'rJ:Jf" splne
SHEG deljUpﬂ%'I"-leb pain

SBTIEROVerview of pain history & anatomy
y HrJ.)J s ‘of examination and diagnosis

= J' e h jome pattern recognition of
- «: fasual pain

T —

= ’ke home exam and treatment options
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J ij t prevalence for acute 10 —
2k %)

= *lfetlme prevalence for acute —

= 5 50%

~ e Lifetime prevalence for chronic -

14 %
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jﬁr, al Hlstory of acute neck:

—

-
—

A s,

o~ — —

PIognosis is largely favourable

JJ/J ¢ f patients can expect to recover fully
/ /// retain only mild symptoms

_ /J WI// have severe disabling symptoms

e - 2 -
e -
' . f
"' ‘_-’____’

—-'"f"DF PATIENTS FOLLOWING WHIPLASH

e 80% can expect to recover rapidly and be fully
- recovered within one year

Management of Acute & Chronic Neck Pain — Nick Bogduk & Brian Mc Guirk
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>3 'umatologists achieved 46%
ag reement in diagnosis.

7.__
. — -
—

-—

--"” 1I recommended injection of

ﬂ"’s

== ~ cortisone for almost everything




Spellder pain,. - J —

—_— S—

SHhird most common musculoskeletal
oM iamt in general population

Xﬁ ount for approximately 5 % of
s isculoskeletal consultations to

= fgeneral practitioners

—

Considerable cost to public of NZ



C2 Spinous process C7 Spinous Process
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A SPINE

AC JOINT
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ANGLE OF SCAPULA
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~ FUNCTIONS of the -
NECK and SHOULDER

y J/—n?"' . hold up the head

ER/VE. —'ﬂ . provide a safe conduit for the spinal
Co d and air to enter the lungs, food and
| ater to the stomach

- ~Weck hold up the shoulder and arms

o~ Neck: provide a mobile platform for the
eyes...& (o a lesser extent for the ears

e Shoulder: place the mobile grasper

’,,._—

v-".



” / is almost always
ore VEHIEDHRGED
~ examination



Pars caudalis of
spinal nucleus of V

Spinal tract of V

Vv

C1 spinal nerve

/—C1

i 00
C3

C2 spinal nerve

C3 spinal nerve



/f the thumb Is involved
I the middle finger
e - Jfthe little finger
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Socrates ad(s)
> Sjie
S O JISEL
J Cruucse;_; ® isceral/Vascular
> Reldfjgfelgs e nfection
® ignificant Fracture

0 Allay-v =factors
Es-effoccurrence

— =5 e nflammator
: “__-xacerbatmg factors ; y
—— < .
& everity ther
e ssociated factors ® eoplasm

o
® ' isability scores
® ystems review gives................






S/ elidtes ads.vision J“" ‘

J On::e_r: e

J - DJr |on- acute /chronic

0 JJJC ¢ e- gradual /sudden (think vascular)
-~ -spontaneous/traumatic

- - well/ill

(Spontaneous and ill think red flag-risk
factors for spinal infection)

~ were you well or ill or stressed when it
started”




50 Yates ads vision:

2 Crlz JrJrfaﬂ P

2 —deep s readlng aching dull sore (think
JJffJJF )

rﬂC|aI moving stabbing shooting
urnmg (think radicular/neurogenic)

——’é‘g




SOE dtes ads

0 RJJJJFJJrl

o [rig pnlese portant ISsue Is where pain Is felt
con:)J ,a; y not the extent of the radiation



C2-3 suboccipital
C3-4 levator scap
C4-5 angle between neck and top of shoulder girdle
C5-6 supraspinatus fossa (radiate to deltoid)
C6-7/ ss and is and gravitates to medial border scapula
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Socra"r~

oy \|eviat rmr ctors

=3 drug (prescription or “natural®)



SOCId €S ads
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A IITIES O O currence

it (r 1nk red flag especially if
wm,» d with spontaneous onset)




9 Yecerbation
S

§%= m_g :fe'nt/activity (if not think red flag)
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= S™iftyou're in pain what makes it worse”
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'isceral/Vascular
nfection
Ignificant Fracture

2
® 0 0,0 GG
¥

S nflammatory
== ther

= eoplasm



> Visceral Sl s
- Eg heart- on CVS systems revie
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Frigfee ags are: vsion:
Irifelgile) yeht-ls»/ e tlc-arthr-liisigm

_,_-’ "E
-
-

NEVEr (j/'“' Ight sweats

_)LJJ:.‘r:.‘J
rdCdf]r/f"C‘ infection (eg UTI as per frequency
l)ySUIKid) ‘cirrhosis AIDS

SEmn unosuppressmn disease/drugs including steroid
= @’édnlsone 7.5 mg/d 3/12)

srf f.body penetration (catheter injections surgical

— o

_ procedures)

- ® Social: illicit drug use, occupation/recreational/overseas
travel eg hydatids

e Systems review: skin infection
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Sicjnllil JCJJ‘ C f actures o

p-
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J _‘fafter trauma
=il (5Ftrauma falls

Y

"‘P

“f“*- mmor trauma —corticosteroid (prednisone
7.5 mg daily for 3/12) , age >50y, known
osteoporosis



—

—

Tile 'ﬁagﬁﬁ.e.i"f"s il

y Ianerﬁ}« (o)

v‘

.‘
=

J p,un .where invites systemic
Il pathy or systemic inflammation

-“ewn 'AS, Gout, Reiters, PMR

-_,:...
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S
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o Orrwr a‘ atabolic

J rathyr0|d|sm (can cause osteitis
'rurr Sa which can be an occult cause of
=0 e pam and there may be no other

—

A‘ ues)

_‘,——
g —
.—c i—

~— ® Pagets
® Check Ca, PO4, PTH, Vitamin D, ALP.
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5 Nu—‘\)r)Jr\ a |

o Pelgi ent history of cancer

2 wr e s (unexplamed 4.5 kg in 6/12)

— ° Bre ast émammogram Hx) uterus (menstrual hx )
= Cervix (smear Hx) Bowel (change FOB; Prostate
== ilmpalred stream male, psa and rectal) Lung

~ (cough smoking cxr/Iung ca)

¢ Plain Xray missed 41 % metastasis- think MRI



L —_

= F’allure to improve after 1/12 :—ve
~e Systemic Weight loss (4.5 kg in 6/12): -

® (remember SnNout and SpPin)



gk e |

J Jom}r" “d(s) = pain hlstory

> The red fl: which are
i1 ar l:llly rare generally diagnosed by
ok ©W and systems review+/- imaging

-, .-By exclusion left with SOMATIC FIBRO-
~ MUSCULAR IMPAIRMENT OF THE
SHOULDER or SOMATIC NECK PAIN

-'——
_-'
s!f;
—

- '_.."'-






EXAM INATiON NEM

0 Ladicje asymme ry, restrlctlon and
JijJ ; al.breathing pattermns (see. later)

> J//J' 3\the neck to check for restriction,
oL active and passive to determine
— Jevel(s) of injury

=& Feel for tenderness over facet joints and

-

~ Jn cervical muscles, particularly feeling ror
trigger points (see later)




GERVICAL
Ju ATION&‘

.}-a-

J J,/,) ; erwca/ rotation, mainly C 1-2, /s
_)JJ/J 45 degrees). Examine in rull riexion,
// h /solates to above C3

’»__ ower cervical rotation, from C3 to Th1 is
—a/50 50%. (45 degrees). Examine in full
extension, which excludes upper cervical

rotation



OTHER E)LLINAT-IGN‘ -

J /Ls‘sﬁr' ' 2 E51°0 DINE, a5 OLher aress may
WENIVOIVEd. and aggravating Symproms /
el /rJ t/ng resoiution

BV 55e55 shoulder ROM, as restricted shoulder
s D_b///l)/ may afrect the neck

=5 ’_” Check breathing. Is it full diaphragmatic? or Is
~  the patient using accessory muscles, particularly
- lrapezius, levator scapulae and excessive use of

the scalenes

.




BSternocieidomastoid ™ referral
ELernS
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THE NON' RESPOND

SSWihat would you do?
f/Jm ong before referral?
-, o response to treatment / six

: ——

:’ /eeks

q._:-

: ' = New or changing symptoms
——— Concern about possible




N. Bogduk. N Yoganandan |

I Clinical Biomechanics 16 (201 ) 267-275
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Figure 5.1 Centroids for the segmental origin of
referred pain from the cervical spine. The shaded areas
indicate the typical zones of referral, from the segments
indicated, in normal volunteers and patients. The dark
areas represent the centroids, or core areas, where
patients feel the pain maximally when it arises from
the segment indicated.



Inc encgof palnﬂsﬁ-"’

from z) goapophyseal joints

2 Zig paln 45% in all cases of neck pain

e
T

% In patients with neck pain following
hlplash

® 88% in high speed car crashes

18 August 2012 ACC Presentation



WHAT ELSE CAN BE, " .

_—

)e E'? —

e Iate the in volved segment Dy
ME edial Branch Blocks (MBBs)

= J ir i‘wo concordant MBBs are positive
;:‘Z'hen Radlio Frequency Neurotomy
""_'" ~_can be considered

® Jhis /s selectively funded by ACC, but is
extremely expensive (around $10,000)



ath O’plmogy and the Cervical Spine

-

1es Compression injuries

Haematoma around
C2

“Partial avulsions of
—  dises from vertebral
~ — bedies; in extension

g

—

Bruising of
vascular synovial
folds

Facet

haemarthroseswith
# of C7

Dr K Lau'f“r?'

Diagramiof: injuries identifiedges™

e
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® J y really useful in
St spected neurological

— ‘in]ury.
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NEWCASTLE PAIN MANAGEMEN
08.02.2003
00:50:49

KING
LEFT C5'6 MBB 1\

71 KVp 61-0O)
315 mA % O
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. Dr K Laubscher F




Radiofrequency who whe
O L h?‘o

Wrios

epinal ,),ug Off unknown'
ofgin”

o Clipllez]] r) m pattern

. H.JJJ’] :

_9- >

- ’t

Wne' n/ €56, C67, C23

';’ < -

e

DW 80 degrees 90 sec

Why SpeC|f|c treatment is
effective



SHOULDE RCOMPLEX -
r\J TOMY =

gSLErNo=clavicu arJom
Ar*rq lio-clavicular joint
pGle no-humeral joint

= S bacromlal ‘joint’
Scapulo -thoracic ‘joint’

'.-"

-
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Glenohumeral Joint [Opened]
Lateral View

\ Coracoacromial ligament
Supraspinatus tendon

(joined to capsule) Coracoid process

Coracohumeral ligament

Biceps brachii tendon (ong head

Subdeltoid bursa

X Superior glenohumeral ligament
Infraspinatus tendon

(oined to capsule)

Glenoid cavity (cartilage)

Subscapulans tendon
(oined to capsule)

Teres minor tendon

AN . (= hiddle glenohumeral ligament

(joined to capsule) —-\§
o

Synovial membrane (cut edge




—
DYNAMIC STABILITY..

—

Muscles of Rotator Cuff

Superior View
Coracoacromial ligament

Conoid ligament (part of coracoclavicular ligament) Cordooid progess
Trapezoid ligament (part of coracoclavicular ligament) P Subscapularis tendon

Acromioclavicular joint

Supraspinatus
tendon

Teres minor tendon

Subscapulans muscle
Superior margin of scapula Infraspinatus muscle

Supraspinatus muscle Spine of scapula

p N4
4‘
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Examination. .. -

R .0‘-.
- Ay
_‘__f

T —— - -

JEOOK:" Posture and Breathing,
SAVIOVE ¢ shoulder and C spine screen

v
- g
-
T

SMEEl : anatomy and myofascial pain

—



The diaphragm

15 shaped
like a parachute




7 Cervical vertebrae

12 Thoracic vertebrae

: e Don't forget ' - :- 5 Lumbar vertebrae
scapulothoracic AC and :
SC joints






-

-
P

at to dooo

wh

bl

e
o
o
+2
-]
S
-~
s
O




Well, if you're like most people, you’ll hide behind a
flimsy belief that everything will sort itself out.




Then you’ll spend the rest of your life
looking over your shoulder, waiting for everything
to go wrong all over again.



All the while becoming crusty and cynical




EXAMINATIC

nical tests described

Svanious cli
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However combma ons
[Park et al Bone ;

- gt “,_
—— .

.
=9 - . >

5.--
a .
i

Various tests
54:3, 159- 0]

bUt 3y ru 'j "

= -

A
'

R

W~
- -

- ". Bt
— “":’v—' -
L -
e owever
— AL -
»__"_._A :-J.If’:l

=
e T.ests more helpful when abnormality more severe

—
-
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"
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_SUBACROMIAL SPACE+

-_—

Anterior views



SUBACROMIAL "JOINT"”

Subdeltoid b

Glenaid [abrum

Detoid muscle
Glenaoid cavity of =capula

Fuillary recess




\J a)=)
(Ne#r CJ )nd Impir gement lesions. Clin. Or
r{r-’/‘/l'rf.—)_) /Jj_))‘ e_ —

PUilre! DEWENE SQ.J!ZdJ OF Standingrar
Yaminersstanding.

Flaton: jogiklEeElie Yﬂla to prevent

oroiragtlon R,

Tast oesgye Uru\uﬁ élevatlon of the arm

e ENLION 0% P2 n in the shoulder.

IMENEINNS rr'hs;m ‘by injecting 10 ml of

idocainex sml 19 xylocaine) beneath the

clILENON: _Jgr’s nion.

BECKC cl- s:thce:greater tubercle impinges the

dJér,: enerated supraspinatus and subacromial
~ ~ bursaa mst the acromion.

-

z B
:’:—:-;__'In‘stfg'e‘ I rotator cuff pathology sens 86%, spec 49%
) In stage II sens 68%, spec 49% (Park et al 2005)

—

sens 79%, spec 53% (Hegedus)



IMpinge

Hawkins=sKkennedy test
(rlavndns 34, iEnndd e ,rrﬂ,)ln _)r'm-d J
SYHEIOMENTNathIEtes. r]m J SportsiVed:
198078531L511=¢)) - =3eil

.

CN e
Pogilres szt of J,.m_ﬁ ngIth arm in
JIRnNerWardielevation ﬁfthe scapular plane.
Flaition seldifisziddie fithe scapula to
IIRIMmIse .I,JWJr..I:rJ'- ion during performance
GIRUIENNLENal Fetation manoeuvre.
IESpass Sive internal rotation of the shoulder

N
UNHIEPaINIC r.s;"iexternal rotation in

— .J*S«J. yrattention to: pain with forced
:.‘.'s'v al -nal/external rotation.

ek round: the greater tubercle forces the .
spmatus tendon against the

= coracoacromlal ligament. -

Stage I pathology sens 76%, spec 45%
Stage II pathology sens 72%, spec 45% (Park et al 2005) ‘
sens 79%, spec 59% (Powers 2010) { v



Jeberiised EMGHONSolateNiseiofispecific muscles ofi
HOUALOISCUIT}
J-—‘VL’JEJ SIPWAsCHNESEto Solate supraspinatus I

—
—
ot e mplngeﬂ'eﬁf
EmpLyicanitesti(thumb:down) —
2 Postures sitiirie) of ::r.mrjru, SieU rrlr_) 1) CESLS
PIRRELIICLON) S0C O iorizontal adduction
nEROINnternel rotation.
el ONHRUNEIexaminer places their hands
ONRHENIPPENS ‘bf._the UppPEr arm.
JESTRUIEIPAtIENt Maintains this position
2le)2inlse JJu Wards resistance:
EElyAcLENtIon ‘to: primarily. muscle weakness,
fL,ess attention should be paid to pain.
__J_f._f = Backar: und strength test of the supraspinatus

= —mu Ie The subscapularis, infraspinatus and
= {terés minor are electrlcally comparatively silent
|n this-position.

- Full can test (thumb up)
Reinold: modified Empty can test; found

more supraspinatus EMG activity with Full can
test

— Sensitivity 53%, Specificity 82% (Park et al 2005)
— ?Sgai)tivity 86%, Specificity 57% (Kelly BT et al 2003; Itoi



. —

- e
liipIngement,tests sum

t weak in abduction or external rotation,

A —

94 ears old
) /6 chance of a rotator cuff tear, and
'_i 5 b likelihood of a full-thickness rotator cuff tear.

g 2 .Park HB, Yokota A, Gill HS, et al. Diagnostic accuracy of clinical tests for the
. different degrees of subacromial impingement syndrome. J Bone Joint Surg Am
2005;87:1446-55.



Lernalyotationlag sign.

W ETLE! Bl ETAItOmbents S ela/ .85/ ie. rffﬂ;bw 0

FOEEIEOr CUIT DI, I Siielelr 2y Jliref 1o T 07411,

Posiures gezitee Wit aﬁk towards the
gxamingr. T < ng.JLL.r.k 11200 abduction,
B BOWARIOURIEXion and maximal
axiarrzl rotdan igds ))‘ e avoid elastic recoil'in the shoulder.
F A,IEJJJ'J CHENEXAMINEr: _;JP orts therelbow and holds
& Wrisi n) il dosiie s
SISRUIE! ,J.I_J—'nr Siasked” to maintain this position,
NIENHEEXAMINERTE Eases the wrist.

Paly e .lsssn.bn r')‘ ! apaCIty ofi the patient to hold the
argfl dr) ,rlv* Salf -po'SItlon When'aniangular drop (lag

Slej)e r'r'r Spthe tes‘t IS POSItiVE:

J

—
-

—J—

_r}gugmu d,-a /a0, S/gn.of more.than 5° /s suggestive

Ea e)r-- o ’I) \tear of the'infraspinatus or supraspinatus
~Stendonss— -

e EXternaI ‘rotationilagrsign has a value as'a specific test

=

for'the infraspinatus and! supraspinatus muscles.

B

—Tn stagﬁ-l-rotator cuff pathology the sens 98% and spec 98%

In'stage I and III , sens 95% and spec 72%
(Walchret al 1998)

™



ROtal it test
. Rotator cuff tests ——
DI OPAIINLEST
Cacdlrrizinl A, 172 f‘u.//r ElUpLure.or the
S/l E UG ETIG OlTIG I OLIEL IES/ONS inor -

Z)0QLIE i
2 SJJJf“fJffI/J/ plIsa), Brookiyim, INew. York,
ARG e BACoVEd G/ Publishers,
1 934 1485=9,

-
.

ROSUUITES JJ,)JnJ\o 5|tt|ng with the
CINNIEXALONHE N ody

Fletons oiheie onlisiapplied.
Tast; irld e ,Jjer abducts the arm
JBTIZoNtallys hen, the arm descends
eUVE]ROMNE: horlzontal position
diERlrthers

=al/ic tention to: during the last 90°

i

— OJedesce it to the anatomical position
= thepatient may: lean to the affected
= sideland may lower the whole arm
~  guitessuddenly in abduction.

~ “Background: originally this test was
_designed for the assessment of

- supraspinatus tendon tears. Later
on, the test was also used to assess
infraspinatus Injuries.

® The drop arm test produces few
false-positive tests assessing the
infraspinatus and supraspinatus
muscles.




. T ——
gement test
M, El Bilbeisi H, et al.

d<ice - na the

-‘ J.- éa_’i rs. J Am Geriatr

! ' pine with arms on

':\:‘-? =

— ,;,..

1: the examlner elevates the
— arm-t ;r' | elevation.
—eTest: t he hand is supinated and the
ﬁuarn’ﬁs aelducted against the ear. The
“arm is-then internally rotated.
+Pay attention to: the test is positive if
_the manoeuvre produces an increase in
pain.
*Background: the test was designed to
assess any rotator cuff tear. Pain results
from narrowing and compressing the
subacromial space.

The supine impingement test may be
vahiiahle ac a3 eccreenina ronl to Aaccecce

-

Ending position



(Crensrzvwy anie lefelfeilc)ee ) et

) Po.sture:rjjr ;L]s; cl arm

Ir) TOri\elre (lO]
axrarelde

RXELONRtEEXan nér I|:T>1Iaces
JENIAROVErFOWEr forear
JIESEEthE patiel - maintains this
POSIHON adainst downwards
f!-‘JD'EsJ ce.

SR
rom tesﬁs forHa

— r.us#ag
= DICE C nfounded by |mp|ngement
andg nte usion

und

Sens 40%, Spec 75%
(Park et al 2005)



=z "-Pay attention to: the patient feels weakness
~and'cannot move hand posteriorly.

= -Specific test for subacpularis tears.

Sens 18%, Spec 92%
(Barth et al 2006)



SellVADress te 1
DENYAPDIESS LEST
EEIPENE) HErsche O] Farron A. Isolatec

IPLUTE of thielsubscapularis tendon: J
o) JOIflE JJ' ,Am 1996,78:1015—25.

ROSUINE p_ugr .‘IS S|tt|n with the hand
of ire .Jrrv’r'r-ﬂs arm on the abdomen.

XELION: O Jxatlon IS applied.

Jiests pat nt exerts pressure on the
aDUOMEN withithe hand until maximal
— —=mm: alfrotation.

“.,_ W= Pay attention to: the patient feels
— = weakness and cannot maintain maximal
'lrft'ernal rotation. The elbow drops

~ backwards, and internal rotation is lost.
~ — Pressure is exerted by extension of the

shoulder and flexion of the wrist.

- ® Background. the test was designed as
an alternative to the lift-off test for
shoulders that had decreased internal
rotation.

e The belly press test may be valuable as
specific test to rule out subscapular
tears.

ROLALON'C ff«tesgs —




f tear summary
e

RIOSPECHVEISHIEYFComparing results ofi 23 clinical tests from 400 patlents (presentlng withi shoulderpain), with and
WIHOUOLELOIRCUTFtEATS, confitmed by anthroscopy:: — = —

ROLAtor CU

-

gty

BRSIIPIENESISIWET eri ‘predlctlve for rotator cuff-tear:
IS UIpraspinatils weakness

2. w!-u,snvl ‘external rotation

5 fmr gle] ment (using Hawkins-Kennedy test in int/ext rotation)

— ﬁr" -

- _>

Whe’ II'3 were positive, or if 2 tests were positive and the patient was
~. saged 60ior older, the individual had a 98% chance (PTP) of having a
Fotator cuff tear

- = » combined absence of these features excluded this diagnosis (actual = 5%
chance).

e [f only one test positive, clinical testing is indeterminate; need imaging

® George A C Murrell, Judie R Walton. The Lancet, Vol 357,March 10 2001,
/69-770
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o Copjgields Jjéj,r *drag test ¢ Common patterns as
elric) J_J\/r‘m 0 ixpalpatlon follows......

SO rrJE; t .....
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