BACK EXAMINATION – SYSTEMATIC APPROACH
Reference: Apley’s Concise System of Orthopaedics, 2nd Ed, Chapter 18
The back examination and a few common diseases will be discussed here, in accordance with the handbook. 
Examination – A systematic approach

Expose the back
Patient standing.
LOOK
Skin: scars?, wasting?, redness?, pigmentation?
Shape: deformities? (asymmetry, scoliosis, kyphosis/lordosis, tilt)
Position: as above
FEEL 
Skin: warm/cold? (compare the two elbows)
Soft tissues:  muscle spasms
Bones: – feel each vertebral body (tenderness?)
MOVE

Flexion: touch the toes (can also do Schoeber’s test now). Watch for any movement at the hips (ankylosing spondylitis = stiff back means movement at hips is greater than normal to compensate)
Extension: bend backwards. Watch for any ‘knee’ bending – usually a compensatory movement if the back is ‘stiff’
Lateral flexion: bend sideways running the hand along the side of the leg. Compare both sides. 

Rotation: ask the patient to sit in a chair, or fix their pelvis by holding it. Ask the patient to twist their body (people with lumbosacral disease are able to do this quite normally). 
NEUROLOGICAL

If the patient complains of weakness or altered sensory features --> do a full neurological examination of the lower limbs. 

SPECIAL TESTS

Schober’s test: Mark the posterior iliac spine (L5). One finger is placed 5cm below, another 10cm above this point. The patient is asked to touch their toes. Usually the distance increases, but if it increases < 5cm – then there is limited flexion. 
Straight leg raising test (Lasague’s test): Raise the patient’s leg straight upwards. Usually this is possible to 80-90 degrees. With nerve involvement, this is only possible to 60 degrees (for eg). 
Investigations of elbow disease

1. X Ray: lateral and AP views is the standard. Watch for vertebral deformities, IV space. Sarcoiliac joints may show ankylosis. 
2. C/MRI/myelography: useful for outlining discs and spinal canal. 
COMMON PROBLEMS WITH THE ANKLE/FOOT
These notes will discuss the following common problems: structure scolosis, postural scolosis, cervical spondylosis, prolapsed IV disc, spondylosis, spinal stenosis. RA/OA and low back pain is already considered in Rheumatology_List under General Medicine. 
SCOLIOSIS
The back is usually straight, but in patients with scolosis it is twisted sideways. There are two main variants: postural (correctable) & structural (fixed). Postural scolosis: This is when the patient tries to compensate for a secondary condition (short leg, or pelvic tilt). When the patient sits, the scolosis disappears (Fig 18.4). Structural scolosis: This is when scolosis develops as a result of a primary deformity. It does not disappear with posture. There are different types of structural scolosis, namely: adolescent idiopathic scolosis (most common), infantile idiopathic scolosis (can resolve spontaneously, others are progressive), osteopathic scolosis (seen in congenital vertebral anomalies), neuropathic scolosis (asymmetrical muscle weakness), mypathic scolosis (seen in muscular dystrophies). 
INTERVERTEBRAL DISC LESIONS

Prolapsed IV disc: The nucleus pulposus herniates through the annulus fibrosis posteriorly or posterolaterally beneath the posterior longitudinal ligament. There is swelling locally, causing impingement on nerve roots. Clinical features: There is a history of increased intraabdominal pressure (stooping, lifting, coughing), pain is felt in the buttocks or down the leg, pain is exacerbating by coughing/straining, sensory deficits in lower leg/foot (numbness, paresthesia). Cauda equina symptoms can cause urinary retention/incontinence. There is limited straight leg raising. There may be muscle wasting of the affected myotome, hyporeflexia. Investigations: X ray is the best to see if there is any associated bone disease although it is not good itself to detect any disc protrusions. CT/MRI are much better to localise the lesion. Differential diagnosis: 1) Inflammatory conditions: ankylosing spondylitis, TB, 2) vertebral tumours: X ray shows pathological fracture or bone destruction, 3) nerve tumours. Treatment: 1) heat + analgesia + exercises all help, but there is 3 main ways to treating the prolapse itself: rest: with hip and knee slightly flexed, 10kg traction, anti-inflammatory therapy useful, reduction: bed rest + traction will reduce the herniation in 90% of cases, pain relief can be given: epidural corticosteroids, local anaesthetic, removal: surgery is warranted if: cauda equina syndrome, persistent pain even after 2 weeks of Rx, neurological deterioration, frequent recurrence, rehabilitation: isometric exercise, avoid lifting heavy material. 
Spondylosis: Disc degeneration results in gradual flattening of the IV disc, and displacement of the facet joints. Symptoms are mainly due to 2nd osteoarthritis. Clinical features: Patient often describes recurrent attacks over several years or disc rupture. The pain usually gets better on lying, and is aggravated by sitting in same position, walking, standing, spells of hard work etc. There may be pain referred to the buttock or down the leg (like sciatica). Investigation:  X rays show loss of joint space and marginal osteophytes. Treatment: Usually conservative treatment is enough, as disability is often not severe. A combination of isometric exercise, avoid lifting and straining, anti-inflammatory therapy may help. If it does not, and the disability is severe, then spinal fusion can be done. 
Spinal stenosis: This is one of the long term complications of disc degeneration and 2nd osteoarthritis. The spinal canal narrows because of the hypertrophy at the posterior disc margin. Spondylolisthesis can also narrow the spinal canal. Clinical features: unilateral aching, numbness and parathesia in the thighs and legs, brought on by walking, relieved by sitting/squatting/leaning against a wall. Relief takes a long time when compared to intermittent claudication (for eg). Investigation: X rays shows significant disc degeneration + 2nd osteroarthritis, or spondylolisthesis. CT/MRI is best. Treatment: Conservative measures are tried first (i.e.: spinal posture), but operative decompression is possible. 
Spondylolisthesis: This is when the vertebral body above shifts forward. The shift is nearly always between L4/5 or L5/sacrum. This occurs due to: 1) dysplasia of lumbosacral facet joints, 2) stress fracture, 3) osteoarthritis of facet joints.  of facet joints. Clinical features: intermittent pain. In children it may be painless. ON examination a step may be palpated. Investigations: Xrays: shows forward shift of the vertebrae onto the one below. Treatment: Conservative: bed rest, supporting corset, Operative treatment: indicated if Sx are disabling, neurological compromise – spinal fusion is carried out to fix the unstable segment. 
CERVICAL SPONDYLOSIS

The IV discs degenerate and flatten out. Osteophytes develop on the anterior and posterior margins of the vertebrae, and this may impinge on the nerve roots (posteriorly). Clinical features: The patient (usually 40 yrs old) complains of neck pain (sometimes intermittent) & stiffness, pain radiates to occiput, down the arms, sensory deficits occur occasionally (numbness, parathesia). Neurological exam of upper limbs is warranted (hyporeflexia, muscle weakness). Investigations: Xrays: disc narrowing, bony outgrowths from vertebrae. Differential diagnosis: thoracic outlet syndrome (pain over ulnar area, parathesia over ulnar area – sometimes), carpal tunnel syndrome (pain/parathesia worse at night, nerve conduction is slowed at night ), rotator cuff lesions (abnormal shoulder movements with no neurological signs), cervical tumours (symptoms are not intermittent). 
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