
MODULE 
 

FUNCTIONAL 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



CARPAL TUNNEL SYNDROME G56.0 
1. Definition  Carpal tunnel syndrome is a complex of symptoms and signs caused by a 

pinch of the median nerve that runs through the carpal tunnel. 
2. History  - There is pain in the palm which is supplied by the median nerve 

- A thick feeling is felt on the palm which is supplied by the median 
nerve 

- obtained tingling taste (such as electric shock) 
- Usually gets worse at night 
 

3. Physical 
Examination 

General Physical Examination 
(inspection by inspection, palpation, percussion, and auscultation) 
A thorough examination to rule out other causes of trigeminal neuralgia 
 
Neurological Examination 
- Glasgow Coma Scale (GCS) level of awareness 
- Examination of all cranial nerves focused on the fifth (trigeminal) 

cranial nerve includes: 
- Sensory: sensation examination (pain - touch - pressure / temperature - 

temperature) in each distribution of nerve branches in the hand (nerve, 
sinus, ulnar, radial) and arm 

- Motor: examination includes strength, tone, trophy. In CTS you will 
get thenar muscle atrophy 

- Ph Phalen Test: the patient is asked to flex the palm of the hand with 
full elbow extension to give full stretch to the median nerve. It says 
POSITIVE if you get pain or paresthesia after 1 minute flexing your 
palm. 

- Tin Tinel test: the examiner performs percussion in the area proximal 
or just above carpal tunnel. It says POSITIVE if pain or paresthesia is 
obtained from the palm of the hand 

4. Diagnosis Criteria 1. Anamnesis as above 
2. Clinical examination according to the above 
3. Supporting examination to confirm the location of the abnormality 
 

5. Job Diagnosis Carpal Tunnel Syndrome (G56.0) 
6. Differential 
Diagnosis 

- Cervical radiculopathy 
- Cervical spondylotic myelopathy 
- Cervical polyradiculopathy 
- Brachial plexopathy 
- Median neuropathy 
- Motor neuron disease (ALS) 
- Fibromyalgia 
- Ligament pain 
- Compartment syndrome 

7. Supporting 
Examination 

- Nerve conduction test (NCS) (Grade 2A) 
- Electromyography (EMG) (Grade 2) 
- MRI carpal tunnel (Grade 3) 
 

 
 
 
 
 



8. Therapy 
 

No. Examination  Recommendation  Recommen 
dation grade 

Ref 

1 Nerve 
Conduction 
Test (NCS) 

NCS will give the 
result of injury or 
conduction disturbance 
to the median nerve 

 

2A 

 

1,2 

2 Electromyogra 
phy (EMG) 

EMG is not mandatory 
for patients with CTS 
who have typical 
symptoms. EMG is 
useful for the exclusion 
of other diseases, such 
as cervical 
radiculopathy, 
plexopathy, etc. 

 
 
 

2A 

 
 
 

1,2 

3 Magnetic 
Resonance 
Imaging 
(MRI) 

MRI is not a routine 
check. MRI is carried 
out when the patient 
experiences deformity 
especially the 
anatomical structure of 
soft tissue in 
around the carpal 
tunnel 
 

 
 

2A 

 
 

1,2 

 
 

9. Education Explanation to patients and their families: 
- course of disease and complications that may occur 
- Therapy and actions to be given along with advantages and 

disadvantages 
- Treatment procedures and treating doctors 

10. Prognosis Ad Vitam (Life)  : Ad bonam 
Ad Sanationam (cured) : Dubia ad bonam 
Ad Functions (function) : Dubia ad bonam 
 
Re-open CTS release can occur in 49% of patients. The success rate (pain-
free) is between 73-90%. 

11. Critical 
reviewers 

1. Prof. Dr. Abdul Hafid Bajamal, dr., Sp.BS 
2. Dr. Agus Turchan, dr., Sp.BS 
3. Dr. M. Arifin Parenrengi, dr., Sp.BS 
4. Dr. Joni Wahyuhadi, dr., Sp.BS 
5. Dr. Eko Agus Subagyo, dr., Sp.BS 
6. Dr. Asra Al Fauzi, dr., Sp.BS 
7. Wihasto Suyaningtyas, dr., Sp.BS 
8. Muhammad Faris, dr., Sp.BS 
9. Rahadian Indarto, dr., Sp.BS  
10. 10.Achmad Fahmi, dr., Sp.BS  
11. 11.Nur Setiawan Suroto, dr., Sp.BS 
12.Irwan Barlian Immadoel Haq, dr, Sp.BS  
13.Tedy Apriawan, dr., Sp.BS 
12. 14.Heri Subianto, dr., Sp.BS 



 
12. Medical 
Indicator 

Pain-Free 
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1973; 55:733. 
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following carpal tunnel release. Am J Ind Med 1997; 31:85. 

7. Biyani A, Downes EM. An open twin incision technique of carpal 
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EPILEPSI G40 

1. Definition  
 

Epilepsy is a series of neurological symptoms characterized by epileptic 
attacks, which are recurrent episodes of seizures that are not triggered by 
direct causes (Intermediate cause). 
 

2. Anamnesis  
 

A history of epileptic seizures is obtained 
• Seizure semiology includes: 
• seizure aura, 
• type of seizure (absentee, focal, general, focal secondary general), 
• seizure onset, 
• duration of seizure, 
• seizure frequency, 
• post-ictal symptoms. 
• Family history with epilepsy, history of trauma, history of febrile 

seizures can be obtained. 
• Seizures can be triggered (seizure precipitants): emotional conditions, 

strenuous exercise / activity, loud noise, dazzling light / light 
 

3. Physical 
examination 

 

General Physical Examination 
(examination by inspection, palpation, percussion, and auscultation) A 
thorough examination to rule out other causes of epilepsy. 
At the time of the seizure, the patient must be examined and managed 
according to the principles of the emergency department namely: secure 
Airway, Breathing, Circulation 
 
Neurological Examination 
� Level of awarenessGlasgow Coma Scale (GCS) 
� Examination of cranial nerves one to twelve 
� Thorough motor inspection 
� Thorough sensory examination 
Physiological reflex examination 
Pathological reflex examination 

-  
4. Diagnosis 

Criteria 
 

4. Anamnesis as above 
5. Clinical examination according to the above 
6. Investigations to confirm the cause of the seizure 

 
5. Working 

Diagnosis 
 

Epilepsi (G40) 

6. Differential 
Diagnosis 

 

- Febrile seizures (febrile convulsion) 
- Non-epileptic convulsion 

-  



7. Supporting 
Examination 

Laboratory tests (Grade 1B): to confirm metabolic causes: 
- Hematology routine 
- Serum electrolytes (Sodium, Potassium) 
- Calcium and Magnesum 
- blood glucose 
- Kidney function 
- Liver function 
- Toxicological screening 

 Electroencephalographic / EEG (Grade 1A) examination is the main 
examination in epilepsy patients: 
- Routine / interictal EEG 
- Intracranial Longterm EEG 
 
MRI Head (Grade 1B) 
In epilepsy structure abnormalities can be found in the form of: 
- Mesial temporal abnormalities, in the form of mesial temporal 
sclerosis, hypocampal sclerosis, vascular lesion 
- Abnormalities of cortical structure (cortical dysplasia) 
MRI examination can also rule out other causes of the spasm that there is 
a mass that results in a space occupying lesion. 
 
If doubtful structural lesions are obtained, examination can be continued 
(Grade 2B): 
- PET / FDG-PET 
- SPECT 
MEG 
 

8. Therapy 
 

• Non Operative: (Grade 1A) 
Epilepsy patients who have just been diagnosed with non-operative 
management include: 
 
1. Medical 
Anti-epileptic drugs can be used according to the clinical picture of the 
patient's seizures 
• Epilepsy with focal seizures 
- Iamtorigine 
- Oxcarbazepine 
- Carbamazepine 
- Gabapentin 
- Topimirat 
• Epilepsy with generalized seizures 
- Valproat 
- Iamotrigine 
- Topiramate 
- Phenytoin 
 
2. Counseling 
Epilepsy patients should get counseling related to quality of life and 
personal safety, including: a driving permit, life insurance, and 
psychosocial counseling related 
 



• Operative: (Grade 1B) 
� Patients with epilepsy can be managed with operative management 
with certain candidates, namely patients with: 
o Mesial Temporal Epilepsy (MTE) 
MTE confirmation is by thorough examination up to EEG and MRI 
which proves the presence of epileptogenic focus on the amygdala and 
hippocampus 
o Lesional Epilepsy 
Patients with clear pathological structures resulting in seizures such as 
low grade glioma tumors, cavernous malformation, malformation 
cortical development, 
o Focal epilepsy with a history of drug-resistant 
It should be noted that epileptogenic focus with intracranial Longterm 
EEG and MRI  
 
Operative action (especially in MTE) is preceded by a WADA test 
(intracarotid amobarbital test) procedure, namely intracarottic 
amobarbital injection to determine the location of hemisphere 
dominance for language and memory function. This examination is very 
useful for predicting postoperative outcomes 
 
Epilepsy surgery techniques can include: 
- Anterior temporal lobectomy (01.53) 
- Selective amygadalohippocampectomy (01.53) 
- Focal cortical resective surgery (01.5) 
- Lesionectomy (01.5) 
- Radiosurgery (Gamma-knife) (01.59) 

9. Education Explanation to patients and their families: 
- Course of disease and complications that may occur 
- Therapy and actions to be given along with advantages and 

disadvantages 
- Treatment procedures and treating doctors 

10. Prognosis Ad Vitam (Life): Ad bonam 
Ad Sanationam (cured): Dubia ad bonam 
Ad Functions (function): Dubia ad bonam 
 
The prognosis for MTE surgery is very good with a mortality rate of 0% 
and a morbidity of 10.8%. Surgery complications can be in the form of 
cognitive disorders and field disorders 
point of view. 

11. Critical reviewers 1. Prof. Dr. Abdul Hafid Bajamal, dr., Sp.BS 
2. Dr. Agus Turchan, dr., Sp.BS 
3. Dr. M. Arifin Parenrengi, dr., Sp.BS 
4. Dr. Joni Wahyuhadi, dr., Sp.BS 
5. Dr. Eko Agus Subagyo, dr., Sp.BS 
6. Dr. Asra Al Fauzi, dr., Sp.BS 
7. Wihasto Suyaningtyas, dr., Sp.BS 
8. Muhammad Faris, dr., Sp.BS 
9. Rahadian Indarto, dr., Sp.BS  
10. .Achmad Fahmi, dr., Sp.BS  
11. Nur Setiawan Suroto, dr., Sp.BS 
12. IrwanBarlianImmadoelHaq, dr, Sp.BS 



13. TedyApriawan, dr., Sp.BS  
14.HeriSubianto, dr., Sp.BS 

12. Medical  
Indicator 

The epilepsy management indicator is based on: 
1. Seizure-free state 
2. Drug-free seizure state 
3. Good quality of life in terms of psychosocial 

13. Literature  9. Kerr MP, Mensah S, Besag F. International consensus clinical 
practice statements for the treatment of neuropsychiatric conditions 
associated with epilepsy. Epilepsia. 2011;52:2133 

10. Kuzniecky RI, Bilir E, Giliam F, Faught E, Palmer C, orawetz R, 
Jackson G. Multimodality MRI in mesial temporal sclerosis: relative 
se nsitivity and specificity. neurology. 1997;49(3):774. 

11. LoPinto-Khoury C, Sperling MR, Skidmore C. Surgical outcome in 
PET-positive, MRI- negative patients with temporal lobe epilepsy. 
Epilepsia. 2012;53:342. 

12. Sulc V, Stykel S, Hanson DP, Brinkmann BH, Jones DT, Holmes 
DR, Robb RA, Senjem 
ML, Mullan BP, Watson RE, Horinek D, Cascino DG, Wong-Kisiel 
LC, Britton JW, So EL, Worrell GA. Statistical SPECT processing in 
MRI-negative epilepsy surgery, Neurology. 2014. Mar;82(11):932-9. 
Epub 2014 Feb 14. 

13. Kirsch HE, Walker JA, Winstanley FS, Hendrickson R, Wong ST, 
Barbaro NM, Laxer KD, Garcia PA. Limitations of wadamemory 
asymmetry as a predictor of outcomes after temporal lobectomy. 
Neurology. 2005;65(5):676 

14. Radhakrishnan K, So EL, Silbert PL, Jack CR, cascino DG, 
Sharbrough FW, O’Brien PC. Predictors of outcome of anterior 
temporal lobectomy for intractable epilepsy: a multivariate study. 
Neurology. 1998;51(2):465 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



GLOSOFARINGEAL NEURALGIA G52.1 

1. Definition  
 

Glossopharyngeal neuralgia is paroxysmal pain that is distributed 
according to ninth nerves cranial (glossopharynx) and ten (vagus) 
 

2. Anamnesis  
 

- Location of pain: ear, tonsillar fossa, base of tongue, angle of jaw 
- Pain is characteristic of paroxysmal, severe, like being pricked or like 

being electrocuted, repetitive (episodic) 
- Often unilateral, can occur bilaterally (12%) 
- Pain can be triggered by movements of chewing, swallowing, coughing, 

talking, yawning, touch to the ear, 
 

3. Physical 
examination 

 

General Physical Examination 
(inspection by inspection, palpation, percussion, and auscultation) 
A thorough examination to rule out other causes of glossopharyngeal 
neuralgia 
 
Neurological examination 
- Glasgow Coma Scale (GCS) level of awareness 
- Examination of all cranial nerves that are focused on the ninth cranial 

nerve (glossopharynx) and ten (vagus) include: 
-  Sensory: examination of sensations (pain - touch - pressure / pressure - 

temperature) in each distribution of the cranial nerve branches Nine 
and ten (location as in history taking). Examination was carried out on 
each nerve branch distribution and compared right and left. 

- Motor: Examination of motor ten nerves by the way ten patients are 
asked to swallow, and cough. Also check whether the examination 
triggers glossopharyngeal pain or not. 

 
4. Diagnosis 

Criteria 
 

7. Anamnesis as above 
8. Clinical examination according to the above 
9. Supporting examinations to confirm the location of the abnormality 

5. Working 
Diagnosis 

 

Glosofaringeal Neuralgia (G52.1) 

6. Differential 
Diagnosis 

 

- Local disease of the pharynx 
- Stilohyoid ligament ossification 
- Multiple sclerosis 
- Tumors of the glossopharyngeal and vagus nerves or around these nerves 

7. Supporting 
Examination 

MRI Head + MRA (Grade 1B) 
 
No. Examination  Recommendation  Recommen 

dation grade 
Ref 

1 MRI Head + 
MRA 
(Grade 1B) 
 

- Sensitivity reaches 95%, 
with specificity 86% 
- There is a neuro-vascular 
contact between the 
glossopharyngeal nerve and 
the vagus in the root entry 
zone and the structure of 
the blood vessels (usually 
the posterior inferior 
cerebellar arteries) 
MRI and MRA are 

 
 
 

1B 

 
 
 

1,2,
3,4 



accompanied by FIESTA 
sequences to determine the 
direction and location of 
neuro-vascular 
- contact 

 

8. Therapy 
 

 
No. Therapy  Recommendation  Recommen 

dation grade 
Ref 

 
1 
 
 

 
Operative  

- Microvascular 
Decompression (04.42) 
That is a craniotomy 
surgery that separates 
(decompresses) the 
structure of blood vessels 
that attach to the root entry 
zone of the 
glossopharyngeal nerve 
. 

 
 
 

1B 

 
 
 

1,2,
3,4 

 
2 

 
Non-
operative 

In glossopharyngeal 
neuralgia can be given 
mentosa  medica namely: 
- Carbamazepine 
- Oxcarbazepine 
- Baclofen 
- Lamotrigine 
- Topical lidocaine 

 
 
 

1b 

 
 
 

1,2,
3,4 

 
 

9. Education Explanation to patients and their families: 
- Course of disease and complications that may occur 
- Therapy and actions to be given along with advantages and disadvantages 
- Treatment procedures and treating doctors 
 

10. Prognosis Ad Vitam (Life)  : Ad bonam 
Ad Sanationam (cured) : Dubia ad bonam 
Ad Functions (function): Dubia ad bonam 
 
Microvascular Decompression Surgery has a 95% pain-free success rate. 
Complications can be in the form of glossopharyngeal nerve paresis (8%). 

 
11. Critical reviewers 1. Prof. Dr. Abdul Hafid Bajamal, dr., Sp.BS 

2. Dr. Agus Turchan, dr., Sp.BS 
3. Dr. M. Arifin Parenrengi, dr., Sp.BS 
4. Dr. Joni Wahyuhadi, dr., Sp.BS 
5. Dr. Eko Agus Subagyo, dr., Sp.BS 
6. Dr. Asra Al Fauzi, dr., Sp.BS 
7. Wihasto Suyaningtyas, dr., Sp.BS 
8. Muhammad Faris, dr., Sp.BS 
9. Rahadian Indarto, dr., Sp.BS  
10. Achmad Fahmi, dr., Sp.BS  



11. Nur Setiawan Suroto, dr., Sp.BS 
12.Irwan Barlian Immadoel Haq, dr, Sp.BS  
13.Tedy Apriawan, dr., Sp.BS 
14.Heri Subianto, dr., Sp.BS 

13. Medical  
Indicator 

Pain-free 

13. Literature  15. Headache Classification Committee of the International Headache 
Society. Cephalgia. 2013. Jul; 33 (9): 629-808 

16. Resnick DK, Janneta PJ, Bissonette D, JhoHD, Lanzino G. 
Microvascular Decompression for glossopharyngeal neuralgia. 
Neurosurgery. 1995;36(1):64) 

17. Wiffen PJ, Derry S, Moore RA, Kalso EA. Carbamazepine for chronis 
neuropathic pain and fibromyalgia in adults. Cochrane Database Syst 
Rev. 2014;4: CD005451 

18. Patel A, Kassam A, Horowitz M, Chang YF. Microvascular 
decompression in the management of glossopharyngeal neuralgia: 
analysis of 217 cases. Neurosurgery. 2002;50(4):705 

 
 
  



HEMIFACIAL SPASM G51.3 

1. Definition  
 

Hemifacial spasm is an involuntary synchronous movement in one 
side of the face. 

2. Anamnesis  
 

� Movement is not realized on one side of the face 
� Location: one side of the face, usually starting from the muscles around 
the eyelids (orbicularis oculi muscles, flickering) 
� Spasms are brief, irregular clonic, biased tonic 
� Often unilateral, can occur bilaterally (5%) 

3. Physical 
examination 

 

General Physical Examination 
(inspection by inspection, palpation, percussion, and auscultation) 
A thorough examination to rule out other causes of glossopharyngeal 
neuralgia 
 
Neurological examination 
� Glasgow Coma Scale (GCS) level of awareness 
� Examination of all cranial nerves focused on the seventh cranial nerve 
(facial nerve) includes: 
� Motoric: motor seven nerve examination by means of the patient being 
asked to close the eyelids, wrinkle the forehead, raise eyebrows, smile 
showing teeth, puffed cheeks and whistling. Then compare right and left. 
� Sensory checked according to indications, there are or no abnormalities 
in the taste of the tongue two thirds anteriorly. 

4. Diagnosis 
Criteria 

 

10. Anamnesis as above 
11. Clinical examination according to the above 

 12. Investigation to confirm the location of abnormalities 

5. Working 
Diagnosis 

Hemifacial Spasm (G51.3) 
 

6. Differential 
Diagnosis 

 

- Blepharospasm 
- Meige syndrome 
- Tumors in the cranial nerves seven or around the nerve 

7. Supporting 
Examination 

 
No. Examination  Recommendation  Recommen 

dation grade 
Ref 

1 MRI Head + 
MRA 

- Found a neuro-vascular 
contact between the facial 
nerve in the root exiting 
zone and the structure of 
the blood vessels (usually 
inferior anterior cerebellar 
arteries, 88- 93%) 
MRI and MRA are 
accompanied by FIESTA 
sequence to find out the 
direction and 
neuro-vascular contact 
location 

 
 
 
 

1B 

 
 
 
 

1,2,3
,4 

 



8. Therapy 
 

No. Therapy   Recommendation  Recommen 
dation grade 

Ref 

 Operative  � Microvascular 
Decompression (04.42) 
Namely a craniotomy 
surgery that separates 
(decompresses) the 
structure of blood vessels 
that attach to the exiting 
zone of the facial nerve 
zone 
 

 
 
 

1B 

 
 
 

1,2,3
,4 

 Non 
operative  

In hemifacial spasm can be 
given medical that is 
injection of Botulinum 
toxin. 

 

2C 

 

4 

 

9. Education Explanation to patients and their families: 
� course of disease and complications that may occur 
� Therapy and actions to be given along with advantages and 
disadvantages 
� Treatment procedures and treating doctors 

10. Prognosis Ad Vitam (Life): Ad bonam 
Ad Sanationam (cured): Dubia ad bonam 
Ad Functions (function): Dubia ad bonam 

11. Critical reviewers 1. Prof. Dr. Abdul Hafid Bajamal, dr., Sp.BS 
2. Dr. Agus Turchan, dr., Sp.BS 
3. Dr. M. Arifin Parenrengi, dr., Sp.BS 
4. Dr. Joni Wahyuhadi, dr., Sp.BS 
5. Dr. Eko Agus Subagyo, dr., Sp.BS 
6. Dr. Asra Al Fauzi, dr., Sp.BS 
7. Wihasto Suyaningtyas, dr., Sp.BS 
8. Muhammad Faris, dr., Sp.BS 
9. Rahadian Indarto, dr., Sp.BS  
10. .Achmad Fahmi, dr., Sp.BS  
11. Nur Setiawan Suroto, dr., Sp.BS 
12.Irwan Barlian Immadoel Haq, dr, Sp.BS  
13.Tedy Apriawan, dr., Sp.BS 

 14.Heri Subianto, dr., Sp.BS 
14. Medical  

Indicator 
 Spasme-free 

13. Literature  19. Headache Classification Committee of the International Headache 
Society. Cephalgia. 2013. Jul; 33 (9): 629-808 

20. Tan NC, Chan LL, Tan EK. Hemifacial Spasm and involuntary facial 
movements. QJM.2002;95(8):493. 

21. Port JD, Advanced magnetic resonance imaging techniques for 
patients with hemifacial spasm. OphtalPlastReconstr Surg. 
2002;18(1):72. 

22. Defazio G, Abbruzzese G, Girlanda P, Vacca L, CurrA, De Salvia R, 
Marchese R, Raineri R, Roselli F, Livrea P, Berardelli A. Botulinum 
toxin A treatment for primary hemifacial spasm: a 10-year 
multicenter study. Arch Neurol.2002;59(3):418. 



 
PARKINSON G20 

1. Definition  
 

Parkinson's disease is a progressive neuro degenerative disease 
manifest mainly in motor disorders 
 

2. Anamnesis  
 

There are cardinal signs, namely: 
1. Tremors 
The tremor in Parkinson's disease is tremor at rest (tremor when 
inactivity). Tremors usually occur intermittently, the location of the tremor 
includes the legs, lips, jaw, tongue, and rarely involves the head. 
2. Bradykinesia 
Is a general slowness of movement. Signs that often appear are dragging 
feet, short steps, difficulty standing from a chair. 
3. Rigidity 
Is an increase in resistance to passive movements, occurs in 90% of 
Parkinson's patients. Cogwheel rigidity can occur. 
4. Postural instability 
Postural-central reflex disturbances that cause a feeling of imbalance that 
causes a tendency to fall 
 
Other symptoms can also be found namely 
- visual impairment 
- Myoclonus 
- Short-stepped gait, festinating gait 
- Cognitive dysfunction and dementia 
- Psychosis and hallucinations 
- Sleep disturbance 
- autonomic dysfunction 
- Mood disorders: depression, anxiety, 

� 
3. Physical 

examination 
 

General Physical Examination 
(inspection by inspection, palpation, percussion, and auscultation) 
A thorough examination to rule out other causes of Parkinson's symptoms 
 
Neurological examination 
� Glasgow Coma Scale (GCS) level of awareness 
Motor Motor tests include: motor strength, tone, trophy, and reflexes. Also 
check the type of rigidity if found to be considered by the patient's tremor. 
Sensor Sensory examination according to symptoms and indications 

� Inspection inspection of gait (obtained short-stepped or festinating 
gait) 

4. Diagnosis 
Criteria 

 

Diagnosis of Parkinson's Disease Parkinson's Disease (PD) clinically: 
1. There must be no absolute exclusion criteria 
2. There are at least TWO supporting criteria 
3. There are no red flags 

 
Probable diagnosis of (probable) Parkinson's: 
1  There must be no absolute exclusion criteria 
2  There are red flags that are balanced by supporting criteria 
3  If there is ONE redflag, there must be a minimum of ONE supporting 

criteria  
4  If there are TWO redflags, there must be a minimum of TWO 

supporting criteria 
5  There must be no more than TWO red flags 



 
Supporting Criteria 
 
1.  There is clear and clear evidence that dopamine therapy responds. 

During initial therapy, the patient's clinical function returns to normal 
or close to normal. If there is no clear documentation regarding this 
initial therapeutic response, the actual response can be classified as: 

 a.  There is a noticeable improvement if the dose is increased or 
worsened if the dose is lowered. Minor changes were not 
included. Documentation biased objectively (changes> 30% with 
UPDRS III examination) or subjective (clear recording by trusted 
patient or nurse) 

 b.  Clear and obvious fluctuations in the "ON / OFF" phenomenon, 
there must be an end-of-dose wearing off prediction 

 
2.  The presence of dyskinesia affected by levodopa (levodopa-induced 

dyskinesia) 
 
3.  Tremors at rest of extremities, documented on physical examination 

(either past or present history of physical examination) 
 
4.  Loss of sympathetic sensation or sympathetic denervation in the heart 

in MIBG scintigraphy 
 
Absolute Exclusion Criteria: The following symptoms or signs are 
NOT  is Parkinson's disease 
 
1.  Firm cerebellar abnormalities such as cerebellar gait, limb ataxia, or 

cerebellar oculomotor abnormalities (eg, continuous nystagmus, macro 
square wave jerks, hypermetric saccades) 

 
2.  Downward vertical supranuclear gaze palsy, or selective slowing of 

downward vertical saccades 
 
3.  Diagnosis of possible frontotemporal behavioral dementia, or primary 

progressive aphasia, based on the diagnosis criteria of the disease for 5 
years. 

 
4.  The symptoms of Parkinson's only in the inferior limb in the last three 

years. 
 
5. Treatment with dopamine receptor blockers or dopamine-depleting 

agents at certain times and doses consistent with drug-induced 
parkinsonism 

 
6.  There is no response to high-dose levodopa even though the severity is 

low. 
 
7.  Loss of clear cortical sensory sensations (graphesthesia, stereognosis 

with intact primary sensory), clear ideomotor limb apraxia, or 
progressive aphasia 

 



8.  Normal neuroimaging in the presynaptic dopaminergic system. 
9.  There is documentation of alternative conditions that are known to 

cause Parkinson's and are reasonably related to the symptoms of the 
patient, or doctor who examined these patients, based on diagnostic 
modalities, felt that alternative diagnoses were more likely than 
Parkinson's disease. 

 
Red flags 
 

1.  Rapid progression from gait impairment that requires a wheelchair 5 
 years after onset. 

 
2.  The absence of progression of motor symptoms after more than 5 

years, unless there is an influence from the drug. 
 

3.  Early bulbar dysfunction: Dysphonia and Severe dysarthria (speech 
cannot be understood) or Severe dysphagia (requires fine food, NG 
tube, or gastrostomy feeding) in 5 years 
 

4.  Inspiration-expiration dysfunction: can be diurnal or nocturnal stridor 
or sighs 
 

5.  Severe autonomic function failure in the last 5 years. Including: 
a. Orthostatic hypertension - Decreased orthostatic blood pressure 
within three minutes after standing, at least 30 mmHg systolic or 15 
mmHg diastolic, without dehydration, drugs, or other diseases that 
affect 
b. Severe urinary retention and incontinence within 5 years (not 
including stress incontinence in women), which is not simple 
functional incontinence. In men, urinary retention should not be related 
to prostate disease 
and erectile dysfunction 
 

6.  Repeated falls (> 1 time per year) due to impaired balance within 3 
years after onset. 
 

7.  Disproportionate anterocollis (dystonia) or contractures of the hands or 
feet in the first 10 years 
 

8.  There are no symptoms of non-motor disease in the duration of 5 
years. These include sleep disorders (sleep-maintenance insomnia, 
excessive daytime somnolence, symptoms of REM sleep behavior 
disorder), autonomic dysfunction (constipation, daytime urge, 
symptomatic orthostatic), hyposmia, or psychiatric dysfunction 
(depression, anxiety, or hallucinations) 
 

9.  Other symptoms of extrapyramidal tract that cannot be explained, 
namely obvious pyramidal weakness or pathological hyperephlexia 
(excluding mild reflex asymmetry, and plantar isolated extensor 
responses) 
 

10. Bilateral symmetrical parkinsonism. Patients or nurse patients report 



bilateral symptoms where there is no tendency on one side, and there is 
no documentation of one-sided predomination. 

5. Working 
Diagnosis 

 

Parkinson (G20) 

6. Differential 
Diagnosis 

- Essential tremor 
- Dementia dengan Lewi bodies 
- Degenerasi kortikobasal 
- Secondary Parkinsonism 

7. Supporting 
Examination 

 
No. Examination  Recommendation  Recommen 

dation grade 
Ref 

 
 

1 

 

MRI Head 
+ 
advanced 
MRI 

This examination is not 
routinely carried out, only 
if there is a suspicion of 
structural abnormalities or 
pre-operative preparation 
 

 
 

2B 

 
 

1,2,3
,4 

 
2 

 
PET Scan 

This check is not routinely 
done, only confirm or get 
rid of differential diagnosis 

 
3 

 
1,2,3

,4 
 
 

8. Therapy 
 

 
No. Therapy  Recommendation  Recommen 

dation grade 
Ref 

1 Operative  � Deep Brain Stimulation 
(02.93) 
Alam Thalamotomy and 
Pallidotomy (01.41 + 
01.42) 
Th Subthalamotomy 
� GDNF infusion (99.75) 
 

 
 

1B 

 
 

1,2,3
,4 

2 Non 
operative  

Parkinson's non-operative 
management includes 
- Medical 
-Levodopa 
-MAO B Inhibitor 
-Rasagiline 
-Segegiline 
-Bromocriptine 
- education 
Education is primarily 
aimed at the patient's 
family where the patient 
lives. Parkinson's patients 
need extra care and 
avoidance of dangerous 
activities. 
- physiotherapy 
- speech therapy 

 
 
 
 
 
 
 
 
 

1B 

 
 
 
 
 
 
 
 
 

1,2,3
,4 



- Nutrition 
 

9. Education Explanation to patients and their families: 
� course of disease and complications that may occur 
� Therapy and actions to be given along with advantages and 
disadvantages 
� Treatment procedures and treating doctors 
 

10. Prognosis Ad Vitam (Life): Ad bonam 
Ad Sanationam (cured): Dubia ad night 
Ad Fungsionam (function): Dubia ad night 

11. Critical reviewers 1. Prof. Dr. Abdul Hafid Bajamal, dr., Sp.BS 
2. Dr. Agus Turchan, dr., Sp.BS 
3. Dr. M. Arifin Parenrengi, dr., Sp.BS 
4. Dr. Joni Wahyuhadi, dr., Sp.BS 
5. Dr. Eko Agus Subagyo, dr., Sp.BS 
6. Dr. Asra Al Fauzi, dr., Sp.BS 
7. Wihasto Suyaningtyas, dr., Sp.BS 
8. Muhammad Faris, dr., Sp.BS 
9. Rahadian Indarto, dr., Sp.BS  
10. .Achmad Fahmi, dr., Sp.BS  
11. Nur Setiawan Suroto, dr., Sp.BS 
12.IrwanBarlianImmadoelHaq, dr, Sp.BS  
13.Tedy Apriawan, dr., Sp.BS 

14.Heri Subianto, dr., Sp.BS 
1. Medical  

Indicator 
Improve quality of life 

13. Literature  1. Olanow CW, Watts RL, Koller WC. An algorithm (decision tree) for the 
management of Parkinson's disease (2001): treatment guidelines. 
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TRIGEMINAL NEURALGIA G50.0 

1. Definition  
 

Trigeminal neuralgia is pain that is distributed according to the fifth cranial 
nerve (trigeminal) caused by contact with blood vessels (neuro-vascular) 
contact) in the root entry zone. 
 

2. Anamnesis  
 

Achieved pain in half or all of the face, according to the nerve distribution 
of one or all branches of the fifth cranial nerve (trigeminal). 
� Pain is characteristic that is sudden, like being pricked or like being 
electrocuted, repetitive (episodic) 
� Can be accompanied by a decrease in sensation (hypesthesia) 
� Pain can be triggered by smile movements, temperature changes 
(drinking cold water, 
exposed to cold winds), chewing movements, brushing teeth 

 
3. Physical 

examination 
 

General Physical Examination 
(inspection by inspection, palpation, percussion, and auscultation) 
A thorough examination to rule out other causes of trigeminal neuralgia 
 
Neurological examination 
� Glasgow Coma Scale (GCS) level of awareness 
� Examination of all cranial nerves focused on the fifth (trigeminal) 
cranial nerve includes: 
� Sensory: examination of sensations (pain - touch - pressure / pressure - 
temperature) in each distribution of the fifth cranial nerve branch 
(ophtalmic, maxillary, mandibular). Examination was carried out on each 
distribution of trigeminal nerve branches and compared right and left. 
� Motor: trigeminal nerve motor examination by means of a muscle 
mastication test (chewer), the patient is asked to bite, then check the tone 
of the muscle temporalis and masseter muscle, then compared right and 
left. Also checked whether the examination triggers trigeminal pain or not. 

 
4. Diagnosis 

Criteria 
 

13. Anamnesis as above 
14. Clinical examination according to above 
15. Supporting examination to confirm the location of the abnormality 

 
5. Working 

Diagnosis 
 

Trigeminal Neuralgia (G50.0) 
 

6. Differential 
Diagnosis 

 

- Post-herpetic trigeminal neuropathy / neuralgia 
- Trigeminal nerve trauma 
- Multiple sclerosis 

- Tumors on the trigeminal nerve or around the trigeminal nerve 

7. Supporting 
Examination 

MRI Head + MRA (Grade 1B) 
 
No. Examination  Recommendation  Recommen 

dation grade 
Ref 

1 MRI Head + 
MRA (Grade 

- Sensitivity reaches 95%, 
with specificity 86% 

  



1B) 
 

- Found a neuro-vascular 
contact between the 
trigeminal nerve in the root 
entry zone and the structure 
of the blood vessels 
(usually the superior 
cerebellar arteries) 
MRI and MRA are 
accompanied by FIESTA 
sequences to determine the 
direction and location of 
neuro-vascular 
contact 

1B 1,2,3
,4,5 

 
 

8. Therapy 
 

 
 

No. Therapy  Recommendation  Recommen 
dation grade 

Ref 

1 Operative  � Microvascular 
Decompression (04.41) 
Namely a craniotomy 
surgery that separates 
(decompresses) the 
structure of blood vessels 
that attach to the root entry 
zone of the trigeminal 
nerve 
 
� Rhizotomy (03.1) 
That is a surgical 
procedure by making 
lesions in the trigeminal 
ganglion through the 
foramen ovale with one of 
the following modalities: 
radiofrequency 
thermocoagulation, 
mechanical balloon 
compression, chemical 
(glycerol) rhizolysis. 
 
� Peripheral neuroectomy 
(03.1) 
That is an act of cutting 
branches from the 
trigeminal nerve 
(supraorbital nerve, 
infraorbita, alveolar, and 
lingual) with one of the 
following modalities: 
incision, alcohol injection, 

 
 
 
 
 
 
 
 
 
 
 
 

1B 

 
 
 
 
 
 
 
 
 
 
 
 

1,2,3
,4,5 



radiofrequency, or 
cryotherapy. 
 

2  Non 
Operative: 
(1B) 
 

In trigeminal neuralgia 
Medica mentosa can be 
given, namely: 
- Carbamazepine 
- Oxcarbazepine 
- Baclofen 
- Lamotrigine 
- Topical lidocaine. 

 

1B 2 

 
 

9. Education Explanation to patients and their families: 
� course of disease and complications that may occur 
� Therapy and actions to be given along with advantages and 
disadvantages 
� Treatment procedures and treating doctors 
 

10. Prognosis Ad Vitam (Life): Ad bonam 
Ad Sanationam (cured): Dubia ad bonam 
Ad Functions (function): Dubia ad bonam 
 
Microvascular Decompression Surgery has a 90% success rate of pain 
relief. The pain free period will decrease in the next one, three and five 
years which ranges between 80, 75 and 73% pain free. 

11. Critical reviewers 1. Prof. Dr. Abdul Hafid Bajamal, dr., Sp.BS 
2. Dr. Agus Turchan, dr., Sp.BS 
3. Dr. M. Arifin Parenrengi, dr., Sp.BS 
4. Dr. Joni Wahyuhadi, dr., Sp.BS 
5. Dr. Eko Agus Subagyo, dr., Sp.BS 
6. Dr. Asra Al Fauzi, dr., Sp.BS 
7. Wihasto Suyaningtyas, dr., Sp.BS 
8. Muhammad Faris, dr., Sp.BS 
9. Rahadian Indarto, dr., Sp.BS  
10. .Achmad Fahmi, dr., Sp.BS  
11. Nur Setiawan Suroto, dr., Sp.BS 
12.IrwanBarlianImmadoelHaq, dr, Sp.BS  
13.TedyApriawan, dr., Sp.BS 
    14.HeriSubianto, dr., Sp.BS 

1. Medical  
Indicator 

Pain-free 
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neuropathic pain and fibromyalgia in adults. Cochrane Database Syst Rev. 



2014;4: CD005451 
26. Jannetta PJ, Microsurgical management of trigeminal neuralgia. Arch Neurol. 

1985;42(8):800 
27. Barker FG, Jannetta PJ, Bissomette DJ, Larkins MV, Jho HD. the long-term 

outcome of microvascular decompression for trigeminal neuralgia. N Engl J 
Med.1996;334(17):1077 

 
ESSENTIAL TREMOR ICD-10: G25.0 

1. Definition  
 

Essential tremor is a movement disorder in the form of rhythmic 
movements in a group muscles and is the most common form of abnormal 
tremors 
 

2. Anamnesis  
 

History includes: 
- Full identity including age 
- Current disease history 
- History of trauma 
- History of drug use 

 
 

3. Physical 
examination 

 

General Physical Examination 
(inspection by inspection, palpation, percussion, and auscultation) 
� First physical examination takes precedence in evaluation of A 
(airways), B 
(breathing), and C (circulation) 
 
Neurological examination 
� Glasgow Coma Scale (GCS) level of awareness 
Araf Nerve II-III, peripheral nerve lesions VII 
� Motor & sensory, compare right and left, up and down 
� Autonomous 
� Check how to walk (gait) 
 

4. Diagnosis 
Criteria 

 

16. Anamnesis as above 
17. Clinical examination according to the above 
18. Appropriate clinical imaging examination 
 

5. Working 
Diagnosis 

 

Essential Tremor (ICD 10: G25.0) 
 

6. Differential 
Diagnosis 

 

- Parkinson's Disease 
- Cerebellum disorders 
- Dystonia 
- Drug-induced tremor 
- Toxin-related tremor 

7. Supporting 
Examination 

 
No. Examination  Recommendation  Recommen 

dation grade 
Ref 

 
1 

 
MRI Head 

Head MRI is done to get rid 
of it \other causes of tremor 
 

 
1B 

 
1,2,4 



 

2
. 

 

SPECT 

Single-photon emission CT 
(SPECT) is used mainly to 
distinguish with 
Parkinson's disease 

 

2A 

 

1,2,3,
4 

 
 

8. Therapy 
 

No. Therapy Recommendation  Recommen 
dation grade 

Ref 

 
1 

Operative  Operative therapy options: 
- Thalamotomy: 
Thalamotomy is done 
stereotactically and is 
preceded by MRI studies 
that are clinically 
associated 
- Deep brain stimulation: 
Dreep brain stimulation is 
done to reduce the 
symptoms of tremor 
 
The choice of a 
thalamotomy or DBS is 
based on the strengths and 
weaknesses and the 
availability of tools. 
 

 
 

1B 

 

6,7,8
,9, 

10 

 

2
. 

Non 
operative  

Non-operative therapies on 
Essential tumors include: 
- Medicament Propanolol 
Primidone Topiramate 
Alcohol 

 
 
 
 

1B 

 
 
 
 

4,5,6 
 

9. Education  
Explanation to patients and their families: 
� course of disease and complications that may occur 
� Therapy and actions to be given along with advantages and 
disadvantages 
� Treatment procedures and treating doctors 
Pasca Requires postoperative care to restore disrupted neurological 
function, through a medical rehabilitation program 
 

10. Prognosis Ad Vitam (Life): Dubia 
Ad Sanationam (cured): Dubia 
Ad Fungsionam (function): Dubia 
 
The prognosis of essential tumors is mainly related to disability. As 
many as 15% have a lifetime disability in the form of not working 
Patients with essential tumors also have a reduced quality of life due to 
obstacles 
profession. 
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11.Nur Setiawan Suroto, dr., Sp.BS 
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1. Medical  
Indicator 

Improved neurological status, reduced frequency and intensity of 
tremors 
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Subacute & chronic low back pain ICD-10: M54 

1. Definition  
 

Lower back pain with subacute onset (4 to 12 weeks) and chronic 
(more than 12 weeks) 

 
2. Anamnesis  
 

� History of back pain with pain levels that interfere with activity. 
� The nature of the pain spreads to the legs or toes 
Member Severe pain when standing or walking 
� Failure with medical conservative therapy 
 

3. Physical 
examination 

 

Generalist status: 
General conditions 
Vital Vital sign 
� Examination of the head of the neck, thorax, abdomen, extremities. 
Localis Status 
Aksi Axial pain 
Rad Radicular pain 
� Motor 
� Sensory 
� Autonomous 
 

4. Supporting 
Examination 

• X ray (vertebral concentration) 
• Spinal CT Scan 
• Spinal MRI 
Spinal / foraminal stenosis ec Degenerative Disc Disease (DDD) 
• Diagnostic intervention 
Discography: nerve root, facet joint, etc. 
Continued nonsurgical intervention therapy (further information 
below) 
 

5. Diagnosis 
Criteria 

 

1. History 
2. Physical examination 
3. Supporting diagnosis 
 

6. Working 
Diagnosis 

 

LBP Subacute and chronic 
 

7. Differential 
Diagnosis 

 

LBP due to non-spinal organic 
 

8. Therapy 
 

Glucocorticoid injection 
- Epidural injection 
- intradiscal injection 
- Local injection / trigger point 
- Facet joint and medial branch block injection 
 
Electrothermal and Radiofrequency Therapy 
- Traditional 
- Radiofrequency denervation 
- Sclerotherapy 



9. Education � Pain will reappear with an onset of 2-3 months 
� Repeated suggested therapy 
� Therapy can fail, it is recommended for definitive surgical treatment 
of the cause of pain 
Exercise Exercise modality is optimized 
� Education for the prevention of chronic pain with lifestyle changes 

10. Prognosis Both with optimal evaluation and therapy 
11. Critical reviewers 1. Dr. Joni Wahyuhadi, dr., Sp.BS 
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12Medical  
Indicator 

Improved neurological status, reduced frequency and intensity of pain 
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