


 There is no 'standard therapy' 
for(acute, sub-acute, chronic) of 
LBP that is agreed upon. 

 

 Exercise therapy is 
recommended by various 
guidelines, but it is not clear 
which type of exercises are best. 

 

 Pain and disability ongoing, 
recurrences are common. Up to 
70% of those who initially improve, 
experience repeated fluctuating 
pain episodes. 



Both tightness and weakness creates muscle 
imbalance. 

 

 This alters body segment                      
alignment and changes the              
equilibrium point of a joint. 

 

  If the muscles on one side of a joint are tight 
and the opposing muscles are lax, the joint 
will  be pulled out of alignment toward the 
tight muscle  (Janda 1978 – re-translated 2010) 



Don't go for length in one place, if you don't 

plan on adding strength in another place (Grey Cook 

2010). 

 

 

 

 

 

 

Some muscles are prone to tightness and some 

prone to weakness (Janda 1978) 

Why both: Stability & Mobility? 



Not all muscles lose function in the 

same way: 
 Postural muscles become                           

hyperactive, tight, and short.  
 

 Phasic (movement) muscles  

    become inhibited and weak. 
 

 So we need to be selective in  

    mobility and strengthening  

    exercise choices. 
 

 Lumbar erector spinae rarely                                     

weak – need endurance. 
 

 

 

 





 Incidence of back pain constant over years 
             (1980 80% - 2012 80% ABS) 
 

 40% continue to report symptoms 3 months 

later and develop chronic LBP (Traeger 2014) 
 

 Affects exercisers, manual workers and 

professionals 
 

 

 Striving for ordinary 

 



 Females more than men 

 Adolescents 

 Athletes 

 40 – 69 years 

 Previous back pain 

 Depressive illnesses 

 Combination of risk factors 

1. Moderate to vigorous physical activity 

2. Increased BMI 

3. Weight 

4. Sedentary  

5. Poor exercise choice/type 

6. Stress     
Docking (2011) Hoy (2012) Steffens (2015) 

Who? How? When? 
 



 Avoid injury both during exercise and in life 

(mechanical break down, injury, disease) 

Chronic low back pain is pain that persists 

for more than three months (not clearly 

defined) 

 Train technique before intensity  

 

 



 Need the pelvis to be able to 

move freely – not pulled 

toward anterior pelvic tilt or 

posterior pelvic tilt 
 

 Need the thoracic spine to be 

able to stay extended with 

adequate rotation 
 

 Need the head to be erect 

PT Goal: Back health 

= Postural Control  



Exercise FREQUENCY (with good technique) is 

more important than the type, duration, or 

intensity of the exercise.  
 

Abdominal bracing versus hollowing bracing 

adds to the exercise effect (Aleksiev 2014). 

 

What exercise gives best 

results for back rehab? 



 Refer – determine exercise 
contra-indications  

 Determine starting point 

 Mobilise first (for most & 
ONLY what is needed) 

 Isolate before you integrate; 
always remember to 
integrate 

 Regression (isolated) 

 Progression (integrate) 

 Neutral spine position 

 

Program considerations: 



Core Stability - Strength 

The initial stage of core stability 
exercise  is to find neutral spine 
position: lowest amount of strain on 
the passive structures of the spine 
(Panjabi 1992b; Kavcic & McGill, 2004) 
 

Total muscle activation is          
necessary to efficiently                  
stabilize the spine. 
 

No single muscle                        
contributes greatest to             
lumbar stability  



 These are extra for your tool box 

 Pain free client (don’t forget to refer!) 

 Regularly assess your clients for change in 

muscle length and strength 



will  tend to flatten their spine 

in most positions! 

 Need to be reminded to keep                     

their lordotic curve 

 Teach mobility with extension focus 



 Lordotic client will  tend to ARCH their 

spine in most positions! 

 Need to be reminded to REDUCE their 

lordotic curve 

 Teach mobility with FLEXION focus 

 

 



Get to know your clients posture 

 Round Shouldered, 
slumped client will  tend 
to round their upper spine 

in most positions! 

 Need to be reminded to 

open their chest and 

extend thoracic 

 Teach mobility with 

thoracic extension focus 



1. Neutral pelvis – supine start 

2. Total core activation – TVA 

3. Thoracic alignment  

4. Head placement 

5. Thoracic erector spine strength  

6. Mid trap – rhomboids – lower trap activation 

7. Gluteal max activation - strength  

8. Gluteus medius control 

9. Arm and leg alignment 

10. Feet placement 

 

Programming  



Mobilisers 

1. The full or pain free range of movement of a 
joint, or multiple joints 

2. No clicking, grinding, crunching sensations 

3. Motion should be easy  

4. Use lots of repetition 10 -25 

5. Muscles are lengthening and shortening 

 

Do not mobilise hypermobile (Parks et al, 2003) 
since those who have more motion in their backs 
have a greater risk of having future back troubles. 

 



Mobilisers - Only mobilise the 

NEEDED joint direction

1. Cat curl – extension, flexion 

2. 4 Point thoracic rotation – arm variations 

3. Supine thoracic extension 

4. Supine pelvic rocks 

5. Chest release 

6. Hip Rolls 

 



1. Cat Curl 
 Commence in neutral 4 point 

 Keep abdominals drawn in & 

braced especially as you work 

extension 

 Breathe out as you curl the tail 

bone upwards 

 Breathe in as you return to neutral 

 Breathe out as you gradually 

increase the ROM 

 Continue curling/rolling spine into 

flexion and extension 

 Sequentially articulate each 

vertebra  

 Avoid collapsing into lumbar 

 

If client can’t kneel – stand! 



 Commence in a four point kneeling 

position, neutral alignment 

 Keep abdominals drawn in & braced 

 Breathe in, extend one arm up (option 

bend elbow) focusing on releasing 

through the chest muscles  

 Breathe out, slide one arm under the 

other across the floor feeling the lateral 

rotation and release 

 Remember to avoid rotating the lumbar 

spine 



  3. Supine Thoracic Extension 
 Use a small soft ball or place two balls in a 

sock 

 Lie on balls rolling through the thoracic spine 

 If balls are too hard place a towel between 

body & ball 

 Keep lower back in a safe        

      position 

 



 Commence supine neutral position 

 Keep abdominals drawn in & braced 

 Curl the tail bone and gently roll lower spine 

onto mat 

 Return to neutral and roll the tail bone the 

opposite way 

 Gradually increase the range of movement 

 

 4. Supine Pelvic 

Rocks 



 5. Chest Release 

 Keep abs drawn in & braced, spine elongated  

 Breathe in to rotate chest and lift arm/elbow toward the 

ceiling 

 Breathe out, continue to rotate the chest and take the top 

arm/elbow over to the other side 

 Follow your airborne hand with your gaze 

 Leave the pelvis in the start position, keep knees pressing 

towards the floor 

 If lengthening are, reach arm away                                   

from body without dropping shoulder girdle 



6. Hip Mobiliser 

 Sway pattern = dynamic 

gluteal with dynamic 

hamstring 

 Lordosis pattern =  

posterior tilt hip rock 



Stabilising Muscles 

 Stabilising muscles may be retrained by 
working them at low loads for sustained 
contractions. 

 

 Fatigue encourages unwanted phasic 
activity and should be avoided. 

 

 A shortened muscle in a group shows a 
lowered irritability threshold and is 
recruited first in a movement, causing 
changes in motor programming. 



1. Supine core activation and brace in neutral 

2. Prone cobra – external rotation  

3. Quadruped Bridge - progressions 

4. Side Bridge – regressions and progressions 

5. Gluteal BKPKE  

6. Bridge – variations 
 

Many people with pain have strong backs but 

are less endurable than matched 

asymptomatic controls (McGill et al, 2003) 

 

Stabilisers - endurance 



1. Supine hollowing 

& Bracing 

 Tense the entire 

abdominal musculature 

whilst holding pelvis 

stable 

 Most common mistake is 

to brace by pushing out 

 Progress to adding leg 

and arm levers 

 Progress from static 

control to dynamic 



2. Quadraped bridge 

 Position in four point kneeling 

 Maintain neutral head, ribcage, 

lumbar spine and pelvis 

 Increase challenge by lifting arm 

and/or leg from the floor 

 Arm and leg only lift as high as 

neutral can be maintained with 

trunk remaining still 

 Variations include isometric 

holding and lifting supporting knee 
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3. Prone Cobra 

 Lengthen thoracic spine and neck to lift upper 

back from the floor (minimal movement) 

 Keep arms externally rotated /retract scapulae 

 Maintain neck/head alignment as lifting 

 Extend only as high as strength and mobility 

allow with no pressure on abdomen and no 

shortening of lumbar spine (no hyperextension) 

 



4. Side Bridge 

 Maintain neutral in all planes 

 Your elbow should be directly 
under your shoulder 

 Keep abdominals drawn in & 
braced 

 Can look forward or down 

 Progress to feet 

 Can be isometric   
 or dynamic 

 Can add Glute  
 medius  work  

 

 



5. Prone Bent knee hip extension 

 Isometric - 10 sets of 3-second maximum 

contractions with the weaker glute from a 

prone position 

 Concentric – 3 sets of 15 reps 

 Two legged bent knee 

 Keep core drawn in 

 Must be in neutral lumbar 

 Relax upper body 



6. Bridge 

 Place feet either together or 

hip width 

  Keep abdominals braced 

  Commence with two feet  

 Progress with single leg to 

balls and weights 
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CONCLUSION 

 Bad backs happen 

 There is no such thing as an 

ideal set of exercises for all 

individuals 

 Focus on technique and 

spine sparing  

 Mobilise as needed 

 Stabilise unilaterally 

 Include endurance  

 Include cardio for back 

health 
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Thank you for attending and stay in 

contact. Find me on Facebook at: 

Claire Norgate 

Or 

Claire Norgate Mindbody Fitness 

 

All powerpoints available on: 

 

clairenorgate.com 


