
Mr Jaykar Panchmatia

Mr Panchmatia is a highly motivated and organised 
Consultant Orthopaedic Spine Surgeon at Guy’s and 
St. Thomas’ Hospitals, London. 
He has degrees from Harvard University, where he was 
a Fulbright Scholar, and Cambridge University. His 
practice spans all spinal conditions. He is a specialist 
in serious/ complex high value injuries. 
Registered with APIL, AvMA, National Crime Agency 
(NCA) and the UK Register of Expert Witnesses,
 Mr Panchmatia was awarded Best Spinal Surgery 
Expert Witness in Acquisition UK’s 2024 Expert 
Witness Awards. 



Mr. Jaykar Panchmatia
MA (Cantab) MPH (Harv) MB BChir (Cantab) FRCS 

Consultant Spine Surgeon
Guy’s & St. Thomas’ Hospitals

2

Med-Leg Matters: 
Spine Stability & Cauda Equina Syndrome



Clinical and Academic Experience

Cambridge University
- MA 
- MB BChir

Harvard University 
- Masters in Public Health
- Fulbright Scholar

Johns Hopkins Hospital
- Spine surgery fellow

Guy’s & St. Thomas’ NHS Trust
- Consultant spine surgeon since 2015
- Trauma and orthopaedic lead for clinical governance 
- Trauma and orthopaedic lead for mortalities 

3



In which three cases would referral to a spine surgeon 
or MRI scan likely be necessary?

A. Minor muscle strain improving with rest and therapy.

B. Worsening neurological symptoms (e.g., leg weakness, 
loss of bladder control).

C. History of cancer with new, persistent back pain and 
weight loss.

D. Back pain unresponsive to treatment, progressively 
worsening.

E. Non-mechanical back pain with no structural issues.
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1. Why is spinal stability crucial in medicolegal cases?

2. How do we define spinal stability?

3. How do we identify spinal instability?

4. What are the catastrophic outcomes of spinal instability?

5. What are the top 10 questions to ask on spinal instability cases?
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What will we learn today? Spine Stability



6. How do we define cauda equina syndrome (CES)?

7. How do we classify CES?

8. What are the top 10 questions when assessing a patient with CES?

9. How to interpret a post-void residual bladder scan?
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What will we learn today? Cauda Equina Syndrome (CES)
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What will we learn today? Spine Stability



Which of the following conditions can cause spine 
instability? 

A. Infections

B. Tumours 

C. Fractures

D. Soft tissue injuries

E. All the above

F. C & D only
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Personal Injuries

• Cervical facet joint dislocations
• Coccyx fractures
• Lumbar disc disease
• Osteoporotic fractures
• Pars fractures
• Spinal cord injuries
• Unstable thoracolumbar fractures
• Whiplash

Why is spinal stability crucial in medicolegal cases?
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Clinical Negligence

• Central cord syndrome
• Diagnosis of multiple myeloma
• Diagnosis of spinal infections
• Diagnosis of spinal metastases
• Management of spinal deformities
• Management of unstable cervical and 

thoracolumbar trauma

Why is spinal stability crucial in medicolegal cases?
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Spinal stability definition: legacy



Clinical stability of the spine is “the ability of 
the spine under physiological loads to limit 
patterns of displacement so as not to:

• damage or irritate the spinal cord or 
nerve roots

• cause incapacitating deformity

• result in pain due to structural changes”.

- Panjabi and White
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Spinal stability definition



An unstable spine is one that 
cannot limit movement during 
day-to-day activities.

This results in:

• neurological injury

• incapacitating deformity

• pain due to structural 
changes. 
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Spinal instability: 
translation
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What will we learn today? Spine Stability
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How to identify spinal instability: classification systems



Which statement accurately reflects the management of vertebral 
compression fractures in elderly patients?

A. They are often asymptomatic and need investigation only if neurological 
deficits are present.

B. A history of fractures increases the risk of future ones, warranting 
assessment for osteoporosis and fall risk.

C. Surgical intervention should be used in all cases, avoiding conservative 
treatments.

D. They are self-limiting with no long-term impact on function or quality of 
life

E. They are most commonly caused by metastatic disease and require 
immediate oncological investigation.
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An unstable spine is one that 
cannot limit movement during 
day-to-day activities.

This results in:

• neurological injury

• incapacitating deformity

• pain due to structural 
changes. 
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Key: how to identify 
spinal instability



• Risk factors for instability including trauma, cancer, 
and infection

• Symptoms of nerve root or cord compression 

• Mechanical back pain

• Loss of height or change in posture
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How to identify spinal 
instability: patient 
history



• Mechanical back pain or pain 
on palpation

• Deformity

• Neurological deficit
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How to identify spinal 
instability: patient 
examination



• Focal bony abnormalities 

• Soft tissue structures

• Neurological compression 

• Global spinal alignment 
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How to identify spinal instability: investigations



1. Why is spinal stability crucial in medicolegal cases?

2. How do we define spinal stability?

3. How do we identify spinal instability?

4. What are the catastrophic outcomes of spinal instability?

5. What are the top 10 questions to ask on spinal instability cases?
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What will we learn today? Spine Stability



Catastrophic outcomes of 
spinal instability

A catastrophic injury is a severe 

injury causing permanent disability, 

lasting medical conditions, or major 

physical and cognitive impairments. 

Such injuries typically have a 

profound effect on the individual's 

quality of life and their family's well-

being.
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Catastrophic outcomes 
of spinal instability: 
neurological injury
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Catastrophic outcomes of spinal instability: 
incapacitating deformity
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Catastrophic outcomes of spinal instability: 
pain due to structural changes

30



31

Catastrophic outcomes of spinal instability: 
pain due to structural changes



1. Why is spinal stability crucial in medicolegal cases?

2. How do we define spinal stability?

3. How do we identify spinal instability?

4. What are the catastrophic outcomes of spinal instability?

5. What are the top 10 questions to ask on spinal instability cases?
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What will we learn today? Spine Stability



Spinal instability 
top 10

1. Are there any risk factors for instability, beyond 
just trauma?

2. Have you noticed pain, weakness, or numbness 
in your arms or legs?

3. Has your gait changed, or are you finding it 
harder to do up buttons?

4. Have you lost height? (Check past medical 
records to confirm.)

5. Has your posture changed?
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Spinal 
instability 

top 10



Spinal instability 
top 10 6. Do you experience back pain when walking or 

standing?

7. Does your pain improve when lying flat?

8. How long after your symptoms started was 
spinal instability diagnosed?

9. Did your symptoms improve with treatment?

10. Do you now have pain above or below the area 
of instability? 
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Spinal 
instability 

top 10
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Cauda Equina 
Syndrome



6. How do we define cauda equina syndrome (CES)?

7. How do we classify CES?

8. What are the top 10 questions when assessing a patient with CES?

9. How to interpret a post-void residual bladder scan?
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What will we learn today? Cauda Equina Syndrome (CES)



Which of the following is false about red flags in spine conditions?

A. Severe back pain after trauma in older adults may indicate fractures.

B. Progressive neurological deficits may suggest a serious condition.

C. Pain relieved by walking is typical of mechanical back pain.

D. Weight loss, fever, or night sweats may suggest infection or cancer.

E. Loss of bowel or bladder control may indicate cauda equina syndrome.
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6. How do we define cauda equina syndrome (CES)?

7. How do we classify CES?
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What will we learn today? Cauda Equina Syndrome (CES)
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Cauda equina 
syndrome: definition 

Cauda equina syndrome (CES) is a serious clinical diagnosis, 
typically resulting from compression of the nerve roots at the 
lower end of the spine. 

Key symptoms include:

• Bladder and/or bowel dysfunction

• Reduced sensation in the saddle area

• Sexual dysfunction

• Additional symptoms may include back pain, leg pain, and 
motor or sensory changes in the lower limbs, though these 
are not essential for diagnosis.

MRI scanning is usually required to confirm nerve root 
compression, the most common cause of CES. 



Which statement is false according to the SBNS and BASS Standards 
for Cauda Equina Syndrome?

A. Low threshold for MRI investigation, available 24/7 at the referring 
hospital.

B. MRI decision does not require discussion with local spinal services.

C. MRI should be done urgently at the local hospital before consulting spinal 
services.

D. Routine cases should be prioritised over CES MRI, with delays 
documented.

E. If MRI is contraindicated, consult local spinal services.
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Answer 5: GIRFT Pathway
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6. How do we define cauda equina syndrome (CES)?

7. How do we classify CES?

8. What are the top 10 questions when assessing a patient with CES?

9. How to interpret a post-void residual bladder scan?
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What will we learn today? Cauda Equina Syndrome (CES)



Classification of Cauda Equina Syndrome
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Spinal instability 
top 10 1. Bilateral leg pain / motor loss / sensory loss?

2. Previous MRI scan?

3. Change in urinary function

 - frequency

 - altered bladder function

 - painless urinary retention

 - overflow incontinence 
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Cauda Equina 
Syndrome

top 10



Spinal instability 
top 10 4. Perineal sensation

 - altered sensation or partial sensory loss

 - complete sensory loss

5. Sexual changes 

6. Altered bowel sensation or incontinence 

7. Document timeline
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Cauda Equina 
Syndrome

top 10



Spinal instability 
top 10

8. Examination: power in lower extremity myotomes 
and presence / absence of lower limb reflexes. 

9. Digital rectal examination: assess anal wink, light 
touch, pin prick, resting tone, and active tone. 

10. Post void bladder scan. MRI scan.
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top 10
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What will we learn today? Cauda Equina Syndrome (CES)



Post-void bladder scan

• Post-void residual (PVR) volume: Measures urine left in 
the bladder after urination.

• Normal ranges: Young adults: PVR <50 ml.

• Normal ranges: Older adults: PVR 50–100 ml.

• High PVR: Indicates incomplete emptying but not always 
due to neurogenic bladder dysfunction.

• PVR and CES likelihood

• PVR >200 ml: Suggests increased risk of CES and may 
warrant MRI in suspected cases.

• PVR <200 ml: Does not exclude CES; CES+ can occur with 
lower PVRs. Physical signs are critical for diagnosis.

• CES types and outcomes

• CES with neurogenic retention (CESR): Often seen with 
very high PVR (>1,000 ml).
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2. How do we define spinal stability?

3. How do we identify spinal instability?

4. What are the catastrophic outcomes of spinal instability?

5. What are the top 10 questions to ask on spinal instability cases?

52

What did we learn today? Spine Stability



6. How do we define cauda equina syndrome (CES)?

7. How do we classify CES?

8. What are the top 10 questions when assessing a patient with CES?

9. How to interpret a post-void residual bladder scan?

53

What did we learn today? Cauda Equina Syndrome (CES)



Thank you

We welcome your questions:

Jaykar@smartspine.co.uk
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Medico Legal Practice

Mr Panchmatia is an established expert witness and has a mature medico-legal practice. 

His medico legal practice spans all spinal conditions. He is a specialist in serious/ 

complex high value injuries. 

Mr Panchmatia has undergone his expert witness training (Bond Solon). He is registered 

with APIL, AvMA, National Crime Agency (NCA) and the UK Register of Expert Witnesses. 

Mr Panchmatia was awarded Best Spinal Surgery Expert Witness in Acquisition UK’s 

2024 Expert Witness Awards.

Mr Panchmatia welcomes personal injury and clinical negligence claims, for claimant, 

defendant and joint cases. Mr Panchmatia welcomes both civil and criminal instructions. 

He offers nationwide clinics, and home and prison visits.

Mr Panchmatia has clinical expertise in all spinal conditions including: 

- Whiplash associated disorders including neck and arm pain

- Cauda equina syndrome

- Spinal trauma, including osteoporotic fractures

- Spinal fractures

- Spinal cord injury including paralysis

- Failed back surgery

- Foot drop

- Neck and back pain

- Spinal tumours (cancer)

- Spinal infections.
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Mr Panchmatia is a highly motivated and organised Consultant Orthopaedic Spine 

Surgeon at Guy’s and St. Thomas’ Hospitals, London. He trained at Level 1 UK trauma 

centres as an orthopaedic surgeon and a neurosurgeon. Mr Panchmatia completed his 

fellowship at Johns Hopkins Hospital, USA. He has degrees from Harvard University,  

where he was a Fulbright Scholar, and Cambridge University. He has 70+ academic 

publications and presentations, and has excellent written and verbal communication 

skills.

Clinical Practice & Experience

Mr Panchmatia studied Medicine at Cambridge University. This included a clinical 

attachment at Yale University, USA. He furthered his education as a Fulbright Scholar at 

Harvard University, USA and was a visiting scholar at the Barrow Neurological Institute. 

Mr Panchmatia was subsequently awarded a Trauma & Orthopaedic Spine Fellowship at 

the Johns Hopkins Hospital, USA.

In 2015, Mr Panchmatia was appointed as Consultant Trauma & Orthopaedic Surgeon at 

Guy’s and St. Thomas’ Hospitals, London (GSTT) specialising in spinal surgery. He is the 

Clinical Governance Lead for trauma and orthopaedic surgery at GSTT, and the lead for 

mortalities.

Contact

Jaykar@smartspine.co.uk
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