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Patient History
Onset--when

Pallitive--what makes it better

Provocative--what makes it worse

Quality--pain scale, type of pain

Radiating--if? & where?

Setting--what happened/doing

Timing--exacerbated in morning, night, etc.

Patient Notes
Subjective--how patient feels that day

Objective--things found during exam

Assessment--differential diagnosis

Plan/Prognosis--home instructions, heat/ice, recommendation

Examining Principles

  1.  Test normal side first

  2.  Movements order:  active, passive, resisted 

  3.  Painful movements done last

  4.  Apply overpressure with care

  5.  Repeat or sustain movements if history indicates

  6.  Do resisted isometric movements in a resting position

  7.  With passive movements & ligamentous testing, both the degree & quality of

           opening are important

  8.  With ligamentous testing, repeat with increased stress

  9.  With myotome testing, contractions must be held for 5 sec.

10.  Warn of possible exacerbations

11.  Refer if necessary

Examinations
History

Inspect

Palpate/Percuss

ROM (active, passive, resisted)

Orthopedic Testing

Neurological Testing

Differential Diagnosis
Vascular

Infection

Congenital

Trauma

Arthritides

Neoplasm

Endocrine

Treatment
Adjustment

Physical therapy

Orthopedic support

Supplementation

Exercise/Educate

Muscle Grading Chart
5--Normal
 Complete ROM against gravity with full resistance

4--Good
 Complete ROM against gravity with some resistance

3--Fair

 Complete ROM against gravity

2--Poor
 Complete ROM with gravity eliminated

1--Trace
 Evidence of slight contractility; no joint motion

0--Zero
 No evidence of contractility

ROM (6)

flexion, extension, lateral bending

Determining ROM
Active, Passive, Resisted

Right Handed Orthogonal Coordinate System


X, Y, Z
P.211-216

Disc Bulge

Medial--patient leans into bulge

Lateral--patient leans away from bulge

Coupled Motion
Laterally Bend--lumbar spinous rotate toward concavity

Laterally Bend--cervical spinous rotate toward convexity

In subluxation, with aberrent motion, it will either stay midline or go to opposite the normal.

Pain Descriptions of Related Structures
Type of Pain






Structure

  cramping, dull, aching




  muscle

  sharp, shooting





  nerve root

  sharp, bright, lightening-like




  nerve





  burning, pressue-like, aching



  sympathetic nerve

  deep, nagging, dull, night




  bone

  sharp, severe, intolerable




  fracture

  throbbing, diffuse





  vasculature

Biomechanics of Pelvis (p.211-216 Haldeman)
--serves as support for the vertebral column & includes all structures between the 5th 

   lumbar & femoral heads

--the SI joint is a true diathrodial joint

--the SI joint is auricular is shape--facing post. & laterally on the cephaled half of the 

   sacrum   p.212

--the SI joint is formed during the 2nd fetal month

--males pelvis built for strength & have extra intraarticular tubercles (narrow)

--female pelvis built for mobility & parturition

--SI joint able to withstand about 6 times as much medial directed force (lat shear of L/S 

  motion segment).  & 7 times as much lateral bending force compared to the lumbars.

  Conversly, the lumbar motion segment is able to withstand about 20 times as much axial

  compression & 2 times as much axial torsion as the SI joint can.   

               ---So look at lumbars first, then SI joint

3 Tracts

Lateral spinothalamic--pain & temp

Anterior (Ventral) spinothalamic--touch; light touch

Corticospinal--gross motor control

Relation of Spinal Nerve Roots to Vertebra
--1st cervical nerve exits above C1 vert

--8th cervial nerve exits below C7 vert

--rest of the nerves exit below vertebral pedicle

--Lumber disc protrusions do not usually affect nerve exiting above the disc.

ex:  Lateral protrusion at L4-L5 affects L5 nerve

       Lateral protrusion at L5-S1 affects S1 nerve

       Medial protrusion at L4-L5 rarely affects L4, but may affect L5.

--Lateral-posterior disc bulge--antalgic lean away from the disc bulge

--Medial-posterior disc bulge--antalgic lean toward the disc bulge

--Bilateral-posterior disc bulge--patient leans forward (flexed lean)

--Whiplash:  usually pain returns before light touch.

Classification of Disc Degeneration
D1 disc--seen on lateral film--incr. disc space due to fluid uptake--acutely swollen disc

D2 disc--1st stage of DJD small decr. in the posterior aspect of the disc space--slight 


retrolisthesis of body

D3 disc--very thin at the posterior

D4 disc--early stage of total disc thinning, 2/3 reduction of original height


zygapophyseal joints

D5 disc--1/3 reduction of its original height--shows up after 5-20 years

D6 disc--disc nearly gone--natural fusion

Deep Tendon Reflexes
C5  biceps

C6  brachioradialis

C7  triceps

L4  patella

L5  tibialis posterior (difficult to get)

S1  achilles

Neurological Level in Lower Extremity

Motor-corticospinal tract

--L3 quad (L2,3,4)

--L4 tibialis anterior

--L5 toe extensors

--S1 peroneal

Sensation--anterior & lateral spinothalamic tract

--T12  lower abdominal proximal to inguinal ligament

--L1  upper thigh just distal to inguinal ligament

--L2  mid thigh

--L3  lower thigh

--L4  medial leg; medial side of foot

--L5  lateral leg; dorsum of foot

--S1  lateral side of foot

--S2  longitudinal strip of posterior thigh

Standing

Belt Test (supported forward bending)
PT:  pn w/out stabilization & no pn. when stable is PELVIC LESION

        pn BOTH w/ & w/out stabilization is LUMBER LESION

        Differentiates SPINE FROM SI JOINT as source of pn

Seated

Becheterrews--Extend one leg, then other, then both.

PT:  LBP/RADICULAR pn        If lean back and use arms for support--TRIPOD SIGN

Valsalva--“shitting”        PT: LBP

Side Posture
Iliac Compression--lie on side.  Dr. compress SI joints.  PT:  pn in SI JOINT

SI Resisted Abduction--lie on good side, extend leg and slight abduct.  Dr. put downward pressure against resistance.  PT:  pn at PSIS specific for sprain of SI or subluxation

Lewin-Gaenslen--lie w/ bad side up, hold knee of down side (hip & knee are flexed) 

Dr. Hyperextends the affected leg (up side).  PT:  Incr. in sacroiliac pn.

Supine
Sacroiliac Stretch--Dr. push laterally on ASIS. PT:  deep in Pelvis is Sprain of Ant. SI Ligament

Patrick FABERE--“figure 4”-- so affected leg is in flex, abduct, ext. rotation, extention.  

Dr. applies pressure on knee downward.  PT:  HIP JOINT LESION

SLR--legs ext. Dr. put hand under heel of bad leg & other hand on knee.  Flex the thigh. 

PT:  LBP/RADIC. PN    0-35=spasitic piriformis or SI lesions  35-70=Disc  70-90=Lumbar Jt.

Goldthwait--palpate L4-5 intersp. space and do a SLR test.  PT:  Pain BEFORE lumbar spine moves is IPSI SI LESION.  Pain AFTER lumb. spine moves is LUMB. SPINE JOINT LESION

Gaenslen--pt. grabs knee of good side & flex knee & hip.  Extend the hip & SI of bad side off table.  PT:  Incr. in pelvic pain.

Prone
Nachlas--flex knee till heel hits ipsi. butt.  PT:  SI LESION, LUMBOSACRAL LES., FEMORAL NRV IRRIT.   Differentiates SI JOINT from the LUMBARS as souce of LBP

Hibbs--remember in diversified.  flex knee, bring out laterally.  PT:  pn. in pelvis is SI LESION

Ely Heel to Buttock--flex knee to opposite butt, so hip is hyperext.  PT:  HIP LESION, LUMBAR LESION, PSOAS SPASM

Yeomans--Dr. exerts pressure down over bad SI w/ one hand while flex knee & hyperext. hip.

PT:  Pn deep in SI joint is sprain of ANTERIOR SI LIGAMENTS
