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Notes on Chpt. 17, Bates’—Musculoskeletal

Fall 2001



Three principle types of joints:  [p. 483]
Synovial (knee, shoulder)—freely moveable

Cartilaginous (vertebral bodies)—somewhat moveable

Fibrous (skull sutures)—pretty darn fixed
the three types of synovial joints: [p. 485]
	joint type
	articular shape
	movement
	example

	spheroidal (ball-socket)
	convex--concave
	↑↑↑ROM
	shoulder, hip

	hinge
	flat,planar
	flex/extend
	elbow, IP joints of hand

	condylar
	convex/concave
	non-dissociable
	knee, TMJ


Unique Features of the Major Joints [Their Personalities!]—throughout text…

shoulder -- greatest ROM, but barely attached to the axial skeleton!  Suspended only by the four rotator cuff tendons and their muscle groups( almost any trauma causes shoulder pain and problems.  


three bony landmarks of the shoulder & associated joint articulations [p.488]

[note:  This description from the text is odd; refer to Netter, pp. 394-397]
anterior tip of acromion (acromioclavicular joint)

Lateral





             lateral clavicle + acromion

Medial(
greater tubercle of humerus

  coracoid process of scapula

(glenohumeral joint)




(sternoclavicular joint)

· provides ROM





medial clavicle + upper concavity of 

· deep (not palpable normally) 






sternum











                principle muscles of the back (p. 496)
	C-Spine


	SCM

scalenes

prevertebrals

intrinsic neck mm.

	the big dogs
	trapezius

lat. dorsi

	Lumbar Spine
	psoas (x 2) 

quad. lumborum

abdominals
intrinsic back mm.

sacrospinalis


· hip joint PERSONALITY-- lies deep in the pelvis and highly stabilized by major bony structures and muscle groups, features essential to its role in carrying so much of the body’s weight.  It is well padded and somewhat protected from fracture until older age. 



· Knee PERSONALITY—largest joint in the body; only seven structures stabilize the knee and keep the femur from sliding off the tibial plateau = why knee problems are so common.  **NO inherent stability!!!

· Assessing the 7 structures of the knee (p. 535-6)  
1. MCL – valgus stress [Abduction Stress Test]

2. LCL – varus stress [[Adduction Stress Test]

3. Medial meniscus – compression; McMurray’s 

4. Lateral meniscus – compression; McMurray’s

5. ACL—anterior drawer sign:  with knee flexed, pull tibia towards you; 

 



     Lachman’s test:  15˚ flex, move femur back & tibia forward

6. PCL – sag sign; posterior drawer sign:  push tibia posteriorly

7. Patellar tendon – fully extend lower leg [can’t lift if torn/ruptured]


Osteoarthritis                 vs.             Rheumatoid Arthritis 

	
	OA (DJD)
	RA

	Affected Joint Type
	Weight-bearing
	Small -- medium

	Mechanism
	articular cartilage erosion d/t

· Trauma

· Obesity

· Repetitive use
	Inflammatory synovitis ( cartilage destruction, bone erosion

	Timing of Stiffness
	PM
	AM

	Distribution
	Asymmetric
	symmetric

	Nodule Type
	Hard, painless; crepitus over joint
	boggy, painful;  redness over joint

	Involved Hand Joints
	PIP (Bouchard’s)

DIP (Heberden’s)-common
------------------------
------------------------
	PIP   [acute—fusiform-shaped swelling of PIP joints]

DIP

MCP

Swan neck deformity of phalanges, Boutonniere’s deformity

Interosseus mm. atrophy

	Wrist Changes
	------------------------
	Ulnar deviation


[from Dr. Lynn Bickley’s powerpoint presentation, Fall 2001+ Bates’ pp. 547; 507-8]           **BOLD = mentioned in both
please note:  Although Dr. Bickley’s handout has a similar table that compares affected joint types(weight-bearing versus small to med joints), Dr. Prabhu is of the firm opinion that the affected joint type categorization is incorrect; it was counted wrong on the quiz despite my arguments to the contrary. -- Alison
Major Muscle Groups that Move tibia and fibula  (p. 501)


Quads Femoris (anterior, medial, lateral)--extend


Hamstrings (posterior)--flex








major muscle groups that move the femur (p. 497)


flexor s—iliopsoas m. is the main flexor


extensors--gluteus max is in charge here


adductors—


abductors—gluteus medius & minimus








the bulge sign (p.533) – assessing a minor knee effusion


Knee extended


Left hand above knee, apply pressure on the suprapatellar pouch [“milking” fluid down]


Stroke downward on the medial aspect of the knee; apply pressure to force fluid laterally


Tap just behind the lateral margin of the patella 


Fluid wave or bulge medially (effusion








Maneuvers to assess carpal tunnel syndrome (p.539)


Phalen’s Test:  acute flexion/press backs of hands together x 60 secs; compresses median n.(worsens symptoms (numbness/tingling distally)


Tinel’s Sign:  percuss lightly over the course of the median n. in the CT at jxn of wrist & hand; tingling/numbness distally ( CT Syndrome














McMurray Test (p. 536)


--Pt. supine;


--Grasp heel & flex knee


--Other hand over knee joint


--Rotate LL internally & externally


--Then valgus stress + rotate externally & slowly extend








Assessing rotator cuff sprain (p. 511)


Arm hanging at the side


Palpate the “SITs” mm. (subscapularis is anterior & not palpable)


Suprapinatus—directly under acromion  [most commonly injured]


Infraspinatus—posterior to Supra-


Teres Minor—posteroinferior to Supra-


Tenderness & inability to lift arm above shoulder level (shoulder shrug upon attempted abduction (rotator cuff sprain)








examination techniques:


shoulder (p. 511-13)


low back (p. 523-4)


hip (p. 525-9)


knee (p. 535-6)





Assessing hip arthritis (p. 528, 530)


Restricted abduction: stabilize the opposite-side pelvis by pressing on the ant. sup. iliac spine; grasp ankle and abduct the extended leg; OR, from the foot of the table, grasp both ankles and abduct both extended legs (better bilat. comparison, impractical w/ decent ROM)


Restricted internal rotation:  Flex leg to 90 at hip & knee, stabilize thigh with one hand; grasp ankle and swing lower leg medially (external rotation) and laterally (internal rotation)
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