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DISLOCATION OF SHOULDER (831); RECURRENT (7J8~31)

I

RESTRICT-
IONS/DEFER

RATIONALE

l
Ge~rlcInformation;

Ortt~pedlstevaluationIf recurrent.

I

N/A

,
CLEARWITH

RE~TRICTIONS

-+ 1) Recurrent ( > 2) dislocations.

-+ 2) Period of < 6 mos. post-
surgical repair.

~ N/A

,
DEFER MNQ

UNTil:

1) Norecurrence,postsurgery6
mos.or 2 yrs.withoutsurgery

2) Periodof 6 mos.posl op.;no
recurrence.

MEDICAL
INFORMATION
NEEDED:

Orthopedics
ORTHO-13

5/4/93

CRITERIA 1-+1) Singleepisode, no 1-+
recurrence.

2) Norecurrentepisodes,
las 2 yrs.,surgerynot
recbmmended.

3) No.recurrenlepisode,6 mos.
pO:ltsurgicalrepair

,

ACTION i CLEAR



CRITERIA

ACTION

RESTRICT.
IONS/DEFER

RATIONALE

I
SIlOULJ)I~n: nOTATOn CUI"I"INJUnV (126.1)AND IU~I)Allt (83.63)

IMI'INGI~MENT SVNDnOMI~ j\NO REPAIR (726.2)
. .

I
'~ 1) SingleJplsode,

asym,romalic1 yr.

~ 2) Surgilal repair 6 mos. posl,
no dlmljllty.

3) Recur.nl symploms 01
ImplnJhmenr, activity related
and 2Ioldable.

~ N/A ~ 1) SymptomaticwithADLs.

-.. 2) Surgery advised, or < 6 mos.
pas I surgery.

DEFER
UNTIL:

1) Meets "Clear" criteria.

2) Post surgery 6 mos.

!~ N/A

,

4) Surgbal repair of either cuff
or Irn/ngement with residual
stabh Impairment.

MNQ

MEDICAL
INFORMATION
NEEDED:

OrthOP.dIC~
~.

+
CLEAR CLEARWITH

RESTRICTIONS

GenericInformation;

Or\hopedlstevaluationfor recurrentor chronic.

ORTHO-14

~.

5/4193

("
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BACK PAIN (847); MUSCLE STRAIN (847); SPRAIN (847); SCOLIOSIS (737.43);
NECK PAIN (723.1) (excludes radiculopathy, osteoarthritis, or any more specific diagnosis)

I

CRITERIA

ACTION

RESTRICT-
IONS/DEFER

RATIONALE

~ Single episode resolved
occasional mild episodes
relieved with non-narcotic
analgesic; no Hx radicular
involvement ( pain below
knee, numbness or tingling
see ORTHO-16) (app. verbal
Hx OK).

~ N/A ~ Frequent and/or severe episodes H N/A

+ + + +
CLEAR CLEAR WITH

RESTRICTIONS
DEFER MNQ

A~ute 19Wback pain is usually
due to muscle strain, tear, or
sprain. These tend to resolve,
but can become chronic.

UNTIL:
Orthopedic Evaluation.

Until < 150% of ideal body
weight and meets "Clear
criteria". Successfully
managed (exercise, wI. loss,
etc.). Physical abilities letter.

.. See weight guideline

MEDICAL
INFORMATION
NEEDED:

Orthopedics

Generic information;

RIO Hx radicular involvement if any symptoms within 4 years (see ORTHO-16 if any signs or symptoms of radicular involovement)

7/17/95

ORTHO-15



DEGENERATIVEDISCDISEASE ORTHO16

IncludesHemiated,Prolapsed,andRupturedInterVertebralDiscs.
IncludesMicordiscectomy,Disectomy,Laminectomy,andDiscFusion.

IncludesSpinalStenosis.

AllApplicants:. ReportofMedicalExaminationto includethefollowing:
Dateofdiagnosis
Descriptionofsymptomsattimeofdiagnosis
Currentstatusto includedescriptionofcurrentsymptoms
Treatmenthistoryto includemedications,physicaltherapy,surgery,etcFormedications,includepastandcurrentuse.
Historyofrecurrence(s)
LimitationsorrestrictionsofADLs

Recommendationsforfollow-upoverthenext3years. SpecialistEvaluation(OrthopedistorNeurologist)if initialdiagnosis,symptoms,orsurgerywithinthepast3years;toincludethe
informationabove.

IfApplicable:. Ifdone,copyofMRIreportand/orotherradiographicordiagnosticstudies
Dischargesummaryforallrelatedsurgeriesandhospitalizations.

~.

. .,

(continued on next page)
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DEGENERATIVEDISCDISEASE ORTHO16

..:
"."N .

... . .Associatedspir
" " ". . . .

'Doesnotmeetclear.~ncfrcrit~ria'd~. .... .. .

... "..'Symptoms;ipast:orcurrent;:incl.

. .constitution~lsyrnptOinsi;e;g.;.j1

722.2 Herniated,RupturedorProlapsedInterVertebralDisc

CrossReferenceICD.9CM

:eviewerstoConsider:. NA

Goetz:Textbookof ClinicalNeurology,2nded.,Copyright@2003Elsevier

EpidemiologyandRiskFactors:Vertebraldiscdegenerativechangesareauniversalaccompanimentofaging.Teenagersrarely
developsymptomaticdischerniation.Thepeakincidenceofsymptomsoccursbetweentheagesof30and50.Patientsoftendescribe
theonsetoflowbackpain,usuallyremittentandwithoutspecificfeaturesintheirtwenties,perhapsafteridentifiabletrauma,andthe
onsetofmorespecificsymptomsthatleadstothediagnosisofdischerniationisoftennotprecededbyfurthertrauma.Probablythe
accumulationofdegenerativechangestotheannulusandthepreservationoftheexpansilegelatinousnucleus,overlappingwithaperiod
oflifewhenjobandsports-relatedactivitiesincreasetheamountofmechanicalstressonthebody,accountforthispeakintheincidence
ofdisease.Theincidencethenfallsoffintheolderpopulation,probablyduetothelackofmobilityofthedesiccateddiscandtherelative
lackofphysicalactivity.Womenandmenareaffectedapproximatelyequally.

Thereis atendencytowarddischemiationinsomefamilies,suchasthosewithcongenitalspinalanomalies,includingfusedand
malformedvertebraeandlumbarspinalstenosisduetoshortpedicles.Patientswithincreasedweightandtallstatureareat increased
riskforthiscondition.Also,acquiredspinaldisorders,suchascommondegenerativearthritisandankylosingspondylitis,predisposeto
discdegeneration.Variousbehaviorsthatincreaseriskincludesedentaryoccupations,physicalinactivity,motorvehicleuse,vibration,
andsmoking.Inyoungerwomen,pregnancyanddeliveryareassociatedwithlumbosacralherniation,andnewsymptomsof cervicaldisc
herniationmayoccurinpartbecauseofthebendingandliftinginvolvedinchildrearing.

Clinical Featuresand Associated Disorders: Themostcommonsite ofdischerniationin thecervicalregionis the C6-C7 level,
~ollowedbyC5-C6,C7-T1,andC4-C5. Patientstypicallydevelopsomelocalpainintheneckthatradiatestotheshouldersorthe
Iterscapularregion.In the mostcommonlateralherniations,radicularsymptomsensue.Thesesymptomsincludepainin the shoulder

, and arm,whichmayfollowa dermatomalpattembutmoretypicallyis deepandachingandonlyroughlycorrespondsto the involved
dermatome.At the cervicallevels,therootsemergelaterallyto exit throughtheneuralforaminaabovethecorrespondinglynumbered
vertebralbodies.Becausethe spinalcordandbonyvertebrallevelsare roughlyalignedin theneck,the levelof herniationcorrespondsto
the levelof rootirrttation.Hence,C6-C7herniationaffectstheC7 root.Painmaybeexacerbatedbycoughingor straining.Numbnessis
more likelytosupplyreliablelocalizinginformationthanpain.CompressionoftheC6roottypicallycausesnumbnessin the thumband
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DEGENERATIVEDISCDISEASE ORTHO16

indexfinger,andcompressionoftheC7roottypicallyinvolvestheindexandmiddlefingers.Whencompressionissevere,myotomal
weakness,reflexloss,and,withtime,fasciculationsandatrophymayensue.WithC6compression,thebiceps,brachioradialis,pronator
teres,andradialwristextensorsmaybeweak,andthebrachioradialisandbicepsreflexesmaybediminishedorlost.WithC7weakness,
thewristandfingerextensorsandthetricepsaretypicallyweak.Thetricepsreflexmayalsobediminishedorlost.WithC8compression,
thereisofteninterscapularpainandpaininthemedialaspectofthearmandhandwithweaknessofthehandintrinsicmuscles.The
fingerflexorreflexmaybelost.LesionsaboveC6arelesscommonandareassociatedwithcorrespondinglymoreproximalsensory
symptomsandweakness.LesionsoftheC5rootmaycauseshoulderpainandpainandnumbnessinthelateralaspectoftheupper
arm.ManymusclescanbeusedtotesttheC5root,includingtheinfraspinatus,supraspinatus,deltoid,biceps,andsupinator.Lesions
abovethislevelmaycauseneckpainandsensorylossintheneck,supraclaviculararea(C3),andacromioclaviculararea(C4)ofthe
shoulder.LesionsinvolvingthespinalcordorrootsaboveC4mayparalyzethediaphragmandcauserespiratorycompromise.

Inthelumbosacralregion,themostcommonsiteofherniationistheL5-S1level,followedbytheL4-L5levelandthenhigherlevels.
Symptomsoflumbosacralherniationoftenfollowliftingortwistinginjuries,ortheymayresultfromaccumulatedlow-leveltrauma.Pain
typicallyoccursintheparasacralareaandradiatestothebuttocks.BelowC8,therootsexitthroughtheneuralforaminabelowthe
correspondinglynumberedvertebralbodies.Inpatientswiththemostcommonposterolateralherniation,dermatomalradicularpain
typicallyoccursatthelevelbelowtheemergingroot,whichusuallyescapesentrapmentabovetheprotrudingdisc.Hence,L5-S1
herniationaffectsthe81root.WithposterolateralL5-S1hemiationsand81rootentrapment,thepainradiatestotheposterioraspectof
thethighand,especiallywhentherootisstretched,intotheposterolaterallowerleg,lateralheel,andsole.Thispatterncanbe
demonstratedbystraight-legraising,inwhichthesmallertheangleofelevationrequiredtoelicitpain,thegreaterthesuggestionthatroot
compressionisresponsible.Characteristicpainonelevationoftheoppositelegmaybeevenstrongerevidenceofrootcompression.
Somepatientswithsymptomsthatareexacerbatedbyroottractionavoidfullweightbearingontheheeloftheinvolvedside,standing
withthekneeflexedandtheheeloffthefloor.Whenpainislesssevere,symptomsmaybeelicitedbyhavingthepatientwalkonthe
heels.Numbnessisfeltintheposterolateralleg,lateralaspectoftheheel,andthesoleofthefoot.Thegastrocnemiusandhamstrings
maybeweak,andtheanklejerkmaybediminishedorlost.MorelateralherniationoftheL5-S1discorherniationoftheL4-L5discmay
entraptheL5root.Herethepainmaybesimilar,withadjustmentofthefindingstofit theL5dermatomeandmyotome.Numbnessis
mostmarkedonthedorsumofthefoot.Weakmusclesincludethefootelevators(tibialisanteriorgroup),everters(peronei),andinvertors
(tibialisposterior),andthetoeextensors(extensorhallucislongus).Herniationsathigherlevelsinthelumbosacralregioncausepainand
deficitsthatcorrespondtotherootsinvolved.

Inadditiontotheseradicularsyndromes,patientswithcentralherniationsinthecervicalorthoracicregionmaydeveloppainandacute
myelopathicsymptomswithspasticityandquadriparesisorparaparesis,sensorylossatorbelowthesegmentaldermatomeofthelesion,
hyperactivereflexes,andBabinski'ssigns.Soonafteranacutelesiondevelops,thereflexesmaydiminishbecauseofspinalshock.
Patientswithlumbosacralcentralherniationmaydevelopacutecompressionofthecaudaequina.Thiscausesradicularpain,
paresthesias,andsensorylossreferabletomultiplebilateralroots,bilaterallegweakness,andlossofthelowerextremityreflexes.Bowel
andbladderdysfunctionmayoccurearly.Whensubtle,thisdysfunctionmaybelimitedtoasymptomaticbladderretentionnotedonlyon
postvoidcatheterization.Whendysfunctionismoresevere,theremaybeperianalandperinealsensory10ss,lossofanaltoneand
reflexes(thereflexanalsphincterconstrictionduetoperianalskinstimulationoranalwinkandthebulbocavernosusreflex),andfecal
andurinaryretentionandincontinence.Degenerativeherniationsinthethoracicregionareuncommon,andsymptomsandfindingsat
theselevelsshouldraiseasuspicionofotherunderlyinglesions,suchastumororabscess.Discherniationsatthislevelmaycause
radiatingdermatomalpainresultingfromrootcompression;morefrequently,theyprogresstospinalcordcompression.

SpinalStenosis:Thesymptommostsuggestiveoflumbarspinalstenosisisneurogenicclaudication.Lowbackpainradiatestothe
buttocksandthighsandmayextendmoredistallyalongthelumbosacraldermatomes.Thispainisbroughtonbywalking.Unlike
vascularclaudication,restintheuprightpositiondoesnotrelievethepain,butrestwhileseatedorforwardbending,suchasleaningona
shoppingcart,mayproviderelief.Painisexacerbatedbyspinalextension,suchasdownhillwalking.Whenspinalstenosisissevere,
patientsbendforwardwhilewalking.Symptomsandsignsmaybeeithermechanical,duetobone,ligament,andjointinvolvement,or
radicular,duetocompromiseofthelateralrecessesorneuralforamina.Proximalcompressionresultingfromrootentrapmentmay
increasethevulnerabilityofnervestodysfunctionduetodistalentrapment.Thisdoublecrushphenomenonispresumedtobearesultof
disturbedaxoplasmicflowanddisruptedarchitectureoftheneurofilaments.Therefore,whensurgicalrepairofadistalentrapmentfailsto
providetheexpectedrelief,acontributingradiculapathyresultingfromdegenerativediscdiseaseshouldbeconsidered.

DifferentialDiagnosis:Discherniationsmustbedifferentiatedfromothercausesof acuteandchronicneck,back,andextremitypain;
radiculopathy;andmyelopathy.Malignantandbenigntumorsaffectingthespine;infection;epiduralhematoma;variousarthritides,
includingrheumatoidarthritis,ankylosingspondylitis,andReiter'ssyndrome;andotherspondyloarthropathiesmaypresentwithsimilar
earlysymptomsandsigns.Variousanomalies,suchasconjoinedspinalrootsand multiplerootsemergingthroughasingleforamen,may
alsobeconfusedwithdiscdisease.Degenerativearthritisof thespinecancausesymptomsbymanymechanisms,includingdisc
herniation,andthevariouslesionsthat arecausingsymptomsina particularpersonshouldbedifferentiatedasclearlyaspossibleto
allowdirectedtherapy.
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'valuation:A carefulhistoryandphysicalexaminationarecriticalintheevaluationofdischerniation.Ithasbeenwellestablishedwith
.11imagingmodalitiesthatasymptomaticpatientshaveahighincidenceofanatomicallesions.Todetectclinicallyrelevantillness
properly,it isthereforeessentialtoestablishtheclosestpossibleclinicalcorrelationofthesymptomsandsignswiththeanatomical
findingsofthevariousimagingstudies.Theinitialhistoryshouldscreenforproblemsthatraiseasuspicionofsevereunderlyingdisease.
Allpatientsshouldbequestionedabouttrauma,cancer,infections,recentfever,andtheuseofanticoagulantmedications.The
underlyingfamilyhistoryandriskfactorsfortumor,infection,hematoma,andvariousdisordersthatpredisposetodiscdiseaseshouldbe
sought.Thephysicalexamination,likewise,isundertakentoseekevidenceofothersevereunderlyingdiseaseandtolocalizeand
classifythepainandanydeficitsasmechanical,radicular,ormyelopathic.It ismostimportanttoimmediatelyestablishthepresenceof
majordeficitsthatdemandrapiddiagnosisandtreatment.Theseincludethecaudaequinaorconussyndrome,acuteorprogressive
myelopathy,andsevereradicularmotordeficits.If,ontheotherhand,thefindingsareconsistentwitharuptureddiscandeithernodeficit
oramildtomoderateone,it isreasonabletotemporizebeforepursuingaworkuptoevaluatethecausethoroughly.Ifplainradiographs
oftheaffectedarearevealnoevidenceofunexpectedlesions,conservativetherapyfordischerniationmaybetriedbeforefurther
imagingisperformed.Thisapproachisjustifiedbythegoodprognosisforspontaneousrecoveryofpatientswithacuteradiculopathywith
mildtomoderatedeficits.Whentheclinicalexaminationleavesdoubtaboutthelocalizationofthelesion,electromyography(EMG)can
supplementthediagnosisofradiculopathiesandsuggestotherlocalizations,suchasplexopathiesandneuropathies.EMGismore
sensitiveif it isdelayeduntilat least10to14daysaftertheonsetofa newdeficit.

Thetestsavailableforimagingincludeplainradiographs,computedtomography(CT),myelographywithorwithoutCT,andmagnetic
resonanceimaging(MRI).X-raystudiescanbeusedtoscreenforunexpectedinfection,tumor,ordeformityofthebonyspine.
Radiographscannotshowtheneuraltissuesorthediscitself,butlossofdiscspaceheightandotherdegenerativechangesmayprovide
someindirectdiagnosticinformation.Interpretationofplainradiographsmustbetemperedbyanawarenessofthehighfrequencyof
degenerativefindingsinasymptomaticpopulations.Plainradiographstakenunderconditionsofflexionandextensioncanalsobeused
toassessspinalstability.Myelographyisinvasive,indirect,andnonspecific;however,itretainscertainadvantagesintheeraofMRI.It
canvisualizetheentirelengthofthespineandbestdefinestherootsleeves.Althoughmyelographyalonecannotdistinguishbetween
osteophytesandaherniateddisccompromisingaforamen,whencombinedwithCT,itprovidesthebestvisualizationof lateralpathology
andsmallosteophytes.It isnowmostcommonlyusedtoanswerspecificquestionsthatremainaftertheMRIexamination.CTissuperior
.')MRIindistinguishingsofttissuefrombone.MRIhasemergedasthepreferredimagingchoiceinmostcases.Itdemonstratesbone
ridsofttissuesdirectly,easilyallowsmultiplanarvisualization,andissuitedto thevisualizationofmultiplelevels.Thehighcontrastof

epiduralfatandthecerebrospinalfluid(CSF}-filledthecalsacallowsaccurateassessmentofsubtlecompressioninmostcases.
LumbarspinalstenosisisevaluatedbyCTorMRI.MRIbestdemonstratestherelationshipofthebonyandneuralstructures.CTbest
demonstrateslateralrecessstenosis.Althoughthedimensionsofthebonycanalcanbeusedasguidelines,diagnosjsmustultimatelybe
basedonthecorrelationofstenosiswiththeclinicalfindings.Thetransverseinterfacetdimensionshouldbegreaterthan16mm.A
dimensionof lessthan10mmindicatesseverestenosis.Ananteroposteriordimensionoflessthan12mmsuggestsstenosis;however,
thisfindingis lesssensitiveinpatientswithsymptomaticdisease.Alateralrecessof3mmorlesssuggestsstenosis.

Management:Thecrucialinitialstepinmanagementofpatientswithdischerniationsyndromeistoidentifythoselesionsthatmerit
furtherevaluationandimmediatetherapy.Intheremainingcases,thegoodprognosisforearlyrecoveryjustifiesatrialofconservative
therapybeforedefinitiveimagingisdone.Conservativetherapyincludesrestinapositionofcomfortfollowedbyearlyremobilization,
gentleexercises,andanalgesicsforpainasneeded.Nonsteroidalanti-inflammatoryagentsprobablyprovidelittlereliefinmostcases.
Forseverepain,judicioustime-limiteduseofnarcoticsshouldbeconsidered.Oralandepiduralcorticosteroidscanbehelpful.Many
othermodalitiesareavailable,buttherearefewreliabledataabouttheireffectivenessinpopulations:medicalandphysicalmeasures
(e.g.,ice,heat,massage,andultrasound)thataddresssecondarymusclespasm,transcutaneouselectricalnervestimulation,
acupuncture,exercise,andtraction.If improvementwithintheinitial4 to6weeksisnotsatisfactory,it ishelpfultoconfirmthediagnosis
byimaging.Thismayprovidea diagnosisofanunsuspectedcondition,localizationforepiduralsteroidinjection,or informationabout
suitabilityforeventualsurgery.

Clearindicationsforsurgeryincludethepresenceofacutemyelopathy,caudaequinasyndrome,severeorprogressivemotordeficits,
andintractablepain.Whenconservativemeasuresfailtoprovideasatisfactoryresponsewithin6to12weeks,surgeryshouldalsobe
considered.Studiescomparingtheoutcomeofsurgicaltherapywithconservativecaresuggestthatearlyrecoveryoccursmoreoftenwith
surgery.Althoughthebenefitsofswgeryarelostwithprolongedfollow-upperiods,it is importanttopointoutthatinanoftencitedstudy,
patientsintheconservativetherapygroupwhohadnotrespondedtothistherapyreceivedsurgery.Newermicrosurgicaltechniques
allowshorterhospitalizationandrehabilitationperiodsbuthavenotbeenshowntoimprovelong-termoutcome.Thesuccessrateof
~hymopapainchemonucleolysishasnotreachedthatofsurgeryinmosthands,andthistreatmentcarriessignificantrisks.Percutaneous
ucleotomyhasalsobeendisappointingandshouldnotbepursuedgiventhecurrentlevelofexperience.Forpatientswithlumbarspinal

. stenosis,initialtherapyissymptomatic,withanalgesics,pain-modulatingmedications,andphysicalandoccupationaltherapy.When
significantdisabilityandpainremaindespiteconservativemeasures,referralfors.urgicaldecompressionshouldbeconsidered.

I

PrognosisandFuturePerspectives:Theprognosisforthereliefofpainandafullfunctionalrecoveryisgood.Withbedrestalone,
Weberfoundthat70percentofpatientsexperienceddecreasedpainandimprovedfunctionwithin4weeks,and60percenthadreturned
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towork.Seventypercentwerefunctionallyunrestrictedat 1year.Withselectivesurgery,90 percentofpatientsshouldhaveagood
functionalrecoverywithina year.Patientswith psychosocialproblemstendtodoworsewith eithertherapy,butthosewithappropriate
indicationsrespondbetterto surgery.Sensorydysfunctiondoesnotrecoverasfullyas motorfunction,anda largeproportionofpatients
retainsomesensorydeficits.Patientsinwhomrelapseoccursshouldbere-evaluatedfQrnew lesionsthatarepotentiallyaddressableby
surgery;however,thesuccessrateofsurgerydeclineswithfollow-upprocedures,anda significantproportionof patientswithdisc
herniationexperiencerelapsewithchroniclowbackpain.

Reviewers: PeterMoskovitz,M.D.(Orthopedics)
3WashingtonCircle,#404,Washington,D.C.20037
Phone:202-333-2820Fax:202-833-14110Email:pamosk@aol.com


