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Mr W 55 year old ǀ

Referred to Rheumatology OPC by GP with lower back 
pain

Few months history of  lower back pain

Nagging, low grade pain aggravates with activity

Pronounced at night

No personal or family history of  cutaneous psoriasis.

No recent bowel or eye symptoms suggesting an 
inflammatory bowel disease or uveitis.

Past medical history:

Previous back injury from a mechanical fall

Type 2 DM on OHA



Mr W

Medication history:

Metformin 850mg TDS

Social history:

Married with 2 children. Active person leading a very 
healthy lifestyle. Full time accountant.

On examination: 

Skin and nails appeared normal. No peripheral synovitis

CVS, Chest and abdominal examination was 
unremarkable

Back examination: tenderness over the thoracic and 
lumber region



Examination of  Back:

× Limitation of  movement of  the back in all planes and 

directions i.e.

Forward flexion: normal range 40-60°

Extension: normal range 20-35°

Lateral flexion/side bending (left and right): normal ranges 15-20°

Rotation (left and right): normal ranges 3-18°



Investigations:

FBC: HB 105 g/L  (115-155g/L), MCV normal

Electrolytes: Creatinine 110 umol/L (45-90 umol/L), 

adjusted calcium 2.65 mmol/L (2.10-2.55 mml/L)

Inflammatory markers: CRP 19 mg/L (0-5mg/L)

Plain X-ray pelvis including the thoracolumbar spine and 

sacroiliac joints



Any thoughts????

Further investigations??



Further investigations:

HLA B27: 

negative

Protein electrophoresis: 

monoclonal pattern

MRI spine:



Further tests:

Urine assessment for monoclonal protein. 

Serum free light chain assay. 

Serum beta2-microglobulin, albumin, serum 

immunoglobulins, and LDH

Haematology input

Bone marrow aspiration and/or biopsy. 

Serum beta2-microglobulin, albumin, serum immunoglobulins, 

and LDH

Skeletal survey



Multiple Myeloma

MM is a plasma cell dyscrasia, characterized by a 

proliferation and accumulation of  monoclonal plasma cells. 

MM evolves from an asymptomatic premalignant stage, 

MGUS, over smouldering multiple myeloma (SMM), to 

symptomatic MM with end-organ damage, such as 

hypercalcemia, renal impairment, anaemia and bone disease.

MM causes both generalized bone loss throughout the body 

as well as areas of  bone destruction (called "lytic lesions" on 

x-ray) in specific areas. 



Multiple Myeloma



Clinical manifestations:

Anaemia ð73%

Bone pain ð58 %

Elevated creatinineð48 %

Fatigue/generalized weakness ð32 %

Hypercalcemiað28 %

Weight loss ð24 %





Bone destruction in MM

Bone destruction is a hallmark of  MM.

Almost all MM patients develop osteolytic bone lesions that 

can cause pathologic fractures and severe bone pain. 

Osteolytic lesions result from increased bone resorption due 

to stimulation of  osteoclast formation and activity that 

occurs in close proximity to myeloma cells.



Several mechanisms are potentially involved in myeloma-induced inhibition of osteoblast 

formation and differentiation. 

Nicola Giuliani et al. Blood 2006;108:3992-3996

©2006 by American Society of Hematology



Why back pain in MM

The osteolytic lesions are painful and can increase the risk of  

painful fractures. 

Myeloma can also cause nerve damage which can be painful.

Tumours can also compress the spinal cord, which can cause 

back pain and muscle weakness



Case 2



Mr S 35 year old ǀ

Referred to Rheumatology OPC by GP with lower back pain

2 years history of  lower back pain

Constant dull pain, pronounced in the morning as well as following 

any inactivity 

Variable morning stiffness lasting for an hour to few hours

Feels better following stretching and exercises.

No peripheral arthropathy

No personal or family history of  cutaneous psoriasis.

No recent bowel symptoms suggesting an IBD



Mr S

Past medical history:

An episode of  uveitis in UK- treated

Medication history:

Intermittent NSAIDs

Social history:

Married with 2 young children. Farmer, lives in a lifestyle property. 

Very active , past two years limited activity due to back pain



Examination:

Skin and nails appeared normal.

No clinical evidence of  active peripheral synovitis.

CVS, Chest and abdominal examination was normal

Chest expansion was reduced 3.5 cm

Back examination:

Mild tenderness around the lower back. 

Schoberõs test was positive at 3 cm

Occiput to wall distance: 2 cm

Tragus to wall distance: 16 cm  



Back examination



Investigations

FBC, Us&Es: normal.

CRP: raised CRP 34 mg/L (0-5mg/L)

HLAB27: demonstrated

Pelvic X-rays including the sacroiliac joints:



Management:

NSAIDs and Back strengthening exercises

On going symptoms following the initial therapy

Started on anti TNF therapy

Continued with community physiotherapy

BASDAI and BASFI improved

Remain in remission 



Ankylosing Spondylitis



Inflammatory back pain

Typically exhibits at least four of  the following five 

features:

Age of  onset <40 years

Insidious onset

Improvement with exercise

No improvement with rest

Pain at night (with improvement upon arising)





Progression of  an untreated AS



Extra-articular manifestations:

Acute anterior uveitisñ

Unilateral is common. 

Approximately 25 to 35% patients. 

Inflammatory bowel diseaseñ

Ileal and colonic mucosal ulcerations, which are frequently 

asymptomatic-

Can be detected by histologic examination in approximately 50 

% patients with SpA and AS 

Psoriasisñ

Psoriasis is present in up to 10 % of  patients 



Extra-articular manifestations:

Cardiovascular diseaseñ

Increased risk of  acute coronary syndromes , strokes, venous 

thromboembolism, conduction abnormalities, and 

Disease of  the aortic root and rarely of  the aortic valve. 

Pulmonary diseaseñ

Interstitial, nodular, and parenchymal abnormalities





Relevance of  HLAB27



Diagnostic criteria of  AS



Management of  AS:



Case 3



Mrs W, 67 year old ǀ

Few yearsõ history of back pain with significant stiffness and 

limitation of  movement 

L5/S1 fusion surgery in UK  in 2001, complicated by infection- required 6 

weeks of  IV antibiotics

2009 Jan-August: 

Admission under Ortho with few weeks of  back pain. 

MRI Jan 2009: L3/4 disc prolapse.

MRI August 2009: A new moderate left paracentraldisc extrusion at 

the L4/5 level impinging on the left L5 nerve root, indenting and 

displacing the thecalsac to the right. 


