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Clinical Reasoning notes
NMS exam sequence (this is only one possible sequence)

-inspection (gait, postural assessment, masses, lesions, swellings, curvatures, dilated vessels, etc)



(with lumbar exam, do heel/toe walk with gait analysis)

-palpation


-ROM (active, passive, resisted)


-eyeball rotation in the lumbar spine



-do passive and resisted seated

-extremity measurements (include lymph and pulses)

-dermatomes, special sensory, DTR

-myotomes


-sectional special tests (ortho tests)

-chiropractic evaluation
-we don’ t have to perform vitals on the practical exam (BP, resp, pulse, height, weight, temp, AOx3, NAD, WDWN)


-but state that you would do so

-dermatomes are the only thing that need to be performed b/l (on the practical)

-don’t do myotomes or ortho assessment before ROM
Thoracic exam
Lymph: supra/infra clavicular, axillary, and inguinal

Pulses: femoral, popliteal, post. tibial (medial malleolus), and dorsal pedis

Thoracic dermatomes for practical – perform on posterior chest wall within each intercostal space

T4 – nipple level

T7 – inferior aspect of scapula

T10 – umbilicus

Amoss’s sign

-could be positive for Ankylosing Spondylitis (young males), severe sprain, or IVD

-ask patient (who is supine) to roll over on side and get up

Beevor’s sign

-assessment for myelopathy

-have pt do a modified situp, look for drift of umbilicus


-drift occurs toward stronger or uninvolved musculature

Chest Expansion


-spinal ankylosis


-measure difference b/n inspiration and expiration (1.5 - 3 inches is normal or 3-6cm)

Forestier’s Bowstring


-classic for ankylosing spondylitis


-ask pt to stand up straight and flex from side to side



-positive sign is contraction of muscles on side bending into

Passive Scapular Approximation


-doc passively brings shoulders back approximating the scapulae

-pain in scapular area = T1 or T2 nerve root involvement (could also be rib subluxation)

Schepelman Sign


-hands in air, lean to one side then the other


-pain on convex side = intercostal myofascitis


-pain on concave side (side of flexion) = intercostal neuritis

Spinal Percussion


-fracture (if localized pain), disc (if radicular pain)


-not that useful of a test in office (non specific, and not a good idea to percuss over a fracture)

Sternal Compression testG

-classically for fracture


-localized pain in ribs indicates fracture

Soto Hall


-not much use on its own


-pt supine, ulnar aspect of hand over sternum, flex patient’s head and ask if pain


-back will arch or knees will flex if meningeal irritation



-equivalent to Kernig’s or Brudzinski’s sign & suggests meningitis (pg 135)
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Cervical Regional

Postural exam – specific to cervical location (head tilt, rotation, etc)

-on practical, don’t need to perform head&face, EENT, CN, nor heart exam, but do need to perform lymph node exam and vascular exam (carotid, brachial, radial, and ulnar arteries)

-pharyngeal level is above the thyroid cartilage

-tracheal level = below Adam’s apple


-Compare measurements with baseline

Hoffman’s – corticospinal tract (UMNL)

ROM: inclinometers at top of head and T1 SP

Passive ROM:  bring joint to limit of joint play and don’t whip the head around

C2 dermatome: back of head above ear

C3 dermatome: bottom of head below the ear

(don’t use pinwheels on head, but turn them around and use the handles)

Rust Sign

-patient supporting neck and head, not wanting to let go


-indicates instability (could be cervical fracture, torticollis, or severe sprain/strain)
-in any trauma (w/ possible c/s fracture), always perform neutral lateral cervical x-ray first (process it and view before doing anything else)

***Table 3.5. Clinical Findings Associated with the Cervical Nerve Roots*** (in Ortho book)

NOTE- there is overlap on the following 4 tests, so just perform them all:
Foraminal compression


-nerve root encroachment


-just downward pressure (no rotation)

Max foraminal compression


-patient rotates and extends head on their own
Jackson’s Compression

-lateral flexion with axial compression
Spurling’s


-rotation, extension, and pressing down, and then dropping fist on head

Table 3.7

Cervical distraction


-compression-type syndromes and meniscal damage

-distraction relieves axial depression


-if relief, then IVF encroachment, or disc


-if causes pain, then sprain/strain


(C5 nerve root is affected by C4/5 disc)
Shoulder depression


-dural sleeve lesions, brachial plexus lesion

-doc flexes head toward opposite shoulder while depressing the shoulder


-slow and controlled movement

Spinal percussion


-positive for more than just fractures
Valsalva


-bearing down
Dejerine’s triad


-herniated disc, protruding IVD, and spinal compression

-patients may say that coughing/sneezing hurts, but bearing down doesn’t

Bakody Sign

-assessment for c/s nerve root compression


-patient’s hand on head relieves radicular pain

Swallowing


-not very specific test

-have patient seated and instructed to swallow


-pain indicates esophageal irritation caused by direct trauma or retroesophageal space-occupying lesion

Soto-Hall

LHermitte’s Sign


-myelopathy of c/s, spondylitic spurs, herniation, tumors, and dislocation of c/s

-doctor flexes patient’s head & neck



-if LIGHTNING-LIKE pain up and down the spine, it is indicative of MS


-if patient had MS, patient would have intermittent or prolonged sensory deficits



-symptoms are often not consistent (could have Meniere’s symptoms one day, & be paralyzed for 5min another day)

Wright’s (hyperabduction)

-doc palpates radial artery and abducts affected arm to 180 degrees

-positive sign of pulse diminishes
Allen’s Test

-for capillary fill
Allen’s Maneuver


-arm in air (rotate head to opposite side), assessing radial pulse

Adson’s & Modified Adson’s


-Scalene maneuver (scalenus anticus)

-arm is down, radial pulse is assessed, patient turns head toward side and extends head back, then hold breath

Costoclavicular/Eden’s


-patient brings chin to chest, while doctor assesses radial pulse B/L

O’Donoghue maneuver


-cervical sprain/strain


-go through passive and resisted ROM’s

p124 (not on clinical reasoning test) – whiplash
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Shoulder Regional
Lymph: supra/infraclavicular, axillary, & epitrochlear

ROM: use goniometers, not inclinometers (unless inclinometers can be fixed to the limb)


-active, passive, AND resisted ROM


-abduction: turn palm toward head and bring arm up


-adduction: (don’t want patient to bend elbow) bring arm straight across body and displace goniometer off chest wall



-or could bring arm up to 90 degrees flexion and then adduct arm across the body


Internal/ext rotation: abduct arm to 90 with elbow to 90



-clinically, if can’t abduct, then lock elbow with arm flexed to 90 (hold pencil in fist & rotate)


-when measuring ROM, want to start in neutral position (not anatomical position) – ie start with palm facing body

Scapulohumeral rhythm: ratio b/n the motion that occurs with Glenohumeral joint & motion of the scapula during abduction

-with 90 degrees of abduction, scapula should have moved 30 degrees

-with 180 degrees, scapula should move 60 degrees


-most people will eyeball, but goniometer can be used (align middle portion of spine of scapula with inf angle of scap.)
Ortho tests:

Dugas – dislocation test (supraspinatus impingement?)

-reach across to the opposite shoulder and doctor lightly presses down

Apprehension – anterior and posterior dislocation tests

-anterior: arm abducted with elbow flexed to 90, and doctor pushes forward on elbow


-posterior: arm flexed and elbow flexed, doctor pushes humerus posterior

Calloway’s Sign – measure or shoulder (compare b/l)
Drop Arm (Codman’s) – supraspinatus tear

-passive abduction (slightly above 90 degrees), and then drop the arm suddenly


-shoulder pain with hunching of the shoulders (if impingement)

Yergason’s – bicipital (truest test for transverse humeral ligament tear)

-doctor tries to bring arm into extension of elbow and flexion of shoulder


-the patient tries to internally rotate and bring arm to chest


-like a reversed arm-wrestle

Abbot-Saunders - bicipital

-abduct, externally rotate and then bring arm down (with arm in ext rotation)

-a palpable or audible click indicates dislocation (or subluxation) of biceps tendon


-if just pain, and no click, then bicipital tendonitis

Apley’s Scratch – usually supraspinatus (rotator cuff muscle)

(infraspinatus is the second most common tendon to be involved in rotator cuff)


-have patient bring their own arm behind neck

Speed’s – bicipital tendonitis

-apply resistance as patient flexes arm (humerus) and turns palm up


-if pain, bicipital tendonitis (possible transverse humeral ligament tear)

Supraspinatus Tendonitis (supraspinatus press test) – abduct arms (ext rotate) and doctor presses down
Subacromial Push-button – rotator cuff tear (thumb pressure toward midline…)
Dawburn’s – to distinguish b/n supraspinatus and subacromial bursitis

-passive abduct arm while palpating shoulder (ant/inf), if pain diminishes then likely subacromial bursitis

-if pain worsens, then possible supraspinatus impingement
Reverse Bakody Maneuver – same maneuver as Bakody’s


-if pain with arm on head, it is interscalene compression of lower branches of brachial plexus

Wright’s – monitor pulse & abduct shoulder to 180deg
Adson’s (&modified) – head extended and rotated (towards & then away)
Eden’s – bring shoulders back and down, chin down
Allen’s Maneuver – arm abducted with elbow to 90 degrees, then patient looks away
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Elbow/Wrist
Visual Inspection

-carrying angle:  the way the arm is positioned at the elbow, in anatomical position


-similar to Q-angle of knee


-men: 0-5 deg;   women: 5-15 deg



-if greater than 15 deg, then traction on ulnar nerve

ROM


-flexion:  in anatomical position


-pronation/supination:  make sure the elbow is locked at 90 deg



-place goniometer at 3rd finger, or have patient hold something (ie pencil) in hand

ROM (wrist)


-if elbow pain, do flex/ext in anatomical position

Ortho tests

Varus/valgus – ligamentous instability (valgus=abduction); medial and lateral collateral ligaments

-20-30 deg flexion of elbow

Cozen’s – lateral epicondylitis

-controlled wrist extension

Mill’s test – lateral epicondylitis


-passively flex the elbow while palpating lateral epicondyle

Golfer’s elbow – medial epicondylitis

-slightly flex elbow; hand and wrist are supinated

-apply pressure to supinated hand in an attempt to extend wrist, while patient resists with active flexion

Tinels (elbow) – using reflex hammer

-radial nerve (lateral epicondylar groove);  ulnar nerve (medial)

Finkelstein’s – inflammation along abductor pollicus longus or extensor pollicus brevis

-ulnar deviation of hand with patients thumb wrapped in a closed fist

Phalen’s (& reversed) – carpal tunnel syndrome; median nerve parasthesia

-back of hands together:  hold position for 60 sec if no symptoms

Allen’s test – capillary refill
Tinel’s (wrist) – median nerve
Bracelet test – patient is seated, with elbow in slight flexion

-doc grasps wrist and applies lateral compression to distal radius/ulna (and patient attempts to make a fist)

-acute pain indicates RA at the wrist
Froment’s paper test – ulnar nerve palsy or interosseous muscle weakness

-have patient place paper between the fingers and do light tug (patient resisting)
Carpal lift – assessment for carpal fracture/sprain

-moderate resistance as patient tries to lift finger


-lunate/capitate fracture:  chiropractic index finger


-scaphoid:  thumb & 1st finger
-know attachments of flexor retinaculum and know the position of the carpal bones (see Hoppenfield’s book)
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Hip

Lymph – inguinal, popliteal

Pulses – femoral, popliteal, post tib, dorsalis pedis

ROM 

-hip flexion:



-with knee locked: 80-90 deg



-with knee flexed: 120 deg

-patient supine for hip ROM (int/ext rotation could be performed either supine or prone)



-if supine int/ext rotation, the knee and ankle must be locked

-for adduction, flex opposite hip and adduct leg underneath
Anvil test – assessment for fracture of femur head/neck


-pummel the bottom of the calcaneus (with leg elevated and knee locked)


-patient should be able to localize the pain (ie to the femoral neck region)


-NOT a practical test (in real life), if a fracture is really suspected (instead take X-rays)

Ober’s – iliotibial band contracture


-patient on side


-doc extends and abducts the calf (with knee to 90 deg), and sliding hand down to ankle


-if contracture, the leg will not adduct when the doc moves supporting hand from knee to ankle

Trendelenberg – assessment of insufficiency of hip (abductor system)


-usually, the patient will show signs of this when walking


-raise one leg and bend the knee


-if iliac crest drops, then abductor (gluteus medius) weakness on opposite side

Gauvain’s sign – assessment for TB arthritis or osteonecrosis of femur head


-internally and externally rotate hip (with patient on their side)


-DNTK
Knee
ROM


-knee & ankle best done with patient prone (except int/ext rotation of knee)

-patient seated for int/ext. rotation of knee


-if seated, knee must be bent to 90 deg and ankle locked


-put a dot on the floor, and have patient slide their foot ext/int and put new dots

Abduction (valgus) stress test – abduct tib/fib and put pressure on knee from lateral to medial


-leg lifted 10-20 deg and knee flexed 10-20 deg or so


-always ask WHERE the pain is


-assesses MCL injury

Adduction (varus) stress test – lateral collateral ligament

Drawer sign – (ant/post), knee to 90deg, pull tibia forward, push back
Lachman’s – same is drawer sign, with less flexion in knees
McMurray’s – knee flexed to 90, int/ext rotation of tibia with one hand & palpating “eyes” of knee with other hand
Patella Grinding - PFA
Patellar Apprehension – patellar dislocation
Patellar Ballotment - 
Bounce Home – meniscal tears

-pt supine with knee slightly flexed, and the knee is dropped into extension (doc holds pt’s ankle)


-looking for the ability of the knee to go into complete extension


-if patient in a lot of pain, this is NOT a good test


-look for knee to go into locked position

Clarke’s sign – pt supine, with affected knee extended, doc presses down slightly proximal to patella
Q-angle = angle formed by the intersection of the femur and tibia (13 deg in male, or 18 deg female)
Dreyer’s sign – patellar fracture

-ask patient to lift leg, and notice if knee falls into flexed position


-then surround distal quad with hand (circumferential pressure) and ask patient to slightly lift leg

Apprehension test for patella – assesses vulnerability for lateral dislocation of patella


-knee flexed, doc slowly pushes the patella laterally (look for quadriceps contracture)

Apley’s Compression – compressing the meniscus (with int/ext rotation)

Apley’s Distraction – support femur, lifting up lower leg (with int/ext rotation)


-collateral ligament involvement

Foot/Ankle

-select two assessments for ankle/hindfoot, 2 for midfoot, and 2 for forefoot

Morton’s – patient supine, applies transverse pressure to metatarsal heads (metatarsalgia or neuroma)

-squeeze the foot

Thompson’s – patient prone, knee to 90, doc grasps calf with both hands and squeezes looking for plantar flexion

-positive test indicates Achille’s tendon rupture

Tinel’s foot – done behind medial malleolus

Achilles tap – just like Achilles DTR

Drawer test - 


-ant drawer:  ant talofibular ligament


-post drawer:  post talofibular ligament

Lateral stability – lateral sheer of subtalar joint

Medial stability – medial sheer of subtalar joint

-8 minutes for all extremity regionals
