2003 Exam

Neurology qs

2. 70 yr old vasculopath. Previous MI. Complains of bilateral leg pain brought on by walking 150m which is relieved by sitting. Examination carotid bruits, femoral bruits bilaterally but peripheral pulses present. What is the best test to diagnose his leg pain?

(a) Arterial duplex legs

(b) CT lumbar spine

(c) arteriography

(d) nerve conduction studies

(e) bone scan

LUMBAR CANAL STENOSIS
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· Narrowing of the spinal canal with compression of nerve roots in central canal or neural foramina

· Disc degeneration leads to loss of disc height which puts loading on the posterior elements of the spine. This leads to facet joint hypertrophy and ligamentum flavum hypertrophy, and the disc protrudes posteriorly. 

· Eventually leading to encroachment on the central canal and neural foramina due to facet joint osteophytes, ligamentum hypertrophy and disc bulging. Associated spondylolisthesis is common

· Most commonly affects L4/L5, L5/S1 and L3/L4. 

· Presents as NEUROGENIC CLAUDICATION – pain radiating beyond the back to the buttocks, thighs or legs often causing the patient to stop walking, may have but not invariably associated paraesthesias or numbness

· Pain characteristically:

· Worsens with extension of the lumbar spine and improves with forward flexion of hips, knees or lumbar spine as occurs with sitting or leaning forwards

· Radiates beyond the buttocks but below knees in only about 20%

· Occurs after a certain distance which can often be increased if the patient is leaning on a shopping trolley (due to forward tilt)

· Diagnosis is usually based on characteristic clinical description plus CT or MRI

· Treatment:

· Medical therapies include analgesia including NSAIDs, rest, and physical therapies such as ultrasound, heat and exercises to reduce lumbar lordosis and improve abdominal mm tone

· Lumbar epidural steroid injections

· Soft tissue steroid injections

· Surgical decompression
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Findings

History
Pain below buttocks
Pain below kness
Ho pain when seated
Symptoms mprove when seated
ore vhen wlking
Humbness
Poor balance

Physical findings.
Wide-based gait
atrormal Ramberg
Thigh pan with 30 seconds of umbar extension
Pinprick defiit
Waskness
Vibratin defioit
Asent Achil reflex

Sensitivity

Specifioity

Data from Katz, I, Dalgas, M, Stukl, 6, ot a. Arthriti Rheum 1995, 381235
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 BRACHIAL PLEXOPATHY — Localizing a problem to a specific region of the brachial plexus is usually the most important first step in patients with brachial plexopathy. Having achieved that, it may be relatively straightforward to then identify a specific etiology for their illness.

Localization to and within the plexus — A few simple rules can lead to accurate localization of problems to the brachial plexus.

· Weakness generally should involve a "myotomal" pattern: weakness in C8 to T1 muscles suggests the possibility of a lower trunk/medial cord problem; weakness in C5 and C6 muscles raises the possibility of an upper trunk/lateral cord problem; weakness isolated to a single nerve is unlikely to be of plexus origin, except in cases of brachial neuritis (see below).

· Involvement of muscles innervated by the radial or axillary nerves (eg, deltoid, triceps, brachioradialis, wrist extensors, wrist flexors) is consistent with involvement of the posterior cord.

· Isolated middle trunk plexopathies are almost unheard of; usually some involvement of the lower or upper trunk is also present. A C7 radiculopathy is far more likely.

· Fixed sensory loss extending into the medial forearm is consistent with a lower trunk/medial cord plexopathy; sensory loss extending into the lateral forearm is consistent with an upper trunk/lateral cord plexopathy. The skin in these regions is innervated by nerves that branch off directly from the plexus.

· Weakness of serratus anterior (causing winging of the scapula), the spinati (causing weakness of arm external rotation and initial abduction), or the rhomboids (retraction and elevation of scapula) makes a radiculopathy more likely since all of these muscles are innervated by nerves that branch off at the very proximal plexus or from the spinal nerves themselves. Brachial neuritis is an important exception 

Traumatic injury — The most common forms of traumatic injury to the plexus are falls and automobile and motorcycle accidents in which the shoulder is forced downward or the arm is hyperabducted. Downward movement of the shoulder results in an upper trunk disorder (Erb's palsy); hyperabduction causes a lower trunk injury (Klumpke's palsy). The middle trunk may variably be involved. In most of these injuries, damage extends proximally as well to the level of the root, leading to the term "root avulsion".
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