Adults with an ileostomy
Surgery more than 9 months ago
Low back pain within the last 6 months

There were three distinct parts to the participant’s
journey:

Women had greater ‘life control’ than men
(p = 0.043)
Men had more ‘negative responses’ than
women (p = 0.003)

BPI (pain severity):
[10 = pain as bad as you can imagine]

Inclusion criteria

—

—

—

Selection Criteria
—
—
—

WHYMPI:

—

The data table
shows that the
vertical centre
(       ) changed
from 16.78cm
to 21.04cm,
confirming a shift
in weight.

to determine, if possible, which factors were
the most relevant contributors to LBP in this
population.
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Median = 12 (IQR: 9.5 – 13)
[24 = severe disability]
Older participants (50+ years) had more
disability related to LBP than the younger
(18 – 50 years), p = 0.027
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Ultrasound measure of TrA contraction
with and without hernia
Ultrasound measures (mm) With
hernia
n=7
Average contraction Mean 4.81
operated side
(SD)
(2.5)

Without
hernia
n = 10
5.72
(1.52)

Range 1.57 – 8.02 3.04 – 8.97
Average contraction Mean
unoperated side
(SD)

4.89
(2.51)

5.74
(1.34)

Range 1.38 – 7.44 3.84 – 8.26
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These findings were not statistically significant
(p > 0.05), but demonstrate a trend: people with a
hernia have a thinner TrA
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