Week 4 Integumentary & Musculoskeletal

1. Begin with observation of general appearance: 
	 State of awareness
	Level of consciousness 

	 Apparent state of health
	Signs of distress

	 Dress/grooming/ personal hygiene
	Odours; manner & mood

	 Appearance as related to chronological age
	 Body type & stature

	 Apparent weight   
	 Posture/motor activity/gait

	 Facial expression 
	 Speech



2. Inspect overall symmetry of upper and lower extremities
3. Inspect & palpate skin for upper and lower extremities for: colour, lesions, hair distribution, temperature, turgor, texture and edema.

4. Inspect and palpate each of the joints for: joint swelling or deformity,  

range of motion and muscle strength.
	Muscle Strength

Strength can vary widely among people. Often a system of grading from “no voluntary movement” to “full strength” is utilized in the documentation process. Provided below is grading system.

Grade

Description 

% Normal

Assessment

5

Full ROM against gravity, full resistance

100

Normal

4

Full ROM against gravity, some resistance

75

Good

3

Full ROM with gravity

50

Fair

2

Full ROM with gravity eliminated (passive motion)

25

Poor

1

Slight contraction

10

Trace

0

No contraction

0

Zero




Head, Neck and Face
Inspect the neck for: symmetry in anterior, lateral and dorsal views.
Inspect and palpate the temperalmadibular joint for symmetrical movement: ask patient to open and close mouth, move jaw side to side, and thrust forward lower jaw.
With each ROM inspecting for presence of: pain, crepitus and altered range of motion.

Landmark and palpate the temporalis and masseter muscles: for symmetrical strength. This tests the intactness of the trigeninal nerve (cranial nerve V).

Inspect the head for: position, alignment in anterior, lateral and dorsal views.

Test active range of motion of the neck: flexion, extension, lateral bending and rotation. 
With each ROM Inspect for presence of: pain, crepitus and altered ROM.

Test active ROM of neck with resistance: Rotation with resistance. This tests the intactness of spinal nerve (cranial nerve XI)
 
Spine
Inspect spine for: curvature in lateral and dorsal view.
Inspect height of: gluteal folds, iliac crests, scapula and shoulders for symmetry of height.
Palpate paravertebral muscles for: tenderness and spasms.
Palpate spine for tenderness.
Test active ROM of spine: flexion, extension, lateral bending and rotation.
With each ROM Inspect for presence of: pain, crepitus and altered ROM.
Fingers and Hands
Inspect nails for: colour, condition and clubbing.
Palpate nail of each finger for: capillary refill.
Inspect and palpate fingers and hands for: deformity, swelling, effusion, redness, nodules, muscular atrophy, tenderness and temperature.
Test active ROM of fingers: flexion and extension.
With each ROM Inspect for: pain, crepitus and altered ROM.
Test handgrips for: symmetrical strength. 
Wrists
Inspect and palpate wrists for: deformity, swelling, effusion, redness, nodules, muscular atrophy, tenderness and temperature.
Test active ROM of wrists: flexion, extension, ulnar and radial deviation.
Ulnar deviation – with hands flat on table, turn hands outwards (50-60 degrees.)
Radial deviation- with hands flat on table, turn hands inwards towards each other (20 degrees).
With each ROM Inspect for: pain, crepitus, and altered ROM.
Test wrist flexion and extension against resistance.
Palpate radial pulses for: rate, rhythm, quality and equality.

Elbows
Inspect and palpate elbow joints for: deformity, swelling, effusion, redness, tenderness, swelling, nodules and temperature.
Test active ROM of elbows: flexion, extension, supination and pronation. 
With each ROM Inspect for: pain, crepitus, and altered ROM.
Test elbow flexion and extension against resistance.     
Shoulders
Inspect and palpate shoulder joints for: deformity, effusion, muscle atrophy, redness, tenderness, swelling, nodules and temperature.
Test active ROM of shoulders: shrug, abduction, adduction, internal rotation and external rotation. With each ROM Inspect for: pain, crepitus, and altered ROM.
The shrugging of shoulders tests the intactness of spinal nerve (cranial nerve XI)
Test shoulder abduction & adduction against resistance.    
Toes, feet and ankles
Inspect nails for: colour, condition, clubbing and capillary refill of nails of each foot.
Palpate dorsalis pedis pulses for: rate, rhythm, quality and equality.
Inspect and palpate toes, feet and ankles for: deformity, swelling, effusion, nodules, calluses, corns, lesions, tenderness and temperature.
Test active ROM of toes for: flexion and extension
Test active ROM of ankles: dorsiflexion, plantar flexion inversion, eversion. 
With each ROM Inspect for: pain, crepitus and altered ROM.
Test plantar flexion & dorsiflexion against resistance.

Knees 
Inspect and palpates knees for: deformity, effusion, muscle atrophy, redness, tenderness, swelling, nodules and temperature.
Test active ROM of knees: flexion and extension. 
With each ROM Inspect for: pain, crepitus, and altered ROM.
Test knee flexion and extension against resistance.

Hips
Inspect and palpate hips for: deformity, effusion, muscle atrophy, redness, tenderness, swelling, nodules and temperature.
Test active ROM of hips: flexion, extension, abduction, adduction, internal rotation and external rotation. 
With each ROM Inspect for: pain, crepitus, and altered ROM.
Test hip flexion, abduction and adduction against resistance.
Check femoral pulses for: rate, rhythm, quality and equality.       

5. Evaluate patient’s ability to walk, stand, and sit (and ability to change positions).
6. Test deep tendon reflexes symmetrically: biceps, triceps, brachioradialis, patellar and achilles tendons.
biceps reflex (C5- C6)
The normal response is the flexion of forearm/ contraction of the bicep muscle.  

triceps reflex (C7-C8)   
The normal response is the extension of the forearm.

brachioradialis reflex (C5- C6)
The normal response is the flexion and supination of the forearm.

patellar reflex (L2- L4)
The normal response is the extension of lower leg and contraction of the quadriceps.

achilles tendon reflex (L5- S2) 
The normal response is the foot plantar flexion against your hand. 

  

	Compare right and left sides- the responses should be equal. The reflex response is graded on a 4-point scale.
4+   very brisk, hyperactive, clonus and is indicative of disease.
3+   brisker then average and may indicate disease
2+   average, normal finding.
1+   diminished, lower then average expectation.
0    no response.


