


Torticollis (‘wry neck’, ‘skew neck’)

Infantile (congenital) torticollis

» The sternomastoid muscle on one side is fibrous and fails to elongate
as the child grows.

a well-defined lump is felt in the muscle.
twisting the chin tfowards the opposite side.
Secondary facial deformities may occur.
gentle, daily manipulation of the neck.
Surgical release.

Post surgery orthosis and physiotherapy.
Exclude DDH.
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injuries of the cervical spine or ocular disorders.

vertebral infection,

Gastro osephageal reflux
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Acute Cervical disc prolapse

local strain or injury, especially sudden unguarded flexion and
rotation.

a predisposing abnormality of the disc with increased nuclear
tension.

The disc protrusion may press on the posterior longitudinal ligament,
causing neck pain .

Radiculopathy to the scapular region , occiput.
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» X-rays may show narrowing of the
disc space.

» MRI, which will show whether the
disc protrusion is pressing on the
adjacent nerve root




Differential diagnosis

» Acute soft-tissue strain:
» Neuralgic amyotrophy.
» Cervical spine infections.

» Cervical fumours.



Treatment

» Rest: a collar will prevent unguarded movement
» Reduce: traction may enlarge the disc space,
» Surgery by anterior approach.
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Scoliosis

an apparent lateral (sideways) curvature of the spine with rotation
deformity with or without anterior posterior deformity.

NO obvious cause.

congenital or osteopathic (due to bony anomalies), neuropathic,
myopathic (associated with some muscle dystrophies) and @
miscellaneous group of connective-tissue disorders.

-compensatory to some condition outside the
spine, such as a short leg or a pelvic tilt due to contracture of the
hip.disappeare on sitting
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Structural scoliosis

a non-correctable deformity of the affected spinal segment, an
essential component of which is vertebral rotation.

The spinous processes swing round fowards the concavity of the
curve and the transverse processes on the convexity rotate
posteriorly.

In the thoracic region the ribs on the convex side stand out
prominently, producing the rib hump.

Secondary (compensatory) curves nearly always develop to
counterbalance the primary deformity;

the deformity is liable to increase throughout the growth period
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Clinical features

Deformity a rib hump in thoracic curves, and asymmetrical
prominence of one hip in thoracolumbar curves.

. Pain is a rare complaint and should alert the clinician fo the
possibility of a neural fumour .

A family history of scoliosis .

Spinal mobility should be assessed and the effect of lateral bending.
Neurological examination.

gissessment of cardiopulmonary function.

Skin pigmentation and congenital anomalies such as sacral dimples
or hair tufts are sought
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Full-length posteroanterior (PA) and lateral x-rays of the spine and
iliac crests must be taken standing.

Lateral bending views are taken to assess the degree of curve
correctability.

(Cobb’s angle)

Right thoracic curves are the commonest
girls in adolescent

(Risser’s sign of skeletal mafturity).

CT and MRI may be necessary to define a vertebral abnormality or
cord compression.



18.8 Adolescent idiopathic scoliosis (a) Typical thoracic deformity. (b) Serial x-rays show how this curve increased
over a period of 4 years. (c) The angle of curvature is measured on the x-ray by Lnbb' method: lines projected from

thr' top of the upgerr nost and the bottom of the lowermost vertebral bo 1 the primary curve define Cobb’s angle.
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|diopathic scoliosis

80% of all cases of scoliosis.
Familial.

3 per 1000.more than 30degree.
adolescent, juvenile and infantile.

Early onset (before puberty) and late-onset scoliosis (after puberty).



90%.
Girls.

Primary thoracic right and secondry lumber left.
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most curves of less than 20 degrees either resolve spontaneously or
remain unchanged.

predictors of progression are.
(1) avery young age;
(2) marked curvature;

(3) anincomplete Risser sign at presentation



Treatment

(1) to prevent a mild deformity from becoming severe.

(2) to correct an existing deformity that is unacceptable to the
patient.

(3) Follow up every 6 months.



Non-operative freatment

» less than 30 degrees and well
balanced.

» Near maturity.
» No progression on follow up

1. Exercises have no effect on the
curve but they do maintain
muscle tone.

2. Bracing has been used for many
years in freafing progressive curves
of 20-30 degrees

Operative treatment

(1) curves of more than 30 degrees
that are cosmetically
unacceptable.

(2) milder deformity that is
deteriorating rapidly.

(3) Balanced, double primary curves
require operation only if they are
greater than 40 degrees and
progressing.
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4 KB : Preoperative anteroposterior X-ray; postoperative
anteroposterior X-ray; (c) postoperative lateral X-ray.
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' The Milwaukee brace fits snugly over the pelvis below; chin and

head pads promote actlve postural correctlon and a thoracic pad presses on the ribs at the apex of the curve.

| The Boston brace is used for low curves. All braces are cumbersome, but (d) if well-made they need not
interfere much with activity. Nowadays bracing is used far less often than before because of doubts about its
ability to alter the natural progress of structural scoliosis.




» Uncommon.

» prognosis is worse and surgical correction may be necessary before
puberty.

» a brace may hold the curve stationary unftil the age of 10 years,
when fusion is more likely to succeed.
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This is rare.

90% of infantile curves resolve spontaneously.
If progress may lead to cardiopulmonary dysfunction.

serial elongation— derotation-flexion (EDF) plaster casts under
general anaesthesia.till the child can tolerate brace.
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vertebral anomaly .

hemivertebra, wedged vertebra.(formation defect).
fused vertebrae — sometimes combined with absent or fused ribs.
visceral abnormalities (e.g. in the patient with spina bifida).

mild, some cases progress 1o severe deformity, particularly those
with unilateral fusion of vertebrae.

Treatment is more difficult and specialized than that of idiopathic
infantile scoliosis.

will not respond to bracing alone, and surgical correction carries a
significant risk of cord injury.



Kyphosis

confusingly, the term ‘kyphosis’ is used to describe both the normal
(the gentle rounding of the dorsal spine) and the abnormal
(excessive dorsal curvature). hyperkyphosis.

iIs common (‘round back’ or ‘drooping shoulders’)
and may be associated with other postural defects such as flat-feet.
If treatment is needed, this consists of postural exercises.

is fixed and associated with changes in the
shape of the vertebrae. It may occur in osteoporosis of the spine
(the common round back of elderly people), in ankylosing
spondylitis and in Scheuermann’s disease (adolescent kyphosis).

Is a sharp posterior angulation due to localized
collapse or wedging of one or more vertebrae.
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Adolescent kyphosis
(Scheuermann'’s disease)

» a ‘developmental’ disorder in which there is abnormal ossification
(and possibly some fragmentation) of the ring epiphyses that
appear on the upper and lower surtaces of each vertebral body in
the growing spine.

» Sometimes there may also be small central herniations of disc
material into the vertebral body;
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Clinical features

midthoracic vertebrae.

at or shortly after puberty.
Common in boys than in girls.
‘round-shouldered’.
backache and fatigue.

not improve with changes in posture.



» X-ray features are typical: in the lateral views one can see
patchiness or irregularity of the vertebral end-plates and, in some
cases, Schmorl’'s nodes at several intervertebral levels. Later, the
vertebral bodies become notficeably wedge shaped

. 3 < P",

I.

18.14 Scheuermann’s disease

— X-rays (a) X-rays of the young
girl in Figure

typical Schmorl's nodes.



» brace worl
normal ve

» operative ¢



‘
e
.

. ! - AN s bFur \"'1“(
f ISC S[ a. (b) '. MA With a severe X il_ -
Ss Of diSr_ '.)F_:':Jr_t'. ut_',’ CNnuga wi } v ¥

atrare elaTe a1tar ¢
deformity. (¢, d) X-rays before and afte




» Normal laminae and facets constitute a locking mechanism which
prevents each vertebra from moving forwards on the one below.

» ‘Spondylolisthesis’ means vertebral displacement.
» L4 and L5, or between LS and the sacrum.

1. Dysplasia of the lumbosacral facet joints (20% of cases).

2. Separation or stress fracture (lysis) through the neural arch (the pars
interarticularis), allowing the anterior part of the vertebra to slip
forward upon the one below (50% of cases).

3. Osteoarthritic degeneration of the facet joints, causing them to
lose their normal stability. This usually occurs at L4/5 (25% of cases).

4. Destructive conditions such as fracture, TB and neoplasia (5% of
cases).
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Clinical features

> Is seen in children. It is usually painless
but the mother may notice the unduly protruding abdomen. There
may be an associated scoliosis.

> Is the commonest variety. It occurs in adults
and intermittent backache is the usual presenting symptom.
> usually occurs in patients over 40

years with long-standing backache.
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» X-rays show the forward shift of the upper part of the spinal column
on the stable vertebra below.

» oblique x-ray views, and best of all in CT scans
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Grade 1 is 0-25%

Grade 2 is 25-50%

Grade 3 is 50-75%

Grade 4 is 75-100%

Over 100% is Spondyloptosis, when
the vertebra completely falls off the
supporting vertebra
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CT scan shows corticaliza-
tion and a fibrous non-union.




Acute fracture
of the pars

Figs 7A and B:
T




Treatment

» Conservative treatment
» Operative treatment is indicated:

(1) if the symptoms are disabling and interfere significantly with work
and recreational activities;

(2) if the upper vertebra has slipped forwards over more than 50% of
the vertebral body below; and

(3) if neurological compression is significant.



Spinal stenosis

ong-term consequences of disc degeneration and osteoarthritis is
narrowing of the spinal canal due to hypertrophy at the posterior
disc margin and the facet joints.

more likely if the canal was always small,
if a spondylolisthesis decreases its anteroposterior diameter.

common in people with congenital vertebral dysplasia (e.g. in those
with achondroplasia



Clinical features

» aching and/or numbness and paraesthesia in the thighs, legs or
feet.

» after standing upright or walking for 5~-10 minutes and are
consistently relieved by sitting or squatting with the spine somewhat
flexed (hence the term ‘spinal claudication’).
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18.22 Spinal stenosis (a) A lateral x-ray shows marked
narrowing of the spinal canal, but the CT scan I_L'v:l
incing evidence. Figure 18.42 Spinal s
note the |lSth€SIS has reduced since the MRI is taken supine;

L4/5 Degenerative spondylolisthesis; (b) MRI confirms stenosis at L4/5 level;
) axial MRI shows the lateral recess stenosis from
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facet hypertrophy; facet effusions are found with facet incompetence and instability




Treatment

» Conservative measures, including instruction in spinal posture.
» injection of a long-acting local anaesthetic and corticosteriod .
» operative decompression



BOX 18.3 LOWER BACK PAIN - RED AND
YELLOW FLAGS

Mechanical (80%)

* Muscular strains or from ligamentous
injury

* Degenerative disc disease

» Facet joint disease [facet joint

dysfunction]

Spondylolysis

Osteoporotic compression fractures

Instability

Sacroiliac joint pathology

Red flags

» Age of onset less than 20 years or more
than 55 years

* Recent history of violent trauma

» Constant progressive, non-mechanical
pain [no relief with bed rest)

* Thoracic pain

* Past medical history of malignant tumour

* Prolonged use of corticosteroids

* Drug abuse, immunosuppression, HIV

» Systemically unwell

* Unexplained weight loss

* Widespread neurological symptoms
lincluding cauda equina syndrome]

* Structural deformity

Fever

Neurogenic (15%)

* Herniated disc

* Spinal stenosis

* Foraminal stenosis

* Disc annular tear and neuritis

Non-mechanical back pain (1-2%)

* Infections
* Neoplasms
* Inflammatory conditions

Yellow flags

» Belief that back pain is harmful or poten-
tially severely disabling

» Fear and avoidance of activity or
movement

* Tendency to low mood and withdrawal
from social interaction

» Expectation of passive treatment(s)

rather than a belief that active participa-

tion will help

Referred pain (1-2%)

* Gastrointestinal disease
* Renal disease
* Aortic aneurysm

Other (2-4%)
* Somatization disorder
* Fibromyalgia

* Malingering







