History & Exam 4 Hours of CE

WERESTLIAT PAIN INTHENECK
| TRIED T0 DESCRIBE TO YOU
AT MY LASTAPPOINTMENIT,




Life Chiropractic College West Graduate
June 1996, Summa Cum Laude

> Physiotherapy Rehab (authored course manual)

> Physiotherapy Modalities (authored course manual)
‘4, > X-Ray PhySiCS (authored course manual)

> Philosophy I

> Philosophy V - Practice Management

> Microbiology Lab

» Spinal Biomechanics
» Systemic Physiology Lab




» Private Practice, 2000-present Mendocino/Ft Bragg, CA

» CE Seminars, 2002-present:
Technique, Wellness (Pt Ed), Physiotherapy,
History Taking & Physical Examination Procedures

» Ghost Writer Practice Management, 2007-2014

» National Board Review Instructor, 1999-2000
Dr. Irene Gold & Dr. John Donofrio

» Middle School Teacher Math & Science, 1989-1993

» Racquetball Club Pro & Weight Trainer
Walnut Creek, 1982-1987

> Father: Amuel Strutz DC Palmer Grad 1961
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There are no specific requirements

for DCs to perform specific ortho,

neuro or chiropractic exam

procedures. The expectation is that &
the DC will perform the appropriate
exams based on the clinical
presentation of each patient.

Do the exams meet the standard of
care of other neighboring D(Cs?

I'VE GOT YOUR BACK









When taking a history and
exam be sure you are at a
minimum with-in the
standard of care or exceed
that! Always think:
“take one more step”,
thank you Dr. Donofrio!!




As we become more experienced it is easy to
skip the history or the exam or have it
“overly” focused or minimized. This is when
DCs miss critical bits of information.
Perform a complete history & exam as
dictated by each individual patient.




Make sure you have taken a proper history
exam and document it in the patient’s file.
There is a minimum standard of care that you
must provide.

Everything |
but, your
height and 1Q.
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The whole 1dea of performing the
history and exam 1s to take that
information and then come up with a
diagnosis and prognosis. All too often a
chiropractor skips much of the history
and exam and assumes they know
what’s wrong with out gathering all the
necessary information to make the

correct decisions. ¥



Peer Review
Visit with another chiropractor and
share your history and exam procedures.
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There are for an
excellent, well documented comprehensive or
focused Hx & Exam.

The following slides will serve as a review.

ALL INJURIES

PRE-EXIST THE AUTO
NT... | SEE NO
WHY HE CANNOT

RN T0 WORK
_ TOMORROW.
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Ask the patient if they have been to a
chiropractor before. If so ask them about their
experience, good or bad, what did they like and

what did they not like?

Why did they leave the last chiropractor?
Ask the patient if they’re willing to try a
different style of chiropractic, different than
they may have experienced in the past.

14



If they have not been to a chiropractor,
ask them about what they have heard and
if they have any questions or concerns
about chiropractic care.

WHY PEOPLE AR ARRAID
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It’s easy to find a reason to adjust, but the real goal
should be to find a reason NOT to adjust the patient.
Once the patient is cleared of any and all
contraindications then the DC can be confident that
an adjustment is safe and beneficial.

OK,YoUMAY HEAR.
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Thatis the question!
A patient has right low back pain, should you adjust?
Or do you have a few questions first?
Keep asking until you will adjust or not.
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The Review of Systems (ROS)

Constitutional symptoms Musculoskeletal

(i.e. fever, weight loss, vital signs)  Integumentary

Eyes Neurological

Ears, nose, mouth, throat Psychiatric
Cardiovascular Endocrine

Respiratory Hematologic/Lymphatic
Gastrointestinal Allergic/Immunologic

Genitourinary
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REVIEW OF SYSTEMS

REVIEW OF SYSTEMS

' Do you experience burnir sndn%n assing urine?
Does the Hme me ,%oo erent? Have you
€ver seen in the urme
Do you need to pass frequent, small volumes of urine?

{fn%gfc atdﬁe Y #A starting the stream? Does it

Have vou noticed any discharge from the genitals?

2& sing more urine? G any times do
you to pass urine at ni

[)o you have trouble with obtaining or mainminixgm\cmﬁon?

}'%glhztw% any rashes, lumps or bumps around

Have you ever lost control of your bladder?
. Have you had any change in your menstrual cycle?

GENITOURINARY

Do haveany[mnﬁﬂ,stxﬁ'ors\sdlm joints? When so?
5 3 n qle (" hes?

=: )o you ave nec or bac pam
= Do you have a dry mot Nl:/-'wf b
R O VORI fingers Decome el A e colour in the cold? !
___ Haveyou ever broken a bone wi @\“@w al injury?

= ' Do your hands ever tremble? '
Z "Do you prefer hot or cold weather?
" Have you had any recent weight loss or gain?
" Are you unusually thirsty or passing more urine?
| Are you troubled by fatigue or insomnia?
: "Have you ever had diabetes or a thyroid problem?

' Do you have any lumps in the neck?

Do you have any p or pain swallowing?

' Have you had any change in voice or hoarseness?

| Have you had any discharge or biood from the ears or nose?
T Do you have any pain, itching or discharge from the eyes?

' Do you have double or blurred vision?

- Any sudden loss of sight?

SP

Do you have a cough or wheeze?
Do you ever cough up phlegm or blood?

RE

Do you ever have fevers or night sweats?

Do you snore or stop breathing during the night?

Do you have indigestion, heartburn or difficulty swallowing? |

Do you feel unusally full after a meal?

ave you ha}d any chan¥c in the golour, consistency or
quency of your bowel motions? Have you ever
blood, mucus or tarry and offensive smelling stoo s’

Have you unintentionally lost weight recently?

Do you have any abdominal pain or bloating

Have you had any nausea or vomiting? Have you
ever vomited blood or coffee ¢ ground material?

Have yvou ever had vellow skin/eves/jaundice?

3t GASTROINTEST!NAL

Do you ever have feverg chx]ls shakes or night sweats?

Have you lost weight recently. Was it intentional?
Have you noticed any new or growing lumps or. bumps’
u have any abn bleeding or bruisi

Ha\'e you ever had a blood clot on the legq orthe lun s?
: 2

Do yvou get headaches?

'Have you ever had fits, faints or funny turns?
Do vou have memeory problems?

Do vou get dizzy, woozy or lose your balance?

Do you have hearing problems or ringing in the ears?
Do you have any eye or vision problems?

Have you ever had weakness or dumsiness in the arms or kg.?

INEUROLOGICAL sy

Do you feel sad, depressed or have problems:




General

___ Fatigue
____Weight change
___Fever

___ Chills
____Night sweats

Genitourinary

___Urinary frequency
___Urine urgency

___Pain on urination
___Frequent urination at night
___ Blood in urine
___Hxof kidney stones
____Flank pain

___STD hx

___Genital lesions

__ Testicular mass or pain
___Decreased libido
__lLoss of orgasms
___Erectile dysfunction
___Acute renal failure

Pulmonary

__Shortness of breath
__ Cough

___ Sputum production
___Chest pain or tightness
__ Coughing blood
____Asthma

Cardiovascular

___ Chest pain

___Palpitations

___ Tachycardia

__ Shortness of breath at night
___ Swollen ankles
___legcramps

___Phlebitis

___ Hypertension

___Rheumatic heart disease hx
___Family hx of heart disease
__ Stress test

___ Echocardiogram
___Angiography

___Stent placement

___ Congestive heart failure
___Cardiac ablation

___Fainting

____Paroxysmal nocturnal dyspnea

Musculoskeletal
__Joint pain
___Joint stiffness
___Joint swelling
___Muscle cramps
___Muscle wasting
__ Muscle pain
___Hxof fractures
__ Fibromyalgia
__ Gout

Endocrine

___Hot or cold Intolerance
___Thyroid problems
_Neck Irradiation hx

Gastrointestinal
___Nausea
___Vomiting
___Vomiting blood
___Black tarry stools
____Pain on swallowing
___Heartburn
____Abdominal pain
___Abdominal swelling
___Jaundice

__ Hepatitis hx
___Blood in stools
__Diarrhea

___ Constipation

__ Hernia
___Hemorrhoids
___Peptic ulcer disease
___ Gallbladder disease
___ Pancreatitis

_ Glsurgery

___Esophagogastroduodenoscopy

___ Colonoscopy
____Hepatic ultrasound

Neurological
___Headache
___Migraines
____Unsteady while walking
___Incoordination

___ Sense of spinning
___Gait problems
___Falls

___ Loss of consciousness
___Seizures

___Head injuries

_ Skull fracture

___ Focal weakness
___Focal sensory change
___ Stroke hx

___Chronic pain
___Brain imagining

_ EEGs

__ Coma
__Encephalitis

___ Chronic fatigue syndrome

Hematopoietic
___Excessive bleeding

___ Anemia

___Family history disorder
___ Swollen lymph nodes

Gynecological

Skin ___Menopause

___Bronchitis ___ Lyme disease ___ Mole ___ Onset of menstruation
___Emphysema ____Other lesion ___Last menstrual period
____Pneumonia hx HEENT ___ Pruritus __ Description of last menstrual period
___TBhx ___Hearing loss ___Rash ___Vaginal discharge or bleeding
___Positive/Negative PPD hx __ Vertigo ___ Bruises ___ Pelvic pain

___ Smoking hx ___ Bloody nose ___ Contusions __ Sexual dysfunction

__ Sleep study __ Hoarseness or voice change __lacerations ___ Breast mass

___CPAP ___Ear pain __ Burns ___ Breast discharge

___APAP __Earinfection hx ___ Skin cancer hx ___last breast exam

___BIiPAP ___Sinus/Nasal infection or discharge __ Last mammogram
___Nightmares ___ Decreased auditory acuity ___Pregnancy hx

___Night terrors ___Tinnitus ____Eclampsia/Pre-eclampsia
____Parasomnia ___ Post-partum depression

Allergic/Immunologic
___Hay fever
___Decreased visual acuity _ lLupus

__ Dry mouth

Hx = History




Review of Systems
Check Any That Apply

Do you have any of these Are you having problems with Are you having any

| ovemaiicondmonsy | | _eans.wose on raroaTr | | meawrRetaTeD ssues? |

I [ColdiFlu | JHeartattack |
| Unable to walk without assistance | |Looseteeth orweardentures |l |Heartmurmur |
[ Unabletolieflat I JEaraches |- [Pacemaker |
| Use supplementaloxygen I [Hearingloss [ [Palpitationsifluttering
| Other special needs (notebelow) | [Ringingintheears | [High blood pressure
[ Headaches I ISinusproblems |l |Rapidheartrate |l |
[Fatgue |l [Nasalcongeston | [lregularheartrhythm || |
[Sorethroat [l ]Chestpainorpressure I~ |
(Insomnia_____ | JHoarseness |l [Shorinessofbreath I |
| Weightgainloss |l fverigp |l |Swelling hands feet ankles I |
| Pregnant or possibly pregnant I |Recurrentnosebleeds I | ] |
[ Nightsweats |l |Difficultyswallowing W | ] |
ARG I | S | S

Xre you having any Xre you having any Are you having any
| | i | | e |
Coughing Blood (i | Prostate problems [ |
Chronic Cough |
Shortness of Breath |
Asthma |
Bronchitis ||
(.
| I |
(i
||
-

Heartburn

| 00O
Jaundice 000000 0 1 0000 |
00000
I

Pneumonia
Tuberculosis

MNausea
Vomiting

Are you having any Tre you having any
ENDOCRINE PROBLEMS ? NEUROLOGIC PROBLEMS?
(hereased st |
]
I [Numbnessoexemtes ]
¥ 0000000090 qeeewes 00000 |
 Tqmgmg 7]

Tre you having any Are you having any Nre you having any
| | < e | i, |
Depression || Jonl pamsiifinessiedness || |Enarged ymphnodes [T
(Nervousness | [Backpan | [Tenderlymphnodes ||
Tensionfiitabily | [Musdepan |~ |Fas) blesding or bruising 1|
Excessively elevatedmood |l | Musclowasting | [Blood transfusion I
[Fallucinafions | [ Faslybrokenbones ————J— | |

COMMENTS:

Afe you having any
SKIN PROBLEMS?

_Rbnormal lesions
Hives

SIGNATURE:




INIStReEasonsWhen lorReIer:
Howamanyvisitsfuntilfyoueiery:

Bdly ami I are playmg doctor So far, I've kept
him waiting three hours.”

24
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NSt Reéasons yyhen 1oy Reter:

DC: different technique
PT: rehab for post surgery
MD: prescription needs
Orthopedist: surgery
Neurologist

Oncologist

General Practitioner
Nutritionist

Labs

Special studies: X-ray, bone scan, MRI

25



Adjusting at Seminars

To adjust a DC always needs to properly:
*document patient information
*take a history

*perform an exam
*acquire written & verbal consent

In light of the fact that an instructor for another company
just injured an attending DC during a demonstration, an
based on the legal advice from NCMIC, all technique will
be demonstration of set-up only, with no dynamic thrust.

For DCs attending the seminar our legal advice is to also
follow the above guidelines.



Determine YWhat Technique
Not every patient responds well to the same
technique. Have multiple techniques in your

ch1ropract1c “bag of tricks™.

27



Case I: The Game!
To adjust or not adjust!

Thatis the question!
A 10 year old boy has moderate head & neck pain,
should you adjust?
Or do you have a few questions first?
Keep asking until you will adjust or not.




SUPERIOR VIEW Axis: splnous process

OFC10NC2
Superior Posterior arch, atlas
articular facet,
atlas

¢ : w— Jofierson Fracture

Transverse lig., o w— ateral Mass |
atlas b lmlwlsion u
Midsub. TearTL

Anterior arch, atlas




Hx on their adjusting

experience?

Have they been adjusted before?
If so do they have a preference
for a certain style of adjusting?
Do they have any questions or
concerns about a chiropractic

adjustment?
Ask the patient if they’re
interested in and or OK with a
different style of adjusting.

Life's Little Adjustments

" S0, MR. SWENSON, | SEE THAT THIS IS YOUR
VERY FIRST VISIT TO A CHIROPRACTOR! *!

30



Hx on their adjusting experience

If they have not been
adjusted before, ask
them if they have any
questions and/or
concerns.
Always invite them to
watch you adjust
another patient before
they get their first
adjustment.

5 CRACKING YOUR OwN BACK SAFE!

31



Once you start adjusting track the
patient’s response to the adjustment, ie
how much pain reliet is experienced right
after the adjustment and the next few
days after.
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As you start care think of the chiropractic adjustment
as an ongoing exam procedure.

Ask yourself, how are they responding to an osseus
adjustment or drop table adjustment or activator
adjustment? If they are not responding as you would
expect, then we need to consider changing to a
different technique or referral.

And then mom said she's not
taking me to the chiropractor...

BPANIGKED) 33




Example: immediately after a thoracic
adjustment did they feel tugging or pain
in the low back, use this as an “exam
procedure” to determine the involvement
away form the primary injury. If you
cannot adjust the thoracic spine without
pain in the lumbars, then it’s likely that a
lumbar adjustment is contraindicated or
at least be considering that fact.

34



M‘mmm by T. McCracken

The history and exam are
important as the practitioner
needs to figure out if they need
to order any special studies.
Does the chiropractor need to
take X-rays, yes or no, request
any special studies, ie labs, s

MRI, bone scan etc.?

“Off hand, I'd say you're suffering from an
arrow through your head, but just to play
it safe, I'm ordering a bunch of tests.”

35



The history and exam will tell you if a

referral 1s necessary or if this 1s a case

that will require co-management with
another health care practitioner.

36



Document a Starting Point

The history & exam provides as a guide for a
starting point for the case. From there it is
important to document improvements and or
decline in the patient’s status. If the patient is
showing decline, then a reassessment and
re-eval are needed and a possible referral.

37
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In The Back Of My Mind

il I

In chiropractic some DC’s focus on symptoms
and some not as much. With a new patient
always remember they ARE focused on pain.
Be careful saying things like “we are not
symptom based” or “pain is not our primary
concern”. This may turn a patient off and they
may not come back.

39



Here the patient learns that you provide care for the entire body.
In our chiropractic office we provide many services for your health.
To get an idea of what you need please take the following survey.

Please score yourself from 1 to 10 below in each health category &
then indicate if you are interested in receiving help in these areas.
You can select as many or as few as you like.

Neck pain: 1234567 89 10 (1 no pain at all, 10 extreme pain)
I would like help and/or info on decreasing my neck pain: Yes No

Mid-back/rib cage pain: 1234567 89 10 (1 no pain at all, 10 extreme pain)
I would like help and/or info on decreasing my mid-back/rib cage pain: Yes No

Low back pain: 123456789 10 (1 no pain at all, 10 extreme pain)
I would like help and/or info on decreasing my low back pain: Yes No

40



Shoulder pain: 1234567 89 10 (1 no pain at all, 10 extreme pain)
I would like help and/or info on decreasing my shoulder pain: Yes No

Elbow pain: 1234567 89 10 (1 no pain at all, 10’ extreme pain)
I' would like help and/or info on decreasing my elbow pain: Yes No

Wrist/hand pain: 123456 7 89 10 (1 no pain at all, 10 extreme pain)
I would like help and/or info on decreasing my wrist/hand pain: Yes No

SI joint pain: 1234567 89 10 (1 no pain at all, 10 extreme pain)
I would like help and/or info on decreasing my SI joint pain: Yes No

Hip joint pain: 1234567 89 10 (1 no pain at all, 10 extreme pain)
I would like help and/or info on decreasing my hip joint pain: Yes No

Knee pain: 123456789 10 (1 no pain at all, 10 extreme pain)
I would like help and/or info on decreasing my knee pain: Yes No

Ankle/foot pain: 1234567 89 10 (1 no pain at all, 10 extreme pain)
I would like help and/or info on decreasing my ankle/foot pain: Yes No i



Here is a sample of the Re-Eval Form

Follow-up Health Evaluation Date

Please circle Increased/Decreased or Improved/Worsened in each health category
and write in by what percent.

Neck pain: 123456789 10 (1 no pain at all, 10 extreme pain)

Increased or Decreased by %

Mid-back/rib cage pain: 1234567 89 10 (1 no pain at all, 10 extreme pain)

Increased or Decreased by %

Low back pain: 12345678910 (1 no pain at all, 10 extreme pain)

Increased or Decreased by %

Shoulder pain: 1234567 89 10 (1 no pain at all, 10 extreme pain)

Increased or Decreased by )

42



Please circle Increased/Decreased or Improved/Worsened in each health category
and write in by what percent.

Elbow pain: 123456789 10 (1 no pain at all, 10 extreme pain)

Increased or Decreased by %

Wrist/hand pain: 12345678910 (1 no pain at all, 10 extreme pain)

Increased or Decreased by %

SI joint pain: 1234567 89 10 (1 no pain at all, 10 extreme pain)

Increased or Decreased by )

Hip joint pain: 1234567 8910 (1 no pain at all, 10 extreme pain)

Increased or Decreased by )

Knee pain: 123456789 10 (1 no pain at all, 10 extreme pain)

Increased or Decreased by %

Ankle/foot pain: 1234567 89 10 (1 no pain at all, 10 extreme pain)

Increased or Decreased by % *



OPQRST is a simple mnemonic to use when

taking the patient's history. Each letter represents
an important question, to illicit a subjective
response from the patient. This will allow the DC

to make the proper assessment.

44



O = Onset

Onset of the injury. The goal is to
understand 1f the injury 1s from a specific
trauma or repetitive micro-trauma and if
the injury 1s acute or chronic. Was there a
specific date that the injury/pain began?
Was there a specific moment/event that
occurred? What if anything were they
doing and if so how did 1t happen?
The MOI (mechanism of injury) can give
you an idea of how badly they are hurt,
which gives you needed information to
start to formulate a care plan and
prognosis.
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IBiStohingsishagcanicausesuddenionsciioispam

> Macro-trauma, accidents
»> Vascular events
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The Cumulative Injury Cycle

ADHESIOMN 2
FIBROSIS

WEAK & TIGHT

IMNFLAMMATION

1. Acute Injury

2, Repetitive Injury

3. Constant Pressure
or Tension

FRICTIOMN
PRESSURE
TEMNSIOMN

TEAR OR
CRUSH

O\mﬁamma tioh

Crcle
DECREASED CIRCULATION AMD EDEMA

Chronic

Cucla







P = Palliation/Provocation

Palliation: What makes it better?

Provocation: What makes it worse?

These questions help determine whether a body position, body
movement, rest, ice, heat, pressure, medications, home remedies,
stretching, etc. make the problem feel better or worse.

These questions and responses will help 1dentify the severity,

if the problem 1s acute or chronic, and the possible approach to
the care plan, (aggressive or not).

Also ask if they have been to other health care providers
including chiropractors for this problem and if that made 1t better
or worse or no change. This will help guide you in you own care
plan and avoid repeating things that have not worked, and
perhaps trying something different.
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Q = Quality
Ask the pt to describe their discomfort or pain.
The description can give you information that will help

you with your diagnosis, care plan and prognosis.

Possible qualities:
sharp, dull, crushing, burning, tearing, numbness,
tingling, 1tching, etc.

59



Instohings shatcanicauscssharpipamn

/ INEGOT THIS
[ SHARPSTABBING |
\ PAININMYCHEST, /

54



VVVVV VY VY VY VYVYY

Instohings shatcanicauscssharpipamn

sudden onset

vascular issues

neurological issues

infection: viral or bacterial
stroke

aneurysm

acute muscular spasm, cramping
acute inflammatory exudate: IE sprain, strain
trauma broken bone. direct blows, sharp objects
torn tissue IE ligaments, tendons, muscles, fascia
obstructions IE kidney stones, bowel obstructions

55



\
|

|
g

ﬁ"..c, z

als
|t
|

t



YV V V VYV

IBistohings shatcanicauscrdulifpain

chronic musculoskeletal conditions

bony, disc degeneration
\".’%A o

visceral pathologies
headaches

>/
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Classification of Pain

Nociceptive: normal response to noxious insult or injury of tissues: skin, muscles,
visceral organs, joints, tendons, or bones.
Examples:
Somatic: musculoskeletal (jt pain, myofascial pain), cutaneous; often well localized
Visceral: hollow organs and smooth muscle; usually referred

Neuropathic: pain initiated or caused by a primary lesion or disease in the
somatosensory nervous system.
Sensory abnormalities range from deficits perceived as numbness to hypersensitivity
(hyperalgesia or allodynia), and to paresthesias such as tingling.
Examples:
diabetic neuropathy, spinal cord injury pain, phantom limb (post-amputation) pain,
and post-stroke central pain.

Inflammatory: activation and sensitization of the nociceptive pain pathway by
chemical mediators released during inflammatory process.

Classic signs of acute inflammation: Dolor (pain), Calor (heat), Rubor (redness),
Tumor (swelling), Functio laesa (loss of function)

58



R = Region

Which region of the body are the symptoms expressed?
Have the pt indicate this on the initial intake form with
a diagram of a generic body with anterior, posterior
and lateral views to document for pt’s records.

59



R = Radiating

Do the symptoms/pain radiate to any other area?

[

Possibilities include: acute/chronic inflammation of

soft tissues, disc involvement, bony involvement,
(DJD, IVF and/or canal stenosis).

60






S = Severity

Severity 1s measured with a subjective score form
the pt. The visual analog scale (VAS) of 0-10
where zero equals no pain and ten 1s the worst
pain the pt's ever felt.

The follow up question 1s: pain level now vs pain
level at time of onset, or pain on movement.

o 1 2 3 4 5 6 7 & 9 10
DR ®®

M paiin Mild, annoying Magging, Distressing, Intense, Worst possible,
pain uncomfortable,  miserable dreagdiul, unbrarabls,
troublesome pain horrible pain cxcruliating

pain pain

62



In The Back Of My Mind

When a patient scores their pain with a VAS,
of 7-10 seriously consider: broken bone, torn

soft tissue, or there is a visceral or systemic
pathology.

Mo pain Mild, annoving ~ Nagging, Dksirossing. Imtense, Worat possible,
pain uncomiortable,  miserable dreadiual, unbearable,
troublesome pain hrrible pain excruliating
pain pain

63






In The Back Of My Mind
VAS Viath!

)
\1—, ,_ﬁ;f
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In The Back Of My Mind

Are you better? N

Better 1s an interesting word.

Pt definition: perfectly fine, back to normal.

DC definition: improved.

Remember the pt always thinks better means perfect like when
they were 20 years old. This may happen in certain cases, but
most take time and go through a process of healing. The pt
thinks it should be quick, perhaps even one visit.

The reality 1s most injuries do take time to heal and many
injuries will not recover 100%. It 1s paramount that the DC
discusses this with the pt. The DC’s should give a reasonable
prognosis with explanation and thus the pt’s expectations will
be in line with the DC’s.
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T = Time

Timing 1s another important clue.

Are the symptoms constant or intermittent?

If intermittent have the pt give the specific timing.
Worse at night or morning, etc.

How long has 1t been going on?

If 1t stopped, how long ago?

Have you had this experience before?

Has the timing changed since onset
(better, worse, different symptoms)?




IDIST :éas

.0

Activity

NSFNATSYIMPLOINSIATE

WOULD WHO
EVER HAS MY
VOODO0O DOLL

PI.EASE GIVE
IT A REST
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INiStEeasonsthatSymptomsiaxciconstant

non-reduced swelling

soft tissue damage, tear
broken bone

systemic, visceral pathology

’ Muscle

tension

Chronic \
Pain

Pain

Reduced Reduced

movement cycle circulation

.

inflammation
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IBiStECasonsfthatSymptomssareiantermitteni

Persistent pain with
slight fluctuations

Persistent pain with

e — Continuous pain

Pain attacks with
pain between them

Pain attacks without

pain between them Intermittent pain
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Activity

) - [ <4 0

INSHreasonsihat Symptomsiareantermistent

positional based 11U Iying down VS seated or
a DRIy hur 1en I mo t

) ) .,

D¢ . NUrts at th 1( ‘the dayv or activit

WHEN YOU ARE SICK AND
GOOGLE YOUR SYMPTOMS

ANII REALIZE Y0ll SHOULD
HAVE DIED YESTERDAY




Injury Cycle
After completing the history
and exam,
we should have a good idea of .
where the patient is in the
injury cycle.
This is an important thing to "5\ .
discuss with the patient to help
them understand the healing C'RCLES" ._
process their body will be going G
through.
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Unavoidable Accident
or
Gradual Onset

The
Chronic
Injury

-




An important part of a proper history and
exam is to determine where they are in the
stages of healing. We can then point out to the
patient their starting point and the stages we
have to go through to recover from the injury.
This helps the patient understand that
chiropractic care is not a one visit phenomenon,
rather it is a specialized form of rehab that
includes chiropractic adjustments.
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Healthy
inflammation

Acute
inflammation

Tissue/immune
FESPG!’ISE

l

Resolution

l

Cellular and tissue
homeostasis

Initiating stimulus
(trauma/infection)

Failure to resolve

Excessive
inflammation

Excessive immune/
tissue response
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Stages of Tissue Healing

Stage 1 Acute ~ 0-72 hours

Stage 2 Passive congestion ~ 3 days-3 weeks
Stage 3 Repair ~ 5 days to 3-6 weeks

Stage 4 Remodel ~ 3-6 wks, takes 3-52 wks to
never depending on the severity of the injury
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Goals of Care:

1. Pain relief

2. Restore function

3. Reduce risk of exacerbation
4. Reduce risk of degeneration

Again a disconnect with the pt may occur!
» How long does it take for pain relief?

» How long does it take for tissues to heal?

» How long does it take to restore function?

If the pt does not understand the questions above
then they will be confused and not understand a

care plan that goes beyond pain relief.
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Does the patient think these are good or bad things?
Remember the acute inflammatory process is what helps
heal the tissue. If we could remove all the inflammatory
chemicals the tissue would heal. Have pt pinch
themselves then release. Severity of pain does not always
correlate with severity of injury.
Ex. Calf cramp, paper cut, bumping your elbow.

78



Pt Ed: Water Balloons & Chemical Build-up

Yellow: Inflammationthastsathered gradually due torconstant overuse,
but not enoughitorcause pain. Thisis where maintenance care comes in,
to preyvent excess chemical build=up:
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In The Back Of My Mind

Anti-inflammatories?
Typically a patient will say that the drugs helped at first and
then did not , after about 3 days. No coincidence that this
experience coincides with the stages of healing. Remember
these drugs will decrease inflammation and decrease fluid
flow/circulation to the injury site. During the acute stage these
would actually help as it would slow fluid flow. Into the passive
stage (72 hours to 3 weeks) we want to increase fluid flow and
these drugs will actually impede the flow. Taking these long
term will slow the healing process as we want inflammatory
exudate to exit the tissue and have new fluids enter.
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Case II: The Game!
To adjust or not adjust!

Thatis the question!
A patient has left neck pain, should you adjust?
Or do you have a few questions first?
Keep asking until you will adjust or not.




Case Il




* Marital status and/or living arrangements
* Social class, race and religion

* Level of education

* Use of drugs, alcohol or tobacco
* Sexual history

“Eat less and exercise more? That's the

e Life events most ridiculous fad diet I've heard of yet!

* Exercise habits (cardio, weights, stretching)

* Dietary habits

* Sleep patterns

* Water consumption

* Relaxation, recreational and hobby activities

* Other relevant social factors 85






Family History

* Family history: age and health of siblings,
parents, grandparents

* Medical events

* Hereditary diseases:
cancer, cardiovascular, psychological,
autoimmune diseases, orthopedic, neurological

Vs

NCREATINGATFAMILY.TREE YEAH...SO... IF EVERY PATIENT THAT | SEE COULD STOP

S\BACK(INFITHEOLD/DAYS LYING TO ME, AND JUST.GIVE ME STRAIGHT ANSWERS
2\ WHENTAM TRYING T0 GIVE THEM MEDICAL AID..
N —— -3 ]
= AW _E'E ;" =
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a0 THAT'D BE GREAT
ASHARD/AND DANGEROUS' " 87
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Establish a Diagnosis

One of the primary reasons
for a history and exam is to
establish a working
diagnosis. This of course is

important when you’re

billing insurance so youcan [ - - .

submit the proper codes ‘
and also important to

establish a starting point in e g ey

the patient’s records.
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Diagnosis? Be Careful

WARNING:Patient will be
charged extra for annoying
the doctor with any self-
diagnosis gotten off the
Internet.
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The history and exam will allow you to
establish a proper prognosis.

It is important for the patient to know
that the chiropractor has established a
goal in terms of duration of care.

If at any point during care it appears as if
the prognosis was inaccurate, then a
reassessment, reevaluation and maybe a
referral would all be potentially necessary.
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I1 the chiropractor takes an
excellent history and exam, they
can then write a customized
specific care plan for each
individual patient.
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The history & exam is important to
determine what adjunctive procedures
you may want to use, ie ice, heat, soft
tissue work, electric stimulation, stretches,
strengthening, etc.
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Hrgonomics

What does the patient do for work?

Does the patient sit all day or do they get up and move
around, or lift heavy objects.

Do they have any 1f hobbies or activities that may be leading
to their distress.
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Many chiropractors that run a cash practice stop taking a
proper history and exam. They have minimal documentation,
as they feel they no longer need too do all that work.
Cash chiropractors still need to document just as if they were
billing insurance, but without billing the insurance company.
A cash patient can easily become a PI or WC patient, and
attorneys can request your records.

If the files are incomplete this may cause a complaint to The
Board or further investigation!
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Proper documentation is the key
to your protection
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Proper documentation and evidence that you’ve done
your job is so important, as it can ultimately save you
from a lawsuit. Even if you miss something, but
you’ve done all the required exams within the scope of
your practice you’ll be okay.
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One of the primary reasons chiropractors
have complaints against them to The
Board or lawsuits filed against them, is a
lack of proper documentation, primarily a
poor history & exam.
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The beginning (Part I)...
Establishing the doctor.
Head




Chiropractic Education Medical Education
Class Hours Subject Class Hours
520 Anatomy 508
420 Physiology 326
271 Pathology 335
300 Chemistry 325
114 Bacteriology 130
370 Diagnosis 374
320 Neurology 112
217 X-Ray 148

65 Psychiatry 144

65 Obstetrics & Gynecology 198

225 Orthopedics 156
2,887 TOTAL HOURS

Adjusting, Manipulati Ph 1 I 1 1
RS, WP Other required subjects for doctors of IR R, e

Kinesiology, and other similar basis .. . : surgery, and other similar basic
) . . medicine/doctors of chiropractic , , .
subjects related to their specialty. subjects related to their specialty.

GRAND TOTAL CLASS

4,485
HOURS




In The Back Of My Mind

Listen To The Patient First
It 1s easy to jump to a clinical
conclusion too quickly.
Complete the entire history,
review 1t & then complete
your exam & THEN

make a clinical decision.
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Patients will only tell you what they think 1s
important for the case.
They may leave out relevant information
and/or forget events that are relevant.
It’s important to let the patient know that any
and every detail can be important, so don’t
leave anything out.
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Being attentive and greeting the patient in a |

)OSitive manner

G1VINg your name, your role, and your skill set

G1VIng a reasonable time ex pectation
=] .

Dle

Showing appreciation to the patient for her cooperation




How Does The Patient Feel

The patient’s thought about the nature/cause of the problem
How does the patient feel about the 1ssue

The patient’s expectations of care

How this effects the patient’s life

What has the patient done previously to help themselves
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Recording Data

Record ALL positive & negative data
(remember documentation 1s the key)

Describe important negatives

If the data 1s not recorded it 1s lost
If you didn’t do 1t, record that you didn’t
If you did it, record it
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Eliminate conditions that don’t fit the patient.
Is the patient:
0 to 20 years of age
20 to 40 years of age
40 to 60 years of age
older than 60

For example you would not think bony degeneration in a
10 year old, or immature growth plates in a 40 year old.

There are obviously different
pathologies for men and women.

Is the patient athletic
or obese, depressed, introverted, etc.
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Pts want to know what the problem 1s, what 1s
wrong or what happened. Their paradigm 1s that
there 1s a single 1solated problem/cause and once
we know what 1t 1s then we have a recipe for that
particular problem.

The body 1s unfortunately not that simple. Often
there 1s more than one thing wrong! More than
one mechanism may be present and more than one
type of pain may be detected 1n a pt. These can
and will overlap.
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Occam'’s Razor: No more things should be
presumed to exist than are absolutely necessary,
i.e., the fewer assumptions an explanation of a
phenomenon depends on, the better the
explanation.

(William of Occam)




In The Back Of My Mind

In the US horses are more common than
zebras. In a chiropractic office a repetitive
micro-trauma is more common than a visceral
or systemic pathology. So in your office think
horses not zebras, remember the most common
thing IS the most common. g
But don’t forget the zebras!
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An excellent history and exam is a good
tool for providing a starting point In care.
Once the patient has reached permanent
and stationary status or maximal medical
improvement status, we now have a
marker for beginning wellness care.
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In The Back Of My Mind
Why did you wait? A NP

Often pts wait before seeking care.

They may have tried nothing, drugs, ice, heat, other therapies,
etc. and then they finally came 1nto see the DC. The problem i1s
that the problem will be harder to “fix”’. What the pt likely does
not understand 1s what happens to an injury with time.

Injuries are almost always slower to recover when care 1s put
off. Optimum care should start right away in some form.

With time and improper care: muscles atrophy and weaken,
muscles tighten, adhesions form, proprioceptive function
decreases, and fluid flow to and from the cells decreases, to
name a few of the negative effects of putting off care.

Oh yeah one more; and the pain lasts longer!
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Case III




Differential Diagnosis Charts
A

N\
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Red flags for possible spinal pathology

or nerve root problems

Red flags
Omnset age <20 or > 55 years

Non-mechanical pain (unrelated to time or activity)

Thoracic pain

Previous history of carcinoma, steroids, HIV
Feeling unwell

Weight loss

Widespread neurological symptoms
Structural spinal deformity

Indicators for nerve root problems

Unilateral leg pain > low back pain

Radiates to foot or toes

Numbness and paraesthesia in same distribution
Straight leg raising test induces more leg pain
Localised neurology (limited to one nerve root)
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BPitierential diagnosis for thoracic back pain

Uncomplicated musculoskeletal back pain

Spinal cord and nerve root pathology (e.g., disk herniation,
tumor, hematoma)

Vertebral column disease (e.g., primary or metastatic
malignancy, osteomyelitis)

Disk infection

Primary neurologic disease

Degenerative and autoimmune arthropathies

Herpes zoster

Vascular disease (e.qg., thoracic aortic dissection, acute
coronary syndrome, pulmonary embolism)

Thoracic cavity pathology (e.g., pleuritis, pericarditis,
pneumonia, esophageal pathology)

Intraperitoneal and retroperitoneal abdominal pathology (e.qg.,
peptic ulcer disease, pancreatitis, hepatobiliary disease)



1)])),4
for
the neck

Meck Pain With
Moability Deficits

Acute

» Thoracic manipulation

« Cemvical mobilization or
manipufation
Cervical ROM, stretching, and
isometric strengthening exercise
Advice to siay active plus home
cervical ROM and isometric
Bxercise
Supervised exercise, including
cervicoscapulathoracic and
upper extremity stretehing,
strengthening, and endurance
training
CGeneral fitness training (stay
active)

Subacute

« Cervical mobifization or
rranipulation

« Thoracic manipulation

« Cemvicoscapulothoracic
endurance exercise

Chronic

« Thoracic manipulation

« Cervical mobilization

= Combined cervicoscapulotha-
racic exercise plus mobilization
ar manipulation
Mixed exercise for cericoscapu-
|athoracic regions—neuramus-
cular exercise: coordination,
proprioception, and postura
training; stretching; shrenpthen-
ing: endurance training; aerobic
conditioning: and cognitive
affective elements

« Supervised individualzed
Exercises

« "Stay active” lifestyle
approaches

« Dry needling, low-level laser
putsed or high-power
ultrasound, intermitient
mechanical traction, repetitive
brain stimulation, TENS,
electrical muscle shmulation

Neck Pain With Movement
Coordination Impairments (WAD)

Acute if prognosis is for a quick

and early recovery

Education: advice to remain

active, act as usua

Home exercise; pain-free

cervical ROM and postural

element

Maonitor for acceptable progress
finimize collar use

Subacute if prognosis is for a
prolonged recovery trajectory
Education: activation and
counseling
Combined exercise: active
cervical ROM and sometric

ow-load strengthening plus
manual therapy {cervical
mebilization or manipulation)
olus phwysical agents: ice, heat,
TENS

Supervsed exercise: active
cervical ROM or stretching,
strengthening, endurance,
neuromuscular exercise
neluding postural, coordination,
and stabilization elements

Chronic

« Education: prognosis,
encouragement, raassurance,
pain management
Cervical mobilization plus
ndividualized progressive
exerciss: low-load cervicoscapu-
othoracic strengthening,
endurance, lexibility, functiona
{raining using cognitive
beravioral therapy principles,
vestibutar refzbilitation,
eye-head-neck coordination,
and neuromuscular coordination
elements

« TENS

Weck Pain With Headache
(Cervicogenic)

Acute
« Exercme; Cl-2 self-SNAG

Subacute

= Cervical manipulation and
mabifization

« Exercmse: Cl-2 self-SNAG

Chronic

= Cervical manipulation

« Cervical and thoracic
manipulation
Exercrse for cervical and
scapulathaeracic regior:
strengthening and endurance
gxercise with neuromuscular
training, including maotar contro
and biofeedback elements
Combined manual therapy
(mobilization or manipulation)
plus exercise (stretching,
strengthening, and endurance
training elements)

Meck Pain With Radiating Pain
(Radicular)

Acute

« Exercise: mobilizing and
bilizing elements

o Low-level laser

+ Possible short-term coilar use

Chronic

« Combined exercise: stretching
and strengthening elems
manual therapy far cer
tharacic regon: mobifization or
manipulation
Education counseling to
encourage participation in
occupational and exercise
activity

+ Intermittent traction




ifferential Diagnosis of Low Back Pain

Mechanical low back pain (97%)

¥ Lumbar strain or sprain (= 70%) Diffuse pain in lumbar muscles; some
radiationto buttocks

® Degenerative disk or facet process (10%) Localized lumbar pain; similar
findingsto lumbar strain

' Herniated disk (4%) Leg pain often worse than back pain; pain
radiating below knee

- Osteoporoticcompression fracture (4%) Spine tenderness; often
historyof trauma

' Spinal stenosis (3%) Pain betterwhen spine is flexed or when seated,
aggravated by walking downhill more than uphill; symptoms often
bilateral

® Spondylolisthesis (2%) Pain with activity, usually betterwith rest;
usually detected with imaging; controversial as cause of significant
pain




Nonspecific or
idiopathic
(70 percent)

shar cosram o

Mechanical
(27 percent)

Referred pain
(2 percent)

Arrt
PO X

Nonmechanical
(1 percent)
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PATTERN 1

Commonly called
Disc Pain

PATTERN 2

Commonly called
Facet Joint Pain

PATTERN 3

Commonly called
Pinched Nerve

PATTERN 4

Commonly called
Spinal Stenosis

i

STEP 1

Where is your
pain located?

Pain is worst in the
back. May spread to
the buttocks or legs

Pain is worst in the
back. May spread to
the buttocks or legs.

Pain is worst in the
leg, although back
pain may be present,

Pain is worst in the
leg(s), described as
heaviness or aching.

STEP 2

How often are
you in pain?

Pain is usually
intermittent but may
be constant with
varying intensity
throughout the day.

Pain is always
intermittent.

Pain is usually
constant.

Pain is intermittent
and occurs with
activity.

STEP 3

What makes your
pain worse?

Pain is made worse
by sitting and by
bending forward.

Pain is made worse by
bending backwards
and standing or
walking for long
periods of time.

Pain is often made
worse by sitting and
bending, but can also
be made worse by
backward movement
in the acute stage.

Symptoms are made
worse by activity.
Walking for more than
a few minutes makes
the legs feel achy

and weak.

STEP 4

What makes your
pain better?

Pain is eased by
performing a sloppy
pushup. It is better to
walk than to stand,
and stand than to sit.

Pain is eased by
bending forward or
sitting.

Pain is eased by
laying face down or
on the back with a
pillow under your
knees.

Symptoms are
relieved by a change
in position, such as
bending forward

or sitting.
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Muscle, ligament,
tendon strain

Discogenic disorders
including herniated
disc

Apophyseal joint
arthritis

Spinal stenosis
Spondylolysis,
spondylolisthesis

Scoliosis

Vertebrae are bones

that protect
out of their (Mope
posItions (s
aligned)

Ligaments and
muscles are
portive tissues 1

£ bHoay

Nerves, which carry

'



Characteristics of Diff

Location

Patient Description

Mechanism of Pain

Clinical Examples

Nociceptive Pain

Somatic Pain
Localized

Pinprick, stabbing, or
sharp

A-delta fiber activity
Located in the
periphery
Pariosteum, jaints,
muscles
=Sickle cell
-Superficial laceration
'EU[}-EITLE!HE Burms

*Intramuscular injections,

VEMGUS AaCCess
«Dtitis media
= Stomatitis
*Extensive abrasion

Visceral Pain

Generalized

Ache, pressure, or
sharp

C Fiber activity
Involved deeper
innervation

Colic spasm pain
-Appendicitis
Kidney stone
Chronic pancreatitis
*IBS

“Angina

Menstrual cramps

Neuropathic Pain

Radiating or specific

Burning, prickling,
tingling, electric
shock-like, or
lancinating

Dermatomal
{periphery}, or non-
dermatomal (central)

Trigeminal neuralgia
-Avulsion neuralgia

Posttraumatic
neuralgia

‘Peripheral neuropathy
{diabetes, HIV)

‘Limb amputation
‘Herpetic neuralgia
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ACUTE VS CHRONIC PAIN
_ Acuepan _ Chronicpain

Sudden, short duration Insidious onset
Onset & timing | Resolves /disappears when | Pain persists despite tissue
tissue heals healing

Not a warning signal of
damage
False alarm

Warning sign of actual or
potential tissue damage

Saverl Correlates with amount of | Severity not correlated with
ty damage damage
CNS CNS intact- acute painisa | CNS may be dysfunctional-
involvement symptoms chronic pain is a disease

Less, but unrelieved pain
Psychological =» anxiety and
effects sleeplessness (improves
when pain is relieved)

Often associate with
depression, anger, fear,
social withdrawal etc.
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Physical
Examination
Procedures



In this section I have developed comprehensive exam forms
for each body region:

» Cervical Spine

> TMJ

» Shoulder

> Elbow

»> Wrist & Hand

» Thoraco/Lumbo/Pelvic Spine

» Hip

» Knee

» Ankle & Foot

» Trauma/Neurological

All forms are available in PDF format on the website:
then click on:

forms are on lower left side of that page.
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http://www.backtochiropractic.net/
http://backtochiropractic.net/Free%20Practice%20&%20Patient%20Materials.html

In The Back Of My Mind

‘ g M,./)‘('A ;;j

Why so many exams? o
Often DC’s will ask why are there so many exam
procedures.

The answer is that one or two tests will probably not
lead to the correct diagnosis. The more exams
preformed the higher the level of certainty and safety
for the pt. When a pt 1s acute often tests can not be
performed due to the excessive pain. That 1s a huge
sign of something is wrong and reason to proceed
with extra caution.
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Each comprehensive exam forms

includes (as applicable) sections on:

» Vital signs

» Inspection

» Postural Analysis

»> Passive ROM

» Active ROM

> Deep Tendon Reflexes
»> Muscle Strength Tests
»> Sensory Dermatomes
» Spinal Palpation

»> Ortho/Neuro Exams
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Inspection
The traditional names for signs of
inflammation come from Latin:

> Dolor (pain)

» Calor (heat)

» Rubor (redness)

» Tumor (swelling)

» Functio laesa (loss of function)
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Postural Analysis

Posture affects & moderates:

> spinal pain

»> headache

»> mood

> blood pressure

> pulse

> respiration

»> sympathetic function
> homeostasis

> autonomic regulation
> breathing

»> hormone production

American Journal of Pain Management, 1994
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In The Back Of My Mind PAES N

After age 20 vital capacity
5-20% per decade

(maximum volume of air that a person can exhale after
maximum inhalation)
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In The Back Of My Mind

Simple demonstration for
relationship between posture and
autonomic nervous system.

Try this: Pt stands up straight & puts
arm out at 90° to side, then DC
pushes down on arm. It should be
strong. Now slump over (anterior
head translation & flexion) with bad
posture & push down again, the arm
should be weak. =




Measured 0-5 (Wexler scale)

0: absent with reinforcement

1: hypoactive with no reinforcement or normal with reinforcement
2: normal

3: hyperactive

4: hyperactive with transient clonus

5: hyperactive with sustained clonus

Westphal’s Sign absence of any DTR, especially patellar,
lower motor neuron lesion

Jendrassik’s Maneuver brings our reflex by cortical distraction.
AKA: Reinforcement Test or Cortical Distraction Test
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Muscle Gradations

5- Normal
4 - Good

3- Fair
2- Poor
1- Trace

o- Zero

Description

Complete range of motion against gravity with full
resistance

Complete range of motion against gravity with
some resistance

Complete range of motion against gravity
Complete range of motion with gravity eliminated.

Evidence of slight contractility. No joint motion.

No evidence of contractility
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»Radicular Symptoms
»Hypo/Hyperalgesia
»Hypo/Hyper/Anesthesia
» Temperature perception
» Vibration perception

» Proprioception Alteration
» 2 point Discrimination
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Spinal Palpation

codes tonspinalipalpations:




Now we will look at each exam form and revisit the
orthopedic examinations for each section.
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Comprehensive exam forms by body region:
For each exam reyviewed please take the time to grab a
partner and perform the exam procedure.

» Ceryvical Spine

> TMJ

» Shoulder

»> Elbow

»> Wrist & Hand

» Thoraco/Lumbo/Pelvic Spine
> Hip

» Knee

» Ankle & Foot

» Trauma/Neurological

All forms are available in PDF format on the
website.
Click on: 141


http://backtochiropractic.net/
http://backtochiropractic.net/Free%20Practice%20&%20Patient%20Materials.html

Cervical
Spine
Physical
Examination

All exam forms on
website click on:
Free Practice &
Patient Materials

Cervical Spine Physical Examination

LRI

High Flat Blumping  Miltary _Round
Corract Showder is  Poswes  Posturm  Sheulders

Vital Signs
&
Height
Weight [LlaComp | | |
ulse /min
Respiration /min
-

Cervical Spine Exam Spinal Palpation

-

Hesd oo i1 | [owsoir |||
Resistive Efforts
[CervicalMuscle Tension | [ | | F + Fixation H = Hypertonic
[ThoracicMuscleTension [ [ [ | [Flexion [ | T ="Tender N =Nodule
[Extension [ | P =Pain

[Left Rotation [ | +Mild ++Mod +++Severe
Right Rotation | |
LeftlatFlex [ |
[Right LatFlex | |

Muscle Strength

Postural Analysis

S=Spasm E=Edema

Left Lat Flex

Sensory Dermatomes

Radicular Symptoms
i Hypo/Hyperalgesia
Hypo/Hyper/Anesthesia
Temp/Vibration/Prop Alteration

2 point Discrimination
0 =no response

5 = normal; full ROM, full resistance
4 = good; full ROM, some resistance
3 = fair; full ROM, against gravity
1 = somewhat diminished 2 = poor; full ROM, no gravity
2 = normal 1 = trace; no motion, with contractility
3 = brisk 0 = zero; no motion, no contractility
4 = hyperactive

Dynamometer
Thoracic Outlet

[Hyperabduction [ [ |



Cervical Spine Physical Examination

For each exam reviewed please take the time to grab a partner and
perform the exam procedure.

Thoracic Outlet - cervical rib or scalenus anticus syndrome

Adson's Test Pt seated, DC palpates radial pulse as pt bends head obliquely backward toward side
being checked, pt takes a deep breath. This will increase compression of subclavian artery and C8-
T1 of brachial plexus against the 1st rib. Compare to opposite side.

Positive: weakening or completely obliterated pulse or increased paresthesias indicates pressure
on neurovascular bundle, particularly subclavian artery as it travels through the scalene muscles.

Modified Adson's Test Pt seated, DC palpates radial pulse as pt bends head obliquely backward
away from side being checked, pt takes a deep breath. This will increase compression of
subclavian artery and C8-T1 of brachial plexus against the 1st rib. Compare to opposite side.
Positive: weakening or completely obliterated pulse or increased paresthesias indicate pressure on
neurovascular bundle, particularly subclavian artery as it travels through the scalene muscles

Wright’s Test Pt seated, DC helps pt hold their arm up and back (hyperabduction), rotating it
outward, while DC checks pt pulse to see if it's diminished. Compare to opposite side.

Positive: weakening or completely obliterated pulse or increased paresthesias indicate pressure on
neurovascular bundle, particularly subclavian artery as it travels through the scalene muscles

Costoclavicular Maneuver Draw the pt’s shoulders inferiorly and posteriorly.
Positive: weakening or completely obliterated pulse or increased paresthesias indicate pressure on 143
neurovascular bundle, particularly subclavian artery as it travels through the scalene muscles




Inspection
Finding Positive
Bony Palpation

Soft Tissue Palpation
Open 3 Fingers Width

Clicks: Opening
TMJ Clicks: Closing
Deviation: Left

Deviation: Right
Physical

y Orth/Neuro Tests

Test Positive
E Jaw Reflex
Xam Chvostek Test

Deviation: W Shaped

Muscle Strength Lateral pterygoid muscle,
Muscle Group superior head

All exam forms on CEEFTER

Closing Muscles

website click on: | Sy Articular disk

5 = normal; full ROM, full resistance

Free Practice &  [ubainisasiuitining Ny N Head of mandie

3 = fair; full ROM, against gravity

Patient Materials 2 = poor; full ROM, no gravity 9 — ‘ Z | T —

1 = trace; no motion, with contractility

0 = zero; no motion, no contractility

Lateral pterygoid
muscle,

Opening Muscles inferior head

External Pterygoids
Hyoid Muscles

Closing Muscles
Masseter

Temporalis
Internal Pterygoids




Temporomandibular Joint Physical Examination
For each exam reyviewed please take the time to grab a
partner and perform the exam procedure.

Jaw Reflex Masseter reflex is a stretch reflex used to test the pt's trigeminal nerve (CN V).

The mandible or lower jaw is tapped at a downward angle just below the lips at the chin while the
mouth is held slightly open. The masseter muscles will jerk the mandible upwards. Normally this
reflex is absent or very slight.

Positive: with upper motor neuron lesions the jaw jerk reflex can be hyperactive.

Chvostek’s sign Tap the facial nerve at the angle of the jaw (masseter muscle). Normally this
reflex is absent or very slight.

Positive: sign of tetany seen in hypocalcemia. Facial muscles on the same side of the face will
contract momentarily (twitch of the nose or lips) due to hypocalcemia (from hypoparathyroidism,
pseudohypoparathyroidism, hypovitaminosis D) with resultant hyperexcitability of nerves.
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Muscle Strength
Positive Test
Pec Major 5 = normal; full ROM, full resistance

Pec Minor 4 = good; full ROM, some resistance
Ant Deltoid 3 = fair; full ROM, against gravity
Middle Deltoid 2 = poor; full ROM, no gravity

Post Deltoid 1 = trace; no motion, with contractility

Rhomboids 0 = zero; no motion, no contractility

Bony Palpation Trapezius
Soft Tissue Palpation Suoraspinatus Acromion
Scapular Rhythm 2:1 Infraspinatus
Teres Minor
Passive Range Of Motion Teres Major
Shoulder Norm Suscapularis
Latissimus Dorsi

tendon
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Active Range Of Motion
Shoulder
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Abd (hum ext rot)

Internal Rotation
External Rotation

Orth/Neuro Tests

Subscapularis 4 Infraspinatous / ~ Teres minor
muscle _ muscle L muscle
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Shoulder Joint Physical Examination
Range of Motion

For each exam reviewed please take the time to grab
a partner and perform the exam procedure.

Motion Normal
Flexion 180°
Extension 60°
Adduction 45°
Abduction 180°
Internal Rotation 70°
External Rotation 90°
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Shoulder Joint Physical Examination

For each exam reviewed please take the time to grab
a partner and perform the exam procedure.

;Yergason’s Test

Pt's elbow is flexed to 90° and forearm pronated.
'DC holds their arm at the wrist.
“Pt actively supinates against resistance.

!

Pain in bicipital groove area, indicates bicipital tendonitis.




Shoulder Joint Physical Examination

For each exam reviewed please take the time to grab
a partner and perform the exam procedure.

- Drop Arm Test (Codman’s)
_ Passively abduct the shoulder to 90-120°, flex shoulder forward to 30°, elbows locked, and point thumbs
“down. DC drops pt’s arms.

Positive:
Pt is unable to keep arm elevated after the DC releases.
Indicates rotator cuff tear: supraspinatus muscle/tendon tear/involvement.
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Shoulder Joint Physical Examination

For each exam reviewed please take the time to grab
: a partner and perform the exam procedure.

.Apprehensmn Test
= Pt is supine with the scapula supported by the edge of exam table. The arm is positioned in 90° abduction

- and external rotation. With increasing external rotation the DC watches for pt apprehension.
1 pt seated DC exerts an anterior translatory force with their thumb placed posteriorly on the humerus.

Positive:

- Pt apprehension. Pain alone is not a positive test. A positive test indicates a labral lesion and/or bony les1o
~at the anterior inferior rim of the glenoid.
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Elbow Joint Physical Examination
For each exam reviewed please take the time to grab a
partner and periorm the exam procedure.

Mediolateral Stability: Stability testing is performed with the pt standing, shoulder braced backwards;
DC is behind the pt. The elbow is slightly flexed, to bring the apex of the olecranon out of the fossa.
Varus stability is checked with the humerus in full internal rotation,

while valgus stability is tested in full external rotation.

Positive: The physiological laxity of the elbow between 10 and 20° of flexion, in varus and in valgus,
does not exceed 5°. In rotation (pronation and supination), it does not exceed 3°.

Anteroposterior Stability: Anteroposterior stability is controlled exclusively by the collaterals. The
forearm is flexed to 90° and held by the DC with one hand, while the other hand holds the humerus,
as anteroposterior stress is applied to the joint.

Positive: Motion in excess of 5°.
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Elbow Joint Physical Examination
For each exam reviewed please take the time to grab a partner
and perform the exam procedure.

Tinel’s Test: DC locates ulnar nerve in groove between olecranon process and medial epicondyle.
Ulnar nerve is then tapped on repeatedly by index finger of DC.

Positive: Tingling sensation in ulnar distribution of forearm and hand distal to tapping point.

Golfer’s Test: Test for medial epicondylitis. Pt should be seated or standing and should have his/her
fingers flexed in a fist position. DC palpates the medial epicondyle with one hand and grasps the pt’s
wrist with the other hand. DC then passively supinates the forearm and extends the elbow and wrist.

Positive: Pain or discomfort along the medial aspect of the elbow in the region of the medial epicondyle.

Cozen's Test: To assess lateral epicondylalgia, or tennis elbow. DC stabilizes pt's elbow with one hand
while the pt is asked to pronate the forearm and extend and radially deviate the wrist against manual
resistance of the DC.

Positive: Pain or reproduction of symptoms in the area of the lateral epicondyle.

Mill's Test: Pt is seated. DC palpates the pt’s lateral epicondyle with one hand, while pronating the pt’s
forearm, fully flexing the wrist, the elbow extended.

Positive: Pain or reproduction of other symptoms in the area of the lateral epicondyle. 160
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Wrist & Hand Physical Examination
For each exam reviewed please take the time to grab a partner
and perform the exam procedure.

Bunnel Littler Test: Pt is seated with the metacarpophalangeal joint in slight extension. DC passively
flexes the proximal interphalangeal joint of the same ray and assesses the amount of proximal
interphalangeal joint flexion. DC then passively flexes the metacarpophalangeal joint slightly and
assesses the amount of flexion at the proximal interphalangeal joint.

Positive: Proximal interphalangeal joint does not flex while the metacarpophalangeal joint is in an
extended position.

Positive Test Implications: Proximal interphalangeal joint does not fully flex once the
metacarpophalangeal joint is slightly flexed, intrinsic muscle tightness can be assumed.

If flexion of the proximal interphalangeal joint remains limited once the metacarpophalangeal joint is
slightly flexed, capsular tightness can be assumed.

Allen’s Test: Test wrist collateral blood flow. Pt elevates hand and makes a fist for 20 seconds.
Firm pressure held against radial and ulnar arteries. Pt opens hand and it should blanche white.
DC releases only ulnar compression. Repeat releasing only radial compression.

Normal Result: Hand color flushes within 5 to 7 seconds.

Positive: Inadequate collateral circulation.
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Wrist & Hand Physical Examination
For each exam reviewed please take the time to grab a partner
and perform the exam procedure.

Phalen’s Test: Carpal tunnel syndrome or median nerve compression exam. Pt is seated or standing with
the dorsal aspect of both hands in full contact so that both wrists are maximally flexed, (hands back-to-
back). Pt applies a steady compressive force through the forearms so that the wrists are maximally flexed
for 1 minute.

Positive: Numbness and tingling in the median nerve distribution of the fingers.

Reverse Phalen’s Test: Carpal tunnel syndrome or median nerve compression exam. Pt is seated or
standing with the palmar aspect of both hands in full contact so that both wrists are maximally extended,
(praying position). Pt applies a steady compressive force through the forearms so that the wrists are
maximally flexed for 1 minute.

Positive: Numbness and tingling in the median nerve distribution of the fingers.

Finkelstein’s Test: Pt is seated or standing and forms a fist around the thumb. DC grasps the pt's forearm
with the proximal hand and the pt's fist with the distal hand. DC stabilizes pt's forearm with the proximal
hand and ulnarly deviates the athlete's wrist and the distal hand.

Positive: Pain over the abductor pollicis longus and extensor pollicis brevis tendons distally. Possible
tenosynovitis or pollicis longus and extensor pollicis brevis tendons.

163



Wrist & Hand Physical Examination
For each exam reviewed please take the time to grab a partner
and perform the exam procedure.
Tinel’s Test: Examiner taps the volar (palm) aspect of the pt's wrist over the area of the carpel tunnel.

Positive: Tingling, paresthesia or pain in the area of the thumb, index finger, middle finger, and radial
one—half of the ring finger. Compression of median nerve in carpal tunnel or carpal tunnel syndrome.

Froment’s Test: Have pt grasp piece of paper between thumb and index finger. DC tries to pull paper

away from pt.
Positive: If pt is forced to flex the tip of the thumb to maintain their grip on the paper, then this is
evidence of an ulnar nerve lesion.
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Thoraco/Lumbo/Pelvic Physical Examination
For each exam reviewed please take the time to grab a partner
and perform the exam procedure.

Nachlas: Pt is prone. DC flexes the pt’s knee to a right angle; then, with pressure against the anterior
surface of the ankle, the heel is slowly directed straight toward the ipsilateral buttock. The contralateral
ilium should be stabilized by DC’s other hand.

Positive: Sharp pain in ipsilateral gluteal or SI joint region, think SI involvement. If pain is in the low
back area or produces radiating nerve symptoms , then think lumbar involvement.

Yeoman's Pt is prone. With one hand, pressure is applied by DC over the involved SI joint, pressing the
pt's pelvis onto the table. With the other hand the DC flexes the pt's leg on the affected side to the end
range of motion, and the thigh is hyperextended by the DC lifting the knee up off the table.

Positive: Pain in the SI joint area, indicates SI or hip joint involvement. Normal is no pain.

Ely's Pt is prone with toes hanging off the table. DC moves heel toward the opposite buttock.
Positive: Hip pain in psoas muscle and the pelvis may rise up on the involved side. Also may indicate a
tight rectus femoris or tensor fascia lata, or lumbar spine or hip involvement.

Hibb's Pt is prone and DC stands next to pt on involved side. DC stabilizes pt's contralateral uninvolved
hip, flexes pt's knee on involved side toward the buttock, and then slowly adducts the leg, causing
external rotation of the femur.

Positive: Pain in hip joint indicates a hip joint lesion; pain in SI joint but not the hip indicates SI joint
involvement. 166



Thoraco/Lumbo/Pelvic Physical Examination

For each exam reviewed please take the time to grab a partner and perform the exam procedure.
Straight Leg Raise (SLR) Pt is supine on table. DC lifts leg, with knee locked, into the air.

Positive: Recreate symptoms, pain down leg between 30-70° of hip flexion. Used to help diagnose a
lumbar herniated disc. If there is pain before the leg is at 30°, then it probably is not a herniated disc
pressing on the nerve. Before 30°, the nerve root isn't stretched.

Well Leg Raise (WLR) Pt is supine on table. DC lifts leg (non-test side), with knee locked, into the air.
Positive: Pain in the opposite leg suggests herniated disc involvement.

Braggard's (SLR with foot dorsiflexion)
Positive: Pain in 0-35°(of SLR), suspect extradural sciatic nerve irritation.
Pain in 35-70° (of SLR), suspect disc involvement.

Patrick's (FABERE) FABERE: flexion, abduction, and external rotation . Pt is supine on table.
DC takes involved leg and flexes knee and rotates it so inside of knee faces up. DC places foot on
opposite knee. DC stabilizes pelvis by placing hand on pelvis on opposite side.

Positive: Pain in the groin, buttocks, pelvis, or back, indicates SI or hip joint involvement.

Goldthwaite's Pt is supine on table. DC places one hand under lumbar spine against the interspinous
spaces. DC’s other hand does a SLR test.

Positive: Pain or recurring symptoms in range of 0-30°, (before lumbar processes open) indicates SI
joint involvement; 30-60°, suggests a lumbosacral lesion; 60-90°, an L1-L4 disc lesion. Repeat on
uninvolved side. When the uninvolved side can be raised higher than the involved side, it indicates SI
joint involvement on the involved side. 167



Thoraco/Lumbo/Pelvic Physical Examination

For each exam reviewed please take the time to grab a partner and
perform the exam procedure.

Soto-Hall's Pt is supine. DC places one hand on pt’s sternum, with mild pressure to prevent flexion of
the lumbar or thoracic spine. DC’s other hand 1s under the pt's occiput and head is slowly flexed.
Positive: Acute local pain when spinous process of injured vertebra is pulled.

Possible vertebral fracture.

Gainslen's Pt is supine, with knees and hips flexed by pt who grabs knees with both hands and pulls
them toward thorax. Lumbar spine firmly contacts table and fixes both pelvis and lumbar spine.

Pt slid to side of table and DC slowly hyperextends thigh as far as you can below level of table.
Maintain pressure on pt’s opposite knee. The hyperextension of the hip exerts force on pelvis.
Perform bilaterally.

Positive: Pain is felt in the SI area or referred down the thigh. May indicate SI, hip, or lower lumbar
nerve root lesion.

Brudzinski’s Pt is supine. DC places one hand on pt’s sternum, with mild pressure to prevent flexion
of the lumbar or thoracic spine. DC’s other hand is under the pt's occiput and head is slowly flexed.
Positive: Hips and knees flex. Indicates meningeal iriation and is associated with meningitis.

Kernig's Pt is supine. Flex thigh so that it is at a right angle to trunk, and then completely extend leg
at the knee joint.
Positive: If leg cannot be completely extended due to spinal pain. Possible meningitis. 168



Thoraco/LLumbo/Pelvic Physical Examination

For each exam reviewed please take the time to grab a partner and
perform the exam procedure.

Hoover's This should be done if pt says they can not raise their leg and malingering is suspected.

Pt is supine. DC places hand under pt’s calcaneus. Have pt try to lift opposite leg. DC feels for pressure
on hand from pt pushing down.

Positive: Pt says they are trying and DC feels no downward pressure. Suspect malingering.

Minor's Watch pt get out of a chair.

Positive: Pt does anything to take weight off their back. Body weight supported on uninvolved side by
holding on to chair for support or pt places hands on knees or thighs while pushing into an upright
position. Sign suggests SI joint lesions, lumbosacral strains and sprains, fractures, disc syndromes, and
dystrophies and myotonias.

Lewin's Pt in sidelying position with downside leg flexed at hip and knee. DC stabilizes upper hip with
one hand. With the other hand, upper leg is grasped near the knee and the thigh is extended on the hip.
Positive: Recurring pain or symptoms suggests a SI joint involvement.

Kemp's Pt supported by DC in a seated position. Pt is asked to lean forward to one side and then back
around to eventually bend obliquely backward by placing their palm on their buttock and sliding it down
the back of the thigh and leg as far as possible. This should close the IVF and cause compression of the
nerve roots in low back.

Positive: Compression causes or aggravates radicular pain in the thigh and leg, indicative of nerve root
compression. Also may indicate a strain/sprain and can occur at any point during the test. 169



Thoraco/Lumbo/Pelvic Physical Examination

For each exam reviewed please take the time to grab a partner and
perform the exam procedure.

Gillet's Pt stands while DC palpates PSIS with one thumb and palpates sacrum with the other thumb
staying parallel to the first thumb. The pt is asked to stand on one leg while pulling the opposite knee up
toward their chest. Repeat on other side and compare bilaterally. PSIS on the side of hip flexion should
move slightly anterior.

Positive: When PSIS on ipsilateral side of knee flexion does not move or moves minimally in the
inferior direction. Indicates SI joint involvement.

Trendelenburg's Pt stands on one foot lifting the other foot up off the ground.

Positive: Pt's pelvis tilts towards the lifted foot, with added knee flexion needed to prevent the foot from
hitting the ground. Note the involvement is on the contralateral side to the fallen hip.

May indicate: abductor weakness, subluxation or dislocation of hip, shortened femoral neck.

Pt’s with a positive Trendelenburg's test usually walk with a “dipping gate”.

Valsalva's Pt forcibly exhales or pushes downward through their gut while keeping their mouth and nose
closed. This increases intraspinal pressure.
Positive: Pain and symptoms recur. Indicates nerve impingement by an intervertebral disc.

Lhermitte's Pt is seated. Pt tips head into flexion.
Positive: Sudden transient electric-like shocks extending down spine. Indications: compression of
cervical spine, MS, disc degeneration, herniation of cervical disc, cervical spinal cord tumor. 170




Thoraco/Lumbo/Pelvic Physical Examination

For each exam reviewed please take the time to grab a partner and
performi the exam procedure.

Babinski's Firmly stroke the bottom of the pt’s foot.

Positive: Big toe moves toward the top surface of the foot and the other toes fan out.
This reflex, or sign, is normal in very young children. It is not normal after age 2.
Indicates damage to nerve paths connecting spinal cord and brain (corticospinal tract).
Possible causes:

Amyotrophic lateral sclerosis (Lou Gehrig's disease)

Brain tumor

Friedreich's ataxia

Head injury

Hepatic encephalopathy

Meningitis

Multiple sclerosis

Pernicious anemia

Poliomyelitis (some forms)

Rabies

Spinal cord injury

Spinal cord tumor

Stroke

Syringomyelia

Tuberculosis (when it affects the spine)
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Hip Physical Examination

For each exam reviewed please take the time to grab a partner and
perform the exam procedure.

Hibb’s Pt is prone. DC stands next to pt on involved side. DC stabilizes pt's contralateral
uninvolved hip, flexes pt's knee on involved side toward the buttock, and then slowly adducts the
leg, which externally rotates the femur.

Positive: Pain initiated in hip joint indicates a hip lesion; pain rising in SI joint but not the hip
indicates a SI joint lesion.

Patrick's (FABERE) FABERE: flexion, abduction, and external rotation . Pt is supine on table.
DC takes involved leg and flexes knee and rotates it so inside of knee faces up. DC places foot on
opposite knee. DC stabilizes pelvis by placing hand on pelvis on opposite side.

Positive: Pain in the groin, buttocks, pelvis, or back, indicates SI or hip joint involvement.

Thomas Pt is supine. DC checks for lordosis which is increased with tight hip flexor. DC then
flexes one hip bringing the knee to the chest and asks pt to hold the knee to help stabilize the
pelvis and flatten out the lumbar region.

Positive: Leg being tested (leg on table) will raise off of table. If pt does not have a hip flexion
contraction it will remain flat on the table.

Alternative: Test can be performed with starting position of both knees fully flexed to the chest
and slowly lowering the leg being tested to see if the leg makes it to the table.

Positive: Lack of full hip extension with knee flexion less than 45° indicates iliopsoas tightness.
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Knee Physical Examination
Knee

Inspection Muscle Strength
Finding Positive Test Left 5 = normal; full ROM, full resistance
Mass Flexors 4 = good; full ROM, some resistance

Swelling Extensors 3 = fair; full ROM, against gravity

Discoloration Abductors 2 = poor; full ROM, no gravity
Adductors 1 = trace; no motion, with contractility

I:< n e e P 0 = zero; no motion, no contractility

Bony Palpation

Soft Tissue Palpation

PhYSiC al

Passive Range Of Motion Quadriceps . ]
Norm i muscles A \ Quadriceps

Examination sz NI

Internal Rotation 10 .
External Rotation 10
Patella (normally
Active Range Of Motion in center of knee)
All exam forms on , Nory X [— .
A\l

Extension carti Iage

bsite click on:
We Slte c lc On ) Internal Rotation Lateral condy|p Medial collateral
External Rotation Posterior cruciate ligament

(J
Fl‘ee PraCtlce & ligament ||| = ) \ ] Meniscus
Orth/Ne . \\ )
uro Tests i 5 § Ll |
o A Tost ﬁ_\ntermrcrumate N[ =
Patient Materials T ligament il ===
= Patellar tendon
Effusion Lateral collateral
Apprehension Iigament
Tinel's

(Ligament)

Anterior Drawer

Ant Drawer w/Rot

Posterior Drawer

Post Drawer w/Rot Fibula
Helfet's
Mclntosh's Tibia




Knee Physical Examination

For each exam reviewed please take the time to grab a partner and
perform the exam procedure.

Patellar/Femoral Grind Pt is supine with the involved knee extended. DC places web space of his hand
just above the patella while applying pressure. Pt gently and slowly contracts the quadriceps.
Positive: Pain indicates patellofemoral joint involvement.

Effusion: Observe pt’s knee. Look for gross asymmetries, such as the obliteration of the normal
indentations.

Part 1. Try to create a fluid wave. Have pt supine with leg extended, and place one hand over the
supra-patellar pouch and the other hand distal to the patella. Press down with the upper hand.
Positive: If fluid is present, you will feel it against your lower hand (diffuse tissue swelling will NOT
create a wave). Indicates fluid in the knee.

Part 2. Gently push down on the patella.

Positive: If you can depress it, then the patella was "floating" in fluid before you pressed.

Indicates fluid in the knee.

Apprehension Pt is supine. Knee flexed to 30° or knee is in full extension.

DC applies pressure from medial patella forcing it laterally. Pt tightens quadriceps muscle.
Positive: Pain. Possibly indicates: patellofemoral syndrome, lateral patellofemoral instability or
patellar subluxation (recent acute knee injury)

Tinel‘s Tap on fibular head to assess common peroneal nerve.
Positive: Numbness or tingling or reproduction of pts symptoms.

1S



Knee Physical Examination

For each exam reviewed please take the time to grab a partner and
perform the exam procedure.

Anterior/Posterior Drawer Pt is supine. Hips flexed to 45°. Knees flexed to 90°. Feet flat on table.
DC can sit on pt’s feet to fix in place. Hold lower leg above calf with both hands.

Apply sudden firm pull forward (Anterior Drawer)

Apply sudden firm push back (Posterior Drawer)

Repeat maneuver in 3 positions of tibial rotation:

1. Tibia with no rotation 2. Tibia 30° internally rotated 3. Tibia 30° externally rotated

Positive: Normal is no more than 6-8 mm of laxity.
Anterior Drawer: Endpoint laxity indicates Anterior Cruciate Ligament Rupture.
Posterior Drawer: Endpoint laxity indicates Posterior Cruciate Ligament Rupture.

Helfet's Test (Screw Home Mechanism) - this is a normal knee function and if absent may indicate
meniscal pathology, other internal derangement, or patellofemoral dysfunction.

How to: Pt sits with knees flexed over the edge table. A skin pencil is used to mark the midpoints of
the tibial tuberosity and patella. These should align vertically. The pt extends the knee slowly to full
extension and then DC makes markings again.

Positive: The 2nd mark does not lie lateral to the first mark on the tibia.

Indicates meniscal pathology, internal derangement, patellofemoral pathology

Mclntosh's Pt lies on side. Involved knee extended and tibia internally rotated. DC applies valgus
stress to knee (push from lateral side). Flex knee.
Positive: Clunk felt at 30° knee flexion, indicates possible ACL rupture. 176



Knee Physical Examination

For each exam reviewed please take the time to grab a partner and
perform the exam procedure.

Lachman‘s Pt is supine with knee in slight external rotation and 15-20° of flexion fully relaxed. DC
stabilizes the anterior right femur with the right hand and draws the tibia anteriorly with the left
hand at the posterior calf. This is most reliable test of ACL insufficiency

Positive: Pain and lack of firm end feel and increased displacement as compared to opposite side..

Hyperflexion Pt is supine. Hyperflex the knee.
Positive: Pain. Indicates meniscus involvement.

McMurray's Pt is supine. Foot is held in one hand by DC while the other hand palpates the joint line
on both sides of the knee. Fully flex and extend the knee.
Positive: A click or grinding may indicate a tear of the meniscus.

Steinman's Pt supine. Knee held flexed at 90° and forced to external rotation, then internal rotation.
Positive: Pain upon external rotation indicates medial meniscal tear,
Pain upon internal rotation indicates lateral meniscal tears.

Apley’s Grind Test Pt is prone with knee flexed to 90°. DC stabilizes posterior thigh with one hand
while grasping plantar surface of the foot with the other hand. Then DC pushes down while

internally and externally rotating the foot.

Positive: Pain on lateral rotation indicates lateral meniscus involvement and medial indicates medial
meniscus involvement. For ligamentous injury the opposite side will have pain. 177
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Ankle & Foot Physical Examination

For each exam reviewed please take the time to grab a partner and
perform the exam procedure.

Anterior Drawer Pt is seated. Knee flexed over edge of bench or table and the ankle should
be allowed to fall into plantarflexion. DC stabilizes distal part of leg with one hand and
applies anterior force to the heel with the other hand, allow the talus to rotate slightly
medially which relaxes the deltoid ligament (which otherwise might give a false negative
test). Test ankle in 10° of plantar flexion as this allows the most translation.

Positive: Pain and/or laxity of joint. Indicates anterior talofibular ligament involvement.

Lateral Stress Knee is flexed 90° and gastrocnemius is relaxed. DC holds the heel from below
by one hand while the other hand holds the lower leg. The hand on the heel is placed
somewhat inferior lateral and is used to push the calcaneus and talus into inversion while the
other hand grips the lower leg medially and pushes laterally. Note an end point.

Positive: Pain and/or laxity of joint. Indicates calcaneofibular ligament and/or anterior
talofibular ligament involvement.
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Trauma/Neurological Physical Examination
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