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Abstract

Low�back�pain�with�radiating�pain,�tingling�or�numbness�in�lower�limbs�is�most�commonly�due�to�prolapsed�
and�herniated�intervertebral�disc.�The�pain�is�neuropathic�and�usually�increases�with�walking.�We�report�a�
patient�with�severe�back�pain�with�radiculopathy�of�one�monthduration�in�a�patient�with�cerebellar�ataxia�for�
30�years�with�increasing�unsteadiness�of�gait�for�last�30�years.
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Introduction

Low�Back�pain�with�radiculopathy�is�commonly�
caused�by�a�prolapsed�or�herniated� intervertebral�
disc� (PIVD)� The� presence� and� location� of� pain,�
paraesthesia� and� other� symptoms� depend� on�
the� site� and� degree� of� prolapse.� The� common�
intervertebral� disc� (IVD)� involved� are� the� L4-5�
and� L5-S1� as� they� are� in� line� of� weight� bearing�
axis.� PIVD� is� herniated� nucleus� pulposus� where�
it� is�displaced�beyond� the�edges�of� vertebral� ring�
apophyses.� Patient� presents� with� low� back� pain�
with� radiculopathy,� motor� or� sensory� de�cits�
according�to�the�level�of�compression�of�the�nerve�
root.�Motor�de�cit�if�present�is�considered�to�be�a�red�
�ag�and�is�an�indication�for�surgical� intervention.�
Cerebellar� ataxia� can�occur� as�a� result�of�damage�

to�cerebellum�and�can�occur�due�to�many�diseases�
in�cerebellum.�The�patients�present�with�symptoms�
of� unsteadiness� of� gait,� inability� to� coordinate�
balance,� speaking� disability� and� eye�movements.�
We�present�a�case�report�of�a�patient�with�back�pain�
with� radiculopathy� for� 2� months� with� cerebellar�
ataxia�because�of�Arnold�Chiari�Malformation�for�
which� she�was�operated� in� 1997� but� had� gradual�
increase� in� unsteadiness� of� gait� and� balance.� She�
walks�with�the�support�of�walker.

Case�report

A� 58� years� old� female� patient� presented� with�
low�back�pain�radiating�to�both�lower�limbs�more�
in� right� lower� limb� till� foot� and� till� knee� joint� in�
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left� lower� limb� of� 1� month� duration.� The� pain�
increased� on� walking� and� decreased� on� resting.�
She� was� a� case� of� cerebellar� ataxia� because� of�
Arnold� Chiari� Malformation� for� which� she� was�
surgically� treated� in� 1997� and� since� then� she�had�
problems� in� balancing� and� gait� dif�culty� and�
slurring�of� speech.� She�walked�with� a� support� of�
walker.� On� examination� she� appeared� to� be� in�
extreme� agony� and� restless.� Straight� leg� raising�
test� (Lasegue’s� test)� was� positive� at� 90� degrees,�
Fabers� or� Patrick� test�was� positive� on� right� side.�
Tenderness� present� in�midline� lumbar� spine� and�
right�posterior� superior� iliac� spine.� There�was�no�
motor� de�cit.� Decreased� sensation� to� touch� was�
present�in�lower�lumbar�dermatomes.�Muscle�Tone�
and�deep�tendon�re�exes�were�normal.�Cerebellar�
signs� like� �nger� nose� test,� knee� heel� test� were�
positive.� Nystagmus� was� present.� Cranial� nerve�
examinations�were�normal.�She�had�no�involuntary�
movements�or�tremors.�Her�visual�analogue�score�
VAS�was�8/10�She�was�advised�MRI�lumbar�spine.�
MRI� showed� L4-L5� intervertebral� disc� herniation�
with� large� bulging� component� towards� left� along�
with� ligamentum��avum�hypertrophy�and� facetal�
hypertrophy� causing� bilateral� neural� foraminal�
stenosis.� Mild� degenerative� spondylotic� changes�
are� present� in�multiple� lumbar� level.� Patient� had�
been� advised� endoscopic� discectomy� but� had�
refused.�The�patient�and�attendants�were�counselled�
and� explained� the� prognosis� of� surgical� and� non�
surgical� interventions.� An� explained� informed�
consent�was�taken.�Patient�was�shifted�to�OT.�With�
all� resuscitative�measures� and� monitors� in� place.�
An�18�G�intravenous�catheter�was�inserted.�Patient�
was�put�in�prone�position�and�the�back�was�cleaned�
and� draped� and� a� C� -Arm� was� put� in� position.�
A�L4�right�and�left�nerve�root�block�by�transforaminal�
approach�and�a�L5�-S1�interlaminar�epidural�block�
with�triamcinolone�40�mg�and�0.25%�of�bupivicaine�
was�done�under�local�anaesthesia�and��uoroscopy.�
The� patient�was� stable� throughout� the� procedure�
and�post�procedure.�Her�pain�scores�decreased�and�
post�procedure�VAS�was�0/10.�She�was�observed�
for� 2� hours� and� sent� home� with� analgesics,�
antineuropathics�and�was�advised�physiotherapy.�
She� was� followed� up� after� 5� days� and� then� at�
monthly� intervals.� She�was� found� to�be� pain� free�
and�comfortable�and�no�worsening�of�neurological�
symptoms�were�found�at�subsequent�follow�up.

Discussion

PIVD� is� the� most� common� cause� of� pain� and�
radiculopathy.� The� presence� of� pain� and� other�
symptoms�depend�on�the�site�and�degree�of�prolapse.�

PIVD� is� most� common� at� L4-5� and� L5-S1.� Most�
patient�recover�within�few�weeks�but�in�some�patient�
the�symptoms�progress�leading�to�complications�like�
paraesthesia,� numbness,�weakness� of� limbs,� cauda�
equina� syndrome,�bladder�and�bowel�problems.�A�
disc�prolapse� involves� the�displacement�of�nuclear�
material.� In� the� lumbar� spine� it� is� most� common�
between� ages� of� 30� to� 50� years.� Both� mechanical�
and�biochemical�degenerative�changes�are�involved�
in� mechanics� of� disc� prolapse.� It� is� important� to�
understand� the� natural� history� of� prolapsed� disc,�
including�history�of�trauma.�Medical�history�should�
be�taken� to�rule�out� infection,�malignancy�or�other�
systemic� illness� like� Diabetes.� Proper� physical�
examinations� should�be�done.�Speci�c�provocative�
tests� for� PIVD�with� radiculopathy� are� Straight� leg�
raising� test� (SLR,� Lasegue’s� test),�Well-� leg� raising�
test� (cross-over� Lasegue’s� test),� Slump� test,� Prone�
knee�bend�test�(for�L3�and�L4�root).�Palpation�should�
be�done�to�look�for�tenderness�on�spine,�paraspinal�
muscles�and�sacroiliac�joints.
Identi�cation� of� red� �ags� like� motor� de�cit,�

bladder� or� bowel� involvement,� meningeal�
involvement� are� of� utmost� importance� in�
treatment� of� patients.� In� patients� with� rapidly�
progressing� motor� weakness� surgery� should� be�
choice�of�treatment.�Proper�selection�of�patient�for�
conservative� treatment� is� important� and� should�
be��rst�choice�in�patients�with�pain�with�radicular�
pain.�Diagnosis�of�PIVD�is�done�by�MRI.�Saggital�
and� axial� view� can� show� the� degree� and� site� of�
prolapse.� The�differential�diagnosis� for� back�pain�
with� or� without� radiculopathy� is� SI� joint� pain,�
facetal�pain,�Piriformis�syndrome,�myofacial�pain.
Chiari� Malformation� types� (1-4)� is� a� spectrum�

of�developmental�anomaly�of�hind�brain.�It�affects�
the�structural�relationship�between�the�cerebellum,�
brain� stem,� the�upper� cervical� cord� and� the� bony�
cranial�base.�Arnold�Chiari�Malformation�is�type�2�
variety.�There�is�anomaly�of�herniation�of�cerebellar�
tonsils� through� foramen� magnum� producing�
compression� of� cervicomedullary� junction.� It�
presents� with� signs� and� symptoms� of� cerebellar�
dysfunction� like� ataxia,dysarthria,� dysphagia,�
nystagmus� and� dissociative� sensory� loss.�Natural�
history� of� patient� remains� unclear� where� in� they�
remain� stable� or�may�deteriorate� over�years.�This�
patient�was�operated�in�1997�where�in�she�underwent�
foramen�magnum�decompression�and�Duraplasty.�
She� had� gradual� increase� in� unsteadiness� of� gait�
and�balance�so�that�she�required�a�walking�support.�
After� thorough� neurological� examinations� and�
identi�cation�of�the�current�pathological�conditions�
plan�was�made�to�give�bilateral�L4�transforaminal�
injection�under�day�care.
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Conclusion

Low� back� pain� is� a� very� common� condition�
and�a�patient�presenting�with�low�back�pain�with�
radiculopathy� should� be� assessed� thoroughly�
with� proper� history� taking,� local� and� general�
examinations,�neurological�examinations,�imaging,�
identi�cation� of� red� �ags� and� then� appropriate�
decision� for� surgical� or� non� surgical� intervention�
should� be� taken.� Any� preexisting� neurological�
conditions� make� it� complex� and� should� be� very�
carefully�approached�to�prevent�complications�and�
reach�a�proper�diagnosis.
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