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[ Background { Outcome/Diagnosis

Manual and exercise interventions were used to address his limited thoracic spine
mobility, and the patient was treated for 11 visits with discharge due to upcoming
esophageal surgery. By conclusion of treatment the patient’s symptoms were
intermittent, a significant reduction in medication was needed, and the patient
demonstrated improved thoracic mobility with reduced pain provocation. His
FOTO score also improved. During a follow up visit with his oncologist, they
confirmed his symptoms were likely related to the physical therapy hypothesis of
scar tissue formation from his radiation treatment.

The prevalence of thoracic pain is a rare referral in physical therapy. It is imperative
that physical therapists are adept at differential diagnosis between mechanical spinal
pain and sinister pathologies that can refer symptoms to this region. This case
highlights the importance of differential diagnosis of this region and determining
when to treat, refer, or treat and refer.

[ Examination/Evaluation

The patient was a 75-year-old male who was referred from an orthopedic surgeon for

physical therapy for complaints of thoracic spine pain. He reported an two month { Discussion/Conclusion

insidious onset of pain with radiographic imaging that was unremarkable and was

referred to physical therapy with a diagnosis of cervicalgia and thoracic pain. The findings of this case report indicate the importance of identifying red flags when

evaluating and treating patients with thoracic pain and stiffness. It is crucial that
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The patient presented with localized midthoracic pain that radiated to both shoulders.
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