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DDX for Cervical facet syndrome, Cervical Nerve Root Lesion and Thoracic Outlet Syndrome:

**from McGee
S/S
Facet Syndrome
Cervical N Root
TOS

Pain referral
Possible

C5/6 facet: upper traps

C6/7 facet: interscapular region
Yes

(dermatomal pattern)
Possible

Tight scalenes(: ant. chest, interscapular region, down the arm)

Pain on hyperextension and rotation (Kemps)
Yes (often without increased referral of symptoms)
Yes (with increased symptoms)
No

Spine stiffness
Yes
Possible
Possible

Paraesthesia
No
Yes
Possible

(in ULNAR nerve distribution)

Compression tests

(Jackson’s, Spurling’s, Maximum foraminal compression, Neutral compression/ distraction, Arm Abduction test (Bakody’s sign)*
Sclerotogenous referral possible
Yes
Possible

Reflexes
No
Maybe
No

Ms spasm
Yes
Yes
Yes

Tension tests
Maybe
Positive
Adson’s, EAST** Dr. G doesn’t believe tension tests (T1-2) are valuable for TOS

Pallor and coolness
No
No
Possible

Ms weakness
No
Possible
Not early (later small hand muscles)

Ms fatigue and cramps
No
No
Possible

(At the scalenes, 3 structures can be compressed.  These are: C8-T1 nerves, subclavian artery and vein

* These three highlighted tests have been shown to have a 93% specificity when performed together for cervical disc herniation.  

Now on to some cases……..

Case #1

HISTORY

· 24 year old female presents to chiro office Feb 28, 2003

· 1st year law at University of Saskatoon 

· S/S: Neck pain, headaches, dizziness


· Was in Toronto for her wedding shower and also to further investigate her symptoms

· Nov 2002, passed out in school cafeteria.  Just before passing out she felt nauseous and faint

· Family MD ordered ECG, which was negative so ruled out cardiovascular problems and patient was told the Nov 2002 episode was caused by stress

· Then she developed dizziness/spinning that was NOT exacerbated by change in position

· Worried about being in public because of fainting spell – normally outgoing individual

DDX so far: (only the bolded ones were brought up by the class, but all are good)

1) Neoplasm – midbrain, cerebellum

2) Cervicogenic vertigo

3) BPPV – Benign paroxysmal positional vertigo

4) Vestibular problem

5) Acoustic neuroma

6) Arnold-Chiari

7) TIA – but more common in the elderly

8) Anemia

9) Drug-related

10) Psychogenic

11) Alcohol

12) Hypoglycemia

13) Menieres disease (triad of tinnitus, dizziness, and low frequency hearing loss)

14) MS


More History

· Neck pain – achy, sharp upon mvt, massage therapy doesn’t help

· Left suboccipital region headache referring to left temporal region and forehead

· NO radiation of pain or numbeness into upper or lower extremities

· Felt tingling in her toes occasionally during a dizzy spell

DDX now:

1) Syringobulbia

2) Thinking something neurological

3) Cervical spondolytic myelopathy (however our patient is too young for this condition)

4) Congenital stenosis

5) Multiple sclerosis

More History

· Headache (HA) 3-4 times per week

· Aggravated by studying

· Character of pain***key for headaches
· Pressure-like, no throbbing, no nausea,

· No perception of stress BUT in law school, getting married in June (planning her “Big Fat Greek Wedding”), visiting her fiancé’s family so THIS IS STRESSFUL

· If you apply the stress index – she is going through lots of stress – significant life changes

· Systems review normal

· Non-smoker, non-drinker (>1/2 pack/day = heavy smoker) (excess OH intake increases risk of cancer)

· No surgical interventions

· Prior chiropractic treatment – effective for prior back and neck pain (August 2002).  Received adjustments with significant relief – related to sports-injuries but not for headaches…

· No meds, no birth control pill

· Sleeps on back or side

· Takes Tylenol for her headaches

· No trauma, no falls, etc.

· Migraines tend to run in families so ask about this – ask about cancer, heart disease, stroke

· Duration: HA last for a few hours up to a full day

· Does it keep you up at night?  Especially is you suspect a tumour

· Progression: not getting worse.  Feeling better, not as dizzy

· Is it worse with exertion?  No
DDX again:

1) VBI (Check if she has any of the 5Ds and 2Ns, another feature would include SEVERE headache)


History Continued…

- 2 months ago felt like she was talking at a “grade 5 level,” had problems articulating - dysarthria

· GP gave her Gravol for her nausea

· How many GPs have you been to see? 10

· Patient was given various diagnoses for her condition:

· Viral infection

· Migraine (can also give similar neurological symptoms)

· Had CT scan of brain – want to re-assure family even though she doesn’t have ominous clinical features

- Vision is normal

DDX now:

1) Cervicogenic vertigo

2) Tension headaches

3) NOT BPPV because the room doesn’t spin when the patient gets up in morning or when she goes to bed at night PLUS not associated with positional changes

PHYSICAL EXAMINATION


CERVICAL

-Observation – anterior head carriage

-ROM – decreased and passively painful at end range; active pain with extension

-Neurological all normal

(Reflexes 2+, motor, sensory, cranial nerve testing, Babinski downgoing, muscle atrophy, muscle fasciculations (would indicate lower motor neuron lesion), cerebellar – rhomberg’s, dysdiadochokinesia, dysmetria testing (finger to nose), tandem gait
(Opthalmoscope completes neurological exam

-Nerve root tension: Spurling (specificity of >80%), Jackson both negative

-Head shaking negative (if it was positive you would proceed to perform the rotary chair test)

-Dix-Hallpike negative

EYE

-Ocular exam

-Nystagmus – negative

VITALS

- BP (general health measure b/c high BP can give you headaches), pulse, carotid bruits, height, weight, posture ( ALL NORMAL

SOFT TISSUE

· Soft tissue: looking for muscle hypertonicity

· Left suboccipital muscles ( tender

· Posterior cervical tight

· Traps tight

· C1-2 bilaterally tender L>R

Space-Occupying lesion tests:

· Valsalva’s negative

· Coughing, sneezing, exertion does not aggravate pain

DDX now:

1) Ruled out VBI

2) Tension headache

3) Neck pain: myofascial pain syndrome of subocciptial musculature

4) Facet joint dysfunction upper cervical on left

Would you refer her to neurologist?

· Haven’t really figured out what is causing the numbness in her toes BUT could be anxiety/stress related

· Sure.  Get a 2nd opinion BUT your neurological exam is normal.  If suspect migraine ( definitely send to neurologist.  You DO want re-assurance.  But you can start treatment in the meantime b/c it takes 3-6 months to get appointment.

· Wait for results of CT scan and neurologist appointment

What can cause dizziness in the neck?

Over-stimulation of facet joints and related neurology can cause dizziness b/c of inflammation facets/capsules ( feeling of unsteadiness (remember c-spine is related to vestibular neurology).  It is also possible that patient initially had viral infection (vestibular vertigo) that developed into cervicogenic vertigo.

TREATMENT:

· STT

· Modalities

· 3X/week for 3 weeks (10-12 treatments)

· Posture education b/c studying agg’d the pain (give advice like propping her books up)

· Stress management – aerobic exercise ** best stress buster – 30 minutes at least, has great anxiolytic effect – then stretch afterwards

Case #2

· 2 month old baby brought to you by a concerned parent

· Child does not move head properly

· SCM on left is prominent

· DDX: Congenital torticollis, Klippel-Fiel

· Important history questions:

· Traumatic childbirth? 

· Mode of delivery? Vaginal, forceps, c-section

· Sleeping positions?

· Breast/formula fed?

· Fever?

· Crying?

· In utero constraint?

· When did parent 1st notice this?  Right after birth?  They will notice that baby’s head neck is not straight (roto- or latero-collis)

· Upgoing plantar response – normal until 1-2 years of age

· Visual exam important with torticollis BUT to rule out K-F need x-ray

· DX: torticollis

· TX: STT (gentle massage)
Case #3

HISTORY

· 26 year old male complaining of neck pain

· Pain was evident yesterday when he got up and has not decreased since then

· He thinks that he may have “slept wrong”

· There is no previous history of trauma

· DDX:

· Levator scapulae pain

· Facet syndrome**Most likely diagnosis

· “Slept wrong, etc.” is a common history feature

· Seen more commonly in spring and fall (b/c of cold draft through open windows ( cold draft ( tightens muscle)

· Cervical disc herniation

· Maybe trauma
PHYSICAL EXAM

- Observations

- ROM

· Limited – left sided in extention, left rotation, left later flexion (will see 25-50% decrease in acute situations), active vs passive

· Use Kemps to DDX ms from joint problems

- Neuro will be normal (in facet dysfunction)

TREATMENT

· SMT – adjust opposite side if ipsilateral (painful side) is TOO painful 

· STT

Case #4

· 16 year old boy complaining of hurting his neck while camping with his friends

· Jumped into lake and hit bottom of lake

· Neck pain and burning pain down his left arm

· Pain decreased as he came out of water but he still has a residual ache

DDX:

1) “Stinger,” “Burner” of brachial plexus

2) Cervical fracture

3) Cervical sprain

PHYSICAL EXAM:

· Observation

· ROM

· Cervical compression tests

· Neurological

It is important to differentiate vertigo from dizziness.  In the case of vertigo, the patient will feel like the room is spinning around them or that they are spinning within the room, as opposed to a feeling of unsteadiness.  In any patient presenting with dizziness, it is important to ask about a history of falls.  





VBI characterized by 5Ds and 3Ns:





5Ds


1. Drop attack (fall without loss of consciousness)


2. Dizziness


3. Dysarthria


4. Dysphagia


5. Diplopia (caused by ocular muscle dysfunction – so check this in physical exam)





And


1. Ataxia (gait incoordination – wide-based gait, improper balance)





3Ns


1. Numbness


2. Nystagmus


3. Nausea





**An interesting note: The college has now officially stopped teaching Houle’s and Hautant’s as part of the curriculum because of their lack of validity.  So feel free to purge your memory of those 2 tests.  In case you’re wondering, “what do I use now to screen for VBI?”; consider auscultating the carotid arteries for bruits, check BP and examine for the 5D’s and 3N’s.  





Some new info I’ve never seen before:  


(Concerning the physical exam, there are THREE components to observation that are now being taught at the college: Posture, general obs, and DAN: Dizziness (assessed by steadiness when still and when performing tandem gait), Ataxia (poor muscular coordination), and Nystagmus.  


(An upper limb reflex that can assess for an upper motor neuron lesion: Hoffman’s sign


-performed by grasping the patient’s finger and flicking the terminal phalynx of index, middle, or ring finger


-a positive sign would be involuntary flexion of the distal phalynx of the index or middle finger (whichever one was not flicked)









Module VII – Neck Pain


