
List of Spinal Conditions Prerequisites and Exclusions 
 
Occipital Neuralgia 
 
Prerequisites 

1. Pain characteristics: The patient typically experiences sharp, shooting, or electric-like pain in 
the occipital region, which may extend to the neck, back of the head, and behind the eyes. 

2. Tender spots: The presence of tender spots or trigger points in the neck or at the base of the 
skull, which may cause pain when pressed or stimulated. 

3. Pain relief with nerve block: Temporary pain relief following a diagnostic nerve block, which 
involves injecting a local anesthetic near the occipital nerves, can help confirm the diagnosis. 

4. Exclusion of other causes: It's essential to rule out other potential causes of the pain, such as 
migraine, tension headache, or cervical spine issues. This may involve a thorough medical 
history, physical examination, and additional tests or imaging studies, if necessary. 

5. Response to conservative treatments: A diagnosis may be supported if the patient's pain 
improves with conservative treatments, such as physical therapy, massage, or medication. 

 
Exclusions 

1. Migraine: Migraine headaches can cause severe head pain, which may be confused with 
occipital neuralgia. Migraines often present with additional symptoms, such as sensitivity to 
light, sound, or smell, and may be accompanied by nausea or vomiting. 

2. Tension headache: Tension headaches are characterized by a dull, aching pain usually felt 
across the forehead or in the back of the head and neck. It's important to differentiate them 
from occipital neuralgia, which usually presents with sharp, shooting pain. 

3. Cervicogenic headache: These headaches arise from issues in the cervical spine, such as 
arthritis or spinal misalignment, and can cause pain in the neck, head, or face. A thorough 
physical examination and imaging studies may be needed to rule out this cause. 

4. Cluster headache: Cluster headaches are characterized by severe, one-sided head pain, 
typically around the eye, with additional symptoms like tearing, nasal congestion, or eyelid 
swelling. They occur in clusters or series and have distinct patterns, which can help 
differentiate them from occipital neuralgia. 

5. Trigeminal neuralgia: This condition causes facial pain along the trigeminal nerve pathway 
and can sometimes be mistaken for occipital neuralgia. A healthcare professional will 
consider the location and nature of the pain to differentiate between these conditions. 

6. Temporomandibular joint (TMJ) disorder: TMJ disorder can cause pain in the face, jaw, or 
ear, which may be confused with occipital neuralgia. A thorough examination of the jaw and 
facial muscles can help rule out this condition. 

7. Primary or metastatic tumors: In rare cases, tumors in the brain, skull, or neck can cause pain 
similar to occipital neuralgia. Imaging studies may be required to exclude this possibility. 

  



Neck Pain due to spasm / strain / sprain 
 
Prerequisites 

1. History and presentation: A detailed patient history, including any recent trauma, physical 
activity, or changes in daily routine, can help identify the cause of the neck pain. The patient 
will typically report sudden onset of pain, often after an activity or incident. 

2. Pain characteristics: The pain is usually localized to the neck or upper back region and may 
be described as aching, tight, or stiff. It may also worsen with movement or certain postures. 

3. Physical examination: A healthcare professional will typically perform a thorough physical 
examination, checking for muscle tenderness, swelling, or inflammation, and assessing the 
range of motion in the neck and shoulders. 

4. Exclusion of other causes: It's important to rule out other potential causes of neck pain, such 
as nerve compression (e.g., cervical radiculopathy), infection, or underlying spinal conditions. 
Additional tests or imaging studies may be needed to exclude these possibilities. 

5. Response to conservative treatments: Acute neck pain due to muscle spasm, strain, or sprain 
typically improves with conservative treatments such as rest, ice, heat, pain-relief 
medication, and gentle stretching. A positive response to these treatments can help confirm 
the diagnosis. 

 
Exclusions 

1. Cervical radiculopathy: This condition occurs when a nerve root in the cervical spine 
becomes compressed, leading to pain that radiates along the nerve pathway. Symptoms may 
include numbness, tingling, or weakness in the arms or hands, in addition to neck pain. 

2. Cervical spondylosis: Also known as cervical osteoarthritis, this condition is characterized by 
age-related wear and tear of the spinal discs and joints in the neck. It can cause neck pain, 
stiffness, and potentially radiating pain into the shoulders or arms. 

3. Disc herniation: A herniated disc in the cervical spine can cause neck pain and may also lead 
to radiating pain, numbness, or weakness in the arms or hands. 

4. Whiplash: This neck injury is commonly caused by sudden acceleration-deceleration forces, 
such as those experienced during a car accident. It can result in neck pain, stiffness, and a 
limited range of motion. 

5. Infection: In rare cases, an infection in the cervical spine, such as a spinal epidural abscess or 
meningitis, can cause neck pain. Additional symptoms such as fever, chills, and general 
malaise may be present. 

6. Fracture or dislocation: Traumatic injuries, such as a fall or a car accident, can result in 
fractures or dislocations in the cervical spine, which may cause neck pain and require 
immediate medical attention. 

7. Tumors: Primary or metastatic tumors in the cervical spine or surrounding structures can 
cause neck pain. Imaging studies may be required to exclude this possibility. 

8. Systemic conditions: Certain systemic conditions, such as rheumatoid arthritis, ankylosing 
spondylitis, or fibromyalgia, can cause neck pain and stiffness, and should be considered in 
the differential diagnosis. 

 
 
  



Muscular Neck Pain 
 
Prerequisites 

1. History and presentation: A detailed patient history, including factors like recent physical 
activity, posture, stress, or repetitive movements, can help identify potential causes of 
muscular neck pain. The patient may report a gradual or sudden onset of pain. 

2. Pain characteristics: The pain is usually localized to the neck or upper back area and may be 
described as aching, tight, or stiff. It may also worsen with movement or specific postures. 

3. Physical examination: A healthcare professional will typically perform a thorough physical 
examination, checking for muscle tenderness, tightness, or "knots," and assessing the range 
of motion in the neck and shoulders. 

4. Presence of trigger points: Myofascial pain often involves trigger points, which are 
hypersensitive spots within the muscle fibers that can cause localized or referred pain when 
pressed or stimulated. 

5. Exclusion of other causes: It's important to rule out other potential causes of neck pain, such 
as nerve compression (e.g., cervical radiculopathy), infection, or underlying spinal conditions. 
Additional tests or imaging studies may be needed to exclude these possibilities. 

6. Response to conservative treatments: Muscular neck pain typically improves with 
conservative treatments such as massage, heat, pain-relief medication, and gentle 
stretching. A positive response to these treatments can help support the diagnosis. 

 
Exclusions 

1. Cervical radiculopathy: Compression of a nerve root in the cervical spine may cause radiating 
pain, numbness, or weakness in the arms or hands, in addition to neck pain. 

2. Cervical spondylosis: Age-related wear and tear of the spinal discs and joints in the neck 
(cervical osteoarthritis) can cause neck pain, stiffness, and potentially radiating pain into the 
shoulders or arms. 

3. Disc herniation: A herniated disc in the cervical spine can cause neck pain and may also lead 
to radiating pain, numbness, or weakness in the arms or hands. 

4. Whiplash: A neck injury commonly caused by sudden acceleration-deceleration forces, such 
as those experienced during a car accident, can result in neck pain, stiffness, and a limited 
range of motion. 

5. Infection: In rare cases, an infection in the cervical spine, such as a spinal epidural abscess or 
meningitis, can cause neck pain. Additional symptoms such as fever, chills, and general 
malaise may be present. 

6. Fracture or dislocation: Traumatic injuries, such as a fall or a car accident, can result in 
fractures or dislocations in the cervical spine, which may cause neck pain and require 
immediate medical attention. 

7. Tumors: Primary or metastatic tumors in the cervical spine or surrounding structures can 
cause neck pain. Imaging studies may be required to exclude this possibility. 

8. Systemic conditions: Certain systemic conditions, such as rheumatoid arthritis, ankylosing 
spondylitis, or fibromyalgia, can cause neck pain and stiffness, and should be considered in 
the differential diagnosis. 

 
 
  



Whiplash 
 
Prerequisites 

1. History of trauma: A recent history of trauma, such as a car accident, sports injury, or any 
event involving sudden neck movement, is a key prerequisite for diagnosing whiplash. 

2. Pain and stiffness: The patient typically reports neck pain and stiffness, which may develop 
immediately after the incident or within the following hours or days. 

3. Limited range of motion: Difficulty moving the neck due to pain or stiffness, and a reduced 
range of motion, can be indicative of whiplash. 

4. Physical examination: A healthcare professional will typically perform a thorough physical 
examination, checking for muscle tenderness, swelling, or inflammation, and assessing the 
range of motion in the neck. 

5. Exclusion of other causes: It's important to rule out other potential causes of neck pain, such 
as nerve compression (e.g., cervical radiculopathy), infection, or underlying spinal conditions. 
Additional tests or imaging studies, such as X-rays, CT scans, or MRIs, may be needed to 
exclude these possibilities and to assess the severity of the injury. 

6. Additional symptoms: Patients with whiplash may also experience other symptoms, such as 
headache, dizziness, blurred vision, fatigue, or difficulty concentrating. These symptoms can 
help support the diagnosis. 

 
Exclusions 

1. Cervical radiculopathy: Compression of a nerve root in the cervical spine, due to stenosis or 
disc prolapse, can cause neck pain, numbness, and weakness in the upper extremity, which 
might be mistaken for whiplash. 

2. Cervical spine abnormalities: Congenital or acquired structural abnormalities in the cervical 
spine, such as degenerative disc disease or cervical spondylosis, can cause neck pain and 
stiffness that may be mistaken for whiplash. 

3. Muscular neck pain: Muscle strains, spasms, or sprains unrelated to the whiplash injury can 
cause neck pain and limited range of motion, which might be mistaken for whiplash. 

4. Infections: Infections like retropharyngeal abscess or meningitis can cause neck stiffness and 
pain, which may be mistaken for whiplash. 

5. Fracture or dislocation: Traumatic injuries to the cervical spine, such as fractures or 
dislocations, can cause neck pain and require immediate medical attention. These injuries 
should be ruled out before diagnosing whiplash. 

6. Neoplasms: Benign or malignant tumors in the neck region or cervical spine can cause pain 
and stiffness, which might be mistaken for whiplash. 

7. Systemic or inflammatory disorders: Conditions like rheumatoid arthritis, ankylosing 
spondylitis, or polymyalgia rheumatica can cause neck pain and stiffness, which may be 
mistaken for whiplash. 

8. Other soft tissue injuries: Injuries to the ligaments, tendons, or muscles in the neck that are 
not due to whiplash should be ruled out as potential causes of the symptoms. 

  



Cervicogenic Headache 
 
Prerequisites 

1. History and presentation: A detailed patient history, including factors like recent trauma, 
poor posture, or repetitive neck movements, can help identify potential causes of 
cervicogenic headache. The patient may report a gradual or sudden onset of headache. 

2. Pain characteristics: The headache is typically unilateral (one-sided) and may be described as 
a dull, aching pain. It often starts in the neck or upper back region and radiates to the head 
or face. 

3. Neck involvement: Patients with cervicogenic headache often report that their headache is 
provoked or worsened by certain neck movements or sustained neck postures. 

4. Physical examination: A healthcare professional will typically perform a thorough physical 
examination, checking for tenderness, stiffness, or reduced range of motion in the neck, as 
well as assessing the function of the cervical spine and surrounding structures. 

5. Exclusion of other headache types: It's important to rule out other types of headaches, such 
as migraine, tension headache, or cluster headache, that may present with similar 
symptoms. The healthcare professional will consider the headache pattern, associated 
symptoms, and response to treatments to differentiate between these conditions. 

6. Diagnostic tests: In some cases, imaging studies like X-rays, CT scans, or MRI may be used to 
assess the cervical spine and identify any underlying structural issues that could be 
contributing to the headache. 

 
Exclusions 

1. Migraine: Migraines are characterized by moderate to severe throbbing or pulsating pain, 
often on one side of the head, and may be accompanied by nausea, vomiting, and sensitivity 
to light or sound. 

2. Tension headache: Tension headaches typically present as a dull, aching pain on both sides of 
the head, often described as a tight band-like sensation. They are usually associated with 
stress, anxiety, or muscle tension. 

3. Cluster headache: Cluster headaches are severely painful, usually occurring on one side of 
the head, and often around the eye. They occur in clusters or episodes, lasting for weeks or 
months, followed by a period of remission. 

4. Primary headache disorders: Other primary headache disorders, such as hemicrania continua 
or paroxysmal hemicrania, should be considered in the differential diagnosis. 

5. Secondary headache disorders: Headaches caused by underlying medical conditions, such as 
sinusitis, brain tumors, or infections like meningitis, should also be ruled out. 

6. Temporomandibular joint (TMJ) disorders: Dysfunction or pain in the TMJ can cause 
headaches that may mimic cervicogenic headache. 

7. Trigeminal neuralgia: A chronic pain condition affecting the trigeminal nerve, which may 
cause sudden, severe facial pain, often triggered by certain facial movements or activities. 

8. Giant cell arteritis: Inflammation of the arteries, particularly those in the head and neck 
region, may cause headaches and other symptoms. This condition requires prompt medical 
attention and treatment. 

 
  



Neck Pain due to Facet Arthrosis 
 
Prerequisites 

1. History and presentation: A detailed patient history, including factors like age, medical 
history, and lifestyle habits, can help identify potential causes of facet arthrosis. Patients may 
report a gradual onset of neck pain and stiffness. 

2. Pain characteristics: The pain is typically localized to the neck and may worsen with certain 
movements, such as bending or twisting the neck, or when maintaining specific postures for 
extended periods. 

3. Physical examination: A healthcare professional will typically perform a thorough physical 
examination, checking for tenderness, stiffness, or reduced range of motion in the neck, as 
well as assessing the function of the cervical spine and surrounding structures. 

4. Exclusion of other causes: It's important to rule out other potential causes of neck pain, such 
as muscular pain, disc herniation, or infection. The healthcare professional will consider the 
patient's symptoms, history, and response to treatments to differentiate between these 
conditions. 

5. Diagnostic tests: Imaging studies like X-rays, CT scans, or MRI may be used to assess the 
cervical spine and identify any underlying structural issues, such as degeneration or 
inflammation in the facet joints, that could be contributing to the pain. 

6. Response to facet joint interventions: In some cases, a healthcare professional may perform 
facet joint injections, medial branch blocks, or other interventional procedures to help 
confirm the diagnosis. A positive response to these treatments can help support the 
diagnosis of facet arthrosis. 

 
Exclusions 

1. Muscular neck pain: Neck pain due to muscle tension, strain, or spasm in the neck and upper 
back region can present with similar symptoms. A healthcare professional will assess muscle 
tenderness, tightness, and the presence of trigger points to differentiate between the two 
conditions. 

2. Cervical radiculopathy: Compression of a nerve root in the cervical spine may cause radiating 
pain, numbness, or weakness in the arms or hands, in addition to neck pain. 

3. Disc herniation: A herniated disc in the cervical spine can cause neck pain and may also lead 
to radiating pain, numbness, or weakness in the arms or hands. 

4. Whiplash: A neck injury commonly caused by sudden acceleration-deceleration forces, such 
as those experienced during a car accident, can result in neck pain, stiffness, and a limited 
range of motion. 

5. Infection: In rare cases, an infection in the cervical spine, such as a spinal epidural abscess or 
meningitis, can cause neck pain. Additional symptoms such as fever, chills, and general 
malaise may be present. 

6. Fracture or dislocation: Traumatic injuries, such as a fall or a car accident, can result in 
fractures or dislocations in the cervical spine, which may cause neck pain and require 
immediate medical attention. 

7. Tumors: Primary or metastatic tumors in the cervical spine or surrounding structures can 
cause neck pain. Imaging studies may be required to exclude this possibility. 

8. Systemic conditions: Certain systemic conditions, such as rheumatoid arthritis, ankylosing 
spondylitis, or fibromyalgia, can cause neck pain and stiffness, and should be considered in 
the differential diagnosis. 

 
 
  



Chronic Neck Pain 
 
Prerequisites 

1. Duration of pain: As the term "chronic" suggests, the pain must be persistent and ongoing for 
more than three months. This distinguishes it from acute neck pain, which is typically of 
shorter duration. 

2. Pain characteristics: The patient may report pain that is dull, aching, sharp, or burning in 
nature, which may be localized to the neck or radiate to the shoulders, arms, or head. 

3. Physical examination: A healthcare professional will typically perform a thorough physical 
examination, checking for tenderness, stiffness, or reduced range of motion in the neck, as 
well as assessing the function of the cervical spine and surrounding structures. 

4. Medical history: A detailed medical history can help identify potential causes of the chronic 
neck pain, such as prior trauma, repetitive neck strain, poor posture, or underlying medical 
conditions. 

5. Exclusion of other causes: It's important to rule out other potential causes of neck pain, such 
as infections, tumors, or fractures. The healthcare professional will consider the patient's 
symptoms, history, and response to treatments to differentiate between these conditions. 

6. Diagnostic tests: Imaging studies like X-rays, CT scans, or MRI may be used to assess the 
cervical spine and identify any underlying structural issues that could be contributing to the 
pain. Additional tests, such as blood tests or nerve conduction studies, may also be 
performed to further investigate potential causes. 

 
Exclusions 

1. Acute neck pain: Neck pain that lasts for a shorter duration, typically less than three months, 
is considered acute and may have different causes and treatments than chronic neck pain. 

2. Infections: Infections in the cervical spine, such as a spinal epidural abscess or meningitis, can 
cause neck pain. Additional symptoms such as fever, chills, and general malaise may be 
present. 

3. Tumors: Primary or metastatic tumors in the cervical spine or surrounding structures can 
cause neck pain. Imaging studies may be required to exclude this possibility. 

4. Fracture or dislocation: Traumatic injuries, such as a fall or a car accident, can result in 
fractures or dislocations in the cervical spine, which may cause neck pain and require 
immediate medical attention. 

5. Systemic conditions: Certain systemic conditions, such as rheumatoid arthritis, ankylosing 
spondylitis, or fibromyalgia, can cause neck pain and stiffness, and should be considered in 
the differential diagnosis. 

6. Cervical radiculopathy: Compression of a nerve root in the cervical spine may cause radiating 
pain, numbness, or weakness in the arms or hands, in addition to neck pain. 

7. Disc herniation: A herniated disc in the cervical spine can cause neck pain and may also lead 
to radiating pain, numbness, or weakness in the arms or hands. 

8. Muscular pain: Muscle tension, strain, or spasm in the neck and upper back region can cause 
localized pain, which may be mistaken for chronic neck pain. 

 
  



Cervical Radiculopathy due to disc prolapse 
 
Prerequisites 

1. History and presentation: A detailed patient history can help identify potential causes and 
risk factors for disc prolapse, such as trauma, heavy lifting, or degenerative changes. Patients 
may report neck pain that worsens with certain movements or postures. 

2. Pain characteristics: The pain associated with cervical radiculopathy is typically sharp or 
burning in nature and may radiate from the neck down to the shoulder, arm, or hand. 
Patients may also report numbness, tingling, or weakness in the affected extremity. 

3. Physical examination: A healthcare professional will perform a thorough physical 
examination, assessing the function of the cervical spine and surrounding structures. They 
may perform specific tests, such as the Spurling test or the shoulder abduction test, to 
provoke or alleviate symptoms, helping to confirm the diagnosis. 

4. Exclusion of other causes: It's important to rule out other potential causes of neck pain and 
upper extremity symptoms, such as thoracic outlet syndrome, peripheral neuropathy, or 
shoulder problems. The healthcare professional will consider the patient's symptoms, 
history, and response to treatments to differentiate between these conditions. 

5. Diagnostic tests: Imaging studies like X-rays, CT scans, or MRI are often used to assess the 
cervical spine and identify the presence of a disc prolapse and its impact on the nerve root. 
In some cases, additional tests like electromyography (EMG) or nerve conduction studies 
may be performed to evaluate nerve function and confirm the diagnosis. 

 
Exclusions 

1. Thoracic outlet syndrome: This condition occurs when nerves or blood vessels between the 
collarbone and the first rib are compressed, causing pain, numbness, or weakness in the 
shoulder, arm, or hand. 

2. Peripheral neuropathy: Damage to the peripheral nerves can lead to pain, numbness, or 
weakness in the extremities. Conditions such as diabetes, vitamin deficiencies, or 
autoimmune diseases can cause peripheral neuropathy. 

3. Brachial plexus injury: Injuries to the network of nerves that control the shoulder, arm, and 
hand can result in pain, numbness, or weakness in the upper extremity. 

4. Carpal tunnel syndrome: Compression of the median nerve in the wrist can cause pain, 
numbness, or weakness in the hand and fingers, which might be mistaken for cervical 
radiculopathy. 

5. Ulnar neuropathy: Compression or irritation of the ulnar nerve, commonly at the elbow, can 
cause pain, numbness, or weakness in the forearm and hand. 

6. Shoulder problems: Conditions such as rotator cuff tears, tendinitis, or adhesive capsulitis 
(frozen shoulder) can cause pain, restricted movement, or weakness in the shoulder and 
upper extremity. 

7. Muscular neck pain: Muscle tension, strain, or spasm in the neck and upper back region can 
cause localized pain, which may be mistaken for cervical radiculopathy. 

8. Cervical myelopathy: Compression of the spinal cord in the neck region can cause neck pain 
and neurological symptoms in the upper and lower extremities. This condition is more severe 
than cervical radiculopathy and may require urgent intervention. 

 
 
  



Cervical Radiculopathy due to stenosis 
 
Prerequisites 

1. History and presentation: A detailed patient history can help identify potential causes and 
risk factors for stenosis, such as age, degenerative changes, or previous spinal surgery. 
Patients may report neck pain that worsens with certain movements or postures. 

2. Pain characteristics: The pain associated with cervical radiculopathy is typically sharp or 
burning in nature and may radiate from the neck down to the shoulder, arm, or hand. 
Patients may also report numbness, tingling, or weakness in the affected extremity. 

3. Physical examination: A healthcare professional will perform a thorough physical 
examination, assessing the function of the cervical spine and surrounding structures. They 
may perform specific tests, such as the Spurling test or the shoulder abduction test, to 
provoke or alleviate symptoms, helping to confirm the diagnosis. 

4. Exclusion of other causes: It's important to rule out other potential causes of neck pain and 
upper extremity symptoms, such as thoracic outlet syndrome, peripheral neuropathy, or 
shoulder problems. The healthcare professional will consider the patient's symptoms, 
history, and response to treatments to differentiate between these conditions. 

5. Diagnostic tests: Imaging studies like X-rays, CT scans, or MRI are often used to assess the 
cervical spine and identify the presence of stenosis and its impact on the nerve root. In some 
cases, additional tests like electromyography (EMG) or nerve conduction studies may be 
performed to evaluate nerve function and confirm the diagnosis. 

 
Exclusions 

1. Cervical radiculopathy due to disc prolapse: A herniated or slipped disc in the cervical spine 
can also cause compression of a nerve root, leading to similar symptoms as cervical 
radiculopathy due to stenosis. 

2. Thoracic outlet syndrome: This condition occurs when nerves or blood vessels between the 
collarbone and the first rib are compressed, causing pain, numbness, or weakness in the 
shoulder, arm, or hand. 

3. Peripheral neuropathy: Damage to the peripheral nerves can lead to pain, numbness, or 
weakness in the extremities. Conditions such as diabetes, vitamin deficiencies, or 
autoimmune diseases can cause peripheral neuropathy. 

4. Brachial plexus injury: Injuries to the network of nerves that control the shoulder, arm, and 
hand can result in pain, numbness, or weakness in the upper extremity. 

5. Carpal tunnel syndrome: Compression of the median nerve in the wrist can cause pain, 
numbness, or weakness in the hand and fingers, which might be mistaken for cervical 
radiculopathy due to stenosis. 

6. Ulnar neuropathy: Compression or irritation of the ulnar nerve, commonly at the elbow, can 
cause pain, numbness, or weakness in the forearm and hand. 

7. Shoulder problems: Conditions such as rotator cuff tears, tendinitis, or adhesive capsulitis 
(frozen shoulder) can cause pain, restricted movement, or weakness in the shoulder and 
upper extremity. 

8. Muscular neck pain: Muscle tension, strain, or spasm in the neck and upper back region can 
cause localized pain, which may be mistaken for cervical radiculopathy due to stenosis. 

 
  



Cervical Stinger / Burner 
 
Prerequisites 

1. History of injury: A detailed patient history can help identify the mechanism of injury, such as 
a high-impact collision, a fall, or a sudden and forceful movement of the head and neck. 

2. Pain characteristics: Patients may report a sudden, sharp, or burning pain that radiates from 
the neck down to the shoulder, arm, or hand, often on one side. 

3. Numbness and tingling: Patients may experience numbness, tingling, or a "pins and needles" 
sensation in the affected arm and hand. 

4. Muscle weakness: Temporary weakness in the affected upper extremity may be present. 
5. Physical examination: A healthcare professional will perform a thorough physical 

examination, assessing the function of the cervical spine, nerve function, and muscle 
strength in the affected arm. 

6. Transient nature of symptoms: Unlike some other conditions, the symptoms of a stinger or 
burner typically resolve within minutes to hours, although they may persist for a longer 
duration in some cases. 

7. Exclusion of other causes: It's important to rule out other potential causes of neck pain and 
upper extremity symptoms, such as cervical radiculopathy, brachial plexus injury, or 
peripheral neuropathy. 

 
Exclusions 

1. Cervical radiculopathy: Compression of a nerve root in the cervical spine, due to stenosis or 
disc prolapse, can cause neck pain, numbness, and weakness in the upper extremity. 

2. Brachial plexus injury: Injuries to the network of nerves that control the shoulder, arm, and 
hand can result in pain, numbness, or weakness in the upper extremity. 

3. Peripheral neuropathy: Damage to the peripheral nerves can lead to pain, numbness, or 
weakness in the extremities. Conditions such as diabetes, vitamin deficiencies, or 
autoimmune diseases can cause peripheral neuropathy. 

4. Thoracic outlet syndrome: This condition occurs when nerves or blood vessels between the 
collarbone and the first rib are compressed, causing pain, numbness, or weakness in the 
shoulder, arm, or hand. 

5. Carpal tunnel syndrome: Compression of the median nerve in the wrist can cause pain, 
numbness, or weakness in the hand and fingers, which might be mistaken for a cervical 
stinger or burner. 

6. Ulnar neuropathy: Compression or irritation of the ulnar nerve, commonly at the elbow, can 
cause pain, numbness, or weakness in the forearm and hand. 

7. Fracture or dislocation: Traumatic injuries, such as a fall or a car accident, can result in 
fractures or dislocations in the cervical spine or shoulder, which may cause neck pain and 
require immediate medical attention. 

8. Muscular injuries: Muscle strain or spasm in the neck, shoulder, or upper back region can 
cause localized pain, which may be mistaken for a cervical stinger or burner. 

 
  



Cervical Myelopathy 
 
Prerequisites 

1. History and presentation: A detailed patient history can help identify potential causes and 
risk factors for cervical myelopathy, such as age, degenerative changes, spinal stenosis, or 
previous spinal surgery. Patients may report neck pain, stiffness, and difficulty with balance 
or coordination. 

2. Neurological symptoms: Cervical myelopathy can present with a range of neurological 
symptoms, which may include numbness, tingling, or weakness in the upper and lower 
extremities, gait disturbances, difficulty with fine motor skills, or bowel and bladder 
dysfunction. 

3. Physical examination: A healthcare professional will perform a thorough physical 
examination, assessing the function of the cervical spine and neurological function. They may 
perform specific tests, such as the Hoffmann reflex, Babinski sign, or the Lhermitte sign, to 
provoke or evaluate neurological symptoms and help confirm the diagnosis. 

4. Exclusion of other causes: It's important to rule out other potential causes of neurological 
symptoms, such as peripheral neuropathy, cervical radiculopathy, or central nervous system 
disorders like multiple sclerosis. The healthcare professional will consider the patient's 
symptoms, history, and response to treatments to differentiate between these conditions. 

5. Diagnostic tests: Imaging studies like X-rays, CT scans, or MRI are often used to assess the 
cervical spine and identify the presence of spinal cord compression. In some cases, additional 
tests like electromyography (EMG) or nerve conduction studies may be performed to 
evaluate nerve function and confirm the diagnosis. 

 
Exclusions 

1. Cervical radiculopathy: Compression of a nerve root in the cervical spine, due to stenosis or 
disc prolapse, can cause neck pain, numbness, and weakness in the upper extremity, which 
might be mistaken for cervical myelopathy. 

2. Peripheral neuropathy: Damage to the peripheral nerves can lead to pain, numbness, or 
weakness in the extremities. Conditions such as diabetes, vitamin deficiencies, or 
autoimmune diseases can cause peripheral neuropathy. 

3. Central nervous system disorders: Conditions like multiple sclerosis, Parkinson's disease, or 
amyotrophic lateral sclerosis (ALS) can present with neurological symptoms similar to 
cervical myelopathy and should be excluded. 

4. Spinal cord tumors: Benign or malignant tumors in the spinal cord can cause compression 
and neurological symptoms, which might be mistaken for cervical myelopathy. 

5. Spinal cord infections: Infections such as meningitis, epidural abscess, or spinal cord 
inflammation (myelitis) can cause neurological symptoms and require prompt medical 
attention. 

6. Vascular disorders: Vascular compression or ischemia in the spinal cord can cause 
neurological symptoms similar to cervical myelopathy. 

7. Cervical spondylotic amyotrophy: A rare form of cervical spondylosis that presents with 
progressive weakness and atrophy of the upper extremities, often without neck pain, which 
may be mistaken for cervical myelopathy. 

8. Thoracic outlet syndrome: This condition occurs when nerves or blood vessels between the 
collarbone and the first rib are compressed, causing pain, numbness, or weakness in the 
shoulder, arm, or hand. 

 



Torticollis 
 
Prerequisites 

1. Abnormal head posture: The patient may present with the head tilted to one side, with the 
chin turned to the opposite side. This head posture can be painful and may be accompanied 
by limited range of motion in the neck. 

2. History and presentation: A detailed patient history can help identify potential causes and 
risk factors for torticollis, such as recent trauma, infection, medications, or a history of 
dystonia or other neurological disorders. 

3. Type of torticollis: Torticollis can be classified as congenital (present at birth), acquired 
(developed later in life), or idiopathic (unknown cause). Identifying the type can help in 
determining the most appropriate treatment. 

4. Physical examination: A healthcare professional will perform a thorough physical 
examination, assessing the function of the cervical spine, muscle tightness, and any 
underlying abnormalities that may be contributing to the torticollis. 

5. Exclusion of other causes: It's important to rule out other potential causes of abnormal head 
posture or neck pain, such as cervical radiculopathy, muscle strain, or cervical spine 
abnormalities. 

6. Diagnostic tests: Imaging studies like X-rays or MRI may be used to assess the cervical spine 
and neck muscles and help identify any structural abnormalities or underlying causes. In 
some cases, blood tests or genetic testing may be performed to evaluate for potential 
underlying medical conditions. 

 
Exclusions 

1. Cervical radiculopathy: Compression of a nerve root in the cervical spine, due to stenosis or 
disc prolapse, can cause neck pain, numbness, and weakness in the upper extremity, which 
might be mistaken for torticollis. 

2. Cervical spine abnormalities: Congenital or acquired structural abnormalities in the cervical 
spine, such as Klippel-Feil syndrome, can cause abnormal head posture and neck pain. 

3. Muscular neck pain: Muscle strains, spasms, or sprains can cause neck pain and limited range 
of motion, which might be mistaken for torticollis. 

4. Infections: Infections like retropharyngeal abscess or meningitis can cause neck stiffness and 
pain, which may be mistaken for torticollis. 

5. Fracture or dislocation: Traumatic injuries, such as a fall or a car accident, can result in 
fractures or dislocations in the cervical spine, which may cause neck pain and require 
immediate medical attention. 

6. Neoplasms: Benign or malignant tumors in the neck region, such as osteochondroma, can 
cause pain and abnormal head posture, which might be mistaken for torticollis. 

7. Systemic or inflammatory disorders: Conditions like rheumatoid arthritis, ankylosing 
spondylitis, or polymyalgia rheumatica can cause neck pain and stiffness, which may be 
mistaken for torticollis. 

8. Central nervous system disorders: Conditions like dystonia, Parkinson's disease, or other 
movement disorders can cause abnormal muscle contractions and head posture, which may 
be mistaken for torticollis. 

 
 
 
  



Drop Head 
 
Prerequisites 

1. History and presentation: A detailed patient history can help identify potential causes and 
risk factors for drop head syndrome, such as neurological disorders, muscle diseases, or 
autoimmune conditions. 

2. Weak neck extensor muscles: The patient may present with severe weakness of the neck 
extensor muscles, causing the head to droop forward. 

3. Limited range of motion: Due to the weakness of the neck extensor muscles, patients may 
have difficulty lifting their head and maintaining an upright head posture, leading to limited 
range of motion in the neck. 

4. Physical examination: A healthcare professional will perform a thorough physical 
examination, assessing the function of the neck muscles, cervical spine, and any underlying 
neurological or muscular abnormalities that may be contributing to the drop head syndrome. 

5. Exclusion of other causes: It's important to rule out other potential causes of neck weakness 
or abnormal head posture, such as cervical spine abnormalities, nerve compression, or 
muscle strains. 

6. Diagnostic tests: Depending on the suspected underlying cause, diagnostic tests may include 
imaging studies like X-rays, MRI, or CT scans to assess the cervical spine and neck muscles; 
blood tests to evaluate for inflammatory or autoimmune conditions; or electromyography 
(EMG) and nerve conduction studies to assess muscle and nerve function. 

 
Exclusions 

1. Cervical spine abnormalities: Congenital or acquired structural abnormalities in the cervical 
spine, such as degenerative disc disease, cervical spondylosis, or spinal stenosis, can cause 
neck pain and weakness that may be mistaken for drop head syndrome. 

2. Cervical radiculopathy or myelopathy: Compression of a nerve root or the spinal cord in the 
cervical spine, due to stenosis or disc prolapse, can cause neck pain, numbness, and 
weakness, which might be mistaken for drop head syndrome. 

3. Muscular neck pain or injury: Muscle strains, spasms, or sprains can cause neck pain and 
limited range of motion, which might be mistaken for drop head syndrome. 

4. Neurological disorders: Conditions like Parkinson's disease, myasthenia gravis, or 
amyotrophic lateral sclerosis (ALS) can present with neck weakness and may be mistaken for 
drop head syndrome. 

5. Infections: Infections such as meningitis or other central nervous system infections can cause 
neck stiffness and pain, which may be mistaken for drop head syndrome. 

6. Autoimmune or inflammatory disorders: Conditions like polymyositis, dermatomyositis, or 
rheumatoid arthritis can cause muscle weakness and pain, which may be mistaken for drop 
head syndrome. 

7. Tumors: Benign or malignant tumors in the neck region or cervical spine can cause pain and 
weakness, which might be mistaken for drop head syndrome. 

 
 
 
 
 
 
  



Transient Quadraparesis 
 
Prerequisites 

1. History and presentation: A detailed patient history, including information about recent 
injuries, trauma, or strenuous physical activities, can help identify potential causes of 
transient quadriparesis. 

2. Sudden onset of symptoms: Transient quadriparesis typically presents with a sudden onset 
of weakness or paralysis in all four limbs, which may be accompanied by numbness, tingling, 
or pain. 

3. Temporary nature of symptoms: Unlike other spinal cord injuries that may cause permanent 
disability, the symptoms of transient quadriparesis usually resolve spontaneously within 
minutes to hours, although recovery may sometimes take longer. 

4. Physical examination: A healthcare professional will perform a thorough physical 
examination, assessing the function of the limbs, reflexes, and sensation to determine the 
extent of the neurological deficit. 

5. Imaging studies: Diagnostic imaging, such as X-rays, MRI, or CT scans, may be used to assess 
the cervical spine, identify any abnormalities, and rule out other potential causes of the 
symptoms. 

6. Exclusion of other causes: It's important to rule out other potential causes of quadriparesis 
or paralysis, such as cervical myelopathy, central nervous system disorders, neuromuscular 
diseases, or peripheral nerve injuries. 

 
Exclusions 

1. Cervical myelopathy: Compression of the spinal cord in the cervical region due to conditions like 
disc prolapse, spinal stenosis, or spondylosis can cause quadriparesis or paralysis. 

2. Central nervous system disorders: Conditions like multiple sclerosis, transverse myelitis, or spinal 
cord tumors can present with quadriparesis or paralysis, and need to be ruled out. 

3. Neuromuscular diseases: Disorders affecting the nerves and muscles, such as Guillain-Barré 
syndrome, myasthenia gravis, or amyotrophic lateral sclerosis (ALS), can cause progressive 
muscle weakness or paralysis. 

4. Peripheral nerve injuries: Damage to the peripheral nerves due to trauma or systemic conditions 
like diabetic neuropathy can cause limb weakness or paralysis. 

5. Stroke or brain injury: Acute cerebrovascular events or traumatic brain injuries can lead to 
paralysis or weakness, and should be ruled out when diagnosing transient quadriparesis. 

6. Spinal cord injury: Traumatic spinal cord injuries, such as those resulting from a fall or motor 
vehicle accident, can cause paralysis or quadriparesis and need to be ruled out. 

7. Infections: Central nervous system infections like meningitis, encephalitis, or spinal cord abscess 
can cause paralysis or weakness in the limbs and should be ruled out during the diagnostic 
process. 

8. Electrolyte imbalances or metabolic disorders: Imbalances in essential electrolytes or metabolic 
abnormalities, such as hypokalemia, can lead to muscle weakness or paralysis and should be 
considered in the differential diagnosis. 

9. Medication side effects or toxic exposure: Certain medications or exposure to toxins can cause 
muscle weakness or paralysis as a side effect, and it's important to review the patient's 
medication history and potential toxic exposures. 

10. Conversion disorder or functional neurological symptom disorder: In some cases, the symptoms 
may be due to a psychological or stress-related condition rather than an underlying physical 
cause. These cases should be considered if no clear physical explanation is found for the 
symptoms.  



Central Cord Syndrome 
 
Prerequisites 

1. History and presentation: A detailed patient history, including information about recent trauma, such 
as a fall or a motor vehicle accident, can help identify potential causes of central cord syndrome. A 
history of pre-existing cervical spine degeneration, arthritis, or spinal stenosis can also be relevant. 

2. Characteristic symptoms: Central cord syndrome often presents with greater motor impairment in the 
upper extremities compared to the lower extremities. Patients may experience weakness, paralysis, or 
impaired fine motor control in their hands and arms, while the legs may have less severe motor 
deficits. 

3. Sensory abnormalities: Patients with central cord syndrome may also experience sensory changes, 
such as numbness, tingling, or loss of sensation, which can be more pronounced in the upper 
extremities. 

4. Physical examination: A healthcare professional will perform a thorough physical examination, 
assessing motor function, reflexes, and sensation to determine the extent of the neurological deficit. 

5. Imaging studies: Diagnostic imaging, such as X-rays, MRI, or CT scans, may be used to assess the 
cervical spine, identify any spinal cord compression, and rule out other potential causes of the 
symptoms. 

6. Exclusion of other causes: It's important to rule out other potential causes of the symptoms, such as 
other types of spinal cord injuries, peripheral nerve injuries, or neurological disorders. A thorough 
evaluation by a healthcare professional, including a detailed history, physical examination, and 
appropriate diagnostic tests, will help identify the underlying cause and ensure an accurate diagnosis 
of central cord syndrome. 

7. Neurological assessment: A comprehensive neurological assessment may be conducted to better 
understand the extent of spinal cord involvement and to establish a baseline for monitoring recovery 
and treatment effectiveness. 

8. Consideration of pre-existing conditions: In some cases, pre-existing conditions such as cervical 
spondylosis, spinal stenosis, or osteoarthritis may contribute to the development of central cord 
syndrome. It is important to consider these factors when making a diagnosis. 
 

Exclusions 
1. Other types of spinal cord injuries: Injuries such as anterior cord syndrome, Brown-Séquard syndrome, 

or complete spinal cord injury can present with varying degrees of motor and sensory deficits and 
need to be ruled out. 

2. Cervical myelopathy: Compression of the spinal cord in the cervical region due to conditions like disc 
prolapse, spinal stenosis, or spondylosis can cause symptoms similar to CCS and should be ruled out. 

3. Peripheral nerve injuries: Damage to the peripheral nerves due to trauma or systemic conditions like 
diabetic neuropathy can cause limb weakness or paralysis, and it's important to distinguish these from 
CCS. 

4. Central nervous system disorders: Conditions like multiple sclerosis, transverse myelitis, or spinal cord 
tumors can present with motor and sensory deficits, and need to be ruled out. 

5. Stroke or brain injury: Acute cerebrovascular events or traumatic brain injuries can lead to paralysis or 
weakness and should be ruled out when diagnosing CCS. 

6. Neuromuscular diseases: Disorders affecting the nerves and muscles, such as Guillain-Barré syndrome, 
myasthenia gravis, or amyotrophic lateral sclerosis (ALS), can cause progressive muscle weakness or 
paralysis and should be considered in the differential diagnosis. 

7. Infections: Central nervous system infections like meningitis, encephalitis, or spinal cord abscess can 
cause paralysis or weakness in the limbs and should be ruled out during the diagnostic process. 

8. Electrolyte imbalances or metabolic disorders: Imbalances in essential electrolytes or metabolic 
abnormalities, such as hypokalemia, can lead to muscle weakness or paralysis and should be 
considered in the differential diagnosis. 

9. Medication side effects or toxic exposure: Certain medications or exposure to toxins can cause muscle 
weakness or paralysis as a side effect, and it's important to review the patient's medication history 
and potential toxic exposures. 

10. Conversion disorder or functional neurological symptom disorder: In some cases, the symptoms may 
be due to a psychological or stress-related condition rather than an underlying physical cause. These 
cases should be considered if no clear physical explanation is found for the symptoms. 

  



Vertebrobasilar Insufficiency 
 
Prerequisites 

1. History of symptoms: The patient should have a history of one or more of the following 
symptoms: dizziness, vertigo, unsteadiness, nausea, vomiting, headaches, double vision, or 
fainting. 

2. Neurological examination: The neurological examination should reveal signs of brainstem or 
cerebellar dysfunction, such as nystagmus, ataxia, dysarthria, or decreased sensation. 

3. Diagnostic imaging: Imaging studies, such as magnetic resonance angiography (MRA) or 
computed tomography angiography (CTA), may reveal stenosis or occlusion of the vertebral 
or basilar arteries. 

4. Vascular risk factors: The patient should have one or more risk factors for vascular disease, 
such as hypertension, diabetes, smoking, hyperlipidemia, or a history of cardiovascular 
disease. 

 
Exclusions 

1. There are no specific exclusion criteria for VBI, but other conditions that can cause similar 
symptoms must be ruled out. 

2. Some of the conditions that can mimic VBI and must be excluded include migraines, seizures, 
cervical spondylosis, multiple sclerosis, transient ischemic attacks (TIA), and stroke.  

 
 
 
  



Inner Ear Pathology 
 
Prerequisites 

1. History: The patient's medical history should be evaluated for any symptoms or conditions 
that may indicate inner ear or spinal pathology, such as vertigo, tinnitus, hearing loss, or neck 
pain. 

2. Physical examination: The physician should perform a thorough physical examination, 
including a neurological examination, to assess for any signs of inner ear or spinal pathology. 
The presence of nystagmus, abnormal gait, or muscle weakness may suggest spinal 
pathology, while the presence of hearing loss or abnormal ear discharge may suggest inner 
ear pathology. 

3. Diagnostic tests: Further diagnostic tests may be necessary to confirm the diagnosis, 
including audiometry, vestibular function tests, imaging studies (such as magnetic resonance 
imaging (MRI) or computed tomography (CT) scans), or laboratory tests to assess for any 
underlying systemic diseases. 

4. Response to treatment: The response to treatment may also provide important information 
in distinguishing between inner ear and spinal pathology. For example, inner ear pathology 
may respond to vestibular rehabilitation or anti-inflammatory medications, while spinal 
pathology may require physical therapy or surgery. 

 
Exclusions 

1. Absence of symptoms: If a patient does not report symptoms that are typically associated 
with inner ear or spinal pathology, it is less likely that either condition is present. 

2. History and physical examination: A thorough medical history and physical examination can 
help identify clues that may point to a specific condition. For example, if a patient reports 
vertigo or dizziness, it may suggest an inner ear problem, while back pain may suggest a 
spinal issue. 

3. Diagnostic tests: Various diagnostic tests, such as imaging studies (e.g. MRI, CT scan) or 
audiological tests (e.g. audiogram, vestibular function tests), can help identify the location 
and nature of the problem. 

4. Response to treatment: Response to treatment can also be used to distinguish between 
inner ear and spinal pathology. For example, if a patient with vertigo or dizziness responds 
well to vestibular rehabilitation, it is more likely that the problem is related to the inner ear 
rather than the spine. 

 
 
 
 
  



Thoracic Outlet Syndrome 
 
Prerequisites 

1. History and presentation: A detailed patient history, including information about repetitive 
overhead activities, trauma, or anatomical anomalies, can help identify potential causes of 
TOS. 

2. Characteristic symptoms: TOS can manifest as neurogenic TOS (involving nerve 
compression), vascular TOS (involving blood vessel compression), or a combination of both. 
Symptoms may include pain, numbness, tingling, or weakness in the neck, shoulder, arm, or 
hand, as well as coldness or color changes in the fingers. 

3. Physical examination: A healthcare professional will perform a thorough physical 
examination, assessing the function of the limbs, reflexes, and sensation, as well as the 
presence of pulses in the affected arm. They may also conduct provocative tests, such as 
Adson's test, Roos test, or Wright's test, to reproduce symptoms and assess for TOS. 

4. Imaging studies: Diagnostic imaging, such as X-rays, MRI, or CT scans, may be used to assess 
the thoracic outlet region, identify any abnormalities or compressive factors, and rule out 
other potential causes of the symptoms. 

5. Vascular studies: For vascular TOS, additional tests such as Doppler ultrasound, venography, 
or arteriography may be performed to evaluate blood flow and identify any compression or 
damage to the blood vessels in the thoracic outlet region. 

6. Electrophysiological studies: Nerve conduction studies or electromyography (EMG) may be 
used to assess nerve function and determine the extent of any nerve damage in cases of 
neurogenic TOS. 

7. Exclusion of other causes: It's important to rule out other potential causes of the symptoms, 
such as cervical radiculopathy, carpal tunnel syndrome, or peripheral nerve injuries.  

Exclusions 
1. Cervical radiculopathy: Compression of the nerves in the cervical spine can cause pain, 

numbness, and weakness in the neck, shoulder, and arm, which can mimic the symptoms of 
TOS. 

2. Carpal tunnel syndrome: Compression of the median nerve at the wrist can cause symptoms 
similar to TOS, such as numbness, tingling, and weakness in the hand and fingers. 

3. Brachial plexus injury: Damage to the nerves of the brachial plexus can cause symptoms 
similar to TOS, such as pain, weakness, and sensory changes in the shoulder, arm, and hand. 

4. Rotator cuff injuries or shoulder impingement: Inflammation, tears, or other damage to the 
rotator cuff can cause shoulder pain and restricted movement, which may be mistaken for 
TOS. 

5. Peripheral neuropathy: Conditions affecting the peripheral nerves, such as diabetic 
neuropathy or nerve entrapment, can cause limb pain, numbness, and weakness that may 
resemble TOS symptoms. 

6. Complex regional pain syndrome (CRPS): This chronic pain condition can affect the limbs and 
present with symptoms similar to TOS, such as pain, swelling, and changes in skin 
temperature or color. 

7. Vascular conditions: Other vascular conditions, such as deep vein thrombosis or peripheral 
artery disease, may present with symptoms like pain, swelling, or color changes in the limbs 
that need to be differentiated from TOS. 

8. Raynaud's phenomenon: This condition causes blood vessels to constrict in response to cold 
or stress, leading to color changes, numbness, and pain in the fingers, which can be mistaken 
for TOS symptoms. 

9. Musculoskeletal disorders: Conditions affecting the muscles, joints, or bones, such as 
tendonitis, arthritis, or fractures, can cause pain and functional limitations that may be 
confused with TOS. 

10. Myofascial pain syndrome: This chronic pain disorder is characterized by trigger points in the 
muscles, which can cause localized or referred pain in the neck, shoulder, and arm, 
resembling TOS symptoms.  



Carpal Tunnel Syndrome 
 
Prerequisites 

1. History and presentation: A detailed patient history, including information about repetitive 
hand and wrist activities, previous injuries, or underlying medical conditions, can help 
identify potential causes of CTS. 

2. Characteristic symptoms: Common symptoms of CTS include numbness, tingling, and pain in 
the thumb, index, middle, and ring fingers, as well as weakness and difficulty with fine motor 
tasks. 

3. Physical examination: A healthcare professional will perform a thorough physical 
examination, assessing the function of the hand, wrist, and fingers, as well as sensation and 
strength in the affected area. They may also conduct provocative tests, such as Phalen's test 
or Tinel's sign, to reproduce symptoms and assess for CTS. 

4. Electrophysiological studies: Nerve conduction studies or electromyography (EMG) may be 
used to assess nerve function and confirm the presence of median nerve compression at the 
wrist. 

5. Imaging studies: Diagnostic imaging, such as X-rays, ultrasound, or MRI, may be used to 
assess the carpal tunnel region and rule out other potential causes of the symptoms, such as 
fractures, cysts, or other anatomical abnormalities. 

6. Exclusion of other causes: It's important to rule out other potential causes of the symptoms, 
such as cervical radiculopathy, thoracic outlet syndrome, or other peripheral neuropathies.  

 
Exclusions 

1. Cervical radiculopathy: Compression of the nerves in the cervical spine can cause pain, 
numbness, and weakness in the neck, shoulder, and arm, which can mimic the symptoms of 
CTS. 

2. Thoracic outlet syndrome: Compression of nerves or blood vessels in the thoracic outlet can 
cause pain, numbness, and tingling in the shoulder, arm, and hand, which may be mistaken 
for CTS. 

3. Peripheral neuropathy: Conditions affecting the peripheral nerves, such as diabetic 
neuropathy, can cause limb pain, numbness, and weakness that may resemble CTS 
symptoms. 

4. Ulnar nerve entrapment: Compression of the ulnar nerve at the elbow (cubital tunnel 
syndrome) or wrist (Guyon's canal syndrome) can cause symptoms similar to CTS, such as 
numbness, tingling, and weakness in the hand and fingers. 

5. De Quervain's tenosynovitis: Inflammation of the tendons on the thumb side of the wrist can 
cause pain and functional limitations that may be confused with CTS. 

6. Arthritis: Inflammatory or degenerative conditions affecting the wrist or hand joints, such as 
rheumatoid arthritis or osteoarthritis, can cause pain and functional limitations similar to 
CTS. 

7. Ganglion cyst: A ganglion cyst is a fluid-filled lump that can develop near joints or tendons in 
the wrist, causing pain and pressure on nearby nerves, which may mimic CTS symptoms. 

8. Raynaud's phenomenon: This condition causes blood vessels to constrict in response to cold 
or stress, leading to color changes, numbness, and pain in the fingers, which can be mistaken 
for CTS symptoms. 

9. Tendonitis or tendinopathy: Inflammation or degeneration of tendons in the wrist or hand 
can cause pain, swelling, and movement limitations that may be confused with CTS. 

10. Complex regional pain syndrome (CRPS): This chronic pain condition can affect the limbs and 
present with symptoms similar to CTS, such as pain, swelling, and changes in skin 
temperature or color. 

 
 
 
  



Cubital Tunnel Syndrome 
 
Prerequisites 

1. History and presentation: A detailed patient history, including information about repetitive 
elbow activities, previous injuries, or underlying medical conditions, can help identify 
potential causes of cubital tunnel syndrome. 

2. Characteristic symptoms: Common symptoms of cubital tunnel syndrome include numbness, 
tingling, and pain in the ring and little fingers, as well as weakness and difficulty with fine 
motor tasks involving the hand. 

3. Physical examination: A healthcare professional will perform a thorough physical 
examination, assessing the function of the elbow, wrist, and fingers, as well as sensation and 
strength in the affected area. They may also conduct provocative tests, such as the elbow 
flexion test or Tinel's sign at the elbow, to reproduce symptoms and assess for cubital tunnel 
syndrome. 

4. Electrophysiological studies: Nerve conduction studies or electromyography (EMG) may be 
used to assess nerve function and confirm the presence of ulnar nerve compression at the 
elbow. 

5. Imaging studies: Diagnostic imaging, such as X-rays, ultrasound, or MRI, may be used to 
assess the cubital tunnel region and rule out other potential causes of the symptoms, such as 
fractures, cysts, or other anatomical abnormalities. 

6. Exclusion of other causes: It's important to rule out other potential causes of the symptoms, 
such as carpal tunnel syndrome, thoracic outlet syndrome, or cervical radiculopathy. 

 
Exclusions 

1. Carpal tunnel syndrome: Compression of the median nerve at the wrist can cause pain, 
numbness, and weakness in the hand and fingers, which can mimic the symptoms of cubital 
tunnel syndrome. 

2. Thoracic outlet syndrome: Compression of nerves or blood vessels in the thoracic outlet can 
cause pain, numbness, and tingling in the shoulder, arm, and hand, which may be mistaken 
for cubital tunnel syndrome. 

3. Cervical radiculopathy: Compression of the nerves in the cervical spine can cause pain, 
numbness, and weakness in the neck, shoulder, and arm, which can mimic the symptoms of 
cubital tunnel syndrome. 

4. Ulnar nerve entrapment at the wrist: Compression of the ulnar nerve at the wrist (Guyon's 
canal syndrome) can cause symptoms similar to cubital tunnel syndrome, such as numbness, 
tingling, and weakness in the hand and fingers. 

5. Peripheral neuropathy: Conditions affecting the peripheral nerves, such as diabetic 
neuropathy, can cause limb pain, numbness, and weakness that may resemble cubital tunnel 
syndrome symptoms. 

6. Arthritis: Inflammatory or degenerative conditions affecting the elbow, wrist, or hand joints, 
such as rheumatoid arthritis or osteoarthritis, can cause pain and functional limitations 
similar to cubital tunnel syndrome. 

7. Tendonitis or tendinopathy: Inflammation or degeneration of tendons in the elbow, wrist, or 
hand can cause pain, swelling, and movement limitations that may be confused with cubital 
tunnel syndrome. 

8. Fractures or dislocations: Traumatic injuries to the elbow or wrist, such as fractures or 
dislocations, can cause nerve compression and symptoms similar to cubital tunnel syndrome. 

9. Ganglion cysts: Fluid-filled lumps near joints or tendons in the elbow or wrist can cause pain 
and pressure on nearby nerves, which may mimic cubital tunnel syndrome symptoms. 

10. Complex regional pain syndrome (CRPS): This chronic pain condition can affect the limbs and 
present with symptoms similar to cubital tunnel syndrome, such as pain, swelling, and 
changes in skin temperature or color. 

 
  



Peripheral Neuropathy in the Upper Limb 
 
Prerequisites 

1. Symptoms: Patients may experience pain, numbness, tingling, weakness, or other abnormal 
sensations in the upper limb. These symptoms may be constant or intermittent and may be 
more pronounced at night or during certain activities. 

2. Physical examination: A healthcare provider will examine the upper limb for signs of nerve 
damage, such as muscle weakness or wasting, loss of sensation, and abnormal reflexes. They 
may also check for other signs of underlying conditions, such as swelling or joint 
abnormalities. 

3. Electromyography (EMG): EMG is a test that measures the electrical activity of muscles and 
nerves. It can help determine the extent and location of nerve damage in the upper limb. 

4. Nerve conduction studies (NCS): NCS measures the speed at which electrical impulses travel 
through nerves. It can help identify areas of nerve damage and the severity of the condition. 

5. Blood tests: Blood tests can help identify underlying conditions that may be causing 
peripheral neuropathy, such as diabetes or vitamin deficiencies. 

6. Imaging tests: Imaging tests, such as X-rays, magnetic resonance imaging (MRI), or computed 
tomography (CT) scans, may be used to identify structural abnormalities that may be causing 
nerve compression. 
 

Exclusions 
1. Central nervous system disorders: Conditions affecting the central nervous system, such as 

brain or spinal cord injuries, multiple sclerosis, or stroke, can cause symptoms similar to 
peripheral neuropathy. If a patient's symptoms are more consistent with a central nervous 
system disorder, peripheral neuropathy may be excluded as a diagnosis. 

2. Myopathy: Myopathy refers to a group of diseases that affect the muscles, causing weakness 
and wasting. Some types of myopathy may be mistaken for peripheral neuropathy, so a 
healthcare provider may need to rule out myopathy as a diagnosis. 

3. Radiculopathy: Radiculopathy refers to a condition in which a nerve root is compressed or 
damaged, causing symptoms such as pain, numbness, or weakness in the affected area. 
Radiculopathy can sometimes be mistaken for peripheral neuropathy, so it may need to be 
excluded as a diagnosis. 

4. Psychogenic disorders: Psychogenic disorders, such as somatoform disorders or conversion 
disorder, can cause physical symptoms without any underlying physical cause. If a patient's 
symptoms are more consistent with a psychogenic disorder, peripheral neuropathy may be 
excluded as a diagnosis. 

5. Toxic neuropathies: Certain toxins, such as heavy metals or certain drugs, can cause 
peripheral neuropathy. If a patient's symptoms are more consistent with a toxic neuropathy, 
peripheral neuropathy may be excluded as a diagnosis. 

6. Vascular disorders: Vascular disorders, such as arterial or venous insufficiency, can cause 
symptoms similar to peripheral neuropathy. If a patient's symptoms are more consistent 
with a vascular disorder, peripheral neuropathy may be excluded as a diagnosis. 

 
 
 
 
 
 
  



Distinguishing Shoulder pathology from Cervical Pathology 
 
Prerequisites 

1. History and Physical Examination: A thorough medical history and physical examination are 
essential in identifying the source of the symptoms. Patients with shoulder pathology often 
describe pain and weakness that worsens with movement or activity, and a healthcare 
provider can typically reproduce the pain and weakness with certain physical maneuvers. In 
contrast, patients with spinal pathology may experience pain that radiates down the arm, 
neck stiffness, or numbness and tingling that extends beyond the shoulder. A healthcare 
provider can also perform a range of motion assessment to identify which movements or 
positions cause pain or discomfort. 

2. Imaging studies: Imaging studies such as X-rays, MRI, or CT scans can provide more detailed 
information on the location and severity of the pathology. X-rays are useful in assessing bony 
structures and can detect fractures, arthritis, and dislocations. MRI is helpful in identifying 
soft tissue injuries such as rotator cuff tears, labral tears, or ligament damage in the shoulder 
joint, while also assessing the spinal cord and spinal nerves in the neck. CT scans are useful in 
identifying bony abnormalities and identifying potential nerve impingements. 

3. Electromyography (EMG): EMG can help identify whether the symptoms are due to nerve 
damage or muscle dysfunction. A healthcare provider can use EMG to assess muscle function 
and detect any nerve dysfunction in the shoulder or neck area. 

4. Response to Treatment: A positive response to a certain treatment can provide clues about 
the origin of the symptoms. For example, if symptoms improve with shoulder joint injections 
or physical therapy, it may suggest that the pathology is in the shoulder. Conversely, if 
symptoms improve with spinal injections or neck exercises, it may suggest that the pathology 
is in the neck. 

 
Exclusions 

1. Other musculoskeletal conditions: Other musculoskeletal conditions, such as tendonitis, 
bursitis, or osteoarthritis, can cause shoulder pain and dysfunction. Similarly, conditions such 
as herniated discs or spinal stenosis can cause neck and arm pain that may be mistaken for 
spinal pathology. A healthcare provider may need to rule out these conditions as an 
alternative diagnosis. 

2. Neurological conditions: Neurological conditions, such as multiple sclerosis or peripheral 
neuropathy, can cause symptoms that mimic those of spinal pathology or shoulder 
pathology. These conditions may need to be excluded as a diagnosis. 

3. Vascular conditions: Vascular conditions, such as thoracic outlet syndrome, can cause 
symptoms that affect both the shoulder and the arm, making it difficult to distinguish 
between shoulder pathology and spinal pathology. A healthcare provider may need to rule 
out vascular conditions as a diagnosis. 

4. Systemic diseases: Systemic diseases, such as rheumatoid arthritis or lupus, can cause joint 
pain and dysfunction in multiple joints, including the shoulder, and may need to be excluded 
as a diagnosis. 

5. Psychogenic disorders: Psychogenic disorders, such as somatoform disorders or conversion 
disorder, can cause physical symptoms without any underlying physical cause. If a patient's 
symptoms are more consistent with a psychogenic disorder, both shoulder pathology and 
spinal pathology may need to be excluded as a diagnosis. 

 
 
 
 
  



Distinguishing Elbow pathology from Cervical Pathology 
 
Prerequisites 

1. History and Physical Examination: A thorough medical history and physical examination are 
essential in identifying the source of the symptoms. Patients with elbow pathology may 
describe pain and tenderness that is localized to the elbow joint, worsens with certain 
movements or activities, and may be accompanied by swelling or stiffness. Patients with 
spinal pathology may experience pain that radiates down the arm, neck stiffness, or 
numbness and tingling that extends beyond the elbow. A healthcare provider can also 
perform a range of motion assessment to identify which movements or positions cause pain 
or discomfort. 

2. Imaging studies: Imaging studies such as X-rays, MRI, or CT scans can provide more detailed 
information on the location and severity of the pathology. X-rays are useful in assessing bony 
structures and can detect fractures, arthritis, and dislocations. MRI is helpful in identifying 
soft tissue injuries such as ligament or tendon damage, and can also assess the spinal cord 
and spinal nerves in the neck. CT scans are useful in identifying bony abnormalities and 
identifying potential nerve impingements. 

3. Electromyography (EMG): EMG can help identify whether the symptoms are due to nerve 
damage or muscle dysfunction. A healthcare provider can use EMG to assess muscle function 
and detect any nerve dysfunction in the elbow or neck area. 

4. Response to Treatment: A positive response to a certain treatment can provide clues about 
the origin of the symptoms. For example, if symptoms improve with local elbow injections or 
physical therapy, it may suggest that the pathology is in the elbow. Conversely, if symptoms 
improve with spinal injections or neck exercises, it may suggest that the pathology is in the 
neck. 

 
Exclusions 

1. Other musculoskeletal conditions: Other musculoskeletal conditions, such as tendonitis, 
bursitis, or osteoarthritis, can cause elbow pain and dysfunction. Similarly, conditions such as 
herniated discs or spinal stenosis can cause neck and arm pain that may be mistaken for 
spinal pathology. A healthcare provider may need to rule out these conditions as an 
alternative diagnosis. 

2. Neurological conditions: Neurological conditions, such as multiple sclerosis or peripheral 
neuropathy, can cause symptoms that mimic those of spinal pathology or elbow pathology. 
These conditions may need to be excluded as a diagnosis. 

3. Vascular conditions: Vascular conditions, such as thoracic outlet syndrome, can cause 
symptoms that affect both the elbow and the arm, making it difficult to distinguish between 
elbow pathology and spinal pathology. A healthcare provider may need to rule out vascular 
conditions as a diagnosis. 

4. Systemic diseases: Systemic diseases, such as rheumatoid arthritis or lupus, can cause joint 
pain and dysfunction in multiple joints, including the elbow, and may need to be excluded as 
a diagnosis. 

5. Psychogenic disorders: Psychogenic disorders, such as somatoform disorders or conversion 
disorder, can cause physical symptoms without any underlying physical cause. If a patient's 
symptoms are more consistent with a psychogenic disorder, both elbow pathology and spinal 
pathology may need to be excluded as a diagnosis. 

 
 
  



Distinguishing Wrist pathology from Cervical Pathology 
 
Prerequisites 

1. History and Physical Examination: A thorough medical history and physical examination are 
essential in identifying the source of the symptoms. Patients with wrist pathology may 
describe pain and tenderness that is localized to the wrist joint, worsens with certain 
movements or activities, and may be accompanied by swelling or stiffness. Patients with 
spinal pathology may experience pain that radiates down the arm, neck stiffness, or 
numbness and tingling that extends beyond the wrist. A healthcare provider can also 
perform a range of motion assessment to identify which movements or positions cause pain 
or discomfort. 

2. Imaging studies: Imaging studies such as X-rays, MRI, or CT scans can provide more detailed 
information on the location and severity of the pathology. X-rays are useful in assessing bony 
structures and can detect fractures, arthritis, and dislocations. MRI is helpful in identifying 
soft tissue injuries such as ligament or tendon damage in the wrist, and can also assess the 
spinal cord and spinal nerves in the neck. CT scans are useful in identifying bony 
abnormalities and identifying potential nerve impingements. 

3. Electromyography (EMG): EMG can help identify whether the symptoms are due to nerve 
damage or muscle dysfunction. A healthcare provider can use EMG to assess muscle function 
and detect any nerve dysfunction in the wrist or neck area. 

4. Response to Treatment: A positive response to a certain treatment can provide clues about 
the origin of the symptoms. For example, if symptoms improve with local wrist injections or 
physical therapy, it may suggest that the pathology is in the wrist. Conversely, if symptoms 
improve with spinal injections or neck exercises, it may suggest that the pathology is in the 
neck. 

 
Exclusions 

1. Other musculoskeletal conditions: Other musculoskeletal conditions, such as tendonitis, 
bursitis, or osteoarthritis, can cause wrist pain and dysfunction. Similarly, conditions such as 
herniated discs or spinal stenosis can cause neck and arm pain that may be mistaken for 
spinal pathology. A healthcare provider may need to rule out these conditions as an 
alternative diagnosis. 

2. Neurological conditions: Neurological conditions, such as multiple sclerosis or peripheral 
neuropathy, can cause symptoms that mimic those of spinal pathology or wrist pathology. 
These conditions may need to be excluded as a diagnosis. 

3. Vascular conditions: Vascular conditions, such as thoracic outlet syndrome, can cause 
symptoms that affect both the wrist and the arm, making it difficult to distinguish between 
wrist pathology and spinal pathology. A healthcare provider may need to rule out vascular 
conditions as a diagnosis. 

4. Systemic diseases: Systemic diseases, such as rheumatoid arthritis or lupus, can cause joint 
pain and dysfunction in multiple joints, including the wrist, and may need to be excluded as a 
diagnosis. 

5. Psychogenic disorders: Psychogenic disorders, such as somatoform disorders or conversion 
disorder, can cause physical symptoms without any underlying physical cause. If a patient's 
symptoms are more consistent with a psychogenic disorder, both wrist pathology and spinal 
pathology may need to be excluded as a diagnosis. 

 
 
 
  



Muscular Thoracic Pain 
 
Prerequisites 

1. Medical History: A healthcare provider will begin by taking a thorough medical history, which 
may include questions about the location and duration of the pain, aggravating and relieving 
factors, and any previous injuries or medical conditions. 

2. Physical Examination: A physical examination will be performed to assess the chest and 
upper back muscles, including palpation for tender points and muscle knots. A healthcare 
provider may also assess range of motion and muscle strength. 

3. Diagnostic Tests: Diagnostic tests such as X-rays, MRI, or CT scans may be ordered to rule out 
other potential causes of the pain, such as a spinal cord injury or other serious medical 
conditions. 

4. Trigger Point Evaluation: Muscular thoracic pain is often associated with the presence of 
trigger points, which are areas of muscle tightness or spasm that can cause pain and 
stiffness. A healthcare provider may perform a trigger point evaluation to identify the 
location and severity of trigger points. 

5. Response to Treatment: If the pain responds well to treatment such as physical therapy or 
trigger point injections, it may suggest that the pain is due to muscular thoracic pain. 

 
Exclusions 

1. Cardiac conditions: Chest pain can be a symptom of several cardiac conditions, such as 
angina, heart attack, or pericarditis. A healthcare provider may need to rule out these 
conditions as a diagnosis. 

2. Pulmonary conditions: Lung conditions, such as pulmonary embolism or pneumonia, can 
cause chest pain and may need to be excluded as a diagnosis. 

3. Gastrointestinal conditions: Gastrointestinal conditions, such as acid reflux or gallbladder 
disease, can cause chest pain that may be mistaken for muscular thoracic pain. 

4. Neurological conditions: Neurological conditions, such as spinal cord injuries or multiple 
sclerosis, can cause symptoms that mimic those of muscular thoracic pain. 

5. Psychogenic disorders: Psychogenic disorders, such as somatoform disorders or conversion 
disorder, can cause physical symptoms without any underlying physical cause. If a patient's 
symptoms are more consistent with a psychogenic disorder, muscular thoracic pain may 
need to be excluded as a diagnosis. 

 
 
  



Thoracic Radiculopathy 
 
Prerequisites 

1. Medical History: A healthcare provider will begin by taking a thorough medical history, which 
may include questions about the location and duration of the pain, aggravating and relieving 
factors, and any previous injuries or medical conditions. 

2. Physical Examination: A physical examination will be performed to assess the chest and 
upper back, including palpation for tender points and muscle knots. A healthcare provider 
may also assess range of motion and muscle strength. 

3. Diagnostic Tests: Diagnostic tests such as X-rays, MRI, or CT scans may be ordered to 
visualize the thoracic spine and identify any abnormalities such as herniated discs, tumors or 
spinal stenosis. 

4. Electromyography (EMG) and Nerve Conduction Studies: EMG and nerve conduction studies 
can help assess the function of the nerves and muscles in the affected area, and help to 
identify the location and severity of nerve root compression. 

5. Response to Treatment: If the pain responds well to treatment such as physical therapy, 
medication or nerve root injections, it may suggest that the pain is due to thoracic 
radiculopathy. 
 

Exclusions 
1. Cardiac conditions: Chest pain can be a symptom of several cardiac conditions, such as 

angina, heart attack, or pericarditis. A healthcare provider may need to rule out these 
conditions as a diagnosis. 

2. Pulmonary conditions: Lung conditions, such as pulmonary embolism or pneumonia, can 
cause chest pain and may need to be excluded as a diagnosis. 

3. Gastrointestinal conditions: Gastrointestinal conditions, such as acid reflux or gallbladder 
disease, can cause chest pain that may be mistaken for thoracic radiculopathy. 

4. Musculoskeletal conditions: Other musculoskeletal conditions, such as muscle strains, 
ligament sprains, or spinal osteoarthritis, can cause chest or upper back pain that may mimic 
thoracic radiculopathy. 

5. Neurological conditions: Neurological conditions, such as peripheral neuropathy or multiple 
sclerosis, can cause symptoms that mimic those of thoracic radiculopathy. 

6. Psychogenic disorders: Psychogenic disorders, such as somatoform disorders or conversion 
disorder, can cause physical symptoms without any underlying physical cause. If a patient's 
symptoms are more consistent with a psychogenic disorder, thoracic radiculopathy may 
need to be excluded as a diagnosis. 

 
 
  



Thoracic Myelopathy 
 
Prerequisites 

1. Medical History: A healthcare provider will begin by taking a thorough medical history, which 
may include questions about the location and duration of the pain, aggravating and relieving 
factors, and any previous injuries or medical conditions. 

2. Physical Examination: A physical examination will be performed to assess the chest and 
upper back, including palpation for tender points and muscle knots. A healthcare provider 
may also assess range of motion and muscle strength. 

3. Diagnostic Tests: Diagnostic tests such as X-rays, MRI, or CT scans may be ordered to 
visualize the thoracic spine and identify any abnormalities such as herniated discs, tumors or 
spinal stenosis. 

4. Electromyography (EMG) and Nerve Conduction Studies: EMG and nerve conduction studies 
can help assess the function of the nerves and muscles in the affected area, and help to 
identify the location and severity of nerve root or spinal cord compression. 

5. Clinical Presentation: Patients with thoracic myelopathy may present with a variety of 
symptoms such as muscle weakness or spasticity, sensory loss, difficulty walking or loss of 
balance. The symptoms may be localized to the thoracic region, but can also affect the lower 
extremities or arms. 

6. Response to Treatment: If the symptoms improve with appropriate treatment such as 
surgery or physical therapy, it may suggest that the symptoms were due to thoracic 
myelopathy. 

 
Exclusions 

1. Other spinal conditions: Other spinal conditions, such as disc herniation, spinal cord tumors 
or spinal stenosis, can cause symptoms that mimic those of thoracic myelopathy. 

2. Neurological conditions: Neurological conditions, such as multiple sclerosis or peripheral 
neuropathy, can cause symptoms that mimic those of thoracic myelopathy. 

3. Metabolic disorders: Certain metabolic disorders such as vitamin B12 deficiency, copper 
deficiency, or thyroid dysfunction can cause neurological symptoms that may mimic those of 
thoracic myelopathy. 

4. Vascular conditions: Vascular conditions such as spinal cord infarction or arteriovenous 
malformations can cause neurological symptoms that may mimic those of thoracic 
myelopathy. 

5. Psychogenic disorders: Psychogenic disorders, such as somatoform disorders or conversion 
disorder, can cause physical symptoms without any underlying physical cause. If a patient's 
symptoms are more consistent with a psychogenic disorder, thoracic myelopathy may need 
to be excluded as a diagnosis. 

 
 
 
  



Thoracic Facet Joint Pain 
 
Prerequisites 

1. Medical History: A healthcare provider will begin by taking a thorough medical history, which 
may include questions about the location and duration of the pain, aggravating and relieving 
factors, and any previous injuries or medical conditions. 

2. Physical Examination: A physical examination will be performed to assess the chest and 
upper back, including palpation for tender points and muscle knots. A healthcare provider 
may also assess range of motion and muscle strength. 

3. Diagnostic Tests: Diagnostic tests such as X-rays, MRI, or CT scans may be ordered to 
visualize the thoracic spine and identify any abnormalities such as herniated discs, tumors or 
spinal stenosis. 

4. Diagnostic Injections: Diagnostic facet joint injections can be used to confirm or rule out 
thoracic facet joint pain. During this procedure, a healthcare provider will inject a local 
anesthetic into the facet joint to determine if the pain is reduced. 

5. Response to Treatment: If the pain responds well to treatment such as physical therapy or 
facet joint injections, it may suggest that the pain is due to thoracic facet joint pain. 

 
Exclusions 

1. Other spinal conditions: Other spinal conditions, such as disc herniation, spinal cord tumors 
or spinal stenosis, can cause symptoms that mimic those of thoracic facet joint pain. 

2. Musculoskeletal conditions: Other musculoskeletal conditions, such as muscle strains, 
ligament sprains, or spinal osteoarthritis, can cause chest or upper back pain that may mimic 
thoracic facet joint pain. 

3. Visceral conditions: Visceral conditions such as gastrointestinal disorders or pulmonary 
conditions can cause chest pain that may be mistaken for thoracic facet joint pain. 

4. Neurological conditions: Neurological conditions, such as peripheral neuropathy or multiple 
sclerosis, can cause symptoms that mimic those of thoracic facet joint pain. 

5. Psychogenic disorders: Psychogenic disorders, such as somatoform disorders or conversion 
disorder, can cause physical symptoms without any underlying physical cause. If a patient's 
symptoms are more consistent with a psychogenic disorder, thoracic facet joint pain may 
need to be excluded as a diagnosis. 

 
 
 
  



Thoracic Costovertebral Joint Pain 
 
Prerequisites 

1. Medical History: A healthcare provider will begin by taking a thorough medical history, which 
may include questions about the location and duration of the pain, aggravating and relieving 
factors, and any previous injuries or medical conditions. 

2. Physical Examination: A physical examination will be performed to assess the chest and 
upper back, including palpation for tender points and muscle knots. A healthcare provider 
may also assess range of motion and muscle strength. 

3. Diagnostic Tests: Diagnostic tests such as X-rays, MRI, or CT scans may be ordered to 
visualize the thoracic spine and ribs, and identify any abnormalities such as rib fractures or 
tumors. 

4. Diagnostic Injections: Diagnostic costovertebral joint injections can be used to confirm or 
rule out thoracic costovertebral joint pain. During this procedure, a healthcare provider will 
inject a local anesthetic into the costovertebral joint to determine if the pain is reduced. 

5. Response to Treatment: If the pain responds well to treatment such as physical therapy or 
costovertebral joint injections, it may suggest that the pain is due to thoracic costovertebral 
joint pain. 

 
Exclusions 

1. Other spinal conditions: Other spinal conditions, such as disc herniation, spinal cord tumors 
or spinal stenosis, can cause symptoms that mimic those of thoracic costovertebral joint 
pain. 

2. Musculoskeletal conditions: Other musculoskeletal conditions, such as muscle strains, 
ligament sprains, or spinal osteoarthritis, can cause chest or upper back pain that may mimic 
thoracic costovertebral joint pain. 

3. Visceral conditions: Visceral conditions such as gastrointestinal disorders or pulmonary 
conditions can cause chest pain that may be mistaken for thoracic costovertebral joint pain. 

4. Neurological conditions: Neurological conditions, such as peripheral neuropathy or multiple 
sclerosis, can cause symptoms that mimic those of thoracic costovertebral joint pain. 

5. Psychogenic disorders: Psychogenic disorders, such as somatoform disorders or conversion 
disorder, can cause physical symptoms without any underlying physical cause. If a patient's 
symptoms are more consistent with a psychogenic disorder, thoracic costovertebral joint 
pain may need to be excluded as a diagnosis. 

 
 
 
  



Costochondritis 
 
Prerequisites 

1. Medical History: A healthcare provider will begin by taking a thorough medical history, which 
may include questions about the location and duration of the pain, aggravating and relieving 
factors, and any previous injuries or medical conditions. 

2. Physical Examination: A physical examination will be performed to assess the chest and 
upper back, including palpation for tender points and muscle knots. A healthcare provider 
may also assess range of motion and muscle strength. 

3. Clinical Presentation: Patients with costochondritis may present with a sharp or aching pain 
in the chest wall, particularly near the sternum. The pain may worsen with movement, deep 
breathing, or coughing. 

4. Diagnostic Tests: Diagnostic tests such as X-rays, MRI, or CT scans may be ordered to 
visualize the chest wall and identify any abnormalities such as rib fractures or tumors. 

5. Response to Treatment: If the pain responds well to treatment such as nonsteroidal anti-
inflammatory drugs (NSAIDs), corticosteroids or physical therapy, it may suggest that the 
pain is due to costochondritis. 

 
Exclusions 

1. Cardiac conditions: Chest pain can be a symptom of several cardiac conditions, such as 
angina, heart attack, or pericarditis. A healthcare provider may need to rule out these 
conditions as a diagnosis. 

2. Pulmonary conditions: Lung conditions, such as pulmonary embolism or pneumonia, can 
cause chest pain and may need to be excluded as a diagnosis. 

3. Gastrointestinal conditions: Gastrointestinal conditions, such as acid reflux or gallbladder 
disease, can cause chest pain that may be mistaken for costochondritis. 

4. Musculoskeletal conditions: Other musculoskeletal conditions, such as muscle strains, 
ligament sprains, or spinal osteoarthritis, can cause chest or upper back pain that may mimic 
costochondritis. 

5. Neurological conditions: Neurological conditions, such as peripheral neuropathy or multiple 
sclerosis, can cause symptoms that mimic those of costochondritis. 

6. Psychogenic disorders: Psychogenic disorders, such as somatoform disorders or conversion 
disorder, can cause physical symptoms without any underlying physical cause. If a patient's 
symptoms are more consistent with a psychogenic disorder, costochondritis may need to be 
excluded as a diagnosis. 

 
 
 
  



Chest Wall Deformity 
 
Prerequisites 

1. Physical Examination: A physical examination will be performed to assess the chest wall, 
including palpation for tenderness, assessing for asymmetry and evaluating for any visible 
protrusions or indentations. 

2. Clinical Presentation: Patients with pectus carinatum may present with a protrusion of the 
sternum, resembling a bird's breast, while those with pectus excavatum may present with a 
sunken or caved-in appearance of the sternum. 

3. Diagnostic Imaging: Diagnostic imaging such as chest X-rays, CT scans, or MRI may be 
ordered to evaluate the severity and extent of the deformity. 

4. Lung Function Tests: Lung function tests may be performed to assess the impact of the 
deformity on lung function. 

5. Response to Treatment: If the deformity responds well to treatment such as bracing, 
corrective surgery or physical therapy, it may suggest that the deformity is due to pectus 
carinatum or pectus excavatum. 

 
Exclusions 

1. Scoliosis or other spinal deformities: Scoliosis, kyphosis or other spinal deformities can cause 
changes in the shape of the chest wall and may need to be excluded as a diagnosis. 

2. Musculoskeletal conditions: Other musculoskeletal conditions, such as muscle strains, 
ligament sprains, or spinal osteoarthritis, can cause chest or upper back pain that may mimic 
chest wall deformity. 

3. Congenital conditions: Congenital conditions such as diaphragmatic hernia or congenital 
heart defects can cause chest wall deformities and may need to be excluded as a diagnosis. 

4. Other underlying medical conditions: Other underlying medical conditions, such as Marfan 
syndrome or Ehlers-Danlos syndrome, can cause chest wall deformities and may need to be 
excluded as a diagnosis. 

5. Psychogenic disorders: Psychogenic disorders, such as somatoform disorders or conversion 
disorder, can cause physical symptoms without any underlying physical cause. If a patient's 
symptoms are more consistent with a psychogenic disorder, chest wall deformity may need 
to be excluded as a diagnosis. 

 
 
 
  



Paediatric Scoliosis 
 
Prerequisites 

1. Medical History: A healthcare provider will begin by taking a thorough medical history, which 
may include questions about the child's growth and development, any family history of 
scoliosis, and any previous injuries or medical conditions. 

2. Physical Examination: A physical examination will be performed to assess the child's spine, 
including a visual inspection of the back and palpation for any deformities or irregularities in 
the spine. 

3. Clinical Presentation: Children with scoliosis may present with an asymmetry of the 
shoulders, waist or hips, and an S-shaped or C-shaped curve in the spine. 

4. Diagnostic Imaging: Diagnostic imaging such as X-rays, MRI, or CT scans may be ordered to 
visualize the spine and identify the location, extent, and severity of the curvature. 

5. Cobb Angle: The degree of spinal curvature is measured using the Cobb angle, which is 
calculated using measurements from the X-rays. 

6. Response to Treatment: If the curvature responds well to treatment such as bracing or 
corrective surgery, it may suggest that the curvature is due to paediatric scoliosis. 

 
Exclusions 

1. Congenital conditions: Congenital conditions, such as congenital kyphosis or congenital 
scoliosis, can cause abnormal spinal curvature and may need to be excluded as a diagnosis. 

2. Neuromuscular conditions: Neuromuscular conditions, such as muscular dystrophy or 
cerebral palsy, can cause abnormal spinal curvature and may need to be excluded as a 
diagnosis. 

3. Connective tissue disorders: Connective tissue disorders, such as Marfan syndrome or Ehlers-
Danlos syndrome, can cause abnormal spinal curvature and may need to be excluded as a 
diagnosis. 

4. Idiopathic scoliosis: Idiopathic scoliosis refers to cases of scoliosis with no known underlying 
cause. If no other conditions or factors are identified, the child may be diagnosed with 
idiopathic scoliosis. 

 
 
 
  



Paediatric Kyphosis 
 
Prerequisites 

1. Medical History: A healthcare provider will begin by taking a thorough medical history, which 
may include questions about the child's growth and development, any family history of 
kyphosis, and any previous injuries or medical conditions. 

2. Physical Examination: A physical examination will be performed to assess the child's spine, 
including a visual inspection of the back and palpation for any deformities or irregularities in 
the spine. 

3. Clinical Presentation: Children with kyphosis may present with an exaggerated curvature of 
the upper spine, causing a rounded or hunched back appearance. 

4. Diagnostic Imaging: Diagnostic imaging such as X-rays, MRI, or CT scans may be ordered to 
visualize the spine and identify the location, extent, and severity of the curvature. 

5. Measurement of Cobb angle: The degree of spinal curvature is measured using the Cobb 
angle, which is calculated using measurements from the X-rays. 

6. Response to Treatment: If the curvature responds well to treatment such as bracing or 
corrective surgery, it may suggest that the curvature is due to pediatric kyphosis. 

 
Exclusions 

1. Congenital conditions: Congenital conditions, such as congenital kyphosis or congenital 
scoliosis, can cause abnormal spinal curvature and may need to be excluded as a diagnosis. 

2. Neuromuscular conditions: Neuromuscular conditions, such as muscular dystrophy or 
cerebral palsy, can cause abnormal spinal curvature and may need to be excluded as a 
diagnosis. 

3. Connective tissue disorders: Connective tissue disorders, such as Marfan syndrome or Ehlers-
Danlos syndrome, can cause abnormal spinal curvature and may need to be excluded as a 
diagnosis. 

4. Scheuermann's disease: Scheuermann's disease is a spinal disorder that causes an excessive 
curvature of the upper spine. If Scheuermann's disease is identified, the child may be 
diagnosed with this condition instead of pediatric kyphosis. 

 
 
 
 
  



Adult Spinal Deformity 
 
Prerequisites 

1. Medical History: A healthcare provider will begin by taking a thorough medical history, which 
may include questions about the location, duration, and severity of the pain, any previous 
injuries or medical conditions, and any family history of spinal deformity. 

2. Physical Examination: A physical examination will be performed to assess the spine, including 
a visual inspection of the back and palpation for any deformities or irregularities in the spine. 

3. Clinical Presentation: Patients with adult spinal deformity may present with symptoms such 
as chronic back pain, stiffness, or difficulty standing or walking. 

4. Diagnostic Imaging: Diagnostic imaging such as X-rays, MRI, or CT scans may be ordered to 
visualize the spine and identify the location, extent, and severity of the curvature. 

5. Measurement of Cobb angle: The degree of spinal curvature is measured using the Cobb 
angle, which is calculated using measurements from the X-rays. 

6. Spinal balance assessment: Spinal balance assessment is used to evaluate the relationship 
between the pelvis and the spine, and to assess the overall alignment of the spine. 

 
Exclusions 

1. Degenerative disc disease: Degenerative disc disease is a condition that affects the spinal 
discs and can cause back pain, stiffness, and other symptoms similar to those of adult spinal 
deformity. This condition may need to be excluded as a diagnosis. 

2. Osteoporosis: Osteoporosis is a condition that weakens bones, increasing the risk of 
fractures and potentially causing spinal deformity. It may need to be excluded as a diagnosis. 

3. Neuromuscular conditions: Neuromuscular conditions, such as muscular dystrophy or 
cerebral palsy, can cause abnormal spinal curvature and may need to be excluded as a 
diagnosis. 

4. Trauma or injury: Trauma or injury to the spine can cause spinal deformity and may need to 
be excluded as a diagnosis. 

 
 
 
  



Adult Spinal Deformity with Stenosis 
 
Prerequisites 

1. Medical History: A healthcare provider will begin by taking a thorough medical history, which 
may include questions about the location, duration, and severity of the pain, any previous 
injuries or medical conditions, and any family history of spinal deformity. 

2. Physical Examination: A physical examination will be performed to assess the spine, including 
a visual inspection of the back and palpation for any deformities or irregularities in the spine. 

3. Clinical Presentation: Patients with adult spinal deformity with stenosis may present with 
symptoms such as chronic back pain, leg pain, numbness, weakness, or difficulty standing or 
walking. 

4. Diagnostic Imaging: Diagnostic imaging such as X-rays, MRI, or CT scans may be ordered to 
visualize the spine and identify the location, extent, and severity of the curvature and 
stenosis. 

5. Measurement of Cobb angle: The degree of spinal curvature is measured using the Cobb 
angle, which is calculated using measurements from the X-rays. 

6. Spinal balance assessment: Spinal balance assessment is used to evaluate the relationship 
between the pelvis and the spine, and to assess the overall alignment of the spine. 

7. Nerve conduction studies: Nerve conduction studies may be performed to assess the 
function of the nerves and identify any nerve damage. 

 
Exclusions 

1. Other spinal conditions: Other spinal conditions such as herniated discs, tumors, or 
infections, can cause similar symptoms to those of adult spinal deformity with stenosis and 
may need to be excluded as a diagnosis. 

2. Peripheral neuropathy: Peripheral neuropathy is a condition that affects the nerves outside 
of the spinal cord and can cause similar symptoms to those of adult spinal deformity with 
stenosis. It may need to be excluded as a diagnosis. 

3. Vascular disease: Vascular disease such as peripheral artery disease (PAD) can cause leg pain 
or weakness that may mimic the symptoms of adult spinal deformity with stenosis and may 
need to be excluded as a diagnosis. 

 
 
 
 
 
 
  



Low Back Pain due to spasm / strain / sprain 
 
Prerequisites 

1. Pain in the lower back region: Pain in the lower back is typically the most common symptom 
of muscle spasm, strain, or sprain. The pain may be dull, achy, or sharp and may be 
exacerbated by movement or certain activities. 

2. Limited range of motion: Patients with low back pain due to muscle spasm, strain, or sprain 
may have difficulty moving or bending due to stiffness or muscle tension in the affected area. 

3. Muscle spasms: Muscle spasms are involuntary contractions of the muscles that can be 
painful and may contribute to the development of low back pain. 

4. Previous injury or physical strain: A history of previous injury or physical strain, such as lifting 
heavy objects or playing sports, may increase the likelihood of developing low back pain. 

5. Absence of other underlying conditions: Healthcare providers will typically rule out other 
underlying conditions, such as herniated discs or spinal stenosis, that may be causing the low 
back pain. 

 
Exclusions 

1. Red flags: Symptoms that may indicate a more serious underlying condition, such as fever, 
unexplained weight loss, loss of bladder or bowel control, or significant leg weakness, may 
indicate a need for further evaluation or testing. 

2. Previous history of cancer or spinal surgery: Patients with a history of cancer or spinal 
surgery may require additional evaluation to rule out recurrence or complications related to 
their previous condition. 

3. Age: Older patients may be more likely to have underlying conditions, such as osteoporosis 
or degenerative disc disease, that could contribute to low back pain. 

4. Infection: Infections, such as spinal or urinary tract infections, can cause low back pain and 
may require antibiotic treatment. 

5. Trauma: A history of trauma, such as a car accident or fall, may indicate the need for imaging 
studies, such as X-rays or MRI, to evaluate for potential fractures or other injuries. 

 
 
 
 
 
  



Muscular Low Back Pain 
 
Prerequisites 

1. Pain in the lower back region: Pain in the lower back is typically the most common symptom 
of muscular low back pain. The pain may be dull, achy, or sharp and may be exacerbated by 
movement or certain activities. 

2. Muscle tenderness: Patients with muscular low back pain may have tenderness in the 
affected muscles. 

3. Limited range of motion: Patients with muscular low back pain may have difficulty moving or 
bending due to stiffness or muscle tension in the affected area. 

4. Absence of neurological symptoms: Patients with muscular low back pain typically do not 
experience symptoms such as numbness, tingling, or weakness in the legs, which may 
indicate a more serious underlying condition. 

5. Absence of other underlying conditions: Healthcare providers will typically rule out other 
underlying conditions, such as herniated discs or spinal stenosis, that may be causing the low 
back pain. 

 
Exclusions 

1. Red flags: Symptoms that may indicate a more serious underlying condition, such as fever, 
unexplained weight loss, loss of bladder or bowel control, or significant leg weakness, may 
indicate a need for further evaluation or testing. 

2. Previous history of cancer or spinal surgery: Patients with a history of cancer or spinal 
surgery may require additional evaluation to rule out recurrence or complications related to 
their previous condition. 

3. Age: Older patients may be more likely to have underlying conditions, such as osteoporosis 
or degenerative disc disease, that could contribute to low back pain. 

4. Infection: Infections, such as spinal or urinary tract infections, can cause low back pain and 
may require antibiotic treatment. 

5. Trauma: A history of trauma, such as a car accident or fall, may indicate the need for imaging 
studies, such as X-rays or MRI, to evaluate for potential fractures or other injuries. 

 
 
 
 
 
  



Low Back Pain due to Facet Arthrosis 
 
Prerequisites 

1. Pain in the lower back region: Pain in the lower back is typically the most common symptom 
of facet arthrosis. The pain may be dull, achy, or sharp and may be exacerbated by 
movement or certain activities. 

2. Pain that is localized to the affected facet joint: The pain associated with facet arthrosis is 
typically localized to the affected joint and may be worse when bending or twisting. 

3. Limited range of motion: Patients with facet arthrosis may have difficulty moving or bending 
due to stiffness or joint pain in the affected area. 

4. Pain relief with rest: Patients with facet arthrosis may experience relief from their symptoms 
when they rest or lie down. 

5. Absence of neurological symptoms: Patients with facet arthrosis typically do not experience 
symptoms such as numbness, tingling, or weakness in the legs, which may indicate a more 
serious underlying condition. 

 
Exclusions 

1. Red flags: Symptoms that may indicate a more serious underlying condition, such as fever, 
unexplained weight loss, loss of bladder or bowel control, or significant leg weakness, may 
indicate a need for further evaluation or testing. 

2. Previous history of cancer or spinal surgery: Patients with a history of cancer or spinal 
surgery may require additional evaluation to rule out recurrence or complications related to 
their previous condition. 

3. Age: Older patients may be more likely to have underlying conditions, such as osteoporosis 
or degenerative disc disease, that could contribute to low back pain. 

4. Infection: Infections, such as spinal or urinary tract infections, can cause low back pain and 
may require antibiotic treatment. 

5. Trauma: A history of trauma, such as a car accident or fall, may indicate the need for imaging 
studies, such as X-rays or MRI, to evaluate for potential fractures or other injuries. 

 
 
 
 
  



Discogenic Low Back Pain 
 
Prerequisites 

1. Pain in the lower back region: Pain in the lower back is typically the most common symptom 
of discogenic low back pain. The pain may be dull, achy, or sharp and may be exacerbated by 
movement or certain activities. 

2. Pain that is worsened by sitting or bending forward: Patients with discogenic low back pain 
may experience increased pain when sitting or bending forward, as this puts pressure on the 
affected disc. 

3. Pain that is relieved by lying down: Patients with discogenic low back pain may experience 
relief from their symptoms when they lie down or change positions. 

4. Limited range of motion: Patients with discogenic low back pain may have difficulty moving 
or bending due to stiffness or joint pain in the affected area. 

5. Absence of neurological symptoms: Patients with discogenic low back pain typically do not 
experience symptoms such as numbness, tingling, or weakness in the legs, which may 
indicate a more serious underlying condition. 

 
Exclusions 

1. Red flags: Symptoms that may indicate a more serious underlying condition, such as fever, 
unexplained weight loss, loss of bladder or bowel control, or significant leg weakness, may 
indicate a need for further evaluation or testing. 

2. Previous history of cancer or spinal surgery: Patients with a history of cancer or spinal 
surgery may require additional evaluation to rule out recurrence or complications related to 
their previous condition. 

3. Age: Older patients may be more likely to have underlying conditions, such as osteoporosis 
or degenerative disc disease, that could contribute to low back pain. 

4. Infection: Infections, such as spinal or urinary tract infections, can cause low back pain and 
may require antibiotic treatment. 

5. Trauma: A history of trauma, such as a car accident or fall, may indicate the need for imaging 
studies, such as X-rays or MRI, to evaluate for potential fractures or other injuries. 

 
 
 
 
 
  



Chronic Low Back Pain 
 
Prerequisites 

1. Pain in the lower back region: Pain in the lower back is typically the most common symptom 
of chronic low back pain. The pain may be dull, achy, or sharp and may be exacerbated by 
movement or certain activities. 

2. Pain that persists for 12 weeks or longer: Chronic low back pain is defined as pain that lasts 
for 12 weeks or longer. 

3. Limited range of motion: Patients with chronic low back pain may have difficulty moving or 
bending due to stiffness or joint pain in the affected area. 

4. Absence of neurological symptoms: Patients with chronic low back pain typically do not 
experience symptoms such as numbness, tingling, or weakness in the legs, which may 
indicate a more serious underlying condition. 

5. Previous unsuccessful treatments: Patients with chronic low back pain may have tried 
multiple treatments, such as medications, physical therapy, or surgery, without achieving 
significant relief. 

 
Exclusions 

1. Red flags: Symptoms that may indicate a more serious underlying condition, such as fever, 
unexplained weight loss, loss of bladder or bowel control, or significant leg weakness, may 
indicate a need for further evaluation or testing. 

2. Previous history of cancer or spinal surgery: Patients with a history of cancer or spinal 
surgery may require additional evaluation to rule out recurrence or complications related to 
their previous condition. 

3. Age: Older patients may be more likely to have underlying conditions, such as osteoporosis 
or degenerative disc disease, that could contribute to low back pain. 

4. Infection: Infections, such as spinal or urinary tract infections, can cause low back pain and 
may require antibiotic treatment. 

5. Trauma: A history of trauma, such as a car accident or fall, may indicate the need for imaging 
studies, such as X-rays or MRI, to evaluate for potential fractures or other injuries. 

6. Other underlying conditions: Chronic low back pain may be caused by underlying conditions 
such as fibromyalgia, rheumatoid arthritis, or ankylosing spondylitis. Patients with these 
conditions may require additional evaluation and management. 

 
 
 
 
  



Sacroiliac Joint Pain 
 
Prerequisites 

1. Pain in the lower back or buttocks region: Pain in the lower back or buttocks is typically the 
most common symptom of sacroiliac joint pain. The pain may be dull, achy, or sharp and may 
be exacerbated by movement or certain activities. 

2. Pain that is worsened by standing or walking: Patients with sacroiliac joint pain may 
experience increased pain when standing or walking for extended periods. 

3. Pain that is relieved by lying down: Patients with sacroiliac joint pain may experience relief 
from their symptoms when they lie down or change positions. 

4. Tenderness in the sacroiliac joint: Patients with sacroiliac joint pain may have tenderness or 
discomfort when the affected joint is palpated. 

5. Absence of neurological symptoms: Patients with sacroiliac joint pain typically do not 
experience symptoms such as numbness, tingling, or weakness in the legs, which may 
indicate a more serious underlying condition. 

 
Exclusions 

1. Red flags: Symptoms that may indicate a more serious underlying condition, such as fever, 
unexplained weight loss, loss of bladder or bowel control, or significant leg weakness, may 
indicate a need for further evaluation or testing. 

2. Previous history of cancer or spinal surgery: Patients with a history of cancer or spinal 
surgery may require additional evaluation to rule out recurrence or complications related to 
their previous condition. 

3. Age: Older patients may be more likely to have underlying conditions, such as osteoporosis 
or degenerative disc disease, that could contribute to low back pain. 

4. Infection: Infections, such as spinal or urinary tract infections, can cause low back pain and 
may require antibiotic treatment. 

5. Trauma: A history of trauma, such as a car accident or fall, may indicate the need for imaging 
studies, such as X-rays or MRI, to evaluate for potential fractures or other injuries. 

6. Other underlying conditions: Patients with other underlying conditions, such as ankylosing 
spondylitis, may require additional evaluation and management. 

 
 
 
 
  



Low Back Pain Pars Defect 
 
Prerequisites 

1. Pain in the lower back region: Pain in the lower back is typically the most common symptom 
of pars defects. The pain may be dull, achy, or sharp and may be exacerbated by movement 
or certain activities. 

2. Pain that is worsened by extension of the spine: Patients with pars defects may experience 
increased pain when they extend their spine, such as when arching their back or leaning 
backwards. 

3. Limited range of motion: Patients with pars defects may have difficulty moving or bending 
due to stiffness or joint pain in the affected area. 

4. Absence of neurological symptoms: Patients with pars defects typically do not experience 
symptoms such as numbness, tingling, or weakness in the legs, which may indicate a more 
serious underlying condition. 

 
Exclusions 

1. Red flags: Symptoms that may indicate a more serious underlying condition, such as fever, 
unexplained weight loss, loss of bladder or bowel control, or significant leg weakness, may 
indicate a need for further evaluation or testing. 

2. Previous history of cancer or spinal surgery: Patients with a history of cancer or spinal 
surgery may require additional evaluation to rule out recurrence or complications related to 
their previous condition. 

3. Age: Older patients may be more likely to have underlying conditions, such as osteoporosis 
or degenerative disc disease, that could contribute to low back pain. 

4. Infection: Infections, such as spinal or urinary tract infections, can cause low back pain and 
may require antibiotic treatment. 

5. Trauma: A history of trauma, such as a car accident or fall, may indicate the need for imaging 
studies, such as X-rays or MRI, to evaluate for potential fractures or other injuries. 

6. Other underlying conditions: Patients with underlying conditions, such as spondylolisthesis 
or disc herniation, may require additional evaluation and management. 

 
 
 
 
  



Lumbar Disc Herniation 
 
Prerequisites 

1. Pain in the lower back region: Pain in the lower back is typically the most common symptom 
of lumbar disc herniation. The pain may be dull, achy, or sharp and may radiate into the 
buttocks or legs. 

2. Numbness or tingling in the legs: Patients with lumbar disc herniation may experience 
numbness or tingling in the legs or feet, which may be accompanied by muscle weakness. 

3. Pain that is worsened by sitting or bending forward: Patients with lumbar disc herniation 
may experience increased pain when sitting or bending forward, as this puts pressure on the 
affected disc. 

4. Pain that is relieved by lying down: Patients with lumbar disc herniation may experience 
relief from their symptoms when they lie down or change positions. 

5. Reduced range of motion: Patients with lumbar disc herniation may have difficulty moving or 
bending due to stiffness or joint pain in the affected area. 

 
Exclusions 

1. Red flags: Symptoms that may indicate a more serious underlying condition, such as fever, 
unexplained weight loss, loss of bladder or bowel control, or significant leg weakness, may 
indicate a need for further evaluation or testing. 

2. Previous history of cancer or spinal surgery: Patients with a history of cancer or spinal 
surgery may require additional evaluation to rule out recurrence or complications related to 
their previous condition. 

3. Age: Older patients may be more likely to have underlying conditions, such as osteoporosis 
or degenerative disc disease, that could contribute to low back pain. 

4. Infection: Infections, such as spinal or urinary tract infections, can cause low back pain and 
may require antibiotic treatment. 

5. Trauma: A history of trauma, such as a car accident or fall, may indicate the need for imaging 
studies, such as X-rays or MRI, to evaluate for potential fractures or other injuries. 

6. Other underlying conditions: Patients with underlying conditions, such as spinal stenosis or 
spondylolisthesis, may require additional evaluation and management. 

 
 
 
 
  



Lumbar Spinal Stenosis 
 
Prerequisites 

1. Pain or numbness in the lower back, buttocks, or legs: Pain in the lower back, buttocks, or 
legs is typically the most common symptom of lumbar spinal stenosis. The pain may be dull, 
achy, or sharp and may be worsened by standing or walking. 

2. Numbness or tingling in the legs: Patients with lumbar spinal stenosis may experience 
numbness or tingling in the legs or feet, which may be accompanied by muscle weakness. 

3. Pain that is relieved by sitting or bending forward: Patients with lumbar spinal stenosis may 
experience relief from their symptoms when sitting or bending forward, as this opens up the 
spinal canal and relieves pressure on the affected nerves. 

4. Difficulty walking or standing: Patients with lumbar spinal stenosis may have difficulty 
walking or standing for extended periods due to pain or numbness in the affected area. 

5. Reduced range of motion: Patients with lumbar spinal stenosis may have difficulty moving or 
bending due to stiffness or joint pain in the affected area. 

 
Exclusions 

1. Red flags: Symptoms that may indicate a more serious underlying condition, such as fever, 
unexplained weight loss, loss of bladder or bowel control, or significant leg weakness, may 
indicate a need for further evaluation or testing. 

2. Previous history of cancer or spinal surgery: Patients with a history of cancer or spinal 
surgery may require additional evaluation to rule out recurrence or complications related to 
their previous condition. 

3. Age: Older patients may be more likely to have underlying conditions, such as osteoporosis 
or degenerative disc disease, that could contribute to low back pain. 

4. Infection: Infections, such as spinal or urinary tract infections, can cause low back pain and 
may require antibiotic treatment. 

5. Trauma: A history of trauma, such as a car accident or fall, may indicate the need for imaging 
studies, such as X-rays or MRI, to evaluate for potential fractures or other injuries. 

6. Other underlying conditions: Patients with underlying conditions, such as spondylolisthesis 
or disc herniation, may require additional evaluation and management. 

 
 
 
 
 
  



Lumbar Radiculopathy 
 
Prerequisites 

1. Pain in the lower back, buttocks, or legs: Pain in the lower back, buttocks, or legs is typically 
the most common symptom of lumbar radiculopathy. The pain may be sharp, shooting, or 
burning in nature and may radiate into the legs. 

2. Numbness or tingling in the legs: Patients with lumbar radiculopathy may experience 
numbness or tingling in the legs or feet, which may be accompanied by muscle weakness. 

3. Pain that is worsened by certain movements: Patients with lumbar radiculopathy may 
experience increased pain when they cough, sneeze, or sit for prolonged periods. 

4. Reduced range of motion: Patients with lumbar radiculopathy may have difficulty moving or 
bending due to stiffness or joint pain in the affected area. 

 
Exclusions 

1. Red flags: Symptoms that may indicate a more serious underlying condition, such as fever, 
unexplained weight loss, loss of bladder or bowel control, or significant leg weakness, may 
indicate a need for further evaluation or testing. 

2. Previous history of cancer or spinal surgery: Patients with a history of cancer or spinal 
surgery may require additional evaluation to rule out recurrence or complications related to 
their previous condition. 

3. Age: Older patients may be more likely to have underlying conditions, such as osteoporosis 
or degenerative disc disease, that could contribute to low back pain. 

4. Infection: Infections, such as spinal or urinary tract infections, can cause low back pain and 
may require antibiotic treatment. 

5. Trauma: A history of trauma, such as a car accident or fall, may indicate the need for imaging 
studies, such as X-rays or MRI, to evaluate for potential fractures or other injuries. 

6. Other underlying conditions: Patients with underlying conditions, such as peripheral 
neuropathy or myopathy, may require additional evaluation and management. 

 
 
 
 
  



Lumbar Radiculopathy due to Disc Herniation 
 
Prerequisites 

1. Pain in the lower back, buttocks, or legs: Pain in the lower back, buttocks, or legs is typically 
the most common symptom of lumbar radiculopathy due to disc herniation. The pain may be 
sharp, shooting, or burning in nature and may radiate into the legs. 

2. Numbness or tingling in the legs: Patients with lumbar radiculopathy due to disc herniation 
may experience numbness or tingling in the legs or feet, which may be accompanied by 
muscle weakness. 

3. Pain that is worsened by certain movements: Patients with lumbar radiculopathy due to disc 
herniation may experience increased pain when they cough, sneeze, or sit for prolonged 
periods. 

4. Reduced range of motion: Patients with lumbar radiculopathy due to disc herniation may 
have difficulty moving or bending due to stiffness or joint pain in the affected area. 

5. Positive nerve tension signs: A healthcare provider may perform tests, such as the straight 
leg raise test, to check for positive nerve tension signs that may indicate lumbar 
radiculopathy due to disc herniation. 

 
Exclusions 

1. Red flags: Symptoms that may indicate a more serious underlying condition, such as fever, 
unexplained weight loss, loss of bladder or bowel control, or significant leg weakness, may 
indicate a need for further evaluation or testing. 

2. Previous history of cancer or spinal surgery: Patients with a history of cancer or spinal 
surgery may require additional evaluation to rule out recurrence or complications related to 
their previous condition. 

3. Age: Older patients may be more likely to have underlying conditions, such as osteoporosis 
or degenerative disc disease, that could contribute to low back pain. 

4. Infection: Infections, such as spinal or urinary tract infections, can cause low back pain and 
may require antibiotic treatment. 

5. Trauma: A history of trauma, such as a car accident or fall, may indicate the need for imaging 
studies, such as X-rays or MRI, to evaluate for potential fractures or other injuries. 

6. Other underlying conditions: Patients with underlying conditions, such as spinal stenosis or 
spondylolisthesis, may require additional evaluation and management. 

  



Lumbar Radiculopathy due to Spinal Stenosis 
 
Prerequisites 

1. Pain in the lower back, buttocks, or legs: Pain in the lower back, buttocks, or legs is typically 
the most common symptom of lumbar radiculopathy due to spinal stenosis. The pain may be 
sharp, shooting, or burning in nature and may radiate into the legs. 

2. Numbness or tingling in the legs: Patients with lumbar radiculopathy due to spinal stenosis 
may experience numbness or tingling in the legs or feet, which may be accompanied by 
muscle weakness. 

3. Pain that is worsened by certain movements: Patients with lumbar radiculopathy due to 
spinal stenosis may experience increased pain when they walk or stand for prolonged 
periods. 

4. Reduced range of motion: Patients with lumbar radiculopathy due to spinal stenosis may 
have difficulty moving or bending due to stiffness or joint pain in the affected area. 

5. Positive nerve tension signs: A healthcare provider may perform tests, such as the straight 
leg raise test, to check for positive nerve tension signs that may indicate lumbar 
radiculopathy due to spinal stenosis. 

 
Exclusions 

1. Red flags: Symptoms that may indicate a more serious underlying condition, such as fever, 
unexplained weight loss, loss of bladder or bowel control, or significant leg weakness, may 
indicate a need for further evaluation or testing. 

2. Previous history of cancer or spinal surgery: Patients with a history of cancer or spinal 
surgery may require additional evaluation to rule out recurrence or complications related to 
their previous condition. 

3. Age: Older patients may be more likely to have underlying conditions, such as osteoporosis 
or degenerative disc disease, that could contribute to low back pain. 

4. Infection: Infections, such as spinal or urinary tract infections, can cause low back pain and 
may require antibiotic treatment. 

5. Trauma: A history of trauma, such as a car accident or fall, may indicate the need for imaging 
studies, such as X-rays or MRI, to evaluate for potential fractures or other injuries. 

6. Other underlying conditions: Patients with underlying conditions, such as tumors or 
fractures, may require additional evaluation and management. 

  



Lumbar Degenerative Spondylolisthesis 
 
Prerequisites 

1. Pain in the lower back: Pain in the lower back is typically the most common symptom of 
lumbar degenerative spondylolisthesis. The pain may be dull or sharp and may worsen with 
standing, walking, or bending. 

2. Numbness or tingling in the legs: Patients with lumbar degenerative spondylolisthesis may 
experience numbness or tingling in the legs or feet, which may be accompanied by muscle 
weakness. 

3. Reduced range of motion: Patients with lumbar degenerative spondylolisthesis may have 
difficulty moving or bending due to stiffness or joint pain in the affected area. 

4. Positive nerve tension signs: A healthcare provider may perform tests, such as the straight 
leg raise test, to check for positive nerve tension signs that may indicate lumbar 
degenerative spondylolisthesis. 

 
Exclusions 

1. Red flags: Symptoms that may indicate a more serious underlying condition, such as fever, 
unexplained weight loss, loss of bladder or bowel control, or significant leg weakness, may 
indicate a need for further evaluation or testing. 

2. Previous history of cancer or spinal surgery: Patients with a history of cancer or spinal 
surgery may require additional evaluation to rule out recurrence or complications related to 
their previous condition. 

3. Age: Older patients may be more likely to have underlying conditions, such as osteoporosis 
or degenerative disc disease, that could contribute to low back pain. 

4. Infection: Infections, such as spinal or urinary tract infections, can cause low back pain and 
may require antibiotic treatment. 

5. Trauma: A history of trauma, such as a car accident or fall, may indicate the need for imaging 
studies, such as X-rays or MRI, to evaluate for potential fractures or other injuries. 

6. Other underlying conditions: Patients with underlying conditions, such as spinal stenosis or 
tumors, may require additional evaluation and management. 

 
 
 
 
  



Lumbar Lytic Spondylolisthesis 
 
Prerequisites 

1. Pain in the lower back: Pain in the lower back is typically the most common symptom of 
lumbar lytic spondylolisthesis. The pain may be dull or sharp and may worsen with standing, 
walking, or bending. 

2. Numbness or tingling in the legs: Patients with lumbar lytic spondylolisthesis may experience 
numbness or tingling in the legs or feet, which may be accompanied by muscle weakness. 

3. Reduced range of motion: Patients with lumbar lytic spondylolisthesis may have difficulty 
moving or bending due to stiffness or joint pain in the affected area. 

4. Positive nerve tension signs: A healthcare provider may perform tests, such as the straight 
leg raise test, to check for positive nerve tension signs that may indicate lumbar lytic 
spondylolisthesis. 

 
Exclusions 

1. Red flags: Symptoms that may indicate a more serious underlying condition, such as fever, 
unexplained weight loss, loss of bladder or bowel control, or significant leg weakness, may 
indicate a need for further evaluation or testing. 

2. Previous history of cancer or spinal surgery: Patients with a history of cancer or spinal 
surgery may require additional evaluation to rule out recurrence or complications related to 
their previous condition. 

3. Age: Older patients may be more likely to have underlying conditions, such as osteoporosis 
or degenerative disc disease, that could contribute to low back pain. 

4. Infection: Infections, such as spinal or urinary tract infections, can cause low back pain and 
may require antibiotic treatment. 

5. Trauma: A history of trauma, such as a car accident or fall, may indicate the need for imaging 
studies, such as X-rays or MRI, to evaluate for potential fractures or other injuries. 

6. Other underlying conditions: Patients with underlying conditions, such as spinal stenosis or 
tumors, may require additional evaluation and management. 

 
 
 
 
  



Painful Foot Drop 
 
Prerequisites 

1. Difficulty lifting the foot: Patients with painful foot drop may have difficulty lifting the foot or 
toes off the ground, leading to a dragging sensation while walking. 

2. Pain in the foot or lower leg: Patients with painful foot drop may experience pain or 
discomfort in the foot or lower leg, which may be worsened by walking or other activities. 

3. Weakness in the leg or foot: Patients with painful foot drop may experience weakness in the 
leg or foot, which may make it difficult to perform certain activities, such as walking up stairs 
or standing on tiptoe. 

4. Numbness or tingling in the leg or foot: Patients with painful foot drop may experience 
numbness or tingling in the leg or foot, which may be accompanied by a pins-and-needles 
sensation. 

5. Positive nerve tension signs: A healthcare provider may perform tests, such as the straight 
leg raise test or the slump test, to check for positive nerve tension signs that may indicate 
painful foot drop. 

 
Exclusions 

1. Red flags: Symptoms that may indicate a more serious underlying condition, such as fever, 
unexplained weight loss, loss of bladder or bowel control, or significant leg weakness, may 
indicate a need for further evaluation or testing. 

2. Previous history of cancer or nerve injury: Patients with a history of cancer or nerve injury 
may require additional evaluation to rule out recurrence or complications related to their 
previous condition. 

3. Age: Older patients may be more likely to have underlying conditions, such as peripheral 
artery disease or diabetic neuropathy, that could contribute to foot pain or weakness. 

4. Infection: Infections, such as cellulitis or osteomyelitis, can cause foot pain and may require 
antibiotic treatment. 

5. Trauma: A history of trauma, such as a fall or motor vehicle accident, may indicate the need 
for imaging studies, such as X-rays or MRI, to evaluate for potential fractures, dislocations, or 
other injuries. 

6. Other underlying conditions: Patients with underlying conditions, such as rheumatoid 
arthritis or peripheral vascular disease, may require additional evaluation and management. 

 
 
 
 
  



Painless Foot Drop 
 
Prerequisites 

1. Difficulty lifting the foot: Patients with painless foot drop may have difficulty lifting the foot 
or toes off the ground, leading to a dragging sensation while walking. 

2. No associated pain: Patients with painless foot drop do not experience pain or discomfort in 
the foot or lower leg. 

3. Weakness in the leg or foot: Patients with painless foot drop may experience weakness in 
the leg or foot, which may make it difficult to perform certain activities, such as walking up 
stairs or standing on tiptoe. 

4. Numbness or tingling in the leg or foot: Patients with painless foot drop may experience 
numbness or tingling in the leg or foot, which may be accompanied by a pins-and-needles 
sensation. 

5. Positive nerve tension signs: A healthcare provider may perform tests, such as the straight 
leg raise test or the slump test, to check for positive nerve tension signs that may indicate 
painless foot drop. 

 
Exclusions 

1. Red flags: Symptoms that may indicate a more serious underlying condition, such as fever, 
unexplained weight loss, loss of bladder or bowel control, or significant leg weakness, may 
indicate a need for further evaluation or testing. 

2. Previous history of cancer or nerve injury: Patients with a history of cancer or nerve injury 
may require additional evaluation to rule out recurrence or complications related to their 
previous condition. 

3. Age: Older patients may be more likely to have underlying conditions, such as peripheral 
artery disease or diabetic neuropathy, that could contribute to foot weakness. 

4. Infection: Infections, such as cellulitis or osteomyelitis, can cause foot weakness and may 
require antibiotic treatment. 

5. Trauma: A history of trauma, such as a fall or motor vehicle accident, may indicate the need 
for imaging studies, such as X-rays or MRI, to evaluate for potential fractures, dislocations, or 
other injuries. 

6. Other underlying conditions: Patients with underlying conditions, such as rheumatoid 
arthritis or peripheral vascular disease, may require additional evaluation and management. 

 
 
 
 
 
  



Cauda Equina Syndrome 
 
Prerequisites 

1. Saddle anesthesia or perineal anesthesia - this is a loss of sensation in the area around the 
buttocks, anus, and genitals. This symptom is considered a hallmark of CES. 

2. Severe or progressive neurological deficits - such as weakness or paralysis in the legs, 
difficulty with bladder or bowel control, and loss of reflexes in the lower extremities. 

3. Recent onset of symptoms - CES is typically a rapidly progressive condition, and symptoms 
can worsen rapidly over a period of hours to days. 

4. Abnormal imaging findings - radiological imaging such as MRI or CT scans of the spine can 
show the presence of structural abnormalities, such as herniated discs or tumors, that may 
be compressing the cauda equina nerve roots. 

 
Exclusions 

1. Acute cord compression - CES is caused by compression of the nerve roots of the cauda 
equina, rather than the spinal cord itself. Therefore, if a patient has signs of spinal cord 
compression, such as upper extremity weakness or sensory loss, a diagnosis of CES may not 
be appropriate. 

2. Peripheral neuropathy - Conditions that affect the peripheral nerves, such as diabetic 
neuropathy or Guillain-Barre syndrome, can cause similar symptoms to CES but do not 
involve compression of the cauda equina nerve roots. 

3. Multiple Sclerosis (MS) - MS can cause similar neurological symptoms to CES, but is a chronic, 
autoimmune condition that affects the central nervous system. 

4. Chronic back pain - While chronic back pain can be a symptom of CES, it is not typically 
associated with the sudden onset and rapidly progressive nature of the condition. 

5. Infection or inflammation - Infections such as meningitis or spinal abscesses, and 
inflammatory conditions such as transverse myelitis, can cause similar symptoms to CES but 
require different management approaches. 

 
 
 
  



Distinguishing Upper Abdominal Pathology from Spinal Pathology 
 
Prerequisites 

1. Location of pain: Upper abdominal pain typically originates from the area below the ribcage 
and above the navel, while spinal pain is typically located in the back. However, pain from 
spinal pathology can also radiate to the upper abdomen. 

2. Quality of pain: Upper abdominal pain from gastrointestinal issues is often described as 
burning or gnawing, while spinal pain may be described as sharp or dull. 

3. Radiation of pain: Pain from upper abdominal pathology often radiates to the chest or 
shoulder, while spinal pain may radiate down the legs. 

4. Onset and duration of pain: Pain from upper abdominal pathology may be sudden and 
severe, or may come on gradually over time. Spinal pain may be chronic or acute, and may 
be associated with other symptoms such as numbness or tingling. 

5. Aggravating factors: Upper abdominal pain may be worsened by eating or drinking certain 
foods, while spinal pain may be worsened by movement or activity. 

6. Associated symptoms: Upper abdominal pathology may be associated with symptoms such 
as nausea, vomiting, and indigestion, while spinal pathology may be associated with 
symptoms such as weakness or difficulty walking. 

 
Exclusions 

1. Red flags: Symptoms that may indicate a more serious underlying condition, such as fever, 
unexplained weight loss, loss of bladder or bowel control, or significant weakness, may 
indicate a need for further evaluation or testing. 

2. Previous history of cancer or spinal surgery: Patients with a history of cancer or spinal 
surgery may require additional evaluation to rule out recurrence or complications related to 
their previous condition. 

3. Age: Older patients may be more likely to have underlying conditions, such as osteoporosis 
or spinal stenosis, that could contribute to back pain. 

4. Infection: Infections, such as pancreatitis or spinal infections, can cause upper abdominal or 
back pain and may require antibiotic treatment. 

5. Trauma: A history of trauma, such as a fall or motor vehicle accident, may indicate the need 
for imaging studies, such as X-rays or MRI, to evaluate for potential fractures, dislocations, or 
other injuries. 

6. Other underlying conditions: Patients with underlying conditions, such as inflammatory 
bowel disease or degenerative disc disease, may require additional evaluation and 
management. 

 
 
 
 
  



Distinguishing Lower Abdominal Pathology from Spinal Pathology 
 
Prerequisites 

1. Location of pain: Lower abdominal pain typically originates from the area below the navel, 
while spinal pain is typically located in the back. However, pain from spinal pathology can 
also radiate to the lower abdomen. 

2. Quality of pain: Lower abdominal pain from gastrointestinal issues is often described as 
cramping or aching, while spinal pain may be described as sharp or dull. 

3. Radiation of pain: Pain from lower abdominal pathology often stays in the lower abdomen or 
radiates to the groin area, while spinal pain may radiate down the legs. 

4. Onset and duration of pain: Pain from lower abdominal pathology may be sudden and 
severe, or may come on gradually over time. Spinal pain may be chronic or acute, and may 
be associated with other symptoms such as numbness or tingling. 

5. Aggravating factors: Lower abdominal pain may be worsened by eating or drinking certain 
foods, while spinal pain may be worsened by movement or activity. 

6. Associated symptoms: Lower abdominal pathology may be associated with symptoms such 
as diarrhea, constipation, and urinary symptoms, while spinal pathology may be associated 
with symptoms such as weakness or difficulty walking. 
 

Exclusions 
1. Red flags: Symptoms that may indicate a more serious underlying condition, such as fever, 

unexplained weight loss, loss of bladder or bowel control, or significant weakness, may 
indicate a need for further evaluation or testing. 

2. Previous history of cancer or spinal surgery: Patients with a history of cancer or spinal 
surgery may require additional evaluation to rule out recurrence or complications related to 
their previous condition. 

3. Age: Older patients may be more likely to have underlying conditions, such as osteoporosis 
or spinal stenosis, that could contribute to back pain. 

4. Infection: Infections, such as urinary tract infections or spinal infections, can cause lower 
abdominal or back pain and may require antibiotic treatment. 

5. Trauma: A history of trauma, such as a fall or motor vehicle accident, may indicate the need 
for imaging studies, such as X-rays or MRI, to evaluate for potential fractures, dislocations, or 
other injuries. 

6. Other underlying conditions: Patients with underlying conditions, such as inflammatory 
bowel disease or degenerative disc disease, may require additional evaluation and 
management. 

 
 
 
 
  



Distinguishing Pelvic Pathology from Spinal Pathology 
 
Prerequisites 

1. Location of pain: Pelvic pain typically originates from the area below the navel and between 
the hip bones, while spinal pain is typically located in the back. However, pain from spinal 
pathology can also radiate to the pelvic region. 

2. Quality of pain: Pelvic pain may be described as dull, aching, or cramping, while spinal pain 
may be described as sharp or burning. 

3. Radiation of pain: Pain from pelvic pathology often stays in the pelvic region, while spinal 
pain may radiate down the legs. 

4. Onset and duration of pain: Pain from pelvic pathology may be sudden and severe, or may 
come on gradually over time. Spinal pain may be chronic or acute, and may be associated 
with other symptoms such as numbness or tingling. 

5. Aggravating factors: Pelvic pain may be worsened by pressure on the pelvic region or 
movement, while spinal pain may be worsened by activity or certain positions. 

6. Associated symptoms: Pelvic pathology may be associated with symptoms such as abnormal 
vaginal bleeding, urinary symptoms, and pain during intercourse, while spinal pathology may 
be associated with symptoms such as weakness or difficulty walking. 

 
Exclusions 

1. Red flags: Symptoms that may indicate a more serious underlying condition, such as fever, 
unexplained weight loss, loss of bladder or bowel control, or significant weakness, may 
indicate a need for further evaluation or testing. 

2. Previous history of cancer or spinal surgery: Patients with a history of cancer or spinal 
surgery may require additional evaluation to rule out recurrence or complications related to 
their previous condition. 

3. Age: Older patients may be more likely to have underlying conditions, such as osteoporosis 
or spinal stenosis, that could contribute to back pain. 

4. Infection: Infections, such as pelvic inflammatory disease or spinal infections, can cause 
lower back and pelvic pain and may require antibiotic treatment. 

5. Trauma: A history of trauma, such as a fall or motor vehicle accident, may indicate the need 
for imaging studies, such as X-rays or MRI, to evaluate for potential fractures, dislocations, or 
other injuries. 

6. Other underlying conditions: Patients with underlying conditions, such as endometriosis or 
degenerative disc disease, may require additional evaluation and management. 

 
 
 
 
 
  



Distinguishing Bladder Pathology from Spinal Pathology 
 
Prerequisites 

1. Location of pain: Bladder pain is typically located in the lower abdominal region, while spinal 
pain is typically located in the back. However, pain from spinal pathology can also radiate to 
the bladder region. 

2. Quality of pain: Bladder pain may be described as aching or pressure-like, while spinal pain 
may be described as sharp or burning. 

3. Urinary symptoms: Bladder pathology may be associated with urinary symptoms such as 
urgency, frequency, and pain or discomfort during urination. Spinal pathology is typically not 
associated with urinary symptoms. 

4. Onset and duration of pain: Pain from bladder pathology may be sudden and severe or may 
come on gradually over time. Spinal pain may be chronic or acute, and may be associated 
with other symptoms such as numbness or tingling. 

5. Aggravating factors: Bladder pain may be worsened by pressure on the bladder region, while 
spinal pain may be worsened by activity or certain positions. 

6. Associated symptoms: Bladder pathology may be associated with symptoms such as blood in 
the urine, while spinal pathology may be associated with symptoms such as weakness or 
difficulty walking. 

 
Exclusions 

1. Red flags: Symptoms that may indicate a more serious underlying condition, such as fever, 
unexplained weight loss, loss of bladder or bowel control, or significant weakness, may 
indicate a need for further evaluation or testing. 

2. Previous history of cancer or spinal surgery: Patients with a history of cancer or spinal 
surgery may require additional evaluation to rule out recurrence or complications related to 
their previous condition. 

3. Age: Older patients may be more likely to have underlying conditions, such as prostate or 
bladder cancer, that could contribute to urinary dysfunction and lower back pain. 

4. Infection: Infections, such as urinary tract infections or spinal infections, can cause urinary 
dysfunction and lower back pain and may require antibiotic treatment. 

5. Trauma: A history of trauma, such as a fall or motor vehicle accident, may indicate the need 
for imaging studies, such as X-rays or MRI, to evaluate for potential fractures, dislocations, or 
other injuries. 

6. Other underlying conditions: Patients with underlying conditions, such as spinal stenosis or 
interstitial cystitis, may require additional evaluation and management. 

 
 
 
 
  



Distinguishing Bowel Pathology from Spinal Pathology 
 
Prerequisites 

1. Location of pain: Bowel pain is typically located in the lower abdominal region, while spinal 
pain is typically located in the back. However, pain from spinal pathology can also radiate to 
the bowel region. 

2. Quality of pain: Bowel pain may be described as cramping or aching, while spinal pain may be 
described as sharp or burning. 

3. Bowel habits: Bowel pathology may be associated with changes in bowel habits, such as 
diarrhea, constipation, or blood in the stool. Spinal pathology is typically not associated with 
changes in bowel habits. 

4. Onset and duration of pain: Pain from bowel pathology may be sudden and severe or may 
come on gradually over time. Spinal pain may be chronic or acute, and may be associated 
with other symptoms such as numbness or tingling. 

5. Aggravating factors: Bowel pain may be worsened by eating or bowel movements, while 
spinal pain may be worsened by activity or certain positions. 

6. Associated symptoms: Bowel pathology may be associated with symptoms such as nausea, 
vomiting, and bloating, while spinal pathology may be associated with symptoms such as 
weakness or difficulty walking. 

 
Exclusions 

1. Red flags: Symptoms that may indicate a more serious underlying condition, such as fever, 
unexplained weight loss, loss of bladder or bowel control, or significant weakness, may 
indicate a need for further evaluation or testing. 

2. Previous history of cancer or spinal surgery: Patients with a history of cancer or spinal 
surgery may require additional evaluation to rule out recurrence or complications related to 
their previous condition. 

3. Age: Older patients may be more likely to have underlying conditions, such as colorectal 
cancer or spinal stenosis, that could contribute to abdominal pain and lower back pain. 

4. Infection: Infections, such as gastroenteritis or spinal infections, can cause abdominal pain 
and lower back pain and may require antibiotic treatment. 

5. Trauma: A history of trauma, such as a fall or motor vehicle accident, may indicate the need 
for imaging studies, such as X-rays or MRI, to evaluate for potential fractures, dislocations, or 
other injuries. 

6. Other underlying conditions: Patients with underlying conditions, such as irritable bowel 
syndrome or degenerative disc disease, may require additional evaluation and management. 

 
 
 
 
  



Distinguishing Hip Pathology from Spinal Pathology 
 
Prerequisites 

1. Location of pain: Hip pain is typically located in the groin or thigh region, while spinal pain is 
typically located in the back. However, pain from spinal pathology can also radiate to the hip 
region. 

2. Quality of pain: Hip pain may be described as a dull ache or sharp pain, while spinal pain may 
be described as sharp or burning. 

3. Range of motion: Hip pathology may be associated with limitations in range of motion, such 
as difficulty walking or stiffness in the hip joint. Spinal pathology is typically not associated 
with limitations in hip range of motion. 

4. Onset and duration of pain: Pain from hip pathology may be sudden or gradual, and may be 
associated with activity or rest. Spinal pain may be chronic or acute, and may be associated 
with other symptoms such as numbness or tingling. 

5. Aggravating factors: Hip pain may be worsened by weight-bearing activity, such as walking or 
standing, while spinal pain may be worsened by certain positions or activity. 

6. Associated symptoms: Hip pathology may be associated with symptoms such as limping or 
difficulty standing on the affected leg, while spinal pathology may be associated with 
symptoms such as weakness or difficulty walking. 

 
Exclusions 

1. Red flags: Symptoms that may indicate a more serious underlying condition, such as fever, 
unexplained weight loss, loss of bladder or bowel control, or significant weakness, may 
indicate a need for further evaluation or testing. 

2. Previous history of cancer or spinal surgery: Patients with a history of cancer or spinal 
surgery may require additional evaluation to rule out recurrence or complications related to 
their previous condition. 

3. Age: Older patients may be more likely to have underlying conditions, such as hip or spine 
osteoarthritis, that could contribute to hip pain and lower back pain. 

4. Trauma: A history of trauma, such as a fall or motor vehicle accident, may indicate the need 
for imaging studies, such as X-rays or MRI, to evaluate for potential fractures, dislocations, or 
other injuries. 

5. Other underlying conditions: Patients with underlying conditions, such as spinal stenosis or 
hip dysplasia, may require additional evaluation and management. 

 
 
 
 
  



Hip Arthritis 
 
Prerequisites 

1. Pain in the hip joint: Hip arthritis is characterized by pain in the hip joint, typically located in 
the groin or front of the hip, which may radiate to the thigh or knee. 

2. Stiffness: Patients with hip arthritis may experience stiffness in the hip joint, particularly in 
the morning or after periods of inactivity. 

3. Limited range of motion: Hip arthritis can cause a limited range of motion in the hip joint, 
which can make it difficult to perform daily activities such as walking or bending. 

4. Crepitus: Patients with hip arthritis may experience a grinding or clicking sensation in the hip 
joint. 

5. X-ray or imaging findings: Imaging studies such as X-rays, CT scans, or MRIs may reveal signs 
of hip arthritis, such as joint space narrowing, osteophytes (bone spurs), or joint deformity. 

6. Risk factors: Patients with risk factors for hip arthritis, such as a family history of arthritis, a 
history of joint injury or surgery, or a history of certain medical conditions such as 
rheumatoid arthritis or lupus, may be more likely to develop hip arthritis. 

 
Exclusions 

1. Red flags: Symptoms that may indicate a more serious underlying condition, such as fever, 
unexplained weight loss, loss of bladder or bowel control, or significant weakness, may 
indicate a need for further evaluation or testing. 

2. Previous history of cancer or joint infection: Patients with a history of cancer or joint 
infection may require additional evaluation to rule out recurrence or complications related 
to their previous condition. 

3. Age: Older patients may be more likely to have underlying conditions, such as hip 
osteoarthritis, that could contribute to hip pain. 

4. Trauma: A history of trauma, such as a fall or motor vehicle accident, may indicate the need 
for imaging studies, such as X-rays or MRI, to evaluate for potential fractures, dislocations, or 
other injuries. 

5. Other underlying conditions: Patients with underlying conditions, such as hip dysplasia or 
avascular necrosis, may require additional evaluation and management. 

 
 
 
 
  



Trochanteric Bursitis 
 
Prerequisites 

1. Pain over the lateral hip: Trochanteric bursitis is characterized by pain over the lateral hip, 
which may radiate down the outside of the thigh. 

2. Point tenderness: Patients with trochanteric bursitis may experience point tenderness over 
the greater trochanter (a bony prominence on the upper part of the femur). 

3. Pain with activity: Pain from trochanteric bursitis may be worsened by activities such as 
walking, climbing stairs, or lying on the affected side. 

4. Limited range of motion: Trochanteric bursitis can cause a limited range of motion in the hip 
joint, particularly with hip abduction (lifting the leg out to the side). 

5. Imaging findings: Imaging studies such as X-rays, ultrasound, or MRI may reveal signs of 
trochanteric bursitis, such as inflammation or fluid accumulation in the bursa. 

6. Risk factors: Patients with risk factors for trochanteric bursitis, such as overuse or repetitive 
stress to the hip joint, previous hip surgery, or underlying conditions such as osteoarthritis or 
rheumatoid arthritis, may be more likely to develop this condition. 

 
Exclusions 

1. Red flags: Symptoms that may indicate a more serious underlying condition, such as fever, 
unexplained weight loss, loss of bladder or bowel control, or significant weakness, may 
indicate a need for further evaluation or testing. 

2. Previous history of cancer or joint infection: Patients with a history of cancer or joint 
infection may require additional evaluation to rule out recurrence or complications related 
to their previous condition. 

3. Age: Older patients may be more likely to have underlying conditions, such as hip 
osteoarthritis, that could contribute to hip pain. 

4. Trauma: A history of trauma, such as a fall or motor vehicle accident, may indicate the need 
for imaging studies, such as X-rays or MRI, to evaluate for potential fractures, dislocations, or 
other injuries. 

5. Other underlying conditions: Patients with underlying conditions, such as hip dysplasia or 
avascular necrosis, may require additional evaluation and management. 

 
 
 
 
  



Piriformis Syndrome 
 
Prerequisites 

1. Pain in the buttock: Piriformis syndrome is characterized by pain in the buttock, which may 
radiate down the back of the thigh. 

2. Pain with sitting: Patients with piriformis syndrome may experience pain or discomfort when 
sitting for long periods of time. 

3. Pain with certain movements: Activities such as running, climbing stairs, or walking uphill 
may worsen the pain of piriformis syndrome. 

4. Point tenderness: Patients with piriformis syndrome may experience point tenderness over 
the piriformis muscle, which is located in the buttock. 

5. Limited range of motion: Piriformis syndrome can cause a limited range of motion in the hip 
joint, particularly with hip external rotation (turning the leg outward). 

6. Imaging findings: Imaging studies such as X-rays, ultrasound, or MRI may reveal signs of 
piriformis syndrome, such as inflammation or swelling of the piriformis muscle. 

7. Exclusion of other conditions: The diagnosis of piriformis syndrome is often made after other 
potential causes of buttock pain, such as herniated disc or hip joint pathology, have been 
ruled out. 

 
Exclusions 

1. Red flags: Symptoms that may indicate a more serious underlying condition, such as fever, 
unexplained weight loss, loss of bladder or bowel control, or significant weakness, may 
indicate a need for further evaluation or testing. 

2. Previous history of cancer or joint infection: Patients with a history of cancer or joint 
infection may require additional evaluation to rule out recurrence or complications related 
to their previous condition. 

3. Age: Older patients may be more likely to have underlying conditions, such as hip 
osteoarthritis or lumbar spine pathology, that could contribute to buttock pain. 

4. Trauma: A history of trauma, such as a fall or motor vehicle accident, may indicate the need 
for imaging studies, such as X-rays or MRI, to evaluate for potential fractures, dislocations, or 
other injuries. 

5. Other underlying conditions: Patients with underlying conditions, such as lumbar spinal 
stenosis or sacroiliac joint dysfunction, may require additional evaluation and management. 

 
 
 
 
  



Meralgia Neuralgia Parasthetica 
 
Prerequisites 

1. Numbness or tingling: Neuralgia paresthetica is characterized by numbness or tingling in the 
distribution of the lateral femoral cutaneous nerve (LFCN), which runs from the pelvis to the 
outer thigh. 

2. Burning or shooting pain: Patients with neuralgia paresthetica may experience burning or 
shooting pain in the distribution of the LFCN. 

3. Hypersensitivity: Patients with neuralgia paresthetica may experience hypersensitivity to 
light touch or pressure over the affected area. 

4. Unilateral symptoms: Neuralgia paresthetica typically affects only one side of the body. 
5. Absence of weakness or muscle wasting: Patients with neuralgia paresthetica typically do not 

experience weakness or muscle wasting in the affected area. 
6. Exclusion of other conditions: The diagnosis of neuralgia paresthetica is often made after 

other potential causes of thigh pain or paresthesia, such as herniated disc or hip joint 
pathology, have been ruled out. 

 
Exclusions 

1. Red flags: Symptoms that may indicate a more serious underlying condition, such as fever, 
unexplained weight loss, loss of bladder or bowel control, or significant weakness, may 
indicate a need for further evaluation or testing. 

2. Previous history of cancer or nerve injury: Patients with a history of cancer or nerve injury 
may require additional evaluation to rule out recurrence or complications related to their 
previous condition. 

3. Age: Older patients may be more likely to have underlying conditions, such as lumbar spinal 
stenosis or hip osteoarthritis, that could contribute to thigh pain or paresthesia. 

4. Trauma: A history of trauma, such as a fall or motor vehicle accident, may indicate the need 
for imaging studies, such as X-rays or MRI, to evaluate for potential fractures, dislocations, or 
other injuries. 

5. Other underlying conditions: Patients with underlying conditions, such as diabetic 
neuropathy or lumbar radiculopathy, may require additional evaluation and management. 

 
 
 
 
  



Knee Arthritis 
 
Prerequisites 

1. Pain and stiffness: Patients with knee arthritis typically experience pain and stiffness in the 
affected knee joint, especially after periods of inactivity or prolonged activity. 

2. Swelling: Knee arthritis may cause swelling in the affected knee joint. 
3. Limited range of motion: Patients with knee arthritis may experience a limited range of 

motion in the affected knee joint, especially with activities such as bending or straightening 
the knee. 

4. Crepitus: Knee arthritis may cause a grinding or clicking sensation in the affected knee joint, 
known as crepitus. 

5. Imaging findings: Imaging studies such as X-rays, MRI, or CT scans may reveal signs of knee 
arthritis, such as joint space narrowing, bone spurs, or loss of cartilage. 

6. Exclusion of other conditions: The diagnosis of knee arthritis is often made after other 
potential causes of knee pain, such as ligament or meniscus injuries, have been ruled out. 

 
Exclusions 

1. Red flags: Symptoms that may indicate a more serious underlying condition, such as fever, 
unexplained weight loss, or significant weakness, may indicate a need for further evaluation 
or testing. 

2. Age: Older patients may be more likely to have underlying conditions, such as osteoporosis 
or lumbar spinal stenosis, that could contribute to knee pain or limitation in mobility. 

3. Trauma: A history of trauma, such as a fall or motor vehicle accident, may indicate the need 
for imaging studies, such as X-rays or MRI, to evaluate for potential fractures, dislocations, or 
other injuries. 

4. Inflammatory or autoimmune conditions: Patients with underlying inflammatory or 
autoimmune conditions, such as rheumatoid arthritis or lupus, may require additional 
evaluation and management. 

5. Exclusion of other conditions: Knee pain can be caused by a variety of conditions, such as 
ligament or meniscus injuries, nerve entrapment, or bursitis, and it is important to rule out 
other potential causes of knee pain before diagnosing knee arthritis. 

 
 
 
 
 
  



Distinguishing Knee Pathology from Spinal Pathology 
 
Prerequisites 

1. Location of pain: Knee pain is typically localized to the knee joint, while spinal pain may 
radiate down the leg or into the hip, thigh, or buttock. 

2. Nature of pain: Knee pain is often described as aching or throbbing, while spinal pain may be 
sharp, burning, or shooting. 

3. Activity-related pain: Knee pain may be aggravated by weight-bearing activities, such as 
walking or running, while spinal pain may be worsened by sitting or standing for prolonged 
periods. 

4. Presence of neurological symptoms: Spinal pathology may cause neurological symptoms 
such as weakness, numbness, or tingling in the legs or feet, which are typically absent in knee 
pathology. 

5. Imaging findings: Imaging studies such as X-rays, MRI, or CT scans may reveal signs of knee 
pathology, such as joint space narrowing or osteoarthritis, or spinal pathology, such as 
herniated discs, spinal stenosis, or spondylolisthesis. 

6. Exclusion of other conditions: It is important to rule out other potential causes of knee or 
spinal pain, such as musculoskeletal injuries, nerve entrapment, or systemic conditions such 
as rheumatoid arthritis or fibromyalgia. 

 
Exclusions 

1. Red flags: Symptoms that may indicate a more serious underlying condition, such as fever, 
unexplained weight loss, or significant weakness, may indicate a need for further evaluation 
or testing. 

2. Trauma: A history of trauma, such as a fall or motor vehicle accident, may indicate the need 
for imaging studies, such as X-rays or MRI, to evaluate for potential fractures, dislocations, or 
other injuries. 

3. Inflammatory or autoimmune conditions: Patients with underlying inflammatory or 
autoimmune conditions, such as rheumatoid arthritis or lupus, may require additional 
evaluation and management. 

4. Age: Older patients may be more likely to have underlying conditions, such as osteoporosis 
or lumbar spinal stenosis, that could contribute to knee or spinal pain. 

5. Exclusion of other conditions: Other potential causes of knee or spinal pain, such as 
musculoskeletal injuries, nerve entrapment, or systemic conditions such as fibromyalgia or 
multiple sclerosis, should be ruled out before making a diagnosis of knee or spinal pathology. 

 
 
 
 
 
  



Distinguishing Ankle Pathology from Spinal Pathology 
 
Prerequisites 

1. Location of pain: Ankle pain is typically localized to the ankle joint or the surrounding soft 
tissues, while spinal pain may radiate down the leg or into the foot. 

2. Nature of pain: Ankle pain is often described as aching or throbbing, while spinal pain may be 
sharp, burning, or shooting. 

3. Activity-related pain: Ankle pain may be aggravated by weight-bearing activities or 
movements that involve the ankle joint, such as walking or running, while spinal pain may be 
worsened by sitting or standing for prolonged periods. 

4. Presence of neurological symptoms: Spinal pathology may cause neurological symptoms 
such as weakness, numbness, or tingling in the legs or feet, which are typically absent in 
ankle pathology. 

5. Imaging findings: Imaging studies such as X-rays, MRI, or CT scans may reveal signs of ankle 
pathology, such as joint space narrowing or ligament injuries, or spinal pathology, such as 
herniated discs, spinal stenosis, or spondylolisthesis. 

6. Exclusion of other conditions: It is important to rule out other potential causes of ankle or 
spinal pain, such as musculoskeletal injuries, nerve entrapment, or systemic conditions such 
as rheumatoid arthritis or fibromyalgia. 

 
Exclusions 

1. Red flags: Symptoms that may indicate a more serious underlying condition, such as fever, 
unexplained weight loss, or significant weakness, may indicate a need for further evaluation 
or testing. 

2. Trauma: A history of trauma, such as an ankle sprain or fracture, may indicate the need for 
imaging studies, such as X-rays or MRI, to evaluate for potential fractures, dislocations, or 
other injuries. 

3. Inflammatory or autoimmune conditions: Patients with underlying inflammatory or 
autoimmune conditions, such as rheumatoid arthritis or lupus, may require additional 
evaluation and management. 

4. Age: Older patients may be more likely to have underlying conditions, such as osteoporosis 
or lumbar spinal stenosis, that could contribute to ankle or spinal pain. 

5. Exclusion of other conditions: Other potential causes of ankle or spinal pain, such as 
musculoskeletal injuries, nerve entrapment, or systemic conditions such as fibromyalgia or 
multiple sclerosis, should be ruled out before making a diagnosis of ankle or spinal 
pathology. 

 
 
 
 
  



Spinal Fracture 
 
Prerequisites 

1. History of trauma: A spinal fracture is often associated with a history of trauma, such as a 
fall, motor vehicle accident, or sports injury. 

2. Presence of acute onset of back pain: Spinal fractures may cause sudden and severe back 
pain, which may be worsened by movement or weight-bearing activities. 

3. Age: Spinal fractures are more common in older individuals, especially those with 
osteoporosis or other bone-weakening conditions. 

4. Imaging findings: Imaging studies, such as X-rays, MRI, or CT scans, may reveal signs of a 
spinal fracture, such as a break in the vertebra or compression of the spinal cord. 

5. Exclusion of other conditions: Other potential causes of back pain, such as muscle strain, disc 
herniation, or spinal stenosis, should be ruled out before making a diagnosis of a spinal 
fracture. 
 

Exclusions 
1. Absence of trauma: Spinal fractures are often associated with a history of trauma, so the 

absence of trauma may suggest a different cause of back pain. 
2. Chronic back pain: Spinal fractures typically cause sudden and severe back pain, so chronic or 

long-standing back pain may suggest a different cause. 
3. Age: Although spinal fractures are more common in older individuals, they can occur at any 

age, so age alone cannot be used to exclude the possibility of a spinal fracture. 
4. Imaging findings: Imaging studies may be inconclusive or show signs of other conditions, 

such as disc herniation or spinal stenosis, that may mimic the symptoms of a spinal fracture. 
5. Response to treatment: Patients with spinal fractures typically experience relief of symptoms 

with rest and pain management, so lack of response to conservative treatment may suggest 
a different cause of back pain. 

6. Exclusion of other conditions: Other potential causes of back pain, such as muscle strain, 
sciatica, or spinal stenosis, should be ruled out before making a diagnosis of a spinal fracture. 

 
 
 
 
  



Osteoporosis 
 
Prerequisites 

1. Age: Osteoporosis is more common in older individuals, especially women over the age of 
50, but can occur in men as well. 

2. Presence of risk factors: Osteoporosis may be more likely to occur in individuals with certain 
risk factors, such as a family history of osteoporosis, low body weight, low calcium or vitamin 
D intake, smoking, or a history of fractures. 

3. Imaging findings: Bone density testing, such as dual-energy x-ray absorptiometry (DXA) scan, 
may show evidence of low bone density, a hallmark of osteoporosis. 

4. Exclusion of other conditions: Other potential causes of bone loss or fractures, such as 
hyperparathyroidism or multiple myeloma, should be ruled out before making a diagnosis of 
osteoporosis. 

5. Clinical symptoms: Osteoporosis may not cause any symptoms until a fracture occurs, so 
clinical symptoms such as bone pain or tenderness may be indicative of more severe cases of 
osteoporosis. 

 
Exclusions 

1. Age: Although osteoporosis is more common in older individuals, it can occur at any age, so 
age alone cannot be used to exclude the possibility of osteoporosis. 

2. Absence of risk factors: Osteoporosis may be more likely to occur in individuals with certain 
risk factors, such as a family history of osteoporosis, low body weight, low calcium or vitamin 
D intake, smoking, or a history of fractures, so the absence of risk factors may suggest a 
different diagnosis. 

3. Normal bone density: If bone density testing, such as dual-energy x-ray absorptiometry (DXA) 
scan, shows normal bone density, a diagnosis of osteoporosis may not be appropriate. 

4. Imaging findings: Other imaging studies or laboratory tests may show evidence of a different 
underlying condition that may mimic osteoporosis, such as multiple myeloma, 
hyperparathyroidism, or osteomalacia. 

5. Clinical symptoms: Osteoporosis may not cause any symptoms until a fracture occurs, so the 
absence of symptoms may suggest a milder form of osteoporosis or a different diagnosis. 

 
 
 
 
  



Osteoporotic Fracture 
 
Prerequisites 

1. Age and gender: Spinal osteoporotic insufficiency fractures are more common in older 
individuals, particularly postmenopausal women. 

2. Presence of osteoporosis or risk factors for osteoporosis: The presence of osteoporosis or 
risk factors for osteoporosis, such as low body weight, low calcium or vitamin D intake, 
smoking, or a history of fractures, increases the likelihood of spinal osteoporotic insufficiency 
fractures. 

3. History of trauma: Although spinal osteoporotic insufficiency fractures may occur without a 
history of trauma, a recent fall or other traumatic event may increase suspicion for a 
different underlying cause of the fracture. 

4. Imaging findings: Imaging studies, such as magnetic resonance imaging (MRI) or computed 
tomography (CT), may show evidence of a fracture or abnormality in the vertebrae, such as 
vertebral collapse or endplate changes. 

5. Clinical symptoms: Symptoms of spinal osteoporotic insufficiency fractures may include 
sudden onset of back pain, worsening pain with activity or prolonged standing, and relief of 
pain with rest or lying down. 

 
Exclusions 

1. Age and gender: While spinal osteoporotic insufficiency fractures are more common in older 
individuals, they can occur at any age and in both men and women. 

2. Absence of osteoporosis or risk factors for osteoporosis: If there is no evidence of 
osteoporosis or risk factors for osteoporosis, a diagnosis of spinal osteoporotic insufficiency 
fracture may not be appropriate. 

3. Recent trauma: If a spinal fracture is clearly related to a recent trauma or injury, a diagnosis 
of spinal osteoporotic insufficiency fracture may not be appropriate. 

4. Imaging findings: If imaging studies do not show evidence of a fracture or abnormality in the 
vertebrae, such as vertebral collapse or endplate changes, a diagnosis of spinal osteoporotic 
insufficiency fracture may not be appropriate. 

5. Clinical symptoms: While symptoms of spinal osteoporotic insufficiency fractures may 
include sudden onset of back pain, worsening pain with activity or prolonged standing, and 
relief of pain with rest or lying down, these symptoms may also be present in other 
conditions. 

 
 
 
 
  



Spinal Tumour 
 
Prerequisites 

1. Age: While spinal tumors can occur at any age, they are more common in older individuals. 
2. Symptoms: Symptoms of a spinal tumor may include back pain that is persistent and 

unrelenting, especially at night, as well as numbness, tingling, or weakness in the limbs, 
difficulty with coordination or balance, or bowel or bladder incontinence. 

3. Imaging findings: Imaging studies, such as magnetic resonance imaging (MRI) or computed 
tomography (CT), may show evidence of a tumor in the spinal cord or surrounding tissues. 

4. Biopsy: A biopsy may be necessary to confirm the diagnosis and identify the type of tumor 
present. 

5. Medical history: A patient's medical history, including any history of cancer or exposure to 
radiation, may increase the likelihood of a spinal tumor. 

6. Physical examination: A thorough physical examination may reveal neurological deficits, such 
as weakness, loss of reflexes, or loss of sensation. 

 
Exclusions 

1. Absence of symptoms: If a patient does not have any symptoms that suggest a spinal tumor, 
such as persistent and unrelenting back pain, neurological deficits, or bowel or bladder 
incontinence, a diagnosis of a spinal tumor may not be appropriate. 

2. Imaging findings: While imaging studies, such as MRI or CT, can show evidence of a tumor in 
the spinal cord or surrounding tissues, imaging findings alone may not be sufficient to 
diagnose a spinal tumor. 

3. Biopsy: If a biopsy is performed and there is no evidence of a tumor, a diagnosis of a spinal 
tumor may not be appropriate. 

4. Medical history: If a patient does not have a history of cancer or exposure to radiation, or if 
there are no other risk factors that increase the likelihood of a spinal tumor, a diagnosis of a 
spinal tumor may not be appropriate. 

5. Physical examination: If a physical examination does not reveal any neurological deficits or 
other symptoms that suggest a spinal tumor, a diagnosis of a spinal tumor may not be 
appropriate. 

 
 
 
 
  



Shingles 
 
Prerequisites 

1. Symptoms: Symptoms of shingles typically include a painful, burning rash that may be 
accompanied by itching, tingling, or numbness. The rash usually appears on one side of the 
body and follows the path of a nerve. 

2. Age: Shingles is more common in older adults, but can occur at any age. 
3. Medical history: A patient's medical history, including any history of chickenpox or a 

weakened immune system, may increase the likelihood of a shingles diagnosis. 
4. Physical examination: A thorough physical examination may reveal characteristic lesions or 

blisters on the skin. 
5. Laboratory tests: Laboratory tests, such as viral culture or polymerase chain reaction (PCR) 

testing, may be performed to confirm the diagnosis. 
6. Timing: Shingles typically follows a specific pattern of symptoms, with pain and other 

symptoms preceding the appearance of the rash by a few days. 
 
Exclusions 

1. Absence of symptoms: If a patient does not have any symptoms that suggest shingles, such 
as a painful, burning rash that follows the path of a nerve, a diagnosis of shingles may not be 
appropriate. 

2. Timing: Shingles typically follows a specific pattern of symptoms, with pain and other 
symptoms preceding the appearance of the rash by a few days. If a patient does not 
experience these symptoms or the timing is inconsistent with shingles, a diagnosis of shingles 
may not be appropriate. 

3. Medical history: If a patient does not have a history of chickenpox or a weakened immune 
system, or if there are no other risk factors that increase the likelihood of shingles, a 
diagnosis of shingles may not be appropriate. 

4. Physical examination: If a thorough physical examination does not reveal characteristic 
lesions or blisters on the skin, a diagnosis of shingles may not be appropriate. 

5. Laboratory tests: If laboratory tests, such as viral culture or PCR testing, do not confirm the 
presence of the varicella-zoster virus, a diagnosis of shingles may not be appropriate. 

 
 
 
 
  



Peripheral Neuropathy in Lower Limb 
 
Prerequisites 

1. Symptoms: Symptoms of peripheral neuropathy in the lower limb typically include tingling, 
numbness, and/or a burning sensation. Patients may also experience weakness or difficulty 
walking, particularly on uneven surfaces. 

2. Medical history: A patient's medical history, including any history of diabetes, vitamin 
deficiencies, or exposure to toxins or medications that can cause peripheral neuropathy, may 
increase the likelihood of a peripheral neuropathy diagnosis. 

3. Physical examination: A thorough physical examination may reveal decreased sensation or 
strength in the affected limb, or a loss of reflexes. 

4. Nerve conduction studies and electromyography: These tests may be performed to measure 
the electrical activity of nerves and muscles and determine the extent and severity of nerve 
damage. 

5. Imaging tests: Imaging tests, such as MRI or CT scans, may be performed to rule out other 
conditions that can cause similar symptoms, such as herniated discs or spinal stenosis. 

6. Blood tests: Blood tests may be performed to identify underlying medical conditions that can 
cause peripheral neuropathy, such as diabetes or vitamin deficiencies. 

 
Exclusions 

1. Absence of symptoms: If a patient does not have any symptoms that suggest peripheral 
neuropathy, such as tingling, numbness, or a burning sensation, a diagnosis of peripheral 
neuropathy may not be appropriate. 

2. Timing: If the timing of symptoms is inconsistent with peripheral neuropathy, such as the 
sudden onset of symptoms without a gradual progression, a diagnosis of peripheral 
neuropathy may not be appropriate. 

3. Medical history: If a patient does not have a medical history that includes risk factors for 
peripheral neuropathy, such as diabetes, exposure to toxins, or a family history of peripheral 
neuropathy, a diagnosis of peripheral neuropathy may not be appropriate. 

4. Physical examination: If a thorough physical examination does not reveal any signs of 
peripheral neuropathy, such as decreased sensation or strength in the affected limb, a 
diagnosis of peripheral neuropathy may not be appropriate. 

5. Laboratory tests: If laboratory tests, such as nerve conduction studies or electromyography, 
do not confirm the presence of peripheral neuropathy, a diagnosis of peripheral neuropathy 
may not be appropriate. 

 
 
 
 
  



Epidural Abscess 
 
Prerequisites 

1. Symptoms: Symptoms of spinal epidural abscess may include fever, back pain, and 
neurological deficits such as numbness or weakness in the limbs. Patients may also 
experience pain or tenderness over the affected area of the spine. 

2. Medical history: A patient's medical history, including any history of recent infections, 
surgery, or intravenous drug use, may increase the likelihood of a spinal epidural abscess 
diagnosis. 

3. Physical examination: A thorough physical examination may reveal signs of inflammation, 
such as redness or swelling, over the affected area of the spine. A neurological exam may 
also reveal neurological deficits. 

4. Imaging tests: Imaging tests, such as MRI or CT scans, may be performed to confirm the 
presence of a spinal epidural abscess and to determine the extent of the infection. 

5. Blood tests: Blood tests may be performed to identify the presence of an infection and to 
determine the severity of the infection. 

 
Exclusions 

1. Absence of symptoms: If a patient does not exhibit symptoms that suggest spinal epidural 
abscess, such as fever, back pain, and neurological deficits, a diagnosis of spinal epidural 
abscess may not be appropriate. 

2. Alternative diagnosis: If symptoms are suggestive of another condition, such as a herniated 
disc or osteomyelitis, further evaluation may be needed to rule out those conditions before 
making a diagnosis of spinal epidural abscess. 

3. Normal imaging studies: If MRI or CT scans do not show any evidence of an abscess or other 
signs of infection, a diagnosis of spinal epidural abscess may not be appropriate. 

4. Negative blood culture: If blood cultures do not grow any bacteria or other microorganisms, 
a diagnosis of spinal epidural abscess may not be appropriate. 

5. Lack of response to treatment: If a patient does not respond to antibiotic therapy or surgical 
drainage, further evaluation may be needed to determine the underlying cause of symptoms 
and rule out a diagnosis of spinal epidural abscess. 

 
 
 
 
 
  



Discitis / Osteomyelitis Spine 
 
Prerequisites 

1. Symptoms: Symptoms of discitis osteomyelitis of the spine may include back pain, fever, and 
neurological deficits such as numbness or weakness in the limbs. Patients may also 
experience pain or tenderness over the affected area of the spine. 

2. Medical history: A patient's medical history, including any history of recent infections, 
surgery, or intravenous drug use, may increase the likelihood of a discitis osteomyelitis 
diagnosis. 

3. Physical examination: A thorough physical examination may reveal signs of inflammation, 
such as redness or swelling, over the affected area of the spine. A neurological exam may 
also reveal neurological deficits. 

4. Imaging tests: Imaging tests, such as MRI or CT scans, may be performed to confirm the 
presence of discitis osteomyelitis and to determine the extent of the infection. 

5. Blood tests: Blood tests may be performed to identify the presence of an infection and to 
determine the severity of the infection. 

 
Exclusions 

1. Absence of symptoms: If a patient does not exhibit symptoms that suggest discitis 
osteomyelitis, such as fever, back pain, and neurological deficits, a diagnosis of discitis 
osteomyelitis may not be appropriate. 

2. Normal imaging studies: If MRI or CT scans do not show any evidence of discitis osteomyelitis 
or other signs of infection, a diagnosis of discitis osteomyelitis may not be appropriate. 

3. Negative blood culture: If blood cultures do not grow any bacteria or other microorganisms, 
a diagnosis of discitis osteomyelitis may not be appropriate. 

4. Lack of response to treatment: If a patient does not respond to antibiotic therapy or surgical 
drainage, further evaluation may be needed to determine the underlying cause of symptoms 
and rule out a diagnosis of discitis osteomyelitis. 

5. Presence of an alternative diagnosis: If symptoms are suggestive of another condition, such 
as a herniated disc or spinal stenosis, further evaluation may be needed to rule out those 
conditions before making a diagnosis of discitis osteomyelitis. 

 
 
 
 
  



Rheumatoid Arthritis of the Spine 
 
Prerequisites 

1. Symptoms: Patients with rheumatoid arthritis in the spine may experience chronic pain and 
stiffness in the neck and/or lower back. Symptoms may worsen with prolonged inactivity or 
after periods of rest. 

2. Medical history: A patient's medical history, including any history of autoimmune diseases, 
may increase the likelihood of a rheumatoid arthritis diagnosis. 

3. Physical examination: A thorough physical examination may reveal signs of inflammation and 
joint damage, such as swelling and tenderness in the affected joints. Restricted range of 
motion may also be observed. 

4. Imaging tests: Imaging tests, such as X-rays, MRI, or CT scans, may be performed to confirm 
the presence of joint damage and to determine the extent of the disease. 

5. Blood tests: Blood tests may be performed to identify the presence of rheumatoid factor or 
anti-cyclic citrullinated peptide (anti-CCP) antibodies, which are commonly found in patients 
with rheumatoid arthritis. 

 
Exclusions 

1. Absence of typical symptoms: If a patient does not exhibit typical symptoms of rheumatoid 
arthritis, such as chronic pain and stiffness in the neck and/or lower back, a diagnosis of 
rheumatoid arthritis in the spine may not be appropriate. 

2. Lack of response to treatment: If a patient does not respond to treatment for rheumatoid 
arthritis, further evaluation may be necessary to determine the underlying cause of 
symptoms and rule out other conditions that may mimic the symptoms of rheumatoid 
arthritis. 

3. Normal imaging studies: If imaging studies, such as X-rays, MRI, or CT scans, do not show any 
evidence of joint damage or other signs of rheumatoid arthritis, a diagnosis of rheumatoid 
arthritis in the spine may not be appropriate. 

4. Negative blood tests: If blood tests do not show the presence of rheumatoid factor or anti-
cyclic citrullinated peptide (anti-CCP) antibodies, which are commonly found in patients with 
rheumatoid arthritis, a diagnosis of rheumatoid arthritis in the spine may not be appropriate. 

5. Presence of an alternative diagnosis: If symptoms are suggestive of another condition, such 
as degenerative disc disease or spinal stenosis, further evaluation may be needed to rule out 
those conditions before making a diagnosis of rheumatoid arthritis in the spine. 

 
 
 
 
  



Ankylosing Spondylitis 
 
Prerequisites 

1. Low back pain and stiffness: Persistent low back pain and stiffness, which is worse in the 
morning or after periods of inactivity, is a hallmark symptom of AS. The pain may improve 
with exercise or activity but may worsen with rest. 

2. Onset of symptoms before the age of 40: The onset of symptoms typically occurs before the 
age of 40, although it may occur at any age. 

3. Pain and stiffness in the thoracic spine: Pain and stiffness in the thoracic spine may also be 
present, although the symptoms are usually less severe than those in the lumbar spine. 

4. Sacroiliac joint involvement: Inflammation of the sacroiliac joints is a characteristic feature of 
AS. This can be seen on imaging studies such as X-rays, MRI or CT scans. 

5. Evidence of inflammation: Blood tests may reveal evidence of inflammation, such as an 
elevated C-reactive protein (CRP) or erythrocyte sedimentation rate (ESR). 

6. HLA-B27 positivity: HLA-B27 is a genetic marker that is present in approximately 90% of 
patients with AS. 

7. Improvement with NSAIDs: Symptoms of AS often respond well to nonsteroidal anti-
inflammatory drugs (NSAIDs), and patients may experience improvement in symptoms with 
their use. 

 
Exclusions 

1. Alternative diagnosis: Symptoms of AS may be caused by other conditions such as infections, 
malignancies, or other types of arthritis. Therefore, it is important to exclude other diagnoses 
that may present with similar symptoms. 

2. Negative HLA-B27: Although the majority of patients with AS are HLA-B27 positive, a 
negative HLA-B27 does not exclude the diagnosis of AS. However, other conditions may also 
be associated with HLA-B27 positivity, so a negative HLA-B27 does not rule out the possibility 
of other diagnoses. 

3. Lack of radiographic changes: Radiographic changes such as sacroiliitis or spinal fusion may 
take years to develop in AS, and therefore the absence of these changes on imaging studies 
does not exclude the diagnosis of AS. 

4. Lack of response to NSAIDs: Although most patients with AS will experience improvement in 
symptoms with the use of NSAIDs, the absence of a response to these medications does not 
exclude the diagnosis of AS. 

5. Absence of typical symptoms: In some cases, patients with AS may present with atypical 
symptoms or may have symptoms that are not typical of the disease. In these cases, a 
diagnosis of AS may be more challenging to make, and other conditions should be 
considered. 

 
 
 
 
  



Diffuse Idiopathic Skeletal Hyperostosis 
 
Prerequisites 

1. Radiographic evidence of hyperostosis: Radiographic imaging studies, such as X-rays or CT 
scans, must show evidence of hyperostosis in at least three contiguous vertebral bodies in 
the spine. 

2. Preservation of intervertebral disc height: Unlike other conditions that can cause 
hyperostosis, such as ankylosing spondylitis, DISH typically does not cause significant loss of 
intervertebral disc height. 

3. Absence of ankylosing spondylitis: Ankylosing spondylitis is another condition that can cause 
hyperostosis of the spine, but it is typically associated with other radiographic features, such 
as sacroiliitis, which are not present in DISH. 

4. Absence of a metabolic or genetic disorder: Other conditions that can cause hyperostosis, 
such as Paget's disease, hypervitaminosis D, or genetic disorders, must be excluded. 

5. Absence of a history of spinal surgery or trauma: Prior spinal surgery or trauma can also 
cause hyperostosis and must be excluded. 
 

Exclusions 
1. Ankylosing spondylitis: Ankylosing spondylitis is a condition that can also cause spinal 

hyperostosis, but it typically has other radiographic features that are not present in DISH. 
2. Other metabolic or genetic disorders: Certain metabolic and genetic disorders, such as 

Paget's disease, hypervitaminosis D, and genetic disorders that affect bone metabolism, can 
cause hyperostosis and must be excluded. 

3. Prior spinal surgery or trauma: Previous spinal surgery or trauma can also cause hyperostosis 
and must be excluded. 

4. Other conditions that mimic DISH: Other conditions that can cause spinal hyperostosis, such 
as fluorosis, must also be excluded. 

 
 
 
 
  



Ossification of the Posterior Longitudinal Ligament 
 
Prerequisites 

1. Radiographic evidence: Radiographic evidence, such as computed tomography (CT) or 
magnetic resonance imaging (MRI), is required to visualize the ossification of the posterior 
longitudinal ligament. The ossification is typically seen as a linear or curvilinear hyperdense 
or hypointense lesion on CT or T1-weighted MRI. 

2. Location: The ossification is typically located in the posterior longitudinal ligament of the 
cervical or thoracic spine, but can also involve the lumbar spine. 

3. Progressive nature: The ossification typically has a progressive nature, with increased 
thickness and length over time. 

4. Presence of symptoms: OPLL can cause spinal cord compression and lead to symptoms such 
as myelopathy, radiculopathy, and neurogenic claudication. 

5. Exclusion of other causes: Other causes of spinal cord compression, such as herniated discs 
or spinal stenosis, must be excluded. 

 
Exclusions 

1. Absence of radiographic evidence: In the absence of radiographic evidence of ossification of 
the posterior longitudinal ligament, OPLL cannot be diagnosed. 

2. Location: OPLL is typically located in the posterior longitudinal ligament of the cervical or 
thoracic spine, so if the ossification is found in other areas, OPLL may be excluded. 

3. Lack of progression: While OPLL typically has a progressive nature, a lack of progression may 
suggest a different diagnosis. 

4. Absence of symptoms: While OPLL can cause symptoms such as myelopathy, radiculopathy, 
and neurogenic claudication, the absence of symptoms may suggest a different diagnosis. 

5. Presence of other conditions: Other conditions such as herniated discs, spinal stenosis, or 
tumors can also cause spinal cord compression and may need to be excluded before making 
a diagnosis of OPLL. 

 
 
 
 
  



Multiple Sclerosis 
 
Prerequisites 

1. Evidence of damage to the myelin sheath or nerve fibers in the central nervous system: This 
may be demonstrated by abnormal findings on magnetic resonance imaging (MRI) of the 
brain and spinal cord or other tests. 

2. Evidence of dissemination of the damage in time: This means that the symptoms have 
occurred at different times, and not all at once, suggesting that the damage is occurring at 
different times and not due to a single event. 

3. Evidence of dissemination of the damage in space: This means that the damage is occurring 
in different areas of the central nervous system, suggesting that the immune system is 
attacking multiple areas. 

4. Exclusion of other possible diagnoses: Other conditions that can cause similar symptoms 
need to be ruled out before a diagnosis of MS can be made. 

5. Clinical presentation: Symptoms of MS can vary widely depending on the location and extent 
of the damage in the central nervous system, but may include vision problems, numbness or 
tingling, weakness or fatigue, difficulty with coordination or balance, and problems with 
thinking or memory. 

 
Exclusions 

1. Evidence of an alternative diagnosis: Other conditions that can cause similar symptoms need 
to be ruled out before a diagnosis of MS can be made. This may include neuromyelitis optica, 
acute disseminated encephalomyelitis, Lyme disease, sarcoidosis, and others. 

2. Lack of evidence of dissemination in time and space: The symptoms may suggest a central 
nervous system disorder, but if the damage is not disseminated in time and space, it may not 
meet the criteria for a diagnosis of MS. 

3. Negative MRI findings: MRI is a key tool in diagnosing MS, and if there is no evidence of 
damage to the central nervous system on MRI, it may be difficult to make a diagnosis. 

4. Lack of typical MS symptoms: Symptoms of MS can vary widely, but if the symptoms are not 
typical of MS or if they are not consistent with the established diagnostic criteria, a diagnosis 
of MS may not be made. 

5. Absence of oligoclonal bands in the cerebrospinal fluid: Oligoclonal bands are proteins that 
are produced in response to inflammation in the central nervous system, and are often 
present in the cerebrospinal fluid of people with MS. However, their absence does not rule 
out the possibility of MS. 

 
 
 
 
 
  



Motor Neuron Disease 
 
Prerequisites 

1. Clinical history and physical examination: A detailed medical history and physical 
examination are necessary to identify the symptoms and signs of MND, such as muscle 
weakness, spasticity, muscle wasting, fasciculations, and impaired speech or swallowing. 

2. Electromyography (EMG): EMG is a diagnostic test that measures the electrical activity of 
muscles and nerves. It is used to detect the presence and pattern of denervation and 
reinnervation in the muscles, which is a characteristic feature of MND. 

3. Nerve conduction studies (NCS): NCS is a diagnostic test that measures the speed and 
strength of nerve signals. It is used to identify any abnormalities in the peripheral nerves that 
may be contributing to the symptoms of MND. 

4. Magnetic resonance imaging (MRI): MRI is a diagnostic imaging technique that uses a strong 
magnetic field and radio waves to produce detailed images of the brain and spinal cord. It is 
used to rule out other conditions that can mimic MND, such as spinal cord compression, 
tumors, and demyelinating diseases. 

5. Laboratory tests: Laboratory tests, such as blood tests and cerebrospinal fluid analysis, may 
be used to rule out other conditions that can mimic MND and to assess for any underlying 
systemic conditions that may be contributing to the symptoms. 

6. Genetic testing: Genetic testing may be used to identify any underlying genetic mutations 
that are associated with familial forms of MND. 

 
Exclusions 

1. Absence of upper motor neuron or lower motor neuron signs on clinical examination 
2. Normal results on electrophysiological studies (nerve conduction studies and 

electromyography) 
3. Normal cerebrospinal fluid (CSF) analysis, ruling out infections or inflammatory disorders 
4. Negative findings on neuroimaging studies, such as MRI or CT scans 
5. Negative genetic testing for known MND-related genes 
6. Presence of other neurological disorders that can mimic MND symptoms 

 
 
 
 
  



Muscular Dystrophy 
 
Prerequisites 

1. Presence of symptoms: The individual must have symptoms of progressive muscle weakness, 
difficulty walking or standing up from a seated position, frequent falls, difficulty using the 
arms or hands, and muscle pain or cramping. 

2. Family history: Muscular dystrophy is a genetic condition, so a family history of the disorder 
is often present. In some cases, the individual may be the first in the family to develop 
symptoms, indicating a new genetic mutation. 

3. Age of onset: Muscular dystrophy typically presents in childhood, but some forms may not 
present until adulthood. 

4. Muscle biopsy: A muscle biopsy may be performed to confirm the presence of the 
characteristic muscle fiber degeneration and inflammation seen in muscular dystrophy. 

5. Genetic testing: Genetic testing can identify mutations in the genes associated with muscular 
dystrophy and confirm the diagnosis. 

 
Exclusions 

1. The exclusion criteria for a diagnosis of muscular dystrophy include other conditions that can 
cause similar symptoms, such as metabolic myopathies, myositis, and neuromuscular 
junction disorders. Additionally, other genetic disorders that affect the muscles, such as 
spinal muscular atrophy, must be ruled out 

 
 
  



Hereditary Motor Sensory Neuropathy 
 
Prerequisites 

1. Clinical signs and symptoms: Patients typically present with progressive muscle weakness 
and wasting, loss of sensation in the hands and feet, and difficulty with balance and 
coordination. Symptoms usually begin in childhood or adolescence and may progress slowly 
over many years. 

2. Family history: HSMN is an inherited disorder, so a family history of the condition is often 
present. However, not all cases of HSMN are inherited, and some cases may occur 
sporadically. 

3. Electrophysiological testing: Electrophysiological studies, such as nerve conduction studies 
and electromyography, may show evidence of peripheral neuropathy. 

4. Genetic testing: Genetic testing can confirm the diagnosis and identify the specific genetic 
mutation responsible for the disorder. 

 
Exclusions 

1. There are no established exclusion criteria for a diagnosis of hereditary sensory motor 
neuropathy (HSMN). However, other conditions that can present with similar symptoms may 
need to be ruled out, such as Charcot-Marie-Tooth disease, spinal muscular atrophy, and 
hereditary spastic paraplegia. 

 
 
  



Vitamin B12 Deficiency 
 
Prerequisites 

1. Clinical symptoms consistent with vitamin B12 deficiency: These may include fatigue, 
weakness, numbness or tingling in the hands and feet, difficulty walking, anemia, and 
cognitive or psychiatric changes. 

2. Laboratory findings: Serum vitamin B12 levels and other related laboratory tests, such as 
homocysteine and methylmalonic acid levels, can be used to confirm a diagnosis of vitamin 
B12 deficiency. 

3. Dietary history: A low intake of vitamin B12 in the diet, especially in people who follow a 
vegetarian or vegan diet, may increase the risk of deficiency. 

4. Risk factors: Certain conditions or factors, such as gastrointestinal disorders that affect 
absorption, autoimmune conditions, and certain medications, may increase the risk of 
vitamin B12 deficiency. 

 
Exclusions 

1. There are no specific exclusion criteria for a diagnosis of vitamin B12 deficiency. However, it 
is important to rule out other conditions that can cause similar symptoms, such as folate 
deficiency, hypothyroidism, and various neurological disorders. 

 
 
  



Cerebral Palsy 
 
Prerequisites 

1. Evidence of early motor delay or abnormal motor development, which can include delays in 
reaching motor milestones, early persistence of primitive reflexes, and/or abnormal muscle 
tone. 

2. Evidence of non-progressive damage to the developing brain. This can include neuroimaging 
studies, such as magnetic resonance imaging (MRI) or computed tomography (CT) scans, 
which show abnormalities in brain structure or function. 

3. The presence of a motor disorder, such as spasticity, dyskinesia, or ataxia. 
4. Symptoms that are not attributable to any other known medical condition or developmental 

disorder. 
 
Exclusions 

1. There are no specific exclusion criteria for the diagnosis of cerebral palsy (CP). However, 
other conditions that can cause similar symptoms such as genetic disorders, brain injuries, 
and developmental delays should be ruled out before a diagnosis of CP can be made.  

2. Additionally, CP is a diagnosis that is usually made in early childhood based on clinical 
symptoms and developmental history, so it may not be appropriate to diagnose CP in 
individuals who did not show signs of the condition during infancy or early childhood. 

 
 
 
 
  



Cerebrovascular Accident / Stroke 
 
Prerequisites 

1. Sudden onset of neurological symptoms: The symptoms of a stroke usually come on 
suddenly, without any warning. These symptoms may include weakness or numbness on one 
side of the body, difficulty speaking or understanding speech, sudden vision changes, severe 
headache, dizziness or loss of coordination. 

2. Duration of symptoms: The symptoms of a stroke typically last for more than a few minutes 
and do not resolve on their own. 

3. Neuroimaging: A CT scan or MRI of the brain is usually performed to confirm the diagnosis 
and identify the type of stroke. This can help determine the most appropriate treatment. 

4. Clinical examination: A thorough neurological examination is usually performed to assess the 
extent of the stroke and to identify any other underlying medical conditions. 

5. Risk factors: A history of high blood pressure, smoking, diabetes, high cholesterol, or heart 
disease may increase the risk of having a stroke. 

 
Exclusions 

1. There are no specific exclusion criteria for a diagnosis of cerebrovascular accident (CVA) or 
stroke, as the diagnosis is based on a combination of clinical history, physical examination, 
and imaging studies such as computed tomography (CT) or magnetic resonance imaging 
(MRI). 

2. However, conditions that mimic the symptoms of stroke or that could complicate 
management or treatment may need to be excluded. These conditions include seizure, 
migraine, brain tumor, drug overdose, metabolic disturbances, and infectious or 
inflammatory disorders affecting the brain. 

3. Additionally, the presence of contraindications to certain treatments, such as thrombolytic 
therapy or anticoagulation, may need to be considered in making treatment decisions for 
stroke. 

 
 
 
  



Hereditary Spastic Paraparesis 
 
Prerequisites 

1. Evidence of a family history of spastic paraparesis or hereditary spasticity 
2. Clinical signs and symptoms of spasticity and weakness in the lower limbs, which are often 

insidious and slowly progressive 
3. Normal or mildly impaired sensory function 
4. Normal cognitive function, unless there is coexisting neurodegenerative disease 
5. Absence of other neurological signs or symptoms that would suggest an alternative diagnosis 
6. Imaging studies, such as MRI or CT scans, which may reveal spinal cord or brain 

abnormalities 
7. Electromyography (EMG) and nerve conduction studies, which may demonstrate axonal 

degeneration and muscle denervation 
8. Genetic testing, which can confirm a specific subtype of HSP and may help guide 

management and counseling 
 
Exclusions 

1. Hereditary spastic paraparesis (HSP) is a group of rare genetic disorders that cause 
progressive weakness and stiffness in the legs. There are no specific exclusion criteria for the 
diagnosis of HSP, but some other conditions may mimic its symptoms. 

2. Therefore, a thorough neurological examination and appropriate investigations should be 
done to exclude other possible causes of the patient's symptoms, such as multiple sclerosis, 
vitamin B12 deficiency, spinal cord tumors, or spinal cord injuries. 

 
 
  



Parkinsons 
 
Prerequisites 

1. Presence of at least two of the following motor symptoms: tremor, rigidity, bradykinesia 
(slowness of movement), or postural instability. 

2. The presence of at least one of the motor symptoms should be tremor, bradykinesia, or 
rigidity. 

3. Symptoms should have been present for at least six months. 
4. Symptoms should not be due to any other cause or medication that can cause Parkinsonism. 
5. There should be no evidence of atypical Parkinsonism or other neurological disorders. 

 
Exclusions 

1. Essential tremor 
2. Drug-induced parkinsonism 
3. Multiple system atrophy 
4. Progressive supranuclear palsy 
5. Corticobasal degeneration 
6. Dementia with Lewy bodies 
7. Normal pressure hydrocephalus 

 
 
 
 
  



Benign Essential Tremor 
 
Prerequisites 

1. Presence of a bilateral, postural or kinetic tremor affecting the hands and forearms. 
2. Absence of other neurological signs or symptoms. 
3. Absence of tremor during rest. 
4. Absence of abnormal posture or gait. 
5. Absence of other causes of tremor such as medications, hyperthyroidism, alcohol 

withdrawal, etc. 
 
Exclusions 

1. There are no specific exclusion criteria for a diagnosis of benign essential tremor. However, 
the diagnosis may be questioned or revised if the tremor is caused by a secondary factor 
such as medication, drug abuse, or other medical conditions that affect the central nervous 
system. 

2. Additionally, if the tremor is associated with other neurological symptoms such as rigidity, 
bradykinesia, or dystonia, the diagnosis of benign essential tremor may be reconsidered. 

 
 
  



Distinguishing Vascular Pathology in the Limbs from Spinal Pathology 
 
Prerequisites 

1. Clinical presentation: Vascular pathology in the limbs may present with symptoms such as 
pain, swelling, and changes in skin color and temperature, while spinal pathology may 
present with back pain, radiating pain, and neurological symptoms such as weakness, 
numbness, and tingling in the limbs. 

2. Physical examination: A thorough physical examination is essential to identify any signs of 
vascular or spinal pathology. In vascular pathology, the pulses, skin color, and temperature of 
the affected limb may be abnormal. In spinal pathology, the spine's range of motion, 
alignment, and tenderness may be affected. 

3. Imaging studies: Imaging studies such as X-rays, CT scans, and MRI scans can help identify the 
underlying pathology. Vascular imaging studies such as Doppler ultrasound, CT angiography, 
and MR angiography can help diagnose vascular pathology. Spinal imaging studies can 
identify spinal pathology such as herniated discs, spinal stenosis, and fractures. 

4. Laboratory studies: Laboratory studies such as complete blood count, sedimentation rate, 
and C-reactive protein levels can help diagnose vascular and spinal pathology. 

5. Medical history: A detailed medical history may help identify any underlying medical 
conditions that may cause vascular or spinal pathology, such as hypertension, diabetes, and 
smoking. 

 
Exclusions 

1. To exclude vascular pathology as a cause of limb symptoms, imaging studies such as Doppler 
ultrasound, CT angiography, MR angiography, or conventional angiography may be 
performed to evaluate the vascular system. 

2. To exclude spinal pathology as a cause of limb symptoms, imaging studies such as X-ray, CT 
scan, or MRI of the spine may be performed to evaluate for structural abnormalities or nerve 
compression. 

3. Additionally, a thorough physical examination and medical history can help to rule out other 
possible causes of limb symptoms, such as trauma, infection, or inflammatory conditions. 

 
 
 
  



Epidural Haematoma 
 
Prerequisites 

1. Acute onset of severe back pain: Spinal epidural hematoma typically presents with acute 
onset of severe back pain, which may be accompanied by neurological symptoms such as 
numbness, tingling, or weakness in the limbs. 

2. History of recent trauma or surgery: Trauma or surgery to the spine may increase the risk of 
developing a spinal epidural hematoma. 

3. Anticoagulant therapy: Patients receiving anticoagulant therapy, such as warfarin, heparin, 
or aspirin, may be at increased risk of developing a spinal epidural hematoma. 

4. Coagulopathy: Coagulopathy is a condition that affects the blood's ability to clot, which can 
increase the risk of bleeding into the epidural space. 

5. Neurological symptoms: Patients with a spinal epidural hematoma may experience 
neurological symptoms such as numbness, tingling, or weakness in the limbs, as well as 
difficulty with bowel or bladder function. 

6. MRI or CT scan: Imaging studies such as MRI or CT scan may be used to confirm the presence 
of a spinal epidural hematoma and to evaluate the extent of the bleeding and compression 
of the spinal cord. 

 
Exclusions 

1. Absence of neurological symptoms or deficits 
2. Presence of other known causes of spinal cord compression or neurological deficits such as 

spinal stenosis, disc herniation, or spinal tumor 
3. Normal or unremarkable imaging studies such as MRI or CT scan 
4. Absence of risk factors such as anticoagulant or antiplatelet use, bleeding disorders, recent 

spinal surgery or trauma, or intraspinal injections 
5. Presence of other medical conditions that can cause similar symptoms, such as peripheral 

neuropathy or multiple sclerosis. 
 
 
 
 
  



Deep Venous Thrombosis 
 
Prerequisites 

1. Clinical symptoms: DVT may present with symptoms such as pain, swelling, and tenderness 
in the affected limb. There may also be warmth and redness over the affected area. 

2. Risk factors: There are several risk factors for DVT, including recent surgery, immobilization, 
cancer, obesity, smoking, hormone therapy, pregnancy, and a personal or family history of 
DVT. 

3. Diagnostic testing: Imaging studies are typically used to confirm the diagnosis of DVT, 
including Doppler ultrasound, computed tomography (CT) scan, or magnetic resonance 
imaging (MRI). 

4. Laboratory tests: Blood tests may be used to assess clotting factors and rule out other 
conditions that may mimic DVT, such as infection or inflammation. 

 
Exclusions 

1. There are no specific exclusion criteria for a diagnosis of deep venous thrombosis (DVT). 
However, a thorough clinical evaluation and appropriate imaging studies must be performed 
to confirm the diagnosis and rule out other conditions that can present similarly to DVT, such 
as cellulitis, arterial occlusion, or musculoskeletal injuries. 

2. Additionally, certain conditions such as active bleeding or a recent surgery may increase the 
risk of complications associated with DVT imaging studies, and may require alternative 
diagnostic approaches. 

 
 
 
  



Complex Regional Pain Syndrome 
 
Prerequisites 

1. Presence of continuous pain that is disproportionate to the inciting event or injury 
2. Sensory abnormalities, such as hyperalgesia, allodynia, or altered temperature perception 
3. Vasomotor abnormalities, such as changes in skin color, temperature, or sweating 
4. Motor dysfunction, such as weakness, tremor, or dystonia 
5. In addition to these prerequisites, the diagnosis of CRPS requires the absence of other 

conditions that could explain the symptoms. 
 
Exclusions 

1. Symptoms explained by a medical condition: Symptoms should not be better explained by 
another medical condition, such as peripheral neuropathy, peripheral vascular disease, or 
multiple sclerosis. 

2. Recent peripheral nerve injury or surgery: CRPS symptoms should not be due to a recent 
peripheral nerve injury or surgery, as this may be a more likely explanation for the 
symptoms. 

3. Psychogenic or psychosomatic symptoms: Symptoms should not be due to a psychological or 
psychiatric condition, such as somatization disorder or conversion disorder. 

4. Use of certain medications: Symptoms should not be due to the use of medications that can 
cause neuropathic pain or other neurological symptoms, such as chemotherapy drugs or 
antiepileptic drugs. 

5. Systemic infection or inflammation: Symptoms should not be due to a systemic infection or 
inflammation, such as sepsis or rheumatoid arthritis. 

 
 
 
 
 
  



Chronic Widespread Pain 
 
Prerequisites 

1. Pain that has been present for at least three months 
2. Pain that is felt in multiple areas of the body, including both the left and right sides of the 

body, as well as above and below the waist 
3. Pain that is associated with other symptoms such as fatigue, sleep disturbances, and 

cognitive difficulties 
 
Exclusions 

1. No evidence of autoimmune disorder 
2. No evidence of inflammation or joint disease 
3. No evidence of neurological or spinal disease 
4. No evidence of connective tissue disease 
5. No evidence of systemic illness 
6. No evidence of psychiatric disorder 

 
 
  



Fibromyalgia 
 
Prerequisites 

1. Widespread pain: Pain must be present in all four quadrants of the body (left and right sides, 
above and below the waist) for at least three months. 

2. Tenderness: There must be tenderness in at least 11 of 18 specific tender points on the body 
- Occiput (at the base of the skull), Low cervical (at the front of the neck), Trapezius (at the 
back of the neck), Supraspinatus (near the shoulder blade), Second rib (near the breastbone), 
Lateral epicondyle (on the elbow), Gluteal (on the buttocks), Greater trochanter (at the hip), 
Knee (on the inside of the knee), Medial fat pad (on the inside of the knee), Lower cervical 
(at the back of the neck), Pectoralis (at the upper chest), Occipital (at the base of the skull), 
Low back (at the back of the waistline), Upper back (between the shoulder blades), Chest (at 
the second rib), Inner knee (above the joint), Anterior neck (at the front of the neck) 

3. Other symptoms: In addition to pain and tenderness, patients with fibromyalgia often have 
other symptoms such as fatigue, sleep disturbances, cognitive difficulties ("fibro fog"), 
headaches, and irritable bowel syndrome. 

4. Exclusion of other conditions: A diagnosis of fibromyalgia should only be made after other 
potential causes of the patient's symptoms have been ruled out. 

 
Exclusions 

1. Thyroid dysfunction, rheumatoid arthritis, systemic lupus erythematosus, polymyalgia 
rheumatica, myositis, or chronic fatigue syndrome.  

2. Other exclusion criteria may include the presence of major psychiatric disorders, such as 
bipolar disorder, schizophrenia, or substance abuse, or the presence of a current or past 
history of somatoform disorders, malingering, or factitious disorders. 

 
 
 
  



Myofascial Pain Syndrome 
 
Prerequisites 

1. Presence of persistent or recurrent regional pain, typically located in a muscle and its 
associated fascia or connective tissue, which is characterized by the presence of one or more 
myofascial trigger points. 

2. Identification of the myofascial trigger point(s) by physical examination, which may elicit 
characteristic pain or referred pain patterns, local twitch response, or other associated 
features. 

3. Exclusion of other causes of the pain, such as neuropathic pain, radicular pain, visceral pain, 
or other musculoskeletal disorders. 

4. Confirmation of the clinical diagnosis through appropriate diagnostic tests or procedures, 
such as electromyography (EMG), ultrasound, or other imaging studies, if deemed necessary. 

 
Exclusions 

1. Absence of characteristic myofascial trigger points or other features suggestive of myofascial 
pain syndrome. 

2. Presence of pain due to other causes, such as neuropathic pain, radicular pain, visceral pain, 
or other musculoskeletal disorders. 

3. Presence of a medical condition that could account for the pain, such as infection, cancer, 
systemic inflammatory disorder, or metabolic or endocrine disorder. 

4. Use of medications that could affect the interpretation of the pain symptoms or the 
examination findings, such as opioids or local anesthetics. 

5. Inability to perform a proper evaluation due to patient-related factors, such as poor 
cooperation, language barriers, or cognitive impairment. 

 
 
  



Functional Disorder 
 
Prerequisites 

1. Presence of neurological symptoms or deficits that cannot be explained by any known 
neurological or medical condition. 

2. Symptoms should be clinically significant or cause significant distress and functional 
impairment. 

3. Symptoms cannot be explained by any other psychiatric or psychological disorder. 
 
Exclusions 

1. Objective neurological signs that indicate an underlying structural or organic cause. 
2. Laboratory tests or imaging studies that show evidence of an organic disease or structural 

abnormality. 
3. A history of a medical condition that could explain the patient's symptoms. 
4. Symptoms that are inconsistent with known patterns of functional disorders. 
5. Presence of abnormal laboratory results, such as elevated inflammatory markers or 

abnormal electrolyte levels, that suggest an underlying organic cause. 
6. Symptoms that are not improved or worsen with conservative management or interventions 

typically used for functional disorders. 
7. Presence of red flags such as weight loss, night sweats, fever, or progressive neurological 

symptoms. 
8. Symptoms that are better explained by a psychological or psychiatric condition. 

 
 
 
 
  



Pregnancy Associated Pelvic Dysfunction SIJ Pelvic Girdle Pain 
 
Prerequisites 

1. Pregnancy: The individual must be pregnant or have recently given birth, as the condition is 
related to the physiological and hormonal changes that occur during pregnancy. 

2. Pain location: Pain should be localized in the pelvic region, which can include the pubic area, 
lower back, hips, groin, and/or sacroiliac joints. 

3. Pain characteristics: Pain may be sharp, shooting, or aching in nature, and can range from 
mild to severe. It may worsen with specific movements or positions, such as walking, 
standing for extended periods, turning in bed, or climbing stairs. 

4. Exclusion of other causes: The healthcare provider should rule out other potential causes of 
pelvic pain, such as urinary tract infections, preterm labor, or musculoskeletal issues 
unrelated to pregnancy. 

5. Clinical examination: The healthcare provider may perform a clinical examination to assess 
the individual's pain, range of motion, and joint stability in the pelvic region. This may include 
tests such as the Patrick's (FABER) test, Trendelenburg test, and palpation of the pelvic joints. 

6. Response to treatment: Although not a diagnostic criterion, individuals with pregnancy-
associated pelvic dysfunction may respond positively to conservative treatments like physical 
therapy, exercise, and the use of supportive devices like pelvic belts. 

 
Exclusions 

1. Urinary tract infection (UTI): UTIs can cause pelvic pain and discomfort, as well as other 
symptoms like frequent urination, burning sensation during urination, and cloudy or foul-
smelling urine. 

2. Preterm labor: Contractions or abdominal pain that could indicate the onset of preterm labor 
should be ruled out, as they could also cause pelvic pain. 

3. Gynecological conditions: Conditions such as ovarian cysts, endometriosis, or uterine fibroids 
can cause pelvic pain and should be ruled out as potential causes. 

4. Gastrointestinal issues: Conditions like constipation, irritable bowel syndrome (IBS), or 
inflammatory bowel disease (IBD) can cause abdominal and pelvic pain, and should be 
considered in the differential diagnosis. 

5. Musculoskeletal issues unrelated to pregnancy: Issues like herniated discs, hip arthritis, or 
muscle strains can cause pelvic or lower back pain and must be ruled out. 

6. Kidney stones: Renal colic or kidney stones can cause severe pain that radiates to the pelvic 
region, and these conditions should be excluded. 

7. Infections or inflammations: Pelvic inflammatory disease (PID), appendicitis, or other 
infections/inflammations in the pelvic region can cause pain and should be ruled out. 

8. Ectopic pregnancy: Although rare, an ectopic pregnancy (when a fertilized egg implants 
outside the uterus) can cause severe pelvic pain and must be excluded. 

 
  



Post Partum Associated Pelvic Dysfunction SIJ Pelvic Girdle Pain 
 
Prerequisites 

1. Postpartum period: The individual has recently given birth, as this condition is associated 
with the physiological and hormonal changes that occur during and after pregnancy. 

2. Pain location: Pain should be localized in the pelvic region, which can include the pubic area, 
lower back, hips, groin, and/or sacroiliac joints. 

3. Pain characteristics: Pain may be sharp, shooting, or aching in nature, and can range from 
mild to severe. It may worsen with specific movements or positions, such as walking, 
standing for extended periods, turning in bed, or climbing stairs. 

4. Exclusion of other causes: The healthcare provider should rule out other potential causes of 
pelvic pain, such as urinary tract infections, musculoskeletal issues unrelated to pregnancy, 
or gynecological conditions. 

5. Clinical examination: The healthcare provider may perform a clinical examination to assess 
the individual's pain, range of motion, and joint stability in the pelvic region. This may include 
tests such as the Patrick's (FABER) test, Trendelenburg test, and palpation of the pelvic joints. 

6. Response to treatment: Although not a diagnostic criterion, individuals with postpartum-
associated pelvic dysfunction may respond positively to conservative treatments like physical 
therapy, exercise, and the use of supportive devices like pelvic belts. 

 
Exclusions 

1. Urinary tract infection (UTI): UTIs can cause pelvic pain and discomfort, as well as other 
symptoms like frequent urination, burning sensation during urination, and cloudy or foul-
smelling urine. 

2. Gynecological conditions: Conditions such as ovarian cysts, endometriosis, or uterine fibroids 
can cause pelvic pain and should be ruled out as potential causes. 

3. Gastrointestinal issues: Conditions like constipation, irritable bowel syndrome (IBS), or 
inflammatory bowel disease (IBD) can cause abdominal and pelvic pain, and should be 
considered in the differential diagnosis. 

4. Musculoskeletal issues unrelated to pregnancy: Issues like herniated discs, hip arthritis, or 
muscle strains can cause pelvic or lower back pain and must be ruled out. 

5. Infections or inflammations: Pelvic inflammatory disease (PID), appendicitis, or other 
infections/inflammations in the pelvic region can cause pain and should be ruled out. 

6. Kidney stones: Renal colic or kidney stones can cause severe pain that radiates to the pelvic 
region, and these conditions should be excluded. 

7. Thrombophlebitis: Blood clots in the veins, especially in the legs, can cause pain and swelling 
that might be mistaken for postpartum-associated pelvic dysfunction. This should be 
excluded as a potential cause. 

 
 
 
 
 
 
 
 
 
 
 
 


