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The Almost Commonest Neurological 
Diagnosis

Many diagnoses and 
this is the problem.
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Heterogeneity and Diagnosis

We can organize our thinking along axes

Layer: Myofascial - facet joint / bone - nerve

Nerve: non-neurological vs neurological (which nerve)

Mechanism: Inflammatory – mechanical – traumatic
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Tempo

We can think of the timing

Acute: mechanical (compression fx, disc herniation)

Subacute: waxing and waning, lateral recess or 
foraminal stenosis, DDD

Chronic: nerve injury, chronic listhesis, neuropathy
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Context

We can think contextually

• Traumatic

• Arthritic disease

• Obesity

• Occupational, situational

• Prior spinal diagnosis
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Putting it Together

Integration

Anatomically – where is the generator?

Temporally – what can give rise to these 
symptoms? What is the trend?

What is the context for the symptoms?



www.mghcme.org

Back Pain without Radiculopathy

• Muscle vs. facet vs. bone
• Physical exam flexion vs. extension
• Neurological exam negative
• Facet provoking maneuvers
• SI joint
• Hip
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The Facet Joint

Clinical Anatomy of Lumbar Spine and Sacrum 
by Dr. Bogduk
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Facet Pain 

Predictable / reproducible

Worse with loading
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Facets are Innervated

•
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Targeting the Facet Joints



www.mghcme.org

Radicular Pain

• Most (5/6) improve 
over time

• 1/6 cause persistent 
symptoms that 
require surgery

• MRI scan indicated 
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L3/L4 or L5/S1

Exam findings (in addition to motor & sensory)

• Anterior vs posterior distribution

• Compensatory posture

• Nerve tension 

• Gluteal pain

• Inguinal pain

• Significance of a limp
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Resolving Disc Herniation
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How Many Patients End Up Needing 
Surgery

N Engl J Med 1999; 340:418-423
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1999 Sciatica Study
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What to Do While we Wait

• Positional adjustment / activity 
modification

• PT

• Medication

• Steroid injections (?)
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ESI: Stenosis vs Disc

N Engl J Med 2014; 371:11-21
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Overuse of gabapentin
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Overuse of gabapentin
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Non-Resolving Disc: Initial Scan
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6 Months Later: Repeat Scan Indicated
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Positional, Mechanical Symptoms

50-year-old physician, healthy, extremely active 

Pain (>3 months) in radicular distribution (L5) with 
running, kayaking.

Exam: normal

Symptoms are neurologic, mechanical,

longstanding and worsening
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MRI Scan Equivocal

N.B. EMG negative, not indicated for 
intermittent, positional symptoms
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Dynamic X-Rays Indicated 
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Fusion for spondylolisthesis

• Reduce movement

• Realign vertebrae
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Indications for Fusion

N Engl J Med 2016; 374:1424-1434
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Foraminal Decompression
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Spondylolysis without Spondylolisthesis
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Surgical Emergencies

51 M with low grade back pain, referred to 
ED by chiropractor when he became 
suddenly unable to lie flat or extend.

Severe bilateral radicular pain with back 
extension complicates the exam.

Sedation required for MRI scan.
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Surgical Emergencies
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Schwannoma
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Surgical Emergency

• 38 M with opioid misuse, cellulitis presents to 
ED unable to stand straight with severe back 
and leg pain.

• Afebrile, severe back tenderness, unable to give 
full effort on motor testing, normal sensation, 
marked nerve tension sign. 

• WBC 23 (90N, 4.5L, 3.8M)

• ESR 69

• CRP 242
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Epidural Abscess
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Surgical Emergency

• 41 F very active

• 2-week h/o severe back and bilateral leg pain. 
Started with yoga class. Unable to sleep, takes 
minutes to empty bladder. Walks bent over.

• Exam: nerve tension sign. S1 and S2 
numbness, good motor function, normal 
rectal tone
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Sacral Root Compression
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Disc Fragment
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Numbness and Burning Pain Persist
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Conclusion

• LBP is a nonspecific term

• Attention to anatomical cause can facilitate 
targeted treatment, especially in cases of 
mechanical or radicular symptoms


