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oltds all about the patiento

This is the yrst quarterly newsletter to be produced by Columbia Neurosurgical, LLC. The purpose of the letter is to provide
information to practicing physicians, surgeons and patients about different neurosurgical topics. The letter is designed to

facilitate an exchange of information between physicians and to enhance patient care. Each quarter a neurosurgical topic

will be presented by reviewing a speciyc disease entity and illustrating it with case reports.
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The patient is a 32 year old male who presented with
a chief complaint of intermittent low back and left
lower extremity pain of pve yearsg duration.
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The patient was well until 1999 when he was
reaching to pick up a box that was frozen to the
ground. He leaned over and opulled his back outo.
He had low back and left lower extremity pain for
two months before he experienced some relief.
Since that time he has had episodic back and LLE
pain. These episodes occur every 3 8 6 months and resolve.
The last time he experienced these symptoms he fell to the
ground. Back pain is characterized as dull and aching while
LLE pain is sharp, radiating and extends into the left gluteus,
posterior thigh, anterolateral leg and dorsum of the left
foot. There are no specipc positions that tend to relieve or
exacerbate pain. There is no history of numbness, tingling or
weakness in the lower extremities. On the visual analogue
scale pain measures an average of 2, at least a 0 and at worst
a 10. Back pain is typically worse than LLE pain. This
patientds symptoms limit his normal daily activity
when present but have otherwise remained stable.
He stated that at certain times and in certain positions
back pain is excruciating. Low back pain occasionally
wakes him at night. There is no history of bowel or
bladder disturbance.
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The patient appeared his stated age. Vital signs were
normal. He was moderately overweight. He was in no
apparent distress. General physical exam was within
normal limits with a protuberant abdomen. Neurologic

MRI: T2 weighted sagittal and axial images of the lumbar spine show
mild disc space narrowing and dessication at L45. There is a left
paracentral disc extrusion measuring 1.2cm in the axial plane and 1.5cm
in the craniocaudal dimension.
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and strength in all muscle groups. Reyexes were 1+ in
the upper extremities and 2+ in the lower extremities. Left
straight leg raise elicited low back pain at 80 degrees. Gait
was normal. MRI showed a large left L45 disc herniation
(above).

The patient was seen again 6 months later with similar
complaints but of slightly less severity. Exam was similar
but without back pain upon straight leg raise. A new MRI
(below) was obtained to evaluate the previously identiped
disc herniation, suggesting no need for neurosurgical
intervention.

exam showed that sensation was intact to light touch MRI: T2 sagittal and axial images demonstrates marked spontaneous

and pinprick. Motor function showed normal tone

improvement in the disc protrusion.






