DIAGNOSIS 6401

PATIENT ASSESSMENT

1)
PATIENT DATA BASE COLLECTION:


General Info:


• It is important to set the stage with the patient. You want to make sure that they feel comfortable with you 
  & that you set up your office to avoid any physical barriers.  Greet the patient (by title at first) in the lobby 
 
  & take them back to the visiting room. This will give you a chance to see how nervous they are & how 

   they walk.


( Make sure that you have EYE CONTACT with the patient & allow the patient to talk without 

  
      interruption (step in only when patient gets off topic)


( Don’t interview your patient in a gown. This widens the gap between you & your patient


• You’ll want to take a look at patient’s background if possible before meeting them. This will give you an 

   indication of who referred them to you.


The Interview:

• Try to begin the interview with open ended questions that cannot be answered by YES/NO. For instance 
 
  “tell me about your problem or what brought you here” & then let the patient talk uninterrupted.


( Initially listen, then playback the patient’s info as you write it down to get all the details


1. Initially you will want to get the CHIEF COMPLAINT (CC) in patient’s own words. Make sure that 

    you  write down who stated the CC (sometimes parents may talk for children) & write down what they 

    said  exactly.


2. Present Illness (PI): is a paraphrase of the patient’s problems & should include the following:



- Date of onset (find out how long they had problem for)



- Mode of Onset (trauma, gradual or sudden etc) [Especially VECTOR OF INJURY]



- Quality/Severity of Pain/Complaint should include things like rating of pain, whether it affects 


  Activities of Daily Living (ADL) & if it has changed at all.



- Duration & Frequency is how long & how often the pain exhibits itself



- Anatomical Location should be shown by patient. Observe how they point to the area involved. 


  For instance if the use a finger could be facet involvement & if they use the hand to cover area it 


  could be diffuse muscular. They may trace out dermatomes etc.



- Exacerbation/Remission should include what activities aggravate or ameliorate the pain



- Previous treatments & effectiveness should include other practitioners & OTC medication.



- Other Systems affected by the pain should include referral patterns & all signs/symptoms they 


   have.



- Other concerns should be listed (often patients think they have a serious problem)



• OPQRST = Onset, Pain (provocation), Quality, Radiation (remission of pain), Systems or site, 



  
       Time



• COLDERRR = Character pain, Onset, Location, Duration, Exacerbation, Radiation, Remission, 



             Relationship to other systems


3. Communication Techniques:



- There are various ways to talk to a patient. Each way has its benefits & drawbacks.



- Facilitation encourages patient with non verbal (non intrusive) cues



- Reflection is to repeat patient’s words to have them elaborate on



- Clarification is asking patient to have them clarify an event



- Empathy is a demonstration of understanding of what the patient is experiencing. Whereas 


   Sympathy is actually feeling the same way.



- Confrontation may have to be used to reconcile verbal & non verbal patient cues



- Interpretation is drawing a conclusion about what patient talks about (They may be beating 


  around the bush & not want to address the issue directly)



( Remember that as a doctor you must remain impartial, non judgmental & maintain the highest 


     of confidentiality for your patient.

1)
PATIENT DATA BASE COLLECTION:


The Interview:

4. Recording Info.: 



- This requires the doctor to play back the info to the patient & telling patient what you will write 


  down. All writing should be done with a BLUE or BLACK pen & alteration/Deletions should be 


  done by striking, dating & signing the change so that it can still be read at a later date.




- List ALL the CC/PI 



- Some doctors like to use computer & bar codes which are faster but may leave out some info. 


5. Histories (Past,  Other,  Family, Psychosocial):



• Include patients general state of health (poor, fair, good) & other concurrent problems & other 


  Dr.’s they are seeing.



• List their childhood & adult  illnesses/immunizations/allergies & any sequela form these.



• List all surgeries & residual effects (C section, tonsils, adenoids, episiotomy, hernia, 

  circumcision, 

  wisdom teeth etc)



• List accidents, injuries, treatment received & residual effects



• List medications either self, OTC, supplements etc.



• Find out what they patient’s occupational history is & how it can tie into their present problem



• What dietary habits do they have (do retrospective diary)



• What Recreation/Hobbies/Exercise they get to obtain potential Repetitive stressors



• Find out Sleep position for pain, number of hours & quality of sleep



• Has the patient used alcohol, drugs or tobacco. For the tobacco find out PackYears. For the 


  drugs 
phrase it in such a way that the patient is not put on the spot (have you ever done any non 


  prescription drugs that you have a concern with affecting your health)



• Find out patients relatives health status & what they died from & any disorders that run in the 


  family



• Is the patient married/divorced/widowed & if need be show spouse the exercises to help the 


  patient. You may need to ask about STD’s .



• What are the patients religious beliefs & are these affecting their present health.



• Have them rate their life satisfaction on a scale of 1 to 10
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PATIENT DATA BASE COLLECTION:


The Interview:

6. Review of Systems:


a) General (systemic changes):




• weight change, weakness, fatigue, fever, sweats, bruising, malaise, appetite changes



b) Skin/Hair/nails: (systemic changes)



• Changes in texture, quantity, color, itching, rashes, nail pitting



c) Eyes/Ears/Nose/Throat:



• Dates of last dental, vision, hearing exams




• Check for visual problems with tonsils, earaches, visual changes



d) Head & neck:



• Headaches, stiffness, swollen glands, TMJ and inquire about Head trauma



e) Cardiovascular:




• dates of last EKG




• Changes in breathing, heart rhythm, edema, muscle cramping (claudication), varicosities



f) Pulmonary:




• Dates of any chest Xrays & finding




• Cough whether productive (green-bacterial, red - blood) chest discomfort



g) Gastrointestinal:




• Date of any colon exam







• Any change in appetite, nausea/vomiting, diarrhea/constipation, changes in stool, 



   bloating




• History of hemorrhoids or ulcers



h) Genitourinary:




• In both males & females find out about urinary changes, frequency, burning, infections, 



  calculi & blood & breast changes.




( Testicular changes, masses, pain, penile changes, sores, discharges, STD’s, sexual fct.




( Menstrual cycle (age menarche & age of menopause)





• # pregnancies/live births


• Fertility concerns





• STD/Sores



• Vaginal infections





• Date of last PAP








• Date of last menstrual period (10 day rule for Xrays best time to XRAY)



i) Musculoskeletal:




• Joint pain, muscle weakness, stiffness, arthritis




• Changes in cervical, thoracic, lumbopelvic & extremities




• History of fractures, dislocations, sprains



j) Neurological:




• Vertigo, syncope, head trauma, tremors, seizures, CVA/TIA, abnormal sensations



k) Endocrine:




• Intolerance to hot/cold, changes in thirst, sweating, urination, appetite & skin/hair/nails



l) Hematological:




• Family history of bleeding/bruising, leukemia, anemia, hepatitis




• Blood test results



k) Psychiatric



• Anxiety, depression, nervousness, hospitalizations, memory loss




(Ask: “Have you ever been hospitalized (or medicated/counseled) for 





    anxiety/depression”

2)
GENERAL INFO FOR ORTHO/NEURO EVALUATION


• Ortho/Neuro Evals are done to determine the following:



- Tissue of causation/involvement
- D.D.  visceral/musculoskelatal system



- Ortho test checks a joint/bone/surrounding tissue


( Always look for 2 sets of data. One is SUBJECTIVE (patient reported) & the other is Objective (signs)


• Definitions:



Orthopedic test:

- Pt/Dr. performs an action & results in an expected positive finding 



Orthopedic sign:

- Observe patient for signs. No action required by Pt/Dr.



Orthopedic Maneuver:
- Pt/Dr. performs an action & results in n expected positive sign at 





  
   another location on body


• Comprehensive NMS evaluates all the following:


ROM:


- Active/passive/resistive



Ortho tests:

- Test the Affected joint & at least one proximal & one distal



Neuro Test:

- CNS, Motor, Sensory, Myotatic reflexes




Kinesiology:

- Muscle testing a very specific group of muscles



Mensuration:

- measure muscle bulk



Inspection:

- Always visually inspect skin before testing



Static/Motion Palp:

- Covered in other classes


• General Rules:



- Test Asymptomatic side first as to not injure or scare patient



- Perform painful movements LAST



- Active movements done BEFORE Passive movements



- If Active ROM is low then apply overpressure GENTLY



- On Passive ROM and/or Ligamentous tests assess degree of opening & END FEEL



- WARN pt. that symptoms may be worse after the exam


• Types of Pain:

TYPES OF PAIN
DESCRIPTION

Neurological

1. Radicular/radiculitis/radiculopathy

2. Neuralgic/neuritis/neuropathy
• Shooting, burning, tingling (pain from nerve tissue)

1. This is a travelling pain & look for apattern of pain or dysfunction. Also how is it reproduced (spinal motion = radicular pain = nerve root problem)

2. This is peripheral nerve problem & reproduced by peripheral motion

Scleratogenous


• This is deep CT structures innervated by same neurological  level (same 

    segment nerve root)

( Pain will be deep achiness & pattern doesn’t reveal any   ortho findings. (see

       chart for patterns)

Dermatomal
• Perception of pain in the cutaneous tissue enervated by a nerve root

( See chart for patterns

Vascular
• This is pain due to vascular problems

( throbbing, cramping with pain not following dermatomal or nerve pattern


• Changes in Sensation:



a) Dysesthesias: (feel/sensation/touch)




- anesthesia:


absence of any type of cutaneous sensation




- Hyperesthesia:


( in sensation




- Hypesthesia/hypoesthesia:
( in sensation




- Paresthesia:


abnormal sensations (pins/needles/formications)



b) Algesias: (pain)




- Analgesia:

Dulls the pain




- Hyperalgesia:

( sensitivity to pain




- Hypalgesia/hypoalgesia:
( sensitivity to pain

2)
GENERAL INFO FOR ORTHO/NEURO EVALUATION


• Muscle Grading:



- 0 Zero:

No evidence of contraction



-1 Trace:

Evidence of slight contraction but no joint motion



-2 Poor:

Complete ROM with gravity eliminated



-3 Fair:

Complete ROM against gravity only



-4 Good:

Complete ROM against gravity with some resistance



-5 Normal:
Complete ROM against gravity with full resistance


• Dynamometer:



- grip strength bilateral & compare. Also do 3 times & average out. Keep records & compare over time


• Mensuration:



- For the arm & forearm, measure up/down from elbow by 4 inches & compare bilateral & over time


• Myotatic/Deep Tendon reflexes:



- The book (pg 13 shows 2 scales) I believe we used the first one with grading 0  to +4 ???


• Jendrassic Maneuver:



- A maneuver to ( nervous system stimulation


• Alterations in Endfeel/Joint Play



a) Normal Endfeels:




- Bone to bone:

hard unyielding (like elbow in extension)




- Soft tissue approximation:
yielding compression (elbow flexing)




- Tissue stretch:

hard springy movement with some give (MCP extension)



b) Abnormal Endfeels:




- Muscle spasm:

dramatic arrest accompanied by pain (dislocation, fractures. OA)





- capsular:

like tissue stretch but ROM restricted




- Bone to Bone:

bony restriction before end of ROM (significant OA/ankylosis)




- Empty:


No resistance. Motion stopped due to pain only (ie: bursitis)




- Springy block:

like tissue stretch but in abnormal meniscal joints







(joints with menisci: TMJ, SC, AC [before maturity), Knee, 







Ulnar/triquetral)

3) 
MUSCLE TESTS AS PER KENDALL:


( They are found on pages 49-53. They are condensed enough so I am not rewriting them here.

4) 
UPPER EXTREMITY ORTHO TESTS & ROM


( Found on page 54 & diddo above

5) 
VISUAL ANALOG SCALE (pg 61/62)


( Remember the line is 100mm long & only make one vertical       line. NO X, O etc. 

6)
NECK PAIN & DISABILITY INDEX (VERNON-MIOR  pg 66)


( Remember boxes are valued from 0 (no problem) to 5 (worse problem) with a total out of 50



- 0-20% 
= minimal disability

- 20-40%   = moderate disability


- 40-60% = severe disability



- 60-80% = crippled

- 80-100% = bedbound or exaggerating (malingering) 

7)
NORMAL GAIT & PATHOLOGICAL VARIATIONS (pg 104-110):


DEFINITIONS:


• Gait Cycle: 
- Measured from Heel Strike to Heel Strike of same leg.  (References what is happening to both 

  legs   at the same time)


• Stride length:
- Measured from Heel Strike to Heel Strike of same leg. (References what is happening at 1 leg 

   only)


• Step Length:
- Measured distance of Heel Strike of one foot to Heel Strike of the opposite foot


NORMALS:


• Base Width:
- Lateral distance between the two feet during the double support phase & is normally 2-4 inches 



  when viewed A-P.


• Pelvic Drop:
- The Pelvis on the Swing side should drop NO MORE than 5( below horizon


• Pelvic Rotation:
- There should be 4( of anterior rotation on ipsilateral side during its SWING phase




- There should be 4( of Posterior rotation on ipsilateral side during its STANCE phase 


• Trunk Shift:
- During STANCE phase the Trunk shifts about 1 inch Ipsilaterally


PHASES OF GAIT:

1.
Stance Phase (60% of total cycle):


• This phase accomplishes:
- body weight Support
   - advancement of body over supporting leg






- preparation for swing phase



• It is subdivided into 3 periods:




a.  Weight Loading:

- Heel Strike (initial contact)




b.  Single Stance:

- Loading Response (foot flat) [max. limb extension; Pt. max. Ht]




c.  Weight Unloading:
- Push Off (terminal stance & toe off)


2.
Swing Phase: (40% of total cycle):


• The  foot is in the Air & the contralateral foot is  on the ground in Stance Phase.



• This phase accomplishes:
- leg advancement

- toe clearance or leg length adjustments






- forward reach for next floor contact



• It is made up of 1 distinct period with 3 events:




a.  Initial Swing:

- Maximum limb flexion (acceleration)




b.  Mid Swing:

- 




c.  Terminal Swing:

- Deceleration 


GAIT ABNORMALITIES:

GAIT ABNORMALITY
PHASE OF OCCURRENCE
DESCRIPTION

Foot Slap
STANCE
• Weakness of ankle/toe dorsiflexors due to L4/L5 or Deep peroneal nerve

(Leads to foot slapping ground hard

Gluteus medius/Abductor Lurch
STANCE
• L5 nerve root/Sup. Gluteal nerve or pathology of Gluteus medius muscle

( Body has excessive  shift (> 1 inch) to leg that is being loaded

( PAIN & DJD possible

Trendelenberg Gait
STANCE
• L5 nerve root/ Superior Gluteal nerve or pathology of Gluteus medius muscle

( Pelvis on opposite side drops off & involved “STANCE” side hip goes into 

      adduction

( NO PAIN 

Gluteus Maximus/Extensor Lurch
STANCE
• S1 Lesion or Inferior Gluteal N or Gluteus Maximus muscle pathology

( Posterior Trunk shift as the affected side is loaded up with weight

Penguin /Waddling Gait
STANCE & SWING
• Bilateral Gluteus Medius weakness possibly due to S1 Lesion, Inferior Gluteal 

  Nerve or Gluteus Medius muscle pathology

( Trunk shift & pelvic rotation to obtain adequate stride length rather than 

       obtaining it from the hip flexor/extensors

Steppage Gait/Foot Drop Gait
SWING
•  Paralysis of ankle/toe dorsiflexors due to L4/L5 or Deep peroneal nerve

( Increase of hip & knee flexion in order to clear the foot from the floor

Peg Like with Hip Hike or Cicumduction  Gait
SWING
• Due to ankylosing of knee or ankle or possible weak Quadriceps 

( Leg kept straight & therefore impacts ground like “Pirate”
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