Study Questions for Test #4 – Physical Diagnosis – Bates 8th Edition

Answers from Nichole’s sheet – I checked those with page/handout references

1. What are the symptoms of musculoskeletal system disorders?  Provide differentials. (Page 490 and class notes)

a. ROM limitations or increases

b. Joint inflammation (swelling; boggy or doughy feeling of joints; tenderness; heat; redness)

c. Weakness

d. Deformity 

e. Limitation of movement

f. Stiffness

g. Strength – muscle weakness and atrophy accompany RA

h. Symmetry – RA usually is bilateral and involves many joints

i. Crepitus

j. Pain – OPPQRST

2. What are some of the musculoskeletal changes that occur with aging? Page 484

a. Subtle loss of height due to shrinkage of the IVD or osteoporosis

b. Flexion at the knees and hips may contribute to a shortened stature

c. Limbs tend to look proportionately longer

d. Development of a thoracic kyphosis and an increase in the diameter of the chest due to alterations in the discs and vertebrae

e. Loss in muscle strength and bulk

f. ROM decreases partially due to osteoarthritis

g. Ligaments lose their strength and resiliency

3.  Provide a differential for: low back pain, neck pain, and peripheral joint pain.  (Page 522-525 – Table 15-1, 15-2 and 15-3)

a. Low back pain:

1. Mechanical Low Back Pain – Acute, often recurrent (possibly chronic) in the lumbosacral area, possibly radiating down the posterior thigh but not below the knees.  Aggravated by motion, relieved by rest.  ROM limited by pain.  Common from teens through 40.  Local tenderness, muscle spasms, pain on movement, loss of normal lumbar lordosis – no motor or sensory losses.  OA – increase in thoracic kyphosis, percussion tenderness.  Causes include IVD disease, congenital spinal disorders (spondylolisthesis) – older females on corticosteroid therapy – osteoporosis with collapsed vertebra.

2. Radicular Low Back Pain – Sciatic pain radiates down one or both legs, usually below the knees in a dermatomal distribution, paresthesia, local weakness.  +Valsalvas.  Back pain caused by herniated IVD with NR compression or traction (most common in patients under 50).  L5 or S1 NR most often affected.  Cord tumors or abscesses are much less common causes.

3. Back and Leg pain from lumbar stenosis – Pseudoclaudication is a pain in the back or legs that worsens with walking and improves with flexing of the spine (sitting or bending forward); causes include lumbar stenosis ( a combinations of DJD and OA that narrows the spinal canal, common cause of pain in patients over 60.  Signs include flexed forward posture, motor weakness and hyporeflexia in the lower extremities

4. Chronic Persistent Low Back Stiffness – causes include ankylosing spondylitis (inflammatory polyarthritis) common in young men.  Presents as a loss of the normal lumbar lordosis, muscle spasms, limitation of anterior and lateral flexion.  DISH – diffuse idiopathic skeletal hyperostosis (affects middle-aged and older men) – presents as flexion and immobility of the spine.

5. Aching Nocturnal Back Pain, Unrelieved by Stress – consider metastatic malignancy (cancer of the prostate, breast, lung, thyroid, and kidney) or a multiple myeloma.  Local bone tenderness may be present – other symptoms will vary depending on the source of the cancer.

6. Back Pain Referred from the Abdomen or Pelvis – causes include peptic ulcer, pancreatitis, dissecting aortic aneurysm, chronic prostatitis, pancreatic cancer, endometriosis, retroperitoneal tumor, etc.  ROM not affected, spinal movement not painful.  Look at the source of the pain referral.

b. Neck pain:

1. Simple stiff neck – subluxation can be the cause (book says “not understood”).  Presents with local muscular tenderness and pain with certain movements.

2. Arching neck – subluxation, may be related to sustained muscle contraction

3. Cervical sprain – cause is poorly understood; can present with local tenderness and pain on movement; acute and often recurrent neck pain that lasts longer than simple stiff neck, can be precipitated by injury (i.e. whiplash)

4. Neck pain with dermatomal radiation – due to compression of one or more nerve roots caused by either a herniated cervical disc or degenerative disease of the IVD with bony spurring, tumors or abscesses are less common; presents with muscle tenderness and spasm, limited ROM, + Valsalva’s, possible sensory loss, weakness, muscular atrophy and decreased reflexes; pain radiates to the shoulder, back or arm in a dermatomal distribution that is burning, sharp or tingling.

5. Neck pain from possible compression of the cervical spinal cord – compression of the cord caused by either a herniated cervical disc or degenerative disease of the IV disc with bony spurring, also trauma, tumors or abscesses (last 2 are less common); associated weakness or paralysis of the legs, often with a decrease in or loss of sensation, can occur with or without radicular symptoms, and neck pain may be mild or absent.

c.  Peripheral Joint Pain – (See page 524-525 for specifics, pictures on Page 529-532)

1. Rheumatoid Arthritis

2. Osteoarthritis (DJD)

3. Gouty Arthritis 

a. Acute Gout

b. Chronic Tophaceous Gout

4. Polymyalgia Rheumatica

5. Fibromyalgia Syndrome

4.  What are the features of OA?  Of RA?  (Page 524-525))

OA – Onset – insidious; stiffness lasts a few minutes, localized but short, gelling after prolonged rest; pain on motion, with prolonged activity, relieved by rest;  weakness is usually localized and not severe; fatigue, emotional depression and lability are UNUSUAL; tenderness  localized over afflicted joint is common; effusion common, little synovial reaction; heat, erythema – unusual; crepitus and crackling is coarse to medium on motion; joint enlargement – mild with firm consistency.

RA – gradual or sudden onset (24-48 hours); stiffness last hours usually pronounced after rest; pain at rest, may disturb sleep; weakness is often pronounced, out if proportion with muscle atrophy; fatigue is often sever, with onset 4-5 hours after rising; emotional depression and lability is common, coincides with fatigue and disease activity, often relieved if in remission; almost always has tenderness over the afflicted joint; fusiform soft tissue enlargement, effusion common, synovial proliferation and thickening; heat, erythema sometimes present; crepitus or crackling is medium to fine; joint enlargement is moderate to severe

Problem


RA




OA

Stiffness duration
Many hours



Few hours (gel effect)

Weakness


Frequent



Very little, localized

Atrophy


Yes




No

Fatigue


Yes




No

Emotional depression
Yes




No

Swelling


Yes, synovium thickens

Yes, joint effusion

Pain is worse

In the morning


As the day progresses

Tenderness

Yes




Some

Heat, erythema

Yes




No

Joint swelling

Moderate to severe


Mild, firm consistency

Node type

Haggard



Bochard, Heberden

MCP joints

Often




Rarely

DIP = Heberden

PIP = Bouchard

MCP = Haggard

5.  What are some of the indicators of muscular weakness when assessing functional activities? (Page 550 – Read this – it makes more sense then)


Difficulty combing hair

Difficulty lifting objects

Noticed problems holding pens or tools

Difficulty turning door knobs

Trouble getting out of chairs

Trouble with double vision, swallowing, chewing

Questions to ask:



Does the weakness change in a 24 hour period?



Have you noticed a change in muscle size?



Are the weak muscles stiff?

6. Be familiar with the process of evaluation of each joint and some of the more common disorders affecting these joints.  (Page 490, 526-533)

Important areas of examination for each of the major joints:

a. Inspection for joint symmetry, alignment, bony deformities

b. Inspection and palpation of surrounding tissues for skin changes, nodules, muscle atrophy, crepitus

c. Range of motion and maneuvers to test joint function and stability, integrity of ligaments, tendons, bursae, especially if pain or trauma

d. Assessment of inflammation or arthritis, especially swelling, warmth, tenderness, redness

Common Disorders:

a. Shoulders – rotator cuff tendinitis, rotator cuff tears, calcific tendinitis, bicipital tendinitis, acromioclavicular arthritis, adhesive capsulitis (frozen shoulder)

b. Swollen or Tender Elbows – olecranon bursitis, arathritis of the elbow, rheumatoid nodules, epicondylitis

c. Swelling and deformities of the hands – OA, DJD, Acute RA, Chronic RA,Chronic tophaceous gout, ganglion, trigger finger, thenar atrophy, tendon sheath and palmar space infections (acute tenosynovitis, acute tenosynovitis and thenar space involvement, felon, Dupuytren’s contracture)

7. What are some of the special tests for articular problems?  (Page 490-521 lists several joints and the ROMs with them – more information there)

Limb measurement – asymetry in limb size

Ballottement – effusion or excess fluid in knee

Bulge sign – excess fluid in knee

McCurray’s test – torn meniscus in knee

Drawer test – mediolateral or anteroposterior instablity in knee

Apley test – torn meniscus in knee

Thomas test – flexion contracture of hip

Trendelenburg sign – hip dislocation

8. What are some of the different types of spinal curvatures? (Couldn’t find in book)

Flattening of the lumbar curve

Lumbar lordosis

Kyphosis

Gibbus (hump)

Scoliosis

List

9. What is the grading system for muscle strength? (Page 574)

The Wexler muscle grading scale 

0 – No muscular contraction detected

1 – A barely detectable flicker or trace of contraction

2 – Active movement of the body part with gravity eliminated

3 – Active movement against gravity

4 – Active movement against gravity with some resistance

5 – Active movement against full resistance without evident fatigue.  This is normal muscle strength.

10.   What are some of the risk factors for osteoporosis?  (handout in library? – couldn’t find in book))

White, blonde or red hair, freckles, small, Northwestern European descent, family history of OA, menopause before age 45, post-menopausal, smoker or drinker, sedentary, hypermobile joints, easy brusability, poor Ca++ intake

11.   What are the symptoms of neurological disorder? (page 548)

Nichole’s stuff says:  

Headaches, dizziness, change or loss in levels of consciousness, visual disturbances, ataxia, decreased muscle coordination, brain failure, CVA, dysphagia, gait disorders, tremors, paresthesia, weakness, pain.

Book says:


Changes in mood, attention or speech; changes in orientation, memory insight, or judgment; delirium or dementia; headache; dizziness or vertigo; generalized, proximal or distal weakness; numbness, abnormal or loss of sensations; loss of consciousness, syncope, or near-syncope; seizures; tremors or involuntary movements.

12.   Provide a differential diagnosis for headache. (Chapter 5 – Table 5-1)

Tension, migraine, vascular, cluster (in time) headaches

Headaches that accompany eye disturbances such as visual disorders or acute glaucoma

Headaches that accompany sinusitis

Other causes of head pain include trigeminal neuralgia, subdural hematoma, concussion, meningitis, tumor

13. What are the 2 primary categories for seizures and what features provide differentiantion?  (Page 606-607)

Partial Seizures

Starts with focal presentation

May or may not become generalized

Usually indicates a structural lesion of the cerebral cortex (scar, tumor, infarction)

Simple partial seizures do not impair consciousness

Complex partial seizures impair consciousness

Generalized Seizures 

May begin with impairment of consciousness

May be due to a bilateral diffuse disturbance of the cortex

In childhood it is often hereditary

If they begin after 30 – consider toxic disturbances such as withdrawal, uremia, hypo/hyperglycemia or bacterial meningitis

Include grand mal seizures and absence seizures in this category

14.   Explain the 3 common postures in a comatose patient.  (Table 16-16 Page 622)

a. Hemiplegia – one side paralysis – sudden unilateral brain damage involving the corticospinal tract, early signs include flaccidity which will develop into spasticity.  The paralyzed arm and leg are slack, fall loosely and without tone when raised and dropped to the bed.  Movement is limited to the opposite side; one side of the lower face may be paralyzed, that cheek will puff out on expiration; both eyes may be turned away from the paralyzed side.

b. Decorticate rigidity – the corticospinal tracts are destroyed – upper arms are held tight to the sides with elbows, wrists and fingers flexed.  Legs are extended and internally rotated.  

c. Decerebrate rigidity – caused by a lesion in the midbrain, pons or the diencephalon – abnormal extensor response – jaws are clenched and the neck is extended, arms are adducted and stiffly extended at the elbows with forearms pronated, wrists and fingers flexed, legs are stiffly extended at the knees with the feet plantar flexed; posture may be spontaneous or occur in response to external stimuli.

15.   What is syncope?  Explain some of the different levels of consciousness. Page 550-551, 604-605, 595)

Syncope – loss of consciousness resulting from inadequate blood flow

1. Vasodepressor syncope – the common faint

2. Postural (orthostatic) hypotension

a. Inadequate vasoconstrictor reflexes in both arterioles and veins, occurring soon after a person stands up

b. Hypovolemia - a diminished blood volume insufficient to maintain cardiac output and blood pressure – standing up after hemorrahage or dehydration

3. Cough syncope

4. Micturition syncope – mechanism is unclear – predisposing factor – nocturia – happens when you stand to pee

States of consciousness

1. Normal – alert, awake and self-aware

2. Lethargic – drowsy, responds to questions then falls back to sleep

3. Obtundation – not fully alert – spontaneous movement is diminished, response is slow and confused

4. Stupor – significant reduction in mental and physical abilities

5. Comatose – completely unconscious

16.   What are Broca’s and Wernicke’s aphasia and what features differentiate them? (Page 600)

Broca’s aphasia – expressive, comprehension is still intact but difficulty in speaking

Wernicke’s – receptive, all aspects of speech and communication are impaired

Book says:


Wernicke’s – Qualities of spontaneous speech are fluent; often rapid, voluble, and effotless.  Inflection and articulation are good, but sentences lack meaning and words are malformed (paraphasias) or invented (eologisms).  Speech may be totally incomprehensible.  Word comprehension, repetition, naming, reading comprehension, and writing are all impaired.  *********

17.   Describe some of the features of abnormal gait patterns and their significance? (Page 618-619, 580-581)

a. Spastic hemiparesis – associated with unilateral hemispheric disease, as with a stroke (corticospinal)

b. Scissors gait – association with bilateral spastic paresis of the legs

c. Steppage gait – associated with foot drop, usually secondary to lower motor neuron disease

d. Sensory ataxia – associated with loss of position sense in the legs, as from polyneuropathy or posterior column damage

e. Cerebellar ataxia – associated with disease of the cerebellum or associated tracts

f. Parkinsonian gait – associated with the basal ganglia defects of Parkinson’s disease

g. Gait of old age – the aging process

18.   Describe features that may differentiate muscular vs. neurologic involvement.  (Possibly a handout in the library – couldn’t find in the book)

Neurologic – wasting out of proportion to weakness, fasciculations present, reflexes are often absent with minimal weakness, may have a sensory change

Muscular – weakness out of proportion to wasting, no fasciculations, reflexes are 

often present with severe weakness, no sensory change.

19.   What features are evaluated when determining a patient’s mental status? (Page 556)

Appearance – grooming, emotional status, body language

Cognitive abilities – conscious level, memory, attention span, judgment

Emotional stability – mood and feelings, thought process

Speech and language – voice quality, articulations, comprehension of instructions, coherence, aphasia


Book says:


Appearance and behavior; speech and language, mood, thoughts and perceptions, cognitive function, including memory, attention, information and vocabulary, calculations, and abstract thinking and constructional ability.


Table says:


Level of consciousness, attention, memory orientation, perceptions, thought processes, though content, insight, judgment, affect, mood, language, and higher cognitive functions.

20.   Discuss distinguishing features of depression vs. dementia.  (Page 599 and 603)

Dementia – the loss, usually progressive, of cognitive and intellectual functions, without impairment of perception or consciousness; caused by a variety of disorders, most commonly structural brain disease.  Characterized by disorientation, impaired memory, judgment, and intellect, and a shallow labile effect.

Depression – a reduction of the level of functioning; a temporary mental state or chronic mental disorder characterized by feelings of sadness, loneliness, despair, low self-esteem and self-reproach; accompanying signs include psychomotor retardation or less frequently agitation, withdrawal from social contact, and vegetative states

Book says:


Dementia

a. Insidious onset

b. Slowly progressive

c. Duration of months to years

d. Fragmented sleep

e. Medical illness or drug toxicity is often absent, especially in Alzheimer’s disease

f. Consciousness is usually normal until late in the disease

g. Behavior is normal to slow and may become inappropriate

h. Aphasia

i. Mood is often flat or depressed

j. Thought processes are impoverished, speech gives little information

k. Delusions and hallucinations may occur

l. Judgment increasingly impaired

m. Orientation is fairly well maintained but becomes impaired in the later stages of the illness

n. Attention is usually unaffected until the late in the illness

o. Recent memory and new learning are especially impaired.


Depression – At least 2 of the 5 (including 1 of the first 2) must be present in the same 2 week period and must represent a change from the person’s previous state:

a. Depressed mood (may be an irritable mood in children and adolescents) most of the day, nearly every day

b. Markedly diminished interest or pleasure in almost all activities most of the day, nearly every day

c. Significant weight gain or loss (not dieting) or increased or decreased appetite nearly every day

d. Insomnia or hypersomnia nearly every day

e. Psychomotor agitation or retardation nearly every day

f. Fatigue or loss of energy nearly every dya

g. Feelings of worthlessness or inappropriate guilt nearly every day

h. Inability to think or concentrate or indecisiveness nearly every day

i. Recurrent thoughts of death or suicide, or a specific plan for or attempt at suicide

j. The symptoms cause significatn distress or impair social, occupational, or other important functions,  In severe cases, hallucinations and delusions may occur.

21.   Be familiar with evaluation of the cranial nerves. (Page 567-571)

a. CN I – test ability to identify familiar aromatic odors, one naris at a time

b. CN II – test vision using a Snellen chart and Rosenbaum near vision chart, test visual acuity, visual fields and ocular fundi, pulillary reactions

c. CN III, IV and VI

1. Inspect eyelids for drooping (CN III)

2. Inspect pupils size for equality and their direct and consensual response to light and accommodation (CN II and CN III)

3. Exraocular movements (CN III, IV and VI)

d. CN V – Corneal reflexes, facial sensation and jaw movements, voice and speech

e. CN VII – Facial movements, inspect symmetry of facial features with carious expressions; test ability to identify sweet and salty tastes on each side of the tongue; voice and speech

f. CN VIII – Hearing; test with Weber/Rinne

g. CN IX – test ability to identify sour and bitter tastes; swallowing and rise of the palate, gag reflex.

h. CN X – swallowing and rise of the palate, gag reflex; voice and speech

i. CN XI – shoulder and neck movements; tests trapezius and SCM muscle strength

j. CN XII – tongue symmetry and position; inspect tongue in mouth and while protruded for symmery, tremors, and atrophy – inspect tongue movement toward nose and chin – test tongue strength with index finger when tongue is pressed against cheek – evaluate quality of lingual speech sounds (l, t, d, n)

22.   What procedures evaluate proprioception and cerebellar function? (Page 578-582)

a. Rapid alternating movements – indicates dydiadochokinesis

b. Point-to-point movements – indicates dysmetria

c. Gait – ataxia

d. Rhomberg’s – cerebellar ataxia

e. Pronator drift

23.   What procedures evaluate cortical sensory functions?  (Page 583-586)

a. Pain – analgesia (absence); hypalgesia (decreased sensation); hyperalgesia (increased sensation)

b. Temperature

c. Light touch – anesthesia (absence); hypestesia (decreased sensitivity); hyperesthesia (increased sensitivity)

d. Vibration – lost in a peripheral neuropathy – causes include diabetes and alcoholism; it is also lost in posterior column disease (tertiary syphilis or Vitamin B12)

e. Position – posterior column disease or peripheral nerve or root

f. Stereognosis

g. Tactile agnosis

h. Graphesthesia

i. Dermatomes 

24.   What is the scale of responses for deep tendon reflexes? (Page 587)

Nichole’s stuff says:

0 – absent with reinforced maneuver

+1 – hypoactive with reinforcement

+2 – normal (sluggish or brisk)

+3 – hyperactive (moving through ROM)

+4 – hyperactive with transient clonus

+5 – hyperactive with sustained clonus

Book says:

4+ - very brisk, hyperactive, with clonus (rhythmic oscillations between flexion and extension)

3+ - Brisker than average; possible but not necessarily indicative of disease

2+ - average; normal

1+ - somewhat diminished; low normal

0 – No response

25.   What are the clinical signs of upper vs. lower motor neuron lesion? (Page 542)

UMNL:  clinical term indicating those neurons of the motor cortex that continue to the formation of the pyramidal or corticospinal and corticobulbar tracts, as distinguished from the lower motor neurons innervating the skeletal muscles.  Although not motor neurons in the strict sense, these cortical neurons became colloquially classified as motor neurons because their stimulation produces movement and their destruction causes severe disorders or movement; injury to cerebral descending (corticonuclear) fibers above the brainstem or spinal motor nerve nucleus.


UMNL – increased muscle tone (paralyzed), increased DTRs


LMNL – decreased muscle tone (flaccid), decreased DTRs

26. What do the following terms mean?  (Page 585-586)

a.  Stereognosis – the ability to identify a familiar object by touch

b.  Tactile agnosis – the inability to recognize a familiar abject by touch

c.  Graphestesia – the ability to recognize letters, symbols or numbers traced on the skin

d.  Clonus – a state of constant spasm of a muscle (you can also test primary responses such as superficial touch

A Pony she had contains some information for the final – I will get that together this weekend – it’s not a lot but it couldn’t hurt!!!!!!!!!!!

