Lumbar Cord Lesions at the L2—L4 spinal cord levels paralyze
flexion and adduction of the thigh, weaken leg extension at the
knee, and abolish the patellar reflex. Lesions at L5-S1 paralyze
only movements of the foot and ankle, flexion at the knee, and
extension of the thigh, and abolish the ankle jerks (S1).

Sacral Cord/Conus Medullaris The conus medullaris is the
tapered caudal termination of the spinal cord, comprising the
sacral and single coccygeal segments. The distinctive conus
syndrome consists of bilateral saddle anesthesia (S3-S5),
prominent bladder and bowel dysfunction (urinary retention and
incontinence with lax anal tone), and impotence. The
bulbocavernosus (S2—S4) and anal (S4-S5) reflexes are absent
(Chap. 422). Muscle strength is largely preserved. By contrast,
lesions of the cauda equina, the nerve roots derived from the
lower cord, are characterized by low back and radicular pain,
asymmetric leg weakness and sensory loss, variable areflexia in
the lower extremities, and relative sparing of bowel and bladder
function. Mass lesions in the lower spinal canal often produce a
mixed clinical picture with elements of both cauda equina and
conus medullaris syndromes. Cauda equina syndromes are also
discussed in Chap. 17.

Special Patterns of Spinal Cord Disease The location of the
major ascending and descending pathways of the spinal cord are
shown in Fig. 442-1. Most fiber tracts—including the posterior
columns and the spinocerebellar and pyramidal tracts—are
situated on the side of the body they innervate. However, afferent
fibers mediating pain and temperature sensation ascend in the
spinothalamic tract contralateral to the side they supply. The
anatomic configurations of these tracts produce characteristic
syndromes that provide clues to the underlying disease process.



