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Role of Complete Neurological Examination to
Detect Missed Dorsal Spine Lesion in Patients With
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LURYXRY [ow back pain is a common disorder noticed in adolescent to elderly age groups due to various causes
like lumber disc prolapse, tumours, spondylolisthesis and infection etc. Weakness in legs and sensory dis-
turbance are easily co-related with lumbar nerve roots compressions.

Sometimes dorsal spine lesions in patients with low back pain are missed. There are reports of the neurological dete-
rioration from missed dorsal compressive lesion in patients undergone for the lumbar surgery. We did complete neu-
rological examination in patients with back pain from 10 years of age to 60 years of ages and found 12 case of dorsal
spine lesion.

Key indicators in finding out missed dorsal spine lesion are thoracic pain, muscle weakness and exaggerated tendon
reflexes where local and radiological examination are negative. Early infection, vertebral tumour and spinal cord space
occupying lesion should be suspected and ruled out with complete neurological examination.
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We found 12 case of dorsal spine lesion in subsequent
MRI investigation.
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Material and Method: We screened out 12 cases with
dorsal spine lesion in outdoor patients having low back
pain or whole back pain from January - December 2014
with positive red flag signs.

Exclusion criteria:

(1) Patients with history of spinal injury.

(2) Patients with history of neck pain and upper limb weak-
ness in neurological examination.

(3) Patients with osteomalacic myopathy ,thyrotoxic myopa-
thy in which proximal muscle weakness with exaggerated
tendon reflexes occur.

(4) Patients with history of stroke and peripheral neuropathy.

The complete neurological examination includes a good
history to identify any red flag signs, gait assessment, mo-
tor, sensory and reflex examination. In motor examination
we assessed strength, tone and coordination. In sensory
examination we assessed soft touch, pin-prick testing, and

vibration and position sense. We paid attention to the fact
that signs of upper moter neuron lesion with thoracic my-
lopathy are masked in patients with lumbar compressive

Figure 1-Posterior Epidural Abscess in upper dorsal
spine in 30 year male
Figure 2.Thoracic space occupying lesion with lumbar
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canal stenosis in 54 year female

Figure 3-Extensive hemangioma of Dé vertebra in 12
year female

Figure 4-Posterior epidural fibrolipomatoses from C7 -
T1 in 22 year female

Discussion : To identify missed dorsal spine lesion or any
serious spinal pathology , history of red flag signs are
a must which are  thoracic pain, fever with unexplained
weight loss, gait disturbance, saddle anaesthesia, bowel or
bladder dysfunction , age of onset below 20 years of age
and above 55 years of age and progressive neurological
deterioration.[4] Miyazaki et al reported that in 61.4% of
patients with lumbar degenerative disease there are com-
pressive lesions of the spinal cord in cervical and thoracic
spine [5].

A spinal epidural abscess, a rare infectious disease pre-
sents with a classic triad of fever, backache and neurologi-
cal deficits occur usually from hematogenous spread from
cutaneus or a mucosal lesion in patients with diabetes
mellitus , intravenous drug addicts, alcoholism and cancer
.[6,7,8] which is primarily located in posterior part of spinal
canal. [9] Anterior spinal abscess usually comes from disci-
tis or spondilitis. [10, 11]

Spinal meningiomas, intradural extramedullary tumors are
usually slow growing and spread laterally in the subarach-
noid space, having average 2.9 years delay in diagnosis
[12, 13]. Hemangiomas presents as solitary round masses
except in 10% to 15% of cases as extensive lesions that
replace the entire vertebral body , pedicles, lamina, and
up to spinous process. [14, 15].

Intradural spinal arachnoid cysts were most commonly
found in the thoracic spine (81%) which has average 3.7
vertebral bodies cranio -caudal extension.[16,17]

Spinal epidural lipomatosis is characterized by abnormal
deposition of unencapsulated fat in epidural space, usually
found in Cushings disease, hypothyroidism or in morbid
obese patients.[18]

Conclusion: We conclude that whenever we see the pa-
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tients with low back pain in busy outdoor department, we
must see the red flag signs for dorsal spine pathology by
complete neurological examination.
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