










Livingwith back pain?




It’s an oxymoron, isn’t it? If back pain is keeping you from the daily activities you used to enjoy, from being your most productive, or even just from looking and feeling your best, then you’re sacrificing your life to your pain.




Now is the time to take back your life with




SAY GOODBYE TO BACK PAIN




From symptoms to diagnosis to cure, you’ll find trustworthy, up-to-date information on many common causes of pain, including








muscle spasm • herniated disk




torn disks • whiplash




spinal narrowing • spinal slippage




osteoporosis • osteoarthritis




benign and malignant tumors • sciatica




inflammatory diseases • infection










And you’ll discover treatment options you may not have known were available to you, from nonmedical approaches to the very latest in surgical technology.


Why “live” with back pain—when you can control or even prevent the problems you may have thought you had to endure for life?
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my patients who have taught me more about pain




 than any textbook, lecture, or professor, and to




Howard C. Baron, M.D., who introduced me to




the profession and the challenges of vascular surgery.The sections on spinal surgery and tumors are dedicatedto a senior colleague and dear friend, Dr. Vallo Benjamin, a truly brilliant neurosurgeon who has patiently and constructively taught me more about the diagnosis and treatment of spinal disorders than anyone else.
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DISCLAIMER





This book is meant to educate readers about how the spine works and how to understand the causes of back pain and what can be done about it. It is designed to help readers get proper care and prevent further pain. It is not meant to replace medical treatment.






INTRODUCTION




By the timepeople come to me with back pain, they have been to many other doctors and have been suffering for many years. Their pain has become the three-ton elephant in the room. Persistent back pain, the second most common human affliction after the common cold, affects 31 million Americans at any given time. Chronic, moderate-to-severe low back pain affects over two-thirds of patients enrolled in chronic-pain centers. Unfortunately, many Americans live in physical and often emotional agony from poorly controlled back pain. Because it can be hard to find the source of the pain, some doctors blame it on the patient’s emotional problems. Unfortunately, the patients and their families believe this.


Diagnosis is an art as well as a science, and diagnosing back problems is challenging because the cause of the pain is often hidden and may not show up on X-rays or other scans. Pain travels along the complicated nervous system pathways, so the source of pain is often far from where it is perceived. Because chronic pain affects our emotions and everybody has a different pain threshold, this adds to the difficulty and frustration in finding treatment that works. When we can-not verify the presence of pain or measure its severity, the result is insufficient understanding and treatment by society, the medical profession, insurance companies, and the family and friends of the person in pain.There is almost always a physical cause of back pain. A conscientious doctor, willing to face the challenge with a cooperative patient, will almost always identify it.


Treatment for spinal pain should begin with the simplest, most conservative therapy before invasive therapy is even considered. For example, most herniated disks eventually shrink, and the pain and weakness or numbness they caused resolves. Yet far too many people are rushed into surgery. This often results in being married forever to the medical system and more spinal surgery. As you will see in this book, very few conditions warrant surgery.


The cause of back pain is often multifaceted and in many cases back pain can be relieved, lessened, or even prevented by changes in lifestyle. Weight loss, proper exercises, and posture, as well as good pain medication, should be used intelligently and creatively to maximize your pain relief before you consider any more invasive procedures. I know this is easier said than done, but it is not impossible. There is no reason for your aching spine to destroy you or your quality of life.


I am neither a proponent nor opponent of any medication, physical therapy, surgery, implantable devices, or anything else. There are many therapies to help you deal with chronic spinal pain, depending on the diagnosis and your personal situation. Diagnosis, not just pain management, is the key to successful treatment. Getting the correct diagnosis and subsequent high-quality treatment may well cost you money out of pocket, a very good reason not to allow yourself to go down the financial tube before getting yourself turned around with proper treatment. I want to liberate you from the pain clinic and medical system as much as possible so you can go on about whatever life you may have on this planet. We have all recently been reminded just how tenuous life can be. Live it to the fullest.


Throughout the book you will find stories of people who thought they would never get rid of their back pain—yet did. Because your spine is a living—and aging—part of your superstructure, it may cause pain again over the years. In my own case, as I sit for long hours at my desk writing this book under the stress of a deadline,I have been doing everything I tell you not to do. This stress and my minimally arthritic back have worked together to create back pain. However, despite minor arthritic changes in my spine, I don’t always have back pain. My stress level fluctuates, as does strain on my back, while sitting for hours on end writing a manuscript or standing still slightly bent over a patient for long periods of time during a difficult procedure.


I hope this book will take some of the mystery out of why your back hurts and what you can do about it. By learning exactly how your spine, muscles, and nerves work, you will gain insight into how they can be damaged or cause pain.


The first part of the book is meant to enlighten you about your spinal anatomy, how to get your pain properly diagnosed, and how to find the right doctor and treatment.


The second part examines the most common sources of back pain and how they should—and should not—be treated.


And, finally, there is a chapter on prevention, so you can avoid future back pain at home or at work or away. There are key points at the end of each chapter to help you digest what you’ve learned.




E.H.




Part I




The Basics





The Mind-Body Connection of Chronic Back Pain





The International Association for the Study of Pain defines pain as “an unpleasant sensory and emotional experience that we primarily associate with tissue damage or describe in terms of such damage.” The definition of pain has two parts. One part deals with the sensation of tissue damage: A burn is perceived as different from a blow from a hammer to your thumb. Its intensity is rated, and it is localized. However, the experience of physical pain involves an emotional response to that injury, a feeling about its unpleasantness and a reaction to the pain. Those who have experienced extreme anxiety or depression recognize easily that mental dysfunction may also elicit an emotional response that is experienced as painful.


If you are under increasing levels of stress, you will be more sensitive to pain. If you twist a back muscle while picking up your child after an enjoyable weekend when you are well rested, it won’t hurt much at all. But if you twist that same muscle with the same force after a stressful week at the office, when everything went wrong, you may find the pain excruciating. The same amount of “injury” is felt with a different intensity of pain. I learned this myself as I was writing this book in the final days against the deadline.


Pain signals the brain, and its perception as pain can be modified by a number of mechanisms. Our body produces its own narcotic-like pain relievers, endorphins. These chemicals block transmission of pain. Endorphins also are released by regular exercise. Feeling good and reducing stress also can release them.


When physical pain is long standing, it often results in psychological pain of anxiety and depression. People with chronic moderate-to-severe pain become irritable. Many become listless or depressed. Some feel useless and unable to cope. People have ruined their lives because they enter—or are forced into—a downward spiral of incorrect diagnoses, untreated pain, disability, depression, and more pain and suffering.


Most of my own patients are not disabled; I won’t let them go out on permanent disability unless they have a condition that is likely to worsen with time, such as progressive cancer. This is not because I am cruel or dispassionate but because I am very aware of the economic, social, and psychological downfall of disability. Most Americans disabled for a year never return to work—or full enjoyment of life. And, as you know, life is not getting any easier or cheaper. Your disability payments of today may not be as helpful ten years from now. But in all likelihood you’ll still be alive, in increasing financial distress, depressed, and in pain. Because of what chronic disability creates, you’ll have less financial and logistical means of finding and using high-quality medical care, including new, improved, but invariably expensive drugs and other pain-relieving treatments.


I hope that this book will help you avoid or get off disability. Of the patients on temporary disability I have worked with, I have been able to put the overwhelming majority back to work, sometimes with a different job from the one they previously had. The vast majority don’t even go on temporary disability.








Chapter 1




Understanding How Your Back Works





You don’t needto go through medical school, but a little knowledge about how your spine works may go a long way in helping you understand what can go wrong, what to do about it, when to see a specialist, and how to prevent pain. Your spine is your main means of support and keeps you upright. The ingenious design of this large organ includes bones, muscles, ligaments, and nerves. It’s also the guardian of your spinal cord, which, along with your brain, makes up the central nervous system.


Your spine moves like a semirigid gooseneck lamp, with the greatest movement in your neck—which might move three hundred times a day—and your lower back, which supports the weight of the top half of your body as you bend and straighten up, rotate, and pick things up from the ground. The gooseneck shape serves an important purpose, curving to allow room for the heart and lungs in the chest while keeping the head centered over the lower body and the pelvis. This shape is well balanced, the structure strong.


Whether you run a marathon or pick a book up from the floor, the disks lying between the bones (vertebrae) of your spine absorb the shocks of pressure and cushion those bones to protect you from injury and pain. The wear and tear to the joints connecting these bones, the disks, and related structures is at the root of most back pain. Joints become arthritic, disks tear or protrude and press on a nerve, supporting ligaments harden, and so on. We can face these risks at any age. Young people as well as old can get muscle spasms, stress fractures, and a variety of sports injuries to the spine.




SPINAL BONES: VERTEBRAE


There are thirty-two horseshoe-shaped vertebrae in your spine. The vertebrae and interspersed disks not only support the weight of your spine; they protect your spinal cord. They are organized this way, starting at the top of the spine. (Seefigures 1 and 2. )




	

The first through the seventh vertebrae, called C1to C7, support the head and neck. This is the cervical spine and permits motion in all directions: forward, backward, and rotational.


	

The eighth through the nineteenth vertebrae are called T1to T12and go down the back of the chest and connect to the ribs. This is the thoracicspine. It helps support the ribs and allows limited body movement in all directions.


	

The twentieth through the twenty-fourth, L1to L5, make up the lumbar spine or lower back. These are the source of most back pain. Lumbar vertebrae support the upper part of the body and, like the cervical spine, allow significant motion in all directions.


	

The sacrum, the twenty-fifth through the twenty-ninth vertebrae, is referred to as simply S1. It consists of five fused vertebrae that fit between the pelvic bones and act as the anchor of the spine.


	

The coccyx, or tailbone, is the last three fused vertebrae (the thirtieth through the thirty-second) at the bottom of the sacrum. (Very rarely, a person is born with an additional fused vertebrae in the coccyx.)
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FIGURE1.Left: Front view of spine. Cervical area C1to C7. Thoracic area T1to T12. Lumbar area L1to L5. Sacrum S1. FIGURE2.Right: Side view of spine.




SPINAL JOINTS: FACETS


A system of interlocking small joints, called facets (fah-CETTES) located on the side of each vertebrae, prevent us from turning our heads all the way around like the girl inThe Exorcist. Each vertebra has four facets that hold it to the one above and the one below. The vertical orientation allows us to bend forward and backward but limits the twisting motions of the spine. The greatest rotation of the spine occurs in the chest, the thoracic portion. Think of how your spine moves when you swing a golf club.


Facets are similar to many other joints in the body, such as knees or hips. The bony surfaces are covered with cartilage, and the entire facet is covered with synovium, a thin membrane that produces lubricating joint fluid. The cartilage and lubricant allow the facets to slide on each other without bone rubbing on bone.




Pain from Facets


As we age, we lose height, primarily because the disks that separate the vertebra dry out and shrink. The vertebrae become more closely opposed, and the facets take on undue weight. Facets are designed more to create stability than to bear weight. This excess wear causes them to degenerate, and some become arthritic and hurt, at times chronically. As they become arthritic, they may also calcify (harden with deposits of calcium from the body) and become deformed. The excess calcification of these joints may bulge into the spinal canal and foramen (see below), pressing on the nerves there. This may contribute to spinal stenosis, the narrowing of the spinal canal. (See Chapter 12. )







SPINAL DISKS


Disks are also joints, but unlike facets, they have no synovium or lubricating fluid. The twenty-three disks between each of the vertebrae work like universal joints, allowing motion in a number of directions. If the vertebrae were in direct contact with each other, the range of motion would be severely limited. Disks play an important role in the gradual process of spinal degeneration, pain, and disability. These semiflexible shock absorbers resemble checker pieces with a leatherlike covering, called the annulus. They are filled with a firm gel-like substance, called the nucleus.


A disk’s cushioning ability depends upon how well the gel remains filled with water. At birth, about 90 percent of the gel is water, but by the time we are thirty, the nucleus and annulus have begun to desiccate and become brittle. They crack and fissure. This degeneration results in the disks losing height, the vertebrae coming closer together and slightly wiggling over one another, and our height diminishing. The annulus may tear, allowing disk material to protrude through and press on a nerve root. This may cause pain, weakness, and numbness.


It is the degeneration of the disks that ultimately results in a series of changes of the spinal structures, varying degrees of spinal instability, and the compensatory thickening of the ligaments that support the spine. Later in life, the disk protrusion and thickened ligaments result in spinal stenosis. Significant disk degeneration, especially in the young, may also contribute to spinal instability and cause pain and disability.




Pain from Disks


Discogenic paincomes from a tear in the annulus, with no disk material oozing out onto a spinal nerve. This kind of pain usually is described as deeper than facet pain, but the two frequently coexist. Disks are deeper in the spinal structure than the facets and pain from them cannot easily be provoked by poking the area around the spine. Both facet and discogenic pain may be one-sided but often affect both sides of the back.


Lumbar-disk-related pain (either discogenic pain or pain from disk herniation) is usually worse during the day. It may exist at night and impair sleep. Many postures and activities make it worse: standing, walking, sitting, rising from a bent position, and bending down. Less commonly, lying in bed, with the spine curving into the mattress, may irritate the torn disk or a lumbar nerve compromised by a herniated disk. Anything that puts vertical or bending-related stress on a degenerated, painful disk may worsen the pain.


Cervical-disk-related pain is worse at night because you often turn your head while you sleep. It may also cause pain during the day when you turn your head to look around. When your head bounces around on your neck, such as when you are riding in a car over a rough road, it may also cause pain if you have cervical disk problems.


Thoracic-disk-related pain is rare. When it does occur, it may cause pain in the back or even travel partway around the chest along a rib. Thoracic disk herniation sometimes results in pain that may be confused with other ailments, like heart disease or reflux of the esophagus.







THE SACRUM AND COCCYX


The sacrum is a large triangular bone formed by five fused vertebrae wedged between the pelvic bones. It contains the end of the spinal canal and therefore nerves. The coccyx, or tailbone, consists of three or four tiny fused vertebrae located between the cheeks of the buttocks. It is well padded, so is difficult to fracture.


Right and left sacroiliac joints are formed between the sacrum and the iliac bones of the pelvis which attach to the upper leg at the hip. The sacroiliac joints are not mobile like knees or elbows. If they are injured or degenerate, they cause pain at either side of the upper buttocks. Sometimes sacro-iliac-joint pain travels down the leg.


Spinal facets and disks are not differentiated by sex. However, the sacrum is tailored differently for each sex. In men, more of the sacrum is attached to the ilium (part of the pelvis); in women, the sacroiliac joints widen during childbirth. These differences also affect how we walk. The male hip structure tends to be stable during normal walking while women have a natural swaying of the hips when they walk.




Pain at the End of the Spine


The sacrum itself is rarely a cause of pain unless it is fractured or its connection to the lumbar spine is altered. In people with normal bones, sacral fracture may occur from a severe fall. People with severe osteoporosis can fracture the sacrum even from minor trauma. Various types of sacral tumors can cause local pain and damage to the nearby nerves that control bowel, bladder, and sexual function.


Pain in the area of the sacrum also occurs after fusion surgery in which the lumbar spine is surgically fused to the sacrum at L5– S1. Sacral pain following this type of fusion is perhaps the most common cause of severe chronic sacral pain in the noncancer patient population. Occasionally, sacral pain is due to sore or tight muscles. It may exist while walking, standing, or sitting.


Chronic, severe tailbone—coccyx—pain is rare. This is fortunate, since it is often difficult to treat. Most people with such pain—coccydynia—complain of pain in the tailbone while sitting. It usually develops following a fall on their rear end, usually squarely backward, as on an icy sidewalk. The tailbone can also be invaded by tumors, which cause pain and often bowel dysfunction.







THE SPINAL CORD AND SPINAL CANAL


The spinal cord is like a fiberoptic cable of nerves, about the thickness of your finger, that carry messages up and down the cord to and from the brain. The cord rests in the hollow space formed by the vertebral arches. This space is the spinal canal. (Seefigures 3 and4 .)
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FIGURE3. Side view of cervical or thoracic spine and top view of cervical spine.


As the principal collection of nervous tissue in the spinal canal, the spinal cord constantly sends messages from the brain to various parts of the body and back. Moving your finger voluntarily, for example, begins with electrical signals that are relayed from your brain down the motor nerve column of your spinal cord to a nerve root and peripheral nerve and into the muscle in your lower arm that lifts your finger. Signals from sensory nerves in your finger go back up the same nerve through a different sensory column in your spinal cord and report to your brain that the job has been accomplished. Reflexive involuntary reactions, such as lifting your finger from a hot stove, are carried out at the level of the spinal cord well before pain signals reach your brain and cause you to say “ouch” and consciously react to the burn.


This exceedingly complex, interconnected system of nerve signals that spreads widely throughout the body often makes it hard to find the exact source of pain. Pain that travels from its source is either radicular or referred pain. Disk pressure on the L5–S1root causes sciatica, pain radiating down the leg because of the compression. This is an example of radicular pain. People are often surprised that the spine is actually the source of pain, numbness, or weakness in their foot. Referred pain mimics radicular pain but is not caused by irritation of a nerve root. Painful lower lumbar facets or a painful sacroiliac joint may also produce sciatica, but this is referred pain. Now you begin to see why diagnosis of painful spinal conditions is often quite complicated.
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FIGURE4. Side view of lumbar spine and top view of lumbar spine.


The spinal roots leave the spinal canal, in thirty-one pairs, through the foramen (for-AY-men) which are like little windows on each side of each vertebra, from the neck to the bottom of the sacrum. Once they exit the foramen, these roots are called peripheral nerves (in the periphery or body, outside the spine). These nerves combine with nerves emanating from other foramen, in at times a very complex web of connections. They branch off to supply other parts of the body.


If the spinal cord or a nerve root is severely compressed near the spinal canal, the reflexes associated with that nerve may not work. This reflex loss may be experienced by people with spinal problems who demonstrate lost or diminished reflexes when the doctor taps the appropriate area of the body with a hammer. If certain roots are damaged, your leg will not kick reflexively when your knee is hit, for example.




 




Spinal Wrap




 


The brain, spinal cord, and individual roots of the cauda equina (Latin for horse’s tail), the place where the spinal roots exit the spinal cord, are wrapped in several layers of protective covering. Closest to the nerves is an ultrathin membrane surrounded by colorless spinal fluid, which is contained by another thin membrane, the arachnoid, which looks like a spiderweb. A thick protective outer layer, the dura, completes the wrap. It is surrounded by the fat and veins of the epidural (Latin for surrounding the dura) space within the spinal canal. (Seefigure 3 .)







SPINAL LIGAMENTS


Ligaments are strong bands of tissue—like powerful rubber bands—that keep the vertebrae in place. They provide stability and restrain excessive movement of the spine. They act like a girdle closely attached to the outside surfaces of the bones and disks. Some ligaments are more elastic and move further than others. Women, for example, have more elastic ligaments connecting the pelvic bones as part of the mechanism to accommodate childbirth. In both sexes, these structures lose elasticity and become stiff with age, which is one reason we lose motion. As we age, ligaments calcify and harden, and some thicken, including those in the spinal canal. They may also become weak.


Several ligaments, outside and inside the spine, make up the spinal support system. There are two big ligaments attached to the outside surfaces of the vertebrae, one in front of the vertebral bodies and disks and one attached to the spinous process: the pointed structures on the back of the vertebrae that make up the bumpy row of bones seen under the skin, along the midline of the back. Another set of ligaments attaches parts of the sides of the vertebrae one to another. There are three ligaments in the spinal canal, the space within the vertebrae in which the spinal cord, cauda equina, and roots reside.




	

Posterior longitudinal ligament (PLL).From head to pelvis, the back of the vertebral bodies and interspersed disks and the front surface of the spinal canal are covered by the posterior longitudinal ligament (PLL). As the PLL passes down the spine it becomes narrower. By the time it reaches the lumbar spine, this ligament is half its original width and its ability to support the spine and help prevent disk herniations has diminished. This may contribute to the increased likelihood of disk herniations and spinal instability in the lumbar area, the lower back.


	

A pair of ligamenta flava—or yellow ligaments—line the back of the spinal canal, one on each side. Unlike the PLL, these ligaments do not extend from the top of the entire canal to the bottom. Instead, each pair is located at the connection between two adjacent vertebral bodies, one above and one below.





As disks degenerate, the spine becomes slightly unstable: One vertebral body wiggles a bit over another one, separated by a shrinking, often bulging disk. Compensating for this, some of the supporting ligaments—the ligamenta flava and sometimes the PLL—thicken, just as muscles that perform a lot of work thicken. Eventually, these thickened ligaments bulge significantly into the spinal canal and foramen. The situation is worsened at times by facets that calcify as we age along with ligaments and bulging disks that also take up space in the canal or foramen. These changes may narrow the spinal canal and the foramen, thus squeezing the nerves. This is spinal stenosis (see Chapter 12 ).


Weakening of the intraspinal ligaments can contribute to spinal instability, called spondylolisthesis (covered in Chapter 11), with resultant slippage of one vertebra over another. Scoliosis, or the development of a crooked spine, can also result from such changes.


Disk herniations, stenosis, spondylosis, and scoliosis—they may coexist with each other—may result in pressure on the spinal cord, the cauda equina, and the nerve roots leaving the spine and supplying the arms, legs, and muscles of the thoracic (rib cage) area. This pressure may result in pain, weakness, and numbness.


The problems from calcification of the PLL are more likely to be evident in the neck, where the ligament is thickest and the diameter of the spinal canal smallest. Asians suffer more frequently from cervical stenosis from calcification of this ligament than members of other ethnic groups.







BACK MUSCLES


You would think that with such a big area to support, our back muscles would be as strong as those of Hercules. Unfortunately, they are not. They play an essential role in the movement of the spine as well as in maintaining normal posture. Most back pain is muscular (see Chapter 6 ) and improves with time, rest, and, at most, conservative treatment.




There are two very large back muscles:




	

The trapezius connects the back of the lower skull to the lowest thoracic vertebra (T12, where the ribs end) and spreads out around the upper back as far as the shoulders. It raises the shoulder and moves the head from side to side and backward.


	

The latissimus dorsi, or “lats,” as trainers call it, extends from the back of the pelvis to the midthoracic spine and the upper arms. It draws the shoulders down and rotates the arms inward.





Smaller muscles allow the spine to bend to the side or twist around. Part of the psoas muscle connects the front of the spine to the inside of the back of the pelvis. That muscle and the abdominal muscles bend the spine forward, and the latter also push the abdominal organs against the front of the spine, thereby lending it support. (Notice how easy it is to stand up straight when you suck in your gut.) Muscles on either side of and overlying the spine help move the spine backward. If any of these muscles are stiff, normal motion of the spine is limited. This may then result in back pain.


All the muscles are covered with fascia, a membrane that resembles plastic wrap. This enclosure holds the muscle together. The muscle and overlying wrap may cause myofascial pain. This is by far the most common source of back pain.







SPINAL WEAR AND TEAR AND BACK PAIN


The spine wears out from stress. The lumbar spine (lower back) supports the most weight and is the most common area for spine-related pain. The area of greatest spinal degeneration is the lower lumbar spine, attached to the fixed pelvis. The lower cervical spine, just above the shoulders, is the second most likely area to degenerate over time. Consequently, the lumbar and cervical areas have the greatest propensity for disk herniations. (The thoracic spine is least likely to cause chronic pain.)


The vertebrae themselves may cause pain if fractured by day-to-day trauma, suffer an osteoporotic collapse, are weakened by a blood vessel malformation, or invaded by a tumor. If a piece of fractured vertebra presses on the nerves in the spine or spinal cord, serious, possibly permanent pain, weakness, and numbness or bowel, bladder, and sexual disturbance may result.


Another problem occasionally seen is a birth defect involving a hole in the bone in the back of the L5vertebra that disconnects the stabilizing facet joint on the side of the defect from the rest of the vertebrae. Over time, this may destabilize the spine, allowing slippage. This type of defect is called spondylolysis (spon-dee-lo-LYSIS). Spondylolisthesis (spon-dee-lo-lies-THEESIS) occurs when a vertebral body slips out of place with respect to the one above or below it, causing spinal instability. Think of that gooseneck lamp with each spinal segment analogous to a ring of the neck. In spondylolisthesis, a ring of the gooseneck lamp is no longer in line with the others. This may result in narrowing of the spinal canal and foramen underlying the area of slippage, resulting in pressure on the nerve roots there. This pressure may become a source of chronic pain, weakness, and numbness unless the spinal instability is surgically corrected.




 




Can We Slow the Wear and Tear?




 


Common sense prompts the obvious question: Can the degeneration of disks, facets, ligaments, and other parts of the spine be prevented or at least slowed? It’s possible to an extent. Disk degeneration has a genetic basis, about which we can do nothing. Chronic obesity—an epidemic in our society—does place undue stress on the lower spine, including the disks. As for the other parts of the spine and the spine as a whole, you can prevent a good deal of degeneration and pain by treating it with respect. See the last chapter for ways to protect your spine and avoid back pain.







MEDICAL CAUSES OF BACK PAIN


Most back pain results from mechanical disorders of the spine, but, based on my experience, 10 percent to 15 percent of back pain is from medical problems, such as osteoporosis or a cancerous tumor destroying a vertebra. A person with cancer may develop pain from a lymph node (a swollen gland) or tumor pressing on a spinal nerve root. Kidney stones also cause back pain. Usually, it is not possible to determine the cause of such pain based on a person’s complaints alone. This is why a detailed history, a specialized physical examination, and excellent quality MRIs, CT scans, X-rays, and electrical tests of nerves emanating from the spine may be needed to diagnose the cause or causes of a painful spinal condition (see Chapter 3 ). A fifty-six-year-old man came to me with a nine-month history of what he thought was muscle pain in his lower back. It turned out he had advanced cancer, which never would have been diagnosed had we not ordered an MRI.







Key Points to Understanding How Your Back Works




	

The spine is a mechanical masterpiece with many components that can be damaged by injury or aging.


	

The lumbar back is the most common site for spinal pain, followed by the cervical area just above the shoulders.


	

Most back pain is muscular and improves with time, rest and, at most, conservative treatment.


	

Much spine-related pain can be prevented by some commonsense lifestyle modifications, such as controlling weight.


	

Back pain can also be caused by medical diseases, some of them life-threatening.












Chapter 2




Why a Good Diagnosis Is Hard to Find





Most people thinkof medicine as a science and therefore can’t understand why it is so difficult to find out exactly what is physically wrong with them. Medicineis a science, but there is also anart to medicine, the art of interpreting everything involved in someone’s pain. It means asking the right questions, looking for something in the medical history or lifestyle that may lead to symptoms or indicate risk factors. A good doctor must be intelligent, well educated, curious, interested in solving your problem, experienced with the problem in question, and able to think out of the box when necessary. He or she must also be sensitive to your story and able to ask pertinent questions. How long have you had pain? Can you describe it? When and how did it start? What makes it better or worse? The answers to these questions guide a physical examination and determine what diagnostic tests are ordered and the initial diagnosis and treatment. In the limited resources of today’s health-care system, such time-consuming consultation is all too rare. Yet if a doctor hasn’t enough time to take a history and conduct a meaningful examination, it is unlikely that a proper diagnosis can be made or beneficial treatment prescribed. Diagnosis tellswhat is wrong—whyyou have pain—and guides treatment to fix it.


Back pain can be elusive and mysterious, and it keeps millions of Americans in physical, often emotional agony. Because it can be hard to find the source of the pain, some doctors blame it on emotional problems. They do this especially with women. The subjective nature of pain makes it a challenge to understand and treat. The inability to verify the presence of pain or objectively measure its severity leads to an insufficient understanding and treatment of pain and to widespread complaints.




THE COMPLICATIONS OF CHRONIC BACK PAIN


Back pain may be short-lived (acute) or long-lived (chronic), or it may be chronic with acute flare-ups. Acute pain is usually localized and lasts a few hours to a few days. Acute pain usually has an identifiable cause and may result in wincing, screaming, increased sweating, and elevated blood pressure. Acute pain is perceived in the sudden onset of severe muscle spasm in the lower back. You bent over to push that boulder in the garden. As you applied force to it, something snapped in your right lower back, producing excruciating local pain or, worse, when it snapped, a searing pain also shot down your right leg. If this problem lasts over six weeks, it may be deemed chronic.


Chronic pain is often more diffuse than acute pain and usually extends well beyond the original painful site. After a few days, certainly after a few weeks, of living with the severe right lumbar and leg pain in this example, the entire back—both sides—suffers from spasmodic, muscular pain super-imposed on the original problem. You feel tight from your lower back to the shoulder blades.


People with a disk herniation in the neck have neck and arm pain, the arm version of sciatica. They often don’t use the arm to which the pain radiates, as this exacerbates it. Over a week, the shoulder becomes stiff and difficult to move: it becomes frozen. This new problem can be as painful as the initial pain from the neck to the arm, often continuing after the neck problem is successfully treated. Without knowledge of the relationship between a frozen shoulder and disk-herniation-related neck and arm pain, the source of the shoulder pain may be misconstrued as being in the neck. In short, we cannot alwayseasily find the source of the pain. That doesn’t mean that with appropriate effort we can’t find it.


If you’ve suffered from chronic back pain for years, perhaps from the painful aftereffects of a previous back problem that was never adequately treated, you become hypersensitive to relatively innocuous stimuli. If someone touches your arm, say, to put in an IV needle, it may be painful. Unlike your painful back, there is nothing wrong with your arm. In many people with chronic pain, the pain-processing part of their nervous system becomes sensitized. It processes sensory impulses differently. Once this process starts, it is difficult, often impossible, to reverse the sensitization. Often, people simply become increasingly sensitive to mild stimuli, such as a moderate pressure. Fibromyalgia is an example of a disorder of sensitization. Sensitized patients may even develop total body pain in some circumstances: everything hurts from the slightest stimulus. Sadly, sensitized patients are perceived as crazy or attention-seeking by those close to them and, unfortunately, by physicians and other medical personnel unfamiliar with complicated pain problems.




 




Men and Women Feel Pain Differently




 


Women seem to have a lower threshold for perceiving pain and a lower pain tolerance than men do. Also, women’s coping patterns differ from those of men. Women are often taken less seriously in pain clinics than men. It is often assumed that women in pain have more of a psychological problem than a physical one—even when the women have a clear physical basis for their pain. As a result, women are given more minor tranquilizers and antidepressants than their male counterparts. Men’s pain is more likely to be perceived as real. As a result, they are more likely to receive more opiates and fewer psychiatric drugs than women. Cultural and psychological factors appear to be important influences on pain tolerance as well. On the other hand, there is a growing body of information, based on high-quality studies, suggesting a strong biological—as opposed to cultural—basis for the inequality with which men and women perceive and deal with pain. These factors and also individual biological differences may explain the personal differences in pain tolerance in people of the same sex.






REFERRED PAIN: THE CAUSE IS NOT ALWAYS NEAR THE EFFECT


Despite the wondrous nature of this incredibly complex and efficient living computer, our nervous system is not perfect. Pain impulses from several different sites in the body may converge on the same area within the spinal cord, which in turn sends information to the brain. Because of this overlap in the nervous system, we may confuse the source of pain with what is in pain.


At any spinal level, the disks, facets, nerve roots, and structures supplied by the roots at that level all feed pain information into the same level of the spinal cord. For example, the nonpainful and painful sensory information—touch, pinprick, and temperature sensation—from the structures (skin, muscles, eyes, ears, mouth, and bone) of the head and those of the upper spine (facets, disks, roots, and the surrounding muscles) both send pain impulses to the same area of the upper spinal cord.


If the upper spine hurts, the brain may erroneously interpret the pain as originating from the head. A large percentage of patients in chronic-headache clinics have an unrecognized and untreated cervical component of their problem. Many of these patients have cervicogenic headaches, that is, ones that originate in the neck. These are especially common following whiplash-type injuries or fusions in the midcervical spine. In most of these patients, their head pain is actually referred pain from the upper cervical facets of the spine. In some, upper cervical disk or muscle pain is responsible for the headache. Failure to diagnose the origin of the headache, due to a lack of understanding of referred neck pain, and to treat it appropriately condemns the patient to a life spent in headache clinics.


What is commonly referred to as sciatica, low back pain running down the buttock or leg, may come from a herniated lower lumbar disk (which can be detected by an MRI) causing nerve pain. True, this may be associated with weakness or numbness, but it is often only a pain complaint. This same kind of pain may represent referred pain from a lower lumbar disk that has degenerated (discogenic pain) but has not herniated. It can also be referred pain, such as muscular spasm of the buttock, a painful sacroiliac joint, of painful lower lumbar facets, that won’t be revealed by an MRI.


This is the same mechanism that leads to left arm and shoulder pain during a heart attack. Many people, even physicians, die each year of heart attacks because the pain of the heart is not felt in the chest but is referred to the left arm: patients feel they have a problem with the shoulder or arm and ignore it instead of realizing that their heart is referring the pain from a lack of blood supply. A fatal heart attack may ensue. The nerves that bring pain impulses from the heart enter the spinal cord at the same location as those from part of the left arm. Similarly, women with menstrual cramps may feel the pain over their kidneys, because the nerves supplying the uterus enter the cord at the same level as nerves supplying the area around the kidneys.


High-quality radiological studies, combined with a good history of the pain and a physical examination, may pin-point the problem. However, at times an MRI or CT scan will not explain the source of the pain. It can be difficult to identify which of these structures is generating the pain, but it is not impossible. Knowledge of patterns of pain referred from various structures aids the physician in suggesting diagnoses that may not otherwise be obtained by other means.


Proper diagnosis is the most critical part of any pain-reduction therapy. The target in the spine must be identified and neutralized for the pain to resolve. It is equally important to understand that if after extensive evaluations by various professionals—don’t ever stop at one—no correctable cause for the pain is found, it may be possible to relieve the pain with ongoing medication or other therapies.







TEST-NEGATIVE PAIN: WHEN THE CAUSE CAN’T BE SEEN


Test-negative pain is pain caused by a problem that cannot be determined using medical technology or expertise. Without blood tests or X-rays and other diagnostic imaging techniques, physicians of past centuries were able to measure very little. They had to rely on patient histories and physical examinations confined to the exterior of the body. Yet the extensive descriptions of disease indicate that they clearly believed in what they could not yet see, touch, or measure.


Headache is one of the most common forms of test-negative pain; most headaches are not due to brain tumors, increased pressure, or infections or bleeding inside the head. The vast majority of headache patients have totally normal brain MRIs, and often any abnormalities that are seen don’t explain their headaches. And as you all know, you can’t prove or disprove whether someone has a headache by looking at him. You must take his word for it, and society and the medical profession generally accepts a patient’s description of headache as proof of headache.


The same should apply to test-negative back conditions but often doesn’t. It is often assumed that a patient with back pain whose radiological and physical diagnostic evaluation is negative, is a fake or emotionally disturbed.


Test-negative conditions of the back include:




	

most muscle-related or myofascial pain


	

pain coming from the facets or joints supporting the spine


	

possibly pain due to diseased but not obviously herniated disks





When not adequately treated in a timely fashion, people with test-negative pain may develop significant secondary psychiatric symptoms. Physicians poorly schooled in the intricacies of the appropriate diagnosis and treatment of test-negative painful conditions may help drive some patients with chronic pain to despair.


In many cases, the origin of test-negative pain—pain without a clear-cut anatomical basis, as seen on MRIs or other tests—is difficult to determine without considerable experience and knowledge of patterns of referred pain.




 




The Importance of Your Story




 


The history you provide to your doctor is the most important part of the diagnostic process. The more complete and detailed the information, the greater its value. Past and current illnesses are of great importance. For example, a history of cancer may be signicant if you have new back pain. An injury, such as from slipping and falling on ice, may have something to do with the development of a herniated disk months later. If you are diabetic, your pain, weakness, or numbness could be due to a form of neuropathy (peripheral nerve damage) as opposed to radiculopathy (a damaged root). Inflammatory arthritis of the spine and its resulting pain is often associated with psoriasis and inflammatory bowel disease. (See Chapter 15 .)


Write things down before your visit and organize how you will describe your symptoms. List questions you want to ask. By carefully thinking about your back pain, you will have organized the information necessary to start the diagnostic process. Also, list your medicines and the names and addresses of your other health-care providers.


Here are some questions you should be prepared to answer:




 




How and When Did the Pain Begin?




 


Acute back pain is often associated with a specific episode of trauma, such as lifting a heavy bag of groceries from the back seat of your car. Acute pain from minor trauma, especially of a muscular nature—lifting that boulder in your garden over the weekend—often improves with time as the injured spine and surrounding muscles heal. Even pain from an acute disk herniation in the neck or lower back gradually improves without surgery in 70 percent to 80 percent of patients. Systemic illnesses, on the other hand, cause pain that comes on gradually. People with inflammatory arthritis of the spine (spondyloarthropathy) may have had back stiffness and pain for six months or longer when first evaluated for their spinal symptoms. The chronic pain of stenosis usually begins slowly and progresses.




 




Where Is It Located, and Do You Feel It Anywhere Else?




 


Low-back pain frequently starts on one side of the spine and quickly spreads to both sides of the spine just above the buttocks. Pain can move from side to side or up and down the leg. Most important is where the pain started and its location most distant from this initial point. I always ask patients with low-back pain if it radiates down their legs and where it terminates. Back pain terminating in the foot is usually due to nerve root pain, especially if there is tingling, numbness, or weakness: clear indications of nerve dysfunction. On the other hand, low aching back pain that radiates down the back of the thigh to the knee—not below—or to the side of the thigh or the groin and is unaccompanied by the symptoms of nerve injury mentioned above is often associated with painful facets. Lumbar discogenic pain frequently causes deep, midline low back pain and occasionally may also radiate down the leg but almost never to the foot. Similar distinctions exist in the neck, helping to distinguish among pain from disk herniation, facets, and painful, nonherniated disks (discogenic pain). Obviously, the physician’s initial suggestions from the patient’s history must be refined or discarded after the physical examination, radiological tests, and laboratory findings.




 




How Long Does the Pain Last, and Does It Recur?




 


This is relevant only for pain that is episodic or fluctuates. When back pain is caused by a muscle spasm, it usually goes away in a few days. However, if it recurs, the pain may last longer and develop into a chronic myofascial pain disorder. If a small, chronically herniated disk presses on an exiting root, neck pain and arm nerve pain may occur from carrying heavy objects, such as carrying luggage when traveling. Fortunately this pain often goes away when the weight-bearing activity ceases unless the disk herniates further. With back pain from medical causes, the important characteristic is duration rather than frequency. Medical back pain—such as that from cancerous tumors that have damaged the spine—is more persistent and may last for years.




 




What Makes It Feel Better or Worse?




When Does It Occur?




 


If you have a lumbar-facet-related pain, you feel more pain when sitting. When you stand, bending slightly forward reduces pressure on the facets, causing less pain. Facet-related pain is usually vastly reduced when you are in bed. A painful sacroiliac joint and bursa (fluid-filled sac) overlying the hip joint often accompanies painful lumbar facets on one side. While facet pain is less in bed, the pain from the sacroiliac joint and bursa increases there and may disturb your sleep when you lie on the affected side. Sitting, which increases facet pain, may reduce sacroiliac—and bursa-related pain. Neck pain from painful facets or a herniated disk often disturbs sleep. Tossing and turning and entering and leaving dream sleep is hard on a painful neck. Also, sleeping on your side or with your neck arched backward puts increased pressure on the cervical facets and roots compressed by herniated disks. Neck pain may also flare up during the daytime if you turn your head, such as when you parallel-park or change lanes while driving in traffic.


Pain shooting down your arm or leg when you do heavy lifting, cough, or have a bowel movement is usually due to a disk herniation. All of these exacerbating activities increase the pressure in the disk and may force more nuclear disk material to herniate through the torn annulus. This in turn causes more pressure on the root and more radicular pain. Severe disk herniations may cause pain all the time; it is only somewhat less when you are in bed. Pain from cancerous tumors invading the epidural space may actually be worse in bed, from pressure of the tumor on the nerve roots while you are lying down. Medical causes of back pain are more complicated. Degenerative osteoarthritis and also inflammatory arthritis, for example, may hurt more when you are not moving than when you are bending and stretching.




 




Describe the Quality and Intensity of the Pain




 


My patients have very precise ways of describing their pain to me. Some perceive their pain in horrifying, vivid terms, like being ripped up by a pack of guard dogs. To others, it may appear to be an act of torture, pain deliberately inflicted, like the slow drip, drip of water on the back of the neck until it seems like a sledgehammer. When someone tells me, “It feels like I’ve been kicked in the back by a horse,” I know he is in pain, whether or not actual bodily damage is occurring. This descriptive ability has a very real foundation in the mysterious way our bodies and brains monitor pain.


When a nerve is compressed it sends a sharp, shooting, burning, or aching pain along the nerve, as in sciatica. Facet-related pain is almost never burning; it usually aches for hours during the day, fluctuating with body position. Kidney stones cause a recurrent gripping back pain that rises quickly to its greatest intensity in twenty to thirty seconds, lasts one to two minutes, and then quickly ceases. It has nothing to do with the position of your body and doesn’t lessen when you’re in bed.




Does Anyone in Your Family Have the Same Condition?




 


The genetic basis for disk herniations is just beginning to be explored, with some positive results. It will be many years before we can alter someone’s genetic makeup to change the course of their lives in terms of health and disease, not to mention whether we should do it and to whom and who should pay for it. However, a strong family history of spinal disorder may increase your risk of spinal disorders and affect the way you react to pain. If you grew up with a close relative who had significant chronic pain, you may react to pain differently from someone who never had such an experience. Inflammatory arthritis of the spine (spondy-loarthropathy) has a genetic predisposition; a test can determine if you are at risk. (See Chapter 15. )




 




How Does Your Work or Lifestyle Affect It?




 


This is certainly a loaded question in a country where the majority of people are overweight thus putting added stress on their spines. Most are also more sedentary than not. If you sit all day at a computer, you may develop low back pain—we were not designed to sit all day. Some jobs, sports, or leisure activities may be causing or adding to your back pain. Punctuating your sedentary existence with athletically active weekends—becoming a weekend warrior—is a sure prescription for developing a host of painful disorders or a fatal heart attack.







THE INITIAL PHYSICAL EXAMINATION


Once the doctor has your pain, medical, and family history, the physical examination of your back is next on the agenda.


A clinical examination of your spine should be done while you are standing, sitting, lying on your back, and on your stomach, so the doctor can see any abnormalities. For example, if either shoulder is elevated or the pelvis is tilted, scoliosis may be indicated (curvature of the spine); this is best discovered when standing. From the side, the doctor can see an increased hunched appearance of the upper spine (kyphosis). Characteristics of poor posture are also best seen from the side. For example, the weight of a protruding abdomen forces your lower back to curve forward.


By applying varying degrees of pressure to your back, a doctor can detect increased muscle contraction or spasm. When back muscles are at rest, they are soft and pliable. Muscles in spasm are tense and firm to the touch and often hurt. The doctor will look for symmetry of muscle contraction in order to locate focal spasm from irritation or injury to muscle or structures underlying them (roots, disks, facets, vertebrae, other muscles) or actual loss of muscle mass from nerve root injury. When the patient is standing at rest, spasm on one side of the lumbar spine may be detected while the other side of the spine is normal.




 




Gait




 


Looking at how someone stands and walks yields a tremendous amount of information about his power, sensation, balance, and even mental state. Patients with lumbar stenosis, or narrowing of the spinal canal, prefer to stand and walk bent over, a position that opens the tight canal and relieves their pain. Bending over also reduces pressure on painful facets, so people with lumbar-facet-related pain may walk and stand in a slightly bent fashion. The stance of people with lumbar-disk herniations can suggest to the experienced physician whether a disk is herniated centrally into the canal or to the side, into the foramen. A person with a lumbar-disk herniation to one side of the spine—in the foramen—tends to lean away from the painful side, thus drawing the root away from the disk herniation and alleviating pressure on the root and pain. One having lumbar-disk herniation more toward the midline, in the canal, leans toward the side of the herniation, thus reducing the stretch on the root caused by the disk herniation.


Examining gait permits evaluation of the entire nervous system, from the feet to the brain. For example, a limp suggests weakness or pain in the lower back or leg. It may also imply significant numbness. If chronic, a limp may cause pain elsewhere. People who limp from a one-sided problem often develop secondary pain from their lopsided gait. It may cause one-sided pain in a lower lumbar facet or the sacroiliac joint. It may cause myofascial pain in the buttock, thigh, and groin. Bursitis of the covering of the hip joint can be another result. In other words, it can lead to chronic back and sciatica-like pain from the untreated disk herniation’s pressing on a nerve. In some patients like this, even if the disk is successfully treated surgically and the nerve pain goes away, the facet and other pain mentioned above may need treatment as well. (See facet pain and myofascial pain in later chapters.)


If the sole of a patient’s shoe is excessively worn down in the toe area, I can tell that he or she is not walking normally. This is confirmed by watching the patient walk. He or she has what we call a dropped foot: muscles that pick up the toes from the floor are not working properly, usually because of damage to the L5spinal root or the sciatic nerve in the buttock or leg.


A gait suggestive of excessively tight muscle in both legs is a phenomenon called spasticity and results from damage to the brain or spinal cord. It can affect the arms or legs. It is often seen after a severe stroke, multiple sclerosis, or in conjunction with cerebral palsy.




 




Range of Motion




 


Range of motion tests tell us a great deal. An injured lumbar spine will have limited normal motion because the muscles tightened to protect it. If injury to the spine is one-sided, the spine is tilted to the side of the shortened muscles in spasm. If you have difficulty straightening your legs, it may be from tightness of the buttocks and the hamstring muscles in back of the thighs. When you bend forward then return to an upright position, the motion and pain it may induce can reveal information about the injured structures that cause it.


When bending to one side, you stretch the muscles on the opposite side of your spine and compress the facets on the side to which you bend. Pain on thesame side as the bending suggests pain emanating from the facet joints on that side; a stretching sensation with pain on theopposite side from the bending suggests a muscle injury with spasm.


People with lumbar discogenic pain often arise from a bent position in a ratchetlike fashion. Because of increased pain, those with facet pain and stenosis may not be able to arch their lumbar spines backward. Cervical-facet pain makes it difficult to arch your neck or bend it. These maneuvers increase pressure on the cervical facets, worsening the pain. Those with lumbar disk herniations may have difficulty bending to one side or the other, depending on the location of the herniation.


If you have one-sided cervical radicular pain (from a disk herniation), you may often move the arm on that side less frequently, because movement hurts. Over time, such restricted arm movement causes the soft tissues around the shoulder to become stiff from lack of use. This in turn results in a frozen shoulder with a reduced range of motion. Attempting to force the arm beyond its acquired limitation—usually by raising it sideways away from your body—results in tremendous shoulder pain. This kind of movement is often so restricted that you can’t move your arm so that it is parallel to the floor, much less over your head. Physical therapy can eventually unfreeze the arm. Any examination of a patient with cervical nerve pain should include a range-of-motion evaluation of the arm on the side of the pain.




 




Testing Power




 


Your doctor will test the various muscle groups in your limbs in a search for weakness, presumably due to a spinal root’s being injured. Many people come to me for pain relief—from stenosis, for example—and are totally unaware of their weakness. They think that they walk a certain way from pain when in fact their limp results from both pain and weakness.


Obviously, treating a patient’s pain without addressing and correcting the cause of weakness—usually with decompressive surgery—is not good medicine. Other causes of weakness include damage to other parts of the nervous system: strokes of the brain or spinal cord, arthritic pressure on the cord in the canal, and peripheral neuropathy. These causes may be distinguished from those related to nerve-root damage through physical examination and radiological and electrophysiological tests.




 




Testing Sensation




 


While you are seated on the exam table, your legs dangling, the doctor will touch both arms, thorax, abdomen, and legs with a dull object and a sharp one (a clean pin), examining your perceptions of light touches and pinprick. These sensations are often abnormal—either heightened or diminished—in patients with any of a host of neurological problems, including stroke, spinal-cord damage, nerve-root damage, and neuropathy. He or she will also evaluate your ability to discern vibration. This is done by applying a tuning fork to the joints in the fingers and toes and possibly elsewhere in the limbs. Your doctor will also assess your ability to feel what position your joints are in as he bends your toes, fingers, and if needed, feet, lower legs, wrists, and lower arms. Diminished vibratory sense and the inability to determine what position the joints are in—toes and fingers bent up or down, for example—is characteristic of neuropathy or damage to part of the spinal cord or brain.




 




Testing Reflexes




 


Hitting the back and front of the elbow, the middle of the forearm, the front of the bottom of the knee, and the back of the ankle with a rubber hammer is another test of reflexes, as mentioned in Chapter 1. An absence of knee reflex, for example, corresponds to an abnormality of the L3or L4nerve root. On the other hand, quick reflexes may suggest damage to the brain or spinal cord. Diffusely diminished reflexes suggest neuropathy. Other reflexes—retraction of the scrotum when its side is lightly stroked or contraction of the anus when it is lightly stroked—also tell the physician about the integrity of the lower spinal roots and the peripheral nerves supplying these organs.


Control of the bowels, bladder, and sexual function can all be affected by damage to the brain, spinal cord, or cauda equina, the spinal roots coming out of the spinal cord at about L1. Cord or cauda injury can result from a massive disk herniation or a fractured vertebra; the resultant compression of these vital neurological structures can cause bowel and bladder damage.




 




Muscle Tone and Appearance




 


The loss of muscle mass can occur when the nerves that supply them are damaged. This kind of damage can come from long-standing compression of the roots, a chronic disk herniation or stenosis, for example. Damage to the S1root can cause calf muscle loss. This is easily seen on physical examination, especially if one side is affected and the other is less so or not at all.




 




Mechanical Maneuvers




 


When you are lying flat on your back on the examining table, your doctor may raise your leg up in the air to pull on the roots that supply the sciatic nerve and the nerve itself. Most patients can allow their leg to be raised so it is perpendicular to the floor. The exacerbation of pain shooting from your back or buttock down your leg to the toes while your leg is passively raised suggests disk herniation that affects those roots. Pressure on the roots supplying the nerve or on the nerve itself can cause this response. While you lie on your back, the doctor may bend your knee and rotate your leg outward, pointing your heel toward your groin. This movement tests the integrity of your hip joint: If you have arthritis in the hip, you will feel pain in the hip and possibly the upper thigh, groin, and buttock.




 




Other Tests




 


If you have heart disease, stomach ulcers, cancer, or other medical problems, other organ systems need to be evaluated, physically or by laboratory tests, such as a PSA blood test for prostate disease.


The history and physical examination are often all we need to determine the likely cause of back pain so additional tests may be unnecessary. However, the source of much back pain, especially when chronic, is not always easy to find. In the next chapter you will find information about radiological diagnostic tests and what they can and cannot determine.







Key Points in Getting Your Back Pain Correctly Diagnosed




Your pain complaints should be taken seriously and evaluated using the conventional tools, including a good history of the problem, physical examination, and high-quality tests. When this standard evaluation, including radiological, physiological, and other conventional tests, is negative or when what is abnormal on the office evaluation and laboratory tests doesn’t fit the pain, you will more likely get a correct diagnosis if the following criteria are met:




	

The doctor believes your pain is real


	

The doctor believes pain is a personal and subjective experience, colored by personality, personal history, and culture


	

The doctor knows the full range of spinal-pain-syndromes and their causes


	

The doctor takes a full history, making note of medical problems that may contribute to or cause the pain, and focuses on the details of the pain location, type of pain, and what makes it better or worse


	

The doctor performs a physical examination, directed at finding the cause of the pain


	

The doctor employs, where appropriate, less conventional tests, such as diagnostic nerve blocks (see Chapter 3 ) or other minimally invasive tests or in some cases, even sophisticated imaging studies to identify the source of the pain and understand how it is processed in the brain.
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