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Figure 22-3 Compression of L5 and S1 roots by herniated disks. (From AH Ropper, MA Samuels: Adams and Victor’s Principles of Neurology,
9th ed. New York, McGraw-Hill, 2009; with permission.)
the sciatic nerve. Passive dorsiflexion of the foot during the maneuver adds to the stretch. In healthy individuals, flexion to at least 80°
is normally possible without causing pain, although a tight, stretching sensation in the hamstring muscles is common. The SLR test is
positive if the maneuver reproduces the patient’s usual back or limb
pain. Eliciting the SLR sign in both the supine and sitting positions
can help determine if the finding is reproducible. The patient may
describe pain in the low back, buttocks, posterior thigh, or lower
leg, but the key feature is reproduction of the patient’s usual pain.
TABLE 22-1 A cute Low Back Pain: Risk Factors for an Important
Structural Cause
History
Pain worse at rest or at night
Prior history of cancer
History of chronic infection (especially lung, urinary tract, skin)
History of trauma
Incontinence
Age >70 years
Intravenous drug use
Glucocorticoid use
History of a rapidly progressive neurologic deficit
Examination
Unexplained fever
Unexplained weight loss
Percussion tenderness over the spine
Abdominal, rectal, or pelvic mass
Internal/external rotation of the leg at the hip; heel percussion sign
Straight leg– or reverse straight leg–raising signs
Progressive focal neurologic deficit
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The crossed SLR sign is present when flexion of one leg reproduces
the usual pain in the opposite leg or buttocks. In disk herniation,
the crossed SLR sign is less sensitive but more specific than the SLR
sign. The reverse SLR sign is elicited by standing the patient next to
the examination table and passively extending each leg with the knee
fully extended. This maneuver, which stretches the L2-L4 nerve roots,
lumbosacral plexus, and femoral nerve, is considered positive if the
patient’s usual back or limb pain is reproduced. For all of these tests,
the nerve or nerve root lesion is always on the side of the pain.
The neurologic examination includes a search for focal weakness
or muscle atrophy, focal reflex changes, diminished sensation in the
legs, or signs of spinal cord injury. The examiner should be alert to
the possibility of breakaway weakness, defined as fluctuations in
the maximum power generated during muscle testing. Breakaway
weakness may be due to pain or a combination of pain and an
underlying true weakness. Breakaway weakness without pain is
almost always due to a lack of effort. In uncertain cases, electromyography (EMG) can determine if true weakness due to nerve tissue
injury is present. Findings with specific lumbosacral nerve root
lesions are shown in Table 22-2 and are discussed below.
LABORATORY, IMAGING, AND EMG STUDIES
Laboratory studies are rarely needed for the initial evaluation of
nonspecific acute (<3 months in duration) low back pain (ALBP).
Risk factors for a serious underlying cause and for infection, tumor,
or fracture, in particular, should be sought by history and exam. If
risk factors are present (Table 22-1), then laboratory studies (complete blood count [CBC], erythrocyte sedimentation rate [ESR],
urinalysis) are indicated. If risk factors are absent, then management is conservative (see “Treatment,” below)
Computed tomography (CT) scanning is superior to routine
x-rays for the detection of fractures involving posterior spine
structures, craniocervical and cervicothoracic junctions, C1 and C2
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