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Introduction to
SOAP Notes



SOAP note

.+ Ho)

— An acronym for Subjective, Objective, Assessment,
and Plan)

— A method of documentation employed by health care
providers to write out notes in a patient's chart.

« 7+ (components)
— (Problem), Subjective, Objective, Assessment, and
Plan

— The length and focus of each component of a SOAP
note vary depending on the specialty.

 Briefness : Surgical SOAP > Medical SOAP
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Contents
General
v Generalized weakness / Fatigue / Fever / Chill (3t7]) / Weight change
Skin
v Rash (2%, 84 2 X|) / Pigmentation (A A X!£H / Urticaria (55 .2{7]) / Itching
HEENT
v Headache / Visual disturbance / Otalgia (7 |%§) / Otorrhea (2~ 11&)/ Tinnitus (O| F) / Nasal obstruction / Rhinorrhea (H| &, 2™
o NtCFEHJ) / Sore throat (212 &) / swalling difficulty
Respiration
v Cough (7|%!) / Sputum (Z}2}]) / Pleuritic pain (52t S E)
Cardiac
v Chest pain / Orthopnea (& & 0]2|2Q| XtA| S5 =2t) / Palpation
Abdominal
4 Abdominal pain / Melena (S}2) / bowel habit change

v

v

v

Renal/Urinary

Dysuria / Incontinence (2 4! =) /. Frequency / Urgency / Nocturia (0= %)
Musculoskeletal

Pain / Swelling / Tenderness / Back pain / Hot sensation
Nervous

Dizziness / Syncope (4! A1) / Seizure
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SOAP Z=Algt

@ ™A=l (Accuracy)
@ gzt U HR Y (Clarity)
® Zt&8’d (Brevity)



Ol Al 1
Long and Windy

* Once the patient wheeled up to the / / bars and positioned
himself in front of the / / bars. He locked his wi/c, raised the
foot plates and scooted forward from the seat of the chair. He
then gripped the / / bars with his hands and on the count of 3
was able to pull himself up to a standing position without any
assist. from the therapist. Once standing he was able to
ambulate by positioning his arms forward and then taking
steps. He could lead with either right or left foot. Upon turning
In the / / bars he was unable to let go with one arm to pivot his
body around. Therapist had to give some support until the
patient was turned around and both arms were back on the //
bars.



Ol Al 1
Brief

« Pt. ambulated 10 feet in / / bars independently but required
minimal assist of 1 to turn around in // bars. Site-stand from
w/c independent utilizing / / bars.



Of| A] 2

 Incorrect

— Pt. stated she lived alone. Describes 5 steps
without hand-railing at entry of her 1-story house.
Denied previous use of assistive device.

e Correct

— States lives alone. Describes 5 steps without hand-
railing at entry of her 1 story house. Denies
previous use of assistive device.



Ofl Al 3

ROM is?
® shoulder flexion AROM is 1 to 0-70°

Feeling better

Pt. states she knows she is feeling better
indicated by her ability to perform light
housekeeping tasks for ~2 hrs before tiring



+ 58 (Punctuation)

Hyphen (-)
— HR[= LIEIA.

— Ex) AROM: 0-48°

Semicolon (;)

- BHElEl (52

Colon (3)
— I 2 o|0|Et = £ 2XH0| EQBHS o|O|E
Comma (,)

— Use a comma to separate the elements in a series (three
or more things), Including the last two. "He hit the ball,
dropped the bat, and ran to first base."
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http://grammar.ccc.commnet.edu/grammar/marks/marks.htm



FEHo| of

 MAS: Modified Ashworth Scale (Graded from
0 — 4), FIM: Functional Independence Measure,
VAS: Visual Analogue Scale.



Medical Terminology
(elet 80)



Objectives

* The student will be able to analyze medical
terminology to determine the meaning of
medical terms describing patients’conditions,
symptoms, diagnostic tests and surgical
procedures

* The student will be able to understand
commonly used medical abbreviations

 The student will be able to list certain
abbreviations which are to be avoided.




Medical Terms You Probably Know

* Appendectomy (12| ZX|=)
* Tonsillitis (H £ H)

e Inflammation (¥ =

» Umbilical (A=, X|CH)



Categories of Medical Terms

1. Descriptive: describes the shape, color, size,
function

Example: Erythrocyte
—  (Erythr means red, cyte means cell)

2. Eponyms (A|Z): terms named after a person
(usually the first person to discovered or
described a disease or organ)

« Example: Eustachian tubes are named after
Bartolommeo Eustachii; Alzheimer’s disease IS
named after Alois Alzheimer, MD.



Categories of Medical Terms

3. Acronyms (H2|=X}): An abbreviation that
forms a pronounceable word

. Examples:
—  CAT or computerized axial tomography
—  SOAP: subjective, objective, analysis, plan
—  CABG: coronary artery bypass graft
—  PERRLA: pupils equally round, reactive to
light and accommodation



1.

2.

Basic Parts of Medical Words

Roots: usually the middle of the word and its
central meaning

Prefix: asyllable at the beginning of the
word which usually identifies some
subdivision or part of the central meaning

Suffix: comes at the end of the central
meaning and refers to what or who Is
Interacting or what Is happening regarding It.



~N
beginning of the word

identifies some subdivision or part of the central

meaning Y
\

middle of the word

its central meaning
J
~N

end of the word

what is happening or who is referred to




Normal heart

Example

GT Myocardium

I.. (heart muscle)
¥\ 3 1 -
\ ) SN
- »", \ 3
d U ‘( =

Myocarditis causes
the heart muscle to
become thick and swollen

« Myocarditis (& Z2H)

* Root (0] 2): card (referring to the heart)
« Prefix (&5 AF): myo (referring to the muscle)
« Suffix (ZO|AP): itis (inflammation)

Meaning: inflammation of the muscle layer of the heart

Read the meaning of medical terms from the suffix, back to the
beginning of the term, and then across.



Changes

* Prefix change:

Pericarditis (inflammation of the outer layer of the
heart)

Endocartitis (inflammation of the inner lining of
the heart)

 Suffix change:
Cardiologist ( a physician specializing in the heart)
Cardiomyopathy (damage to heart muscle layer)
Cardiomegaly (enlargement of the heart)




Abbreviations



A assessment IOt

AAROM active assistive range of motion SSE2EZHEIISHZ
AC joint acromioclavicular joints AZd=dE

ACL anterior cruciate ligament & & AH2ICH

ADL activities of daily living & AHHE =2t

adm admission 2=

AE above elbow =& 2

AFO ankle foot orthosis SAE 210

Al ankle jerk SEE 34 BHAL

AllS anterior inferior iliac spine M &HEZ 2

AK above knee S 2ZE 3

ALS amvotropic lateral sclerosis 22 &4 EAF A E(FHEEH)
AF anterior-posterior & -Z 2f
AROM active range of motion =3
ASIS anterior superior ilac spine 8 A EHZE
assist, assistance BX, £

AYM anteriovenous malformation S04 3| &

=
=)

Ho

BE below knee =2t& 02

bid twice a dav Gt Hl 5 H

BK below knee £2H& 0O

BP blood pressure 2t

BPI brachial plexus injury 22kME3E =4
bpm beats per minute == 2=
B/S bedside E0H & |:|'|E| 2 S

CA carcinoma, cancer 24
CAD coronary artery disease SHAPZOH & T}
CC, C/C chief complain == ==
CDH congenital dislocation of the
CHNS5S central nervous swstem = 3
c/o complains of 28, 5 4
cont. continue H=dC =
COPD chronic obstructive pulmonary disease B M4 H & &t
CP cerebral palsy £/ Q0H]

CSF cerebral spinal fluid | & =04

CVA cerebrovascular accident ¢/ 2 2 A h_l_
CWI crutch walking instructions S2 28 0

I'E -
=
s
L
0z
£l
e
iz
i
-J
0Jy

Ak A

.
=
=

El Appendix

DAl diffuse axonal injury S22 4 S4
D/C discontinued or discharged =CF,
D.D delaved development 22 A

H K

dept. department =0, 4

DIP distal interphalangeal joint & 2 A& 22
DM diabetes mellitis =S

DTR deep tendon reflex & 2 EHA

Dx diagnosis &ICt

ECG, EKG electrocardiogram &M =

EDH epidural hemorthage 238t £

EEG electroencephalogram /M £

EMG electromyogram 28 <

E.R. emergency room == &

FH family history 21E=

FUO fever, unknown origin SHE, LA ARl B2 22|
FWEB full weight bearing 2HE#H =25t

Fx. fracture 2 &

GBS guillian bare syndrome 22120 S5 2

HA, H/A headache = £

HCD hemiated cervical displacement 2 &5 2HEHA 2
HLD hemiated lumbar displacement 2 = |
HMP hemiated nucleus pulposus s=#HEE2 S
hs at bedtime 3 & A2

Htn hvpertension D24

Hx, hx history =

ICH intracerebral hemorthage (o £

ICU intensive care unit =EHATA!

IDK internal derangement of knee 214 0] &
IM intramuscular 2 S LA

IV intravenous =04 |H

KJ knee jerk E2&E A3 4 ShA

LBP low back pain 25

LE lower extremity SHA|

LOC loss of consciousness 2A Atal
LP lumbar puncture 2 =& At



MD medical doctor doctor of medicing 2] Al
Meds. medications S2F

MFT muscle function test 222 SH A

MP metacarpalphalangoeal =2=A1 &

MPS myofascial pain syndrome 2UHEEESZ
MS multivle sclerosis CHEHE HEIS

NDT neurcdevelopmental treatment M2 22 A=

neg. negative 522 32

NPO nothing by mouth Ot2=15 HA| Z=Cl

NWB non weight hearing M = 2 4tatAl 22, QM EF6t

O: objective 2425 2]

OA ostecarthritis = A4Z A, g AAUEA
od once daily SIS0l &t 'H

O.P. outpatient 2|2HZ+At

OP operation ==

O.R. operating room ==&

OT occupational therapist, occupational therapy S E|Z AL & A

P: plan(treatment plan) X !

PA posterior/anterior 2 /3

para paraplegia GH2HA O]

pc after meals 25

PCL posterior cruciate ligment 2 & AFICH

P.H. past history 2t HE=

PMA progressive muscular atrophy FE14 22|
PMD progressive muscular dystrophy fIEHA 2
PNF proprioceptive neuromuscular facilitation 07
PNI peripheral nerve injury &E A8 44

pos. positive E’é"ﬁ.ﬂ

poss possible 2HS St

==
=)
o8
= A
T

=
=
=

0z 0y

A H
—_

post—op after surgerv{operation) ===
pre—op before surgervioperation) == &

PRE progressive resistive exercise EFIE Q] HEEE
PROM passive range of motion =S 2E 3t
PSIS posterior supetior iliac spine E4HEHZ
PT physical therapy, physical therapist 22|
Pt., pt, patient 2Rt

PTA prior to admission & & &

PTB patellar tendon bearing EI'H% & 2t
PWRB partilal weight bearing 2 2 =25l

RA rheumatoid arthritis RO A4 2HE3A

BN registered nurse ZtS At

R.Orule out &4

ROM range of motion 222143

BROM resistive range of motion HE2HE 2 HSEH 5
RSD reflexiresponse) sympathetic distrophy

Rx treatrment, prescription, therapy

SAH subarachnoid hemorrhage X =245 22

SC joint sternoclaviculay joint S 2=

SCI spinal cord injury & =5 A0

SDH subdural hemarrhage Z9at £

sec. seconds =

SI() sacrailiacijoint) S Er2tE

SLA straight leg raise F22 MEEHIH CRIZ 221= 3

SO0AP subjective, objective, assessment, plan F2HE, H2bA W

S0B shortness of breath 2 £, CHA
S.P status post &6 =
Sx symptams S4&F

tab tablet 22 EFSHIEHY = Q= E01E)
TB tuberculosis =
TBI traumatic brain injury 2|40 CH'| =4

Appendix

TEMS transcutaneous electrical nerve stimulator 24 AEH2 |25 22

THR tatal hip replacement D2 Hili|&
TIA transient ischemic attack ZA| 0] &34 Lar
tid three times daily 5| »Hl =

TKR total knee replacement 222 Hix|s
TM(J) temporomandibular{joint) SFa22HE
THR tonic neck reflex(ATHR, STHR) 2IZHE AREAL

UE upper extremity AFF

UMN upper moter neuron P2 SHEH
US ultrasound £}

UY ultraviolet ZF2] A

v.0. verbal orders 2E4|Z
v.s. vital signs MH (U, ==, =2, 2

w/c wheelchair 2 #H

wk. week &

WHL within normal limits ZAHIEFE R, EAHR
wt, weight HIZ, 24|

y/o years old HZ, Li0|
vr. vear i, W




In the doctor’s notes, you may find the fol-
lowing: Pt. has hx of Htn, ASHD, CHF, MI
in 1978, TIA in 1980. :

Translation: The patient has a history
of hypertension, arteriosclerotic heart dis-
ease, congestive heart failure, myocardial in-

farction in 1978, transient ischemic attack in
1980. ' e



Orders written in the chart:

ASA q 4 hrs
BRP prn
NPO p midnight
v.0. Dr. Smith/Janice Jones O.T.

Translation:

Aspirin every 4 hours .

. Bathroom privileges whenever necessary
Nothing by mouth after midnight |
Verbal order given by Dr. Smith to Janice
- Jones, O.T.



In PT note:
Rx: AROM ® ankle bid

Translation: Treatment: active range
~of motion right ankle twice per day.

In chart in doctor’s initial note:
imp: COPD; R/O lung CA

Translation: impression: chronic ob-

structive pulmonary dlsease, rule out lung
cancer



Physician’s orders:
record ] & O

all meds per IV
NPO <
transfer pt. to ICU

Translation: record intake and output
all medications through 1ntravenous (tube)
nothing by mouth |
transfer patient to intensive care unit



Practice 1

e InPT note:

— Treatment: once per day, activities of daily living
training, ultrasound at 1.0 to 1.5 watts per
centimeter squared to anterior aspect of right knee
for 5 minutes



Practice 2

* |n chart:
— Dx: RA: R/O SLE.



Components

Problem
S = subjective

v Information gathered from the patient and associates
O = objective

4 Information obtained from a therapist's tests/measures
A = Assessment

v Evaluation, diagnosis, and prognosis
P = Plan

v Plan of care



Problem (or Diagnosis)

* Medical diagnosis (e.g. adhesive capsulitis) or
problem (e.g. frozen shoulder)

* Problem includes (as applicable):
— Recent or past surgeries
— Past conditions or diseases
— Present conditions or diseases
— Medical test results
— Referral mechanism




Problem (or Diagnosis)- Examples

1. Dx: (L) hemiplegia resulting from craniotomy
for removal of tumor on 9-12-2004. Hx of htn.
Referring physician: Dr. Alexad.

2. 58-yr-old & w/c (L) BK amputation on 12-17-
2004, 2° PVD. Hx of DM. Referring
physician: Dr. Ollandern.



Subjective

Ao F=E N HHE
BIXf 5= B S X 07 Interview SSiA SO{T =X O HE 7| &

@@ O®WOE

Name, Sex, Age
Onset

Chief Complaint (C/C) : =54 or ==l = A
Present lliness (PI) : S A AEf 5! O] HEIS BIESIAH =l F9
Past History (P/Hx) : 2tXto| o B3 Sl 7= (8H R &,

J|ZAIE FojgE S
Family History : 7}& &
Social History : 2FXI7F A= M2hst A AX| & Atz
Review of System 7WOH = 9l
S LS O|L SRR Al =

=

L - O

2ol 2L 25714,



Subjective

 Things the patient (or significant other) tells us
about his/her:

— Condition/chief complaint

— Functional status/activity level
— Cultural and religious beliefs
— Employment status

— Living environment

— General health status

— Social/health habits

— Family health history




Subjective (cont’d)

— Medical/surgical history

— Medications

— Growth & development

— Other clinical tests

— Response to treatment intervention
— Goals

— Or — anything else relevant and significant to the
patient’s case or present condition



Subjective: Things to consider

* Use of the term “patient”
 Organization; concise

* \erbs: states, describes, denies, indicates, c/o
(complain of)
« Quoting the patient verbatim
— To tllustrate confusion or memory loss
— To illustrate denial
— To describe pain




Subjective: Example 1. Information
from the patient

 S: Current condition: c/o pain (R) ankle when (R) ankle
IS In dependent position. Denies any other pain or
dizziness. States fell at home and felt (R) ankle “pop”.
Living environment: Describes 3 steps w/o a handrail at
entrance to the home. Denies use of crutches.
Social/health habits: States played basketball 3x/wk.
Patient goals: Pt’s goal Is to play basketball again.




Subjective: Example 2. Information
from the family

« S: (All of the following information was taken
from the pt’s daughter. Pt. is unable to

verbalize 2° to aphasia.) Functional
status/activity level: Pt amb indep PTA....




Objective

* Things we find during the examination:
— Systems review

— Medical history when taken from the medical
record

— Functional skills
— Tests and measures
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Objective
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el dE = XMo] 7| =

© N o 0k e

General observation
Mental state
Intellectual function
Speech

Muscle tone

MMT

ROM

Sensory function

9. Reflex

10. Functional ability
11. Gait analysis

12. Cranial nerve test
13. Cerebellum test
14. ASIA scale



Objective - General observation

. 8:*-!;_', *1-7'-,07.:4% QFAN K HIA E'o%%()ﬂ EH?L
. - - — —t |_ I_
24,98, o810 BI0| 830l sE€H=
atAFSH

* Gross & global assessment
— How does pt. walk on the ......
— Gait pattern & Speed
— Balance function
— Coordination
— Eftc..



Objective - Mental state

© HAH ME|/ oM 4E
« At=0f 2rE5tH 2t FZ0| 35t 0|8 = U= L9 &
o™ 7|2 =™ (5CHA 25 ) — Level of consciousness

Alert (HH) O|Alo| T

Confusion (3{2)  Z T2 o[AH ==
240f| CHSt B2 X ALO| L} X| 21 (orientation) Q| RO 2 A|ZHO| L}
CHE AR S A 80HA| ot d2ioh= 40| =2| 221 K| Ao
Chot X[, 8-S 8l 53 52 §0i S LiErH.

Drowsy (E&/Z|H) AZ|IEX

Stupor (20]) Non-communicable. Noxious stimuli= localize & %= Q! C}. Vigorous
ot Bt=X Ol Xt=0] 2o ATt 2 d = 0 21 =l S 2H0fl= 2|40

A= ANE HE

Semi-coma (YFES) 425 T E IHO|LIX| oLt DAL O}ES B 2 TG

- (D
of
=i

o
Coma (B4) QM| i 70| oAl S AHAISH AbEf

« CHEZ=ZH: Glasgow coma scale (GCS) ( 2/X/ 5 21 M E ZAD




Glasgow coma scale

g7tz

Table 1: THE GLASGOW COMA SCALE AND SCORE

Severe: 84 0|5}
Moderate: 9-127&, S A| O| &
Minor: 13 0| Al 94% QS

NZH YENE FA2 BHE0 S YHHOE Fs| B0 Z7/0f 01F FF =

Faature Scale Score
Responsas Motation
. Xl't”'
Eve opening Spontaneous 4 ot E
To speach 3 2=
To pain 2 =5
Mone 1 =2
VYarbal response Oriantated 5 =4S
Confused conversation 4 25
Words (nappropriate) 3 =R.S
Sounds {incomprahensible) 2 o| s}
Mone 1 oLz
Bast motor rasponsea Obey commands & O 2
Localise pain & E=
Flexion — Normal 4 ==
— Abnomnal 3 22
E=
Extend 2 o ;
Mone 1 &5
==
o O

TOTAL COMA “SCORE’

315 - 15M15

o2 kg &
jof =2 &

RL0{0f 8 &

x| 22

b, BExoz 3
e Cf23tE & (7]
st CHO|2 AR %

x| B3lE g &

ug 23

Z g%

2aofet (s, ot
ffsiol MAE 2
ffsiol Bl AR 2
thstol AF He
tfsiol hs gle

= A
, 2t

0Z
U=
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Objective - Intellectual function

- XML mHyED
-1 O 71 O o Hd
~ Intact (O[3t £ ME ZZH O 2 2X|)
~ Impaired (0] = 2|0 M= ZX|SE Of = 290 M= 2 X3}

x| Bsle 4o Bo L aly
— Absent (0= 52{0f A & ZtX|SX| R3He B2)

General Orientation
Attention span

Memory

Calculation skill

Mood and emotional reaction
Perception

@OWAHWOE

> CHE =X MMSE or MMSE-K



Objective — (D General orientation (x| &)

Tlme Place, Persondj| Clj ot OIX| ==
=w Good, Disturbed, Poor or Intact(+), Impaired(+), Absent(-)
Time

1. 2ol7I 2 3k 27

2. X|Z20| ¥d F of= A HelT}?

3. 252 WY XY QI

4. X|20| &F F of= 1ol

Place

1. 7|7} ofC|lL]71?

2. 7|7t A= ot XYL

Person

1. O] AR =L

2. M7t FAZ St= AH YL
+ HYEl HZ o2 {25 WEAH HhS
+: 20| Bt 0| =E| ALt Fe2s| B2 HEY| #[Z I
- Bt30| Mo Sl= M



Objective — Intellectual function

(2 Attention Span @z=2)

3 Memory
— S Good, Disturbed, Poor

— Recent
1.  OfN FA2 st XL S L7
2. OX =72 0| A}ZL|7}?
3. OAl o C|of A& LI7}?
— Remote
1. 00| ofC|d L{7f?
2. R 40| o{EA ALt
3. O3stiE SYMSLIIN?
4

= 4
A0 A 0| /A LI?

AN H

e M

@ Calculation Skill
— 1000J | 7= Bl EAA| 2.



Objective — Intellectual function

(5 Mood and emotional reaction (Z7d AFEH)

® Perception

A. Agnosia (2 Q1 8): 22 x5 Xtoy ga, =90/
S 78/0 X2 OIAIS4X] 28l Z4
 Visual agnosia (A|Zf 4 915)

— I:II-I:II-()-”A—I I:O=lO| A|7I-X-|E§'— (; § ’ =
22 BN Q002 HEf ML ChEE 4 o]

= = >0 nl (@] AL
_ SEOQFXO| I OIBE A

- “MAE 2EAQFTHAM) O| A2 FAR L7
« Tactile agnosia (£2+ A Q=

- “(£2 7D MUY B 3 =) 0| 0| RAYL| I
« Auditory agnosia (HZ A 015)

- ZO[Lt EHof, EE 42| EX| R

nl

= A 7F W20/

— B. Apraxia (2 &%)
- JYg 2



Objective — Intellectual function

(®) Perception

v

B. Apraxia (& &)
5 d %4

Z[2E 0 RPESE J 2SS0 Zof7f 0 SIXFIf XAXO] BFE =25/ 0/offofd + 3

7_

S+ 92 He o/ o] +F2 2X/ofd 920/ Z0f 1 0571/%/ A-R= L=/ 9f S%"

LA )

OI0) L}E1 i O/ At EA O 2 OI210f /D) B} 2E]0f B & Sl REOjLf 2 X2 2

= T AT 1T A:AO/ng‘Oﬂ
@ ldeational apraxia (2tE A=

o O
A sl el %’S%ﬂ(parletal lobe; ZHZH A = 22t S Sl S7HQIA) | Ao HH
v 2HiteE ?EI 25 - /E olslst7| 2 E =ME HSOHA| oLt ZHEHSE AL El SE0
QE|QIS I FEsX| 1 89|} 70| O|ZOX|X| @S Kf RIFSA| Y=L}
v CFEHX e =2 Ao IetE AR
@ ldeomotor apraxia (Ideo-kinetic apraxia; 2t 2=/ AW H)

v A529 EHY oo Wa

v 27 S5E ofog = A=t dohes Aol =2
v CSEYOE LU BHAIR”

® Constructional apraxia (7+d & F)
v WHel 280 Boi7t (e =¥ E d2[AHL 87| E oL ote ST |
v AEE RERERUTFME & 5 RACH Zof

* http://www.youtube.com/watch?v=FIf7irhXNWg



MMSE or MMSE-K

The Mini Mental State Examination
= Folsteln test

A brief 30-point questionnaire test that Is used
to screen for cognitive impairment.

Used In

— Medicine to screen for dementia

— Estimate the severity of cognitive impairment and
to follow the course changes in an individual over
time




Maximum Score

Score ORIENTATION
5 i What is the (year), (season), (date), (day), {manth)
5 i Where are we (slate), {county), {town or city), {hospital, (floor)

(5]

REGISTRATION
Take 1 second to say each. Then ask the patienl to repeat all 3

after you have said them. Give 1 point for each correct answer.
Then repeat them until he/she learns all 3. Count trials and
record.

Trials:

ATTENTION AND CALCULATION

5 i | Spell ‘world” backwards. The score is the number of letters in
thecorrectorder (D L RO W )
RECALL

3 i ) Ask for the 3 objects repeated above. Give 1 point for each

correct answer. [Mote: recall cannot be tested if all 3 objects
were nol remembered during registration. ]

LANGUAGE
2 [ } Mame a ‘pencil’ and ‘watch® (2 points)
1 [ | Repeat the following “No, ifs, ands, or buls” (1 paint)
3 i | Follow a 3-stage command:

Take a paper in your right hand,
Fald it in half, and
Put it on the floor (3 paints)

Read and obey the following:

1 [ Close your eyes (1 point)
1 { | Write a santence (1 point)
1 [ | Copy the following design (1 paint)

Seore Aanges

24 -30 Mormal

18- 23 Mild dementia
10-17 Mederate demantia
=10 Savare Demantla
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Objective — Muscle tone

C DAY M

« Modified Ashworth Scale (MAS)2 H|d A& o 2 ZI&FAFEL (hypotonia —
flaccid / hypertonia — Spasticity) & & 7}5t= O| 5.

Grade

1+

Modified Ashworth Scale for Grading Spasticity
Description

No increase in muscle tone

Slight increase in muscle tone, manifested by a catch and release
or by minimal resistance at the end of the ROM when the affected
part(s) is moved in flexion or extension

Slightincrease in muscle tone, manifested by a catch, followed by
minimal resistance throcughout the remainder (less than half) of
the ROM

More marked increase in muscle tone through most of the ROM,
but affected part(s) easily moved

Considerable increase in muscle tone, passive movement difficult

Affected part(s) rigid in flexion or extension



Muscle tone

« Muscle tone (residual muscle tension or tonus) is the continuous
and passive partial contraction of the muscles, or the muscle's
resistance to passive stretch during resting state. It helps to
maintain posture and declines during REM sleep.

* Purpose

— If a sudden pull or stretch occurs, the body responds by automatically
Increasing the muscle's tension, a reflex which helps guard against
danger as well as helping to maintain balance. Such near-continuous
Innervation can be thought of as a "default™ or "steady state"
condition for muscles. There is, for the most part, no actual "rest
state" insofar as activation is concerned. Both the extensor and flexor
muscles are involved in the maintenance of a constant tone while "at
rest." In skeletal muscles, this helps maintain a normal posture.



http://en.wikipedia.org/wiki/Muscle_pull
http://en.wikipedia.org/wiki/Balance_disorder
http://en.wikipedia.org/wiki/Extension_(kinesiology)
http://en.wikipedia.org/wiki/Flexion

Muscle tone

 Pathological tonus

1. Hypotonia (abnormally low)
» In lower motor neuron disease like poliomyelitis

» Present clinically as muscle flaccidity, where the
limbs appear floppy, stretch reflex responses are
decreased, and the limb's resistance to passive
movement is also decreased

2. Hypertonia (abnormally high)

» In upper motor neuron diseases like lesions in
pyramidal tract and extrapyramidal tract. Hypertonia
can present clinically as either spasticity or rigidity.



Objective - MMT

MMT

— Manual Muscle Test

— Muscle strength

* N/G/F+/F/F-/
P+/P/P-IT/Z

— [ [l§ 2, muscle tone
= MMTOf| ZL3HA]
7 el ARE

ol
=

Nomal (5) Withstands strong pressure in test position.
Good plus (4+) Withstands moderate to strong pressure.
Good (4) Withstands moderate pressure.

Good minus (4-)

Withstands slight to moderate pressure.

Fair plus (3+)

Withstands slight pressure.

Fair (3)

Holds test position against gravity

but tolerates no additional pressure.

Fair minus (3-)

Sags from test position or only moves through partial

range of motion against gravity (>50% of motion).

Poor plus (2+)

Moves through 50% of motion or less in
antigravity position, or holds against resistance in

gravity-eliminated position (horizontal plane).

Poor (2)

Moves through complete range in horizontal plane.

Poor minus (2-)

Moves through partial range in horizontal plane.

Trace (1)

Slight contraction, but no visible movement

of body part detected.

Zero (0)

Complete lack of muscle contraction.




Objective — MMT (Key muscle)

Cl-4 Sensory level and Diaphragm
C5 Biceps, Brachialis, Brachioradialis
C6 Extensor carpi radialis longus & brevis
C7 Triceps
C8 Fexor digitorum profundus
T1 Interossei

T2-L1 Sensory level and
L2 Iliopsoas
L3 Qudriceps
L4 Tibialis anterior
L5 Extensor hallucis longus
S1 Gastrocnemius, Soleus

S2-5 Sensory level and Sphincter



Objective - ROM

« ROM

— Range of Motion
« AROM
« AAROM
« PROM

— Measure joint angles or ROM at involved joints.



Objective — Sensation

 Superficial sensations
 Proprioceptive sensations (Deep sensation)
« Combined (cortical) sensations

— 9| neurological exam Of| A 7|&&t.



Objective - Reflex

* Reflex
1. Superficial reflex (EX{A BFA})
2. Deep reflex (& 5 HEA}
3. Pathological reflex (H A HIA})
4. Visceral reflex (L{ 2 HEA})

- UMN (upper motor neuron) O] A}
— 1: kS K| H L} AF2}E
-2 '6C;|-II_

-3 UM = = = B2l

S Al LIEE



Objective — Superficial Reflex

1. Corneal reflex (ZF2F HEA}

v
v

2. Pharyngeal reflex (915 EEA})

v
v
v

Cranial N. V (afferent), Vil(efferent)

TG g WES So] o] U Aol ) i S w
JA so| Zwho| = 2l 5 v Y| 9|8l vl A xfol| Al Rt & HAIE &
(O] 2<% S 71yl

of g =7l

v L o T % O]Eﬂ Xé/\]-
Cranial N. IX(afferent), X (efferent)
HAE QFO CiEH I F2 =2 E49/H =5 LIEtH.

Gagging reflex (Tt E EtAD

3. HEidiAl

—/ 1 -

AN NN N

Epigastric reflex (& QFEEA}, T5-7)
Upper abdominal (&=, T7-9)
Mid-abdominal (5=, T9-11)
Hypogastric (S}=, T11-12)

T MMM F55 MY 52 o5 0l2tA 7] 7 Bl S 912 =8

ol MS 25 A RIS R0 E D9 2350| REe.



http://www.youtube.com/watch?v=4oo1oDQSfPs
http://www.youtube.com/watch?v=4oo1oDQSfPs

Objective — Superficial Reflex

4. Cremasteric reflex (7402 HEA})
v L1-2
v T2 AMGA
HEA RXr=75t
5. Anal reflex (& = 2HA})
v S2-4
v 3SUEE XFELE 27122 G20 You S gor
O] ==¢.
6. Bulbocavernous reflex (1Sl HA| EFA)
v S2-4
v SE TS D2 E DY N EH P HM 20 ==
7. Plantar reflex (Z A HtA})
v L4-5, S1-2
v SHES X=0HH X ZUrE0| HHtYZo 2 R TIn

=1/ —

v http://www.youtube.com/watch?v=9nNb32VWAT7Q



http://www.youtube.com/watch?v=9nNb32VWA7Q
http://www.youtube.com/watch?v=9nNb32VWA7Q

Figure 1-35
The extensor plantar response.



Objective — Deep Reflex

* DTR ZA} (0~4 grade) : ZHZX TIt |3
— :I_T:"I_X
H

=
— 40t SHEIE http://www.youtube.com/watch?v=eCrY0-m5TFU

@ Jaw reflex (22 HEAD): V. Nerve (Masseter ms.)
v 0N & LIEILX] B
@ Bicep reflex (0| &= HM}) C 5-6
v" Biceps tendon Irﬂ
3 Triceps reflex (&5 HEA}): C7-8
v Olacranon process HI 2 &% trlceps tendon K=
@ Knee jerk or Quadriceps reflex (£ or =714 HEAL): L3-4
® Achilles reflex (&= HEA}): S1-2


http://www.youtube.com/watch?v=eCrY0-m5TFU
http://www.youtube.com/watch?v=eCrY0-m5TFU
http://www.youtube.com/watch?v=eCrY0-m5TFU
http://www.youtube.com/watch?v=eCrY0-m5TFU

Biceps reflex Triceps reflex



NOo R WD

Objective — Pathological Reflex

UMN AJ LIEFLIDH, A8 AJO)= 4kl 9} Cic|©
OIF| Z+ 0| ©|5}0f CHEHLEX| B2 HIA}

K| 2 BB Al LMINO| AL2) Z 25 0f Git0j A o
OfLt 4 | 5] of xR 0| S0 x| 22 e

Barbinski’s reflex (HFEHIAZ| AP

Chaddock’s toe reflex (K3 S X|Er7F2F A A
Oppenheim’s reflex (2 S HEA})

Gordon’s leg reflex (.1 2= C}2| HEA})
Schaefer’s reflex (M| IH BFA})

Ankle clonus reflex (ZZFCH HEAR

Hoffman’s sign (2 I 2t 51 A




Objective - Functional ability

- Xfe| 7|58 HJEfLIADL 585 B}
- 75X Bt

— ADL
— |ADL

« 5| 9| neurological examOj| Al Functional status
and activity level & &=



ADLS &
| T
Basic Activity of Daily Living (BADL)

= Katz 5 (1963)

. feeding, dressing, toileting, bathing, transfer, continence (bowel/bladder)
= O F}

. Self-care (grooming), mobility, communication, personal device care

Instrumental Activity of Daily Living (IADL)

= Schuling & (1993)
. ADLZ self-care, mobilitys2l BADL®l F1T15t%, S8t QA AL &2
29z ot o JgsE EEme AT &2 25= IADLZ T
= using telephone, traveling (driving, iz w&°l8), shopping,
preparing meal, housework, laundry, taking medicine, managing money



Objective - Gait analysis

Gait pattern (normal , pathologic) — Next page

— Steppage gait (foot drop / dorsiflexor weakness)
* http://www.youtube.com/watch?v=TijuPg8 JhY

— Scissors gait (Bilateral spastic paresis of legs)
e http://www.youtube.com/watch?v=elLuxTFHoZAA

Assistive devise (axillary crutch, straight, cane,
walker, N/A)

Weight bearing status(NWB, PWB, FWB)
Distance ambulated
Stair up & down



http://www.youtube.com/watch?v=TijuPg8_JhY
http://www.youtube.com/watch?v=TijuPg8_JhY
http://www.youtube.com/watch?v=eLuxTFHoZAA
http://www.youtube.com/watch?v=eLuxTFHoZAA




Abnormal galt pattern

Steppage gait

— Foot drop / dorsiflexor weakness
— Either drag feet or lift high
Scissors galit

— Bilateral spastic paresis of legs

— Stiff gait; each leg advances slowly, thighs cross forward
with short steps

Parkinsonian gait

— Stooped posture, head & neck forward
— Slow initiation of gait

Sensory ataxia

— Proprioceptive loss

Hemiplegic gait



Objective - ASIA scale

A = Complete: No motor or sensory function Is preserved
in the sacral segments S4-S5.

B = Incomplete: Sensory but not motor function is
preserved below the neurological level and includes the
sacral segments S4-S5.

C = Incomplete: Motor function is preserved below the
neurological level, and more than half of key muscles
below the neurological level have a muscle grade less
than 3.

D = Incomplete: Motor function is preserved below the
neurological level, and at least half of key muscles below
the neurological level have a muscle grade of 3 or more.

E = Normal: motor and sensory function are normal




Objective - ASIA scale
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Objective : Things to Consider

Organize and categorize

— Use headings, caps (CH& At) & underlining
— Use tables or charts

— Use flow sheets

Be specific

— State the affected anatomy

— State information in measurable terms

— State type (e.g. transfer to where from where?)



Objective : Example

O: HISTORY: CHF, COPD.
SYSTEMS REVIEW:
Cardiovascular/ pulomonary system: BP 140/85. HR 90. RR 20.
Intequmentary system: skin thin & fragile bilat LEs.

Musculoskeletal system: gross symmetry impaired in LES
standing.

Neuromuscular system: Gait unimpaired. Transfers impaired.
Communication: Age appropriate and unimpaired.
Affect: emotional/behavioral responses unimpaired.

Cognition: level of consciousness unimpaired. Orientation to
person, place and time impaired ...

TESTS AND MEASURES:
AROM: WNL in UEs and LEs except 120° (L) shoulder flexion.
Strength: 5/5 Iin UEs ...







Assessment

1)Problem list (2X| =22 ZHA)
- oA 9 AN XIR E S50 YoR HE
S S0ot0] Xl 2tXe| 2| 71 =

HES Z=QE 202 LY

L X| 2 ALQ} EHA} G S X} HSX}O| 9




Assessment

 Your professional opinion
* PT Diagnosis
— Specific practice pattern or patterns (primary and
secondary)
— Inconsistencies
— Further testing needed

— Consultations and/or referrals w/ other
practitioner(s) needed (& 2|, 2~ JH)



Assessment (cont’d)

* Prognosis (0l =): predict the level of improvement
In function and the amount of time needed to
reach that level.

» Consider:
— Living environment
— Patient’s condition prior to onset

— Concurrent illnesses or medical conditions (co-
morbidities; = Al 0| &)



Assessment: Example

A: DIAGNOSIS: Pt’s | ROM & strength (L) wrist cause
pt difficulty in ADLs such as eating and writing. Pt’s
work involves typing over 50% of the time and pt is
unable to type w/o pain. Practice pattern:
Musculoskeletal G: Impaired joint mobility, muscle
performance and ROM associated w/ fracture.

PROGNOSIS: Pt. has good rehab potential; will

progress well with PT and return to work w/ full ROM
and strength and w/o pain in six weeks.




1)Treatment Plan
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2) Goals

@D Short Term Goal (STG; Et7| S &)
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Plan: Interventions

* Must include:
— Frequency (per day or per week) that pt will be seen
— Interventions

* May also include:
— Location of treatment (bedside, in dept., at home)
— Treatment progression
— Plan for further assessment or reassessment
— Plans for discharge
— Patient & family education
— Equipment needs or equipment ordered
— Referrals to other services



Plan: Interventions - Example

* |Intervention plan: BID in dept.: amb training w/ a
walker beginning w/ 50% PWB (L) LE & progressing
wt. bearing & distance as tolerated; transfer training; pt
will be given written and verbal instructions In exercise
program to be performed in his room (attached);
AAROM progressing to AROM exercises (L) knee
emphasizing quadriceps functioning.



Note Writing and the Process of Clinical

Decision-Making

SOAP Note Patient/Client Patient/Client
Management Management Note
Process

Problem EXAMINATION History
Subjective Systems Review
Objective Tests & Measures
Assessment EVALUATION Diagnosis
(includes Diagnosis Prognosis
and Prognosis) 1’
Plan of Care PLAN OF CARE | Expected
(Expected Outcomes
Outcomes, Anticipated Goals

Anticipated Goals
and Interventions,
including patient
education)

Interventions,
including patient

y education

OUTCOMES




EXAMPLES OF SOAP NOTES FOR ACUTE PROBLEMS |

EXAMPLE #1

S: MS is a 77 y/o woman who presents with a rash. The rash began one week ago and first
appeared on her back and extended to her abdomen on the left side. She first noticed the
rash after working in her garden. For the first 3 days she had no associated symptoms,
however on the 4™ day, she began to experience severe pain “like being stung by a bee”.
The pain is worse in the evenings and she is having difficulty sleeping. She has been
taking Tylenol every 4-6 hours and using Vitamin E lotion with minimal relief. She is
worried she may have poison ivy. |

RS
She has a history of hypertension. Her medications include: Nifedipine XL 30mg daily
and Metoprolol 50mg BID. |
B1 receptor blocker , ' Pulse rate

MS is an elderly woman who appears energetic and in no distress. _VS: BP 130/80, P 60,
RBfe 12, T 3¥ Skin exam reveals an érythematous rash of grouped"vgslcles with clear fluid,
approxi itiate Lfyehallf of which are crusted over. The rash extends from the midline of the
back anterior to the left side of the T12/L.1 dermatome region.

: A new onset painful rash in a dermatomal distribution. This is most likely secondary to
herpes zoster because of the location, distribution and associated pain. A less likely
possibility is contact dermatitis, given her recent gardening. She may also have a cellulitis,
but the lack of temperature doesn’t support this.

ning for an. . #1 MS W111 continue to use Tylenol for pain relief.
. acute problem . #2 MS was informed that she may continue to experience pain after the rash resolves
E— | ~ #3 MS should return to clinic if the pam becomes more severe or if she develops warm,
redness or a fever.
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Midtown Physical Therapy Physical Therapy Evaluation
123 Main Street

Aoytown KS 12345

Tel: (345) 123-6780

Fax: (3463 123-8780

Client Hame: Litlle, Laura M Evaluation Date; 3/5/2006

Claim Humber: 20060301-89043 Date of | = 3072008
In nce Company: Blue Cross Blue Shield First Visi e: 3/16/2006
Client ID: 093-91-9475 Ref Physician: Or. Cynthia Bloom

Account Hame: MY A 3101/2006 Diaanosis 1: TRAUM ARTHROPATHY-SHLDER (716117
Date of Birth: 37221980 Age: 25 vears
Gender: Female

Subjective
Chief Complaint;
* Right Shoulder pain.
= Decreased Right Shoulder ROM.
Current Medications: 800mg lbuprofen daily 85

g
Symptoms:
=Severe pain in R shoulder(s) radiating to B upper back occurring 3 to 5 times per ()T—<

hour and lasting 1 to 3 minutel's) since car accident.
+hoderate decreased range of mation in R shoulder(s) since cer accident.
Activities of Daily Living
Activity: Lifting S0lbs recuired for wark
Agaravetion: Pain increases from mild to moderste after 10 e
Limitation: Client has to stop the activity after 20 Ibs because of pain

Objective
Tests & Measures

Gait, locomotion and balance: Functional use of arm during gait

Muscle performance (strength, power, endurance}: Mo significant deficits in
resisted movements.

Posture:
+ Forward head position
+ Rounded shoulders
* Flattening of thoracic =pine

Range of motion:
Shoulder Complex - Right - Active - 37672006

Mavement
Movement Position Measure Pain Quality Legend
Flexion Supine  150° Mone Smoath
Extension Prone  &0° More Smaath O Pain X Adhesion
Abduction Supine 1407 Moderate Smooth ¢ Short
Medial (Intern.)  Supine  90° MNone Smoath
Rotation
Lateral (Extern.) Supine 45° Mode Segmented
Rotation rate
Other:

Community and Work reintegration:
Delivery truck driver. Needs to he able to lift and carry S0lbs packeaoes.
Palpation
Fewsole Sympton Location Severity
Upper Trunk
UpperBack
Erector Spinae Group  Inflammation R

Assessment
Assessment: Impaired joint mobility, motor function, muscular performance and rance of motion associsted with capsular restriction of the riakt
shoulder: right shoulder adhesive capsultis.
Long-term Goals: Client will be able to lift and carry up to 50 lbs up to 1000 feet with @ 1 minute break every 300 feet 10 times & day Mondey to
Friday with no more than mild fatigue within 60 davs.
Short-term Goals: Client will be able to lift and carry up to 25 s up to 200 feet with a 1 minute break every 100 feet 3 times & day Monday to
Fridlay with no more than moderate pain within 14 days.

Plan
Treatment Plan: Manual Therapy Technigues and Therapeutic Exercizes, R shoulder(s), three times a week for 4 weeks, 30 minute sessions, to
increase mokilty and strencth to VWL as compared to Lside to perform work duties.
Homework and Selfcare; Inttiste stretching of R shoulder(s) for 10 minutes once & day. Gave stretching handout.

FrequencyDuration: 3 times per week for 4 weeks Amounit:
Certification Dates: From 31 /2006 To 441 5/2006

Midtown Physical Therapy -1- Frint Date: 24-Mar-06



Midtown Physical Therapy Physical Therapy Evaluation

123 hiin Strest
Aroytown K5 12345
Tel: (34467 123-6780
Fax: (346) 123-6780

Client Hame: Litle, Laura i Evaluation Date: 3/6/2006

Claim Humber: 20060301 -339043 Date of Injury: 34 2006

Insurance Company: Blue Cross Blue Shield First Visit Date: 352006

Client ID: 093-91-3473 Ref Physician: Dr. Cynthia Bloom

Account Hame: MVA 30012006 Diagnosis 1: TRAUM ARTHROPATHY-SHLDER (T16.117

Date of Birth: 3/221 930 Aqge: 25 vears
Gender: Female

Subjective
Chief Complaint:
+ Right Shoulder pain.
+ Decreazed Right Shoulder ROM.
Curremt Medications: 800mg lbuprofen daily
Symiptoms:
+Zevere pain in B shoulder(=) radisting to B upper back occurring 3 to Stimes per
hour and lasting 1 to 3 minutels) since car accident.
+Moderate decreased rance of motion in B shoulder(s) since car accident.
Activities of Daily Living
Activity: Lifting 50lbs recguired for work
Agoravation: Pain increases from mild to moderate after 10 hs
Limitation: Client has to stop the activity after 20 e because of pain




Objective @

Tests & Measures
Gait, locomotion and balance: Functional uze of arm during gait
Muscle performance {strength, power, endurance}: Mo significant deficitz in
resisted movemerts. AR

Posture:
+ Forward head posttion

+ Rounded shoulders
+ Flattening of thoracic zpine

Range of motion:
Shoulder Complex - Right - Active - 3762006

Movement
Movement Paogition Measure Painp Cuaiity Legend
Flexion =upine  150° Mone =mooth
Extension Prone  a0° Mone Smaooth D Pain . Adhesion
Abduction Supine  140° Moderate Smooth ¢ Shart
Medial (Intern.] Supine  90° Mone Smooth
Rotation
Lateral (Extern.] Supine 45° Mode Segmented
Fotation rate
Other:

Community and Work reimtegration:
Delivery truck driver. Meeds to be able to lift and carry Sllbs packages.

Palpation
Ml sole Symptont Location Severity

Upper Trunk
UpperBack
Erector Spinae Group  Inflammation R

Assessment
Assessment: Impaired joint mokility, motor function, muscular performance and randge of mation associsted with capsular restriction of the right

zhoulder: right shoulder adhesive capsultis.
Londg-term Goals: Client will be able to lift and carry up to 50 he upto 1000 feet with & 1 minute break every S00 feet 10 times & day Monday to

Friclay with no mare than mild fatique within 60 days.
Short-term Goals: Cliert will be able to lift and carry up to 25 lbs up to 200 feet with & 1 minute break every 100 feet 3 times & day Monday to

Friclay with no mare than moderate pain within 14 days.

Plan

Treatment Plan: Manual Therapy Technigues and Therapeutic Exercizes, R shoulder( =), three times a week for 4 weeks, 30 minute sessions, to

increase mohility and strencth to Wil as compared to Lside to perform work duties.
Homework and Selfcare: Intiste stretching of R shoulder(s) for 10 minutes once a day. Gave stretching handout.



10/08/08 Attending: Velma Jersen

07/25/08 Antending: Stephen Kreger Lmt N x el J
03/06/08 Attending: Velma Jensen ew elete ' Loks Airst o
03/05/08 Altending: Velma Jensen __¢ Notesfor |Loss Airstein ~l

01/18/08 Attending: Velma Jensen
12/23/07 Attending: Velma Jensen
12718/07 Attending: Ken Bronson

12/13/07 Attending: Velma Jensen

SOAP -100%

\p. Print Copy Drevie hase 1 0 BEB
2 &

. i Since lh_e last visit the patient repons & d_ecvea& .
B stabbing Dok . Shoniss e e s ot Wl T T T T A T A T T A T T T
! tigger point langer expensncing the diffuse pain that was ex|

her nght leg.

Treatinent Notes

Vitals: pulse = 72 bpm, BP = 120/72 nght, respd
temperature = 3B 6 F (these resuks would be wy
margn below the date). The following orthopedll
performed and found to be negative: cervical o
depression, Kemp's seated & Lewn's tests. Grof
cervical and thoracic spine was observed and v

Date of Therapy. 10402008  Patient/Clent: Lok Axstein
Date of CURRENT: (Buviry, Iess , or Preguancy)

RS

Thoracic outlet syndrome with radial nerve neut
arising from hypestonicity of the nght pectorais nf
with an overlay of myofascial pan refesral from
antenor scalene muscles and associated segme}
dysfunction of the upper thoracic and lower cer)

S:  Skuoe the lastvisk the patierd reports & dearease duher loar back paine She notes that fhe pain cordioe s to
be achy tat ¥ more localiz dto the region of the right PSIS. She is no longer e speriencivg the diffus:
pathat vras extending doarcher right k2.

0: Vitals:puke = 72 tpon, BP = 120/72 right, respration = 124n tenperature = 986 F (fhese resuks wonld
be wiritten inthe margbeloar the date). The follovrng orthope dic tests were perfamred ardfoumdto be
e gative: cervical compre ssion & depression, Kenp's seated & Levrns tests. CGross ROMinthe cervical
and thoracic pievras cheerved and wras full snd painfree. hptionpalpaion detectedloss of: rige
rotation - €3 & L3, extension - L4 Bftrotation- C2. Theright upper cervical paravertebral muscaktore
was found to be moderdtely tinder to moderate palpationpressure, makedl tadt witha sxall deolntary
tritchroted durivg palpation.

W User-defined Condtion10

Today the patient received supine cervical man
the abave noted segments. This was performed

idth = =
Pen width = 2 =1
,\'_l, Change Image % Undo Last V x
mantaining the neck n slight flexion and minam|
and lateral flexion. Soft issue release was perfd

~ B v
1 i H thumb contact into the right upper trapezius mu:
\)\ Zoom qu\\ Grayscale L Draw Line tolerance until 3 relative degree of muscle relax;

Annotate

=8
g3
%
|
T » O un:

A Thoracic outla syndome with radis1verve neuralgh primarily ansng fran hypertonicty of the dght
pectors lis maivor. This is vkth an overlay of npyofasial paoreferral from e right axteriar scalere
vasc ks and associate d segertal dysfunction of the upper thorack and lower cervical pine.

P:  Todaythe patierd receive d axpive cervical manjpulition for the sbove notedse gnats. This was
perfonred vhik margaiming the re & mslight fleston and minamizing retation avd keralflesdon Soft
tssue release vras paforned using 4 fromeb ¢ antact irdo the rigit upper trapezius o k to patiad's
tolerance wrtil axe ke degree of st le re hsction wras achieved. one-leglit. Ste isto pafonn this
exercios trerdy tives (10 per eachside ) bk e per day.
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Recent trend

Heun L (1998)

CASE NAME: [Barber | TOTAL SCORE: 4 4

Subjective[Emma is a pleasant 76 y.o. white female who resides at Pleasant Valley N.H. and 0]
presented to the clinic today with c/o weakness and genital/buttock pain.  The

weakness and decreasing ability to care for herself were the reason for admission
to the nursing home. Her tiredness and weakness has progressively worsened

since then, She has lost 24 pounds over the last year, and she admits to decreased

appetite, Thc problcmx with her huuocks began shortly after entering lhc homc
Luhiokcha. PP e A

IDENTIFICATION OF PATIENT:
CHIEF COMPLANT:

HISTORY OF CHIEF COMPLAINT:
PROGRESSION:

MITIGATING FACTORS:
ASSOCIATED SYMPTOMS:
PREVIOUS OCCURENCES:
SUBJECTIVE SCORE: 5.0

Objective |76 y.o. white female, presents in good but wecakened state of health, not in acute
distress.  Patient is pleasant, alert and oriented X3
Skin is warm, dry, and loose, There is echymoses on her arms. Area on the left
elbow is 4 - 5§ cm and the area on the right upper arm looks like a hand print,
Heart is regular and rhythmic without murmur

Lungs clear to auscultation bilaterally

d RS X 4

VITAL SIGNS: 0 01 02 03 04 05 06 O7 O8 Q9
GENERAL 00 O1 O2 O3 04 ®5 06 O7 O8 Q9
GENERAL EXAM: 00 O1 02 O3 04 O5 @6 O7 O8 09
MUSCULOSKELETAL EXAM: 00 O1 O2 O3 O4 O5s O6 O7 O8 O9
OBJECTIVE SCORE: 3.7

Assessment]l have several concerns about Emma's health at this time. 1) 1 am concerned that

the quality of care she is getting at this care center may be substandard. 2) T feel

l s Significant weigh loss. 6) Probable protein-caloric malnutrition. 7) Always the
possibility of occult cancer in this type of patient.

that she is not being adequately stimulated mentally and physically. 3) I feel ther

DIFFERENTIAL DIAGNOSIS I: 0 O1 Oz 3 04 @5 06 O7 O8 Q9

DIFFERENTIAL DIAGNOSIS 2: 0 01 3 Q4 Os O6 7 08 09
g AT - F $50) u.:.

is a depression component involved. 4) Diaper rash on genitals and buttocks. 5)
ASSESSMENT SCORE: 5.0

Plan 1) I would like to examine the patient again at the home in a few days to get an idea
of how she is in that environment, and what the home is like. If ! find that | sull

P fcel her care is substandard, | would like to talk again with the patient and her

12

family to discuss options of pursuing improved care at this facility, or finding a
better home.

2) Until then, instruct care takers (o give prompt attention to patients request for ||
wse_of the hathraom %

FLAN. L 0 O1 02 03 ®4 O5 06 07 O8 09




Neurological Examination

History
Systems Review
Tests
Measures

\ SOAP Note




Examination

Patient interview

Level of consciousness
Cognition function
Perceptual function

Speech and
communication

Cranial nerves
Vital signs
Sensory function

Musculoskeletal function
Coordination

Motor function

Balance

Gait

Functional status and
activity level
Environment

Diagnostic Procedures



Patient interview

* Presenting symptoms
 Past medical history
 Social history

Subjective



|_evel of consciousness

 Orientation
* |Level of consciousness



Cognition function

 Memory
 Attention
* Higher level cognitive abilities



Perceptual function

Agnosia (= 215)

Visual perception disorders
Visual-Spatial perception disorders
Tactile perception disorders
Motor perception disorders



Speech and communication

« EXpressive function
 Receptive function

- Aphagia (20 S)
— Wernicke's Aphasia (sensory aphagia)
- 44 20T

- IS S5 8 2 13 230 M= F9| (Wernicke area)

» RO Totd AL F=et St T O 7|5t Rle LES &
A2 O|5li5tK| =1
ca's Aphasia (motor aphagia)

— Bro

(Appendix) Language check
grXtof: Dysarthria (22 Z/0f), aphonia (&4 £7/&5
910/ &0 aphasia



Cranial nerves

Smell

Vision

Pupillary reflexes
Extraocular movements

Face & cornea sensory, Masticatory muscle
function

Facial expression
Vestibular & cochlear function



Phonation (&) & swallowing

Palate (& &1 AN, pharynx control & gag reflexes
Trapezius, SCM muscle function

Tongue movements




No. Name

0 |Terminal

I Olfactory

Il |[Optic

Il |Oculomotor
I | Trochlear
V| Trigeminal
V1 | Abducens

sensory,
motor,
or both

Purely
Sensory

Furely
sensory

Sensory

Mainky
maotor

motor

Both
SENSOry
and motor

Mainly
motor

Origin/Target Function

Animal research indicates that the terminal nerve is involved in the detection of pheromones [

[urreliabie medical zournce FJ[15]

Lamina terminalis

Transmits the sense of smell from the nasal cavity.!'® Located in the olfactory foramina in the cribriform

Telencephalon
P plate of the ethmoid bone.

Retinal ganglion cells | Transmits visual signals from the retina of the eye to the brain.['""! Located in the optic canal.

Innervates the levator palpebrae superions, superior rectus, medial rectus, inferior rectus, and inferior

Anterior aspect of
P obligque, which collectively perform most eye movements. Also innervates the sphincter pupillae and the

Midbrain muscles of the ciliary body. Located in the superior orbital fissure.
Dorsal aspect of Innervates the superior oblique muscle, which depresses, rotates laterally, and intorts the eyeball.
Midbrain Located in the superior orbital fissure.
Receives sensation from the face and innervates the muscles of mastication.
Located in the;
Pons superior orbital fissure {ophthalmic nerve - V),

faramen rotundum (maxillary nerve - Va),
faramen ovale (mandibular nerve - Va).

Nuclei lying under
the floor of the fourth
ventricle

Pons

Innenvates the lateral rectus, which abducts the eye. Located in the superior orbital fissure.

http://en.wikipedia.org/wiki/Cranial_nerves



Wil

W

Xl

pdll

Facial

Vestibulocochlear
(also auditory, "™
acoustic, " ar
auditory-vesfibular)

Glossopharyngeal

Vagus

ACCessony
Sometimes:

cranial accessory

spinal accessary

Hypoglossal

Both
SENSOrY
and motor

Mostly
Sensory

Both
SENSOrY
and motor

Both
SENSOrY
and motor

Mainly
motar

Mainly
motor

Pons
(cerebelloponting
angle) above olive

Lateral to CN W1
(cerebellopontine
angle)

Medulla

Posterolateral sulcus
of Medulla

Cranial and Spinal
Roots

Medulla

Provides motor innervation to the muscles of facial expression, posterior belly of the digastric muscle,
stylohyoid muscle, and stapedius muscle. Also receives the special sense of taste from the anterior 2/3
of the tongue and provides secretomotorinnervation to the salivary glands (except parotid) and the
lacrimal gland. Located in and runs through the internal acoustic canal to the facial canal and exits at the
stylomastoid foramen.

Mediates sensation of sound, rotation, and gravity (essential for balance and movement). More
specifically, the vestibular branch carries impulses for equilibrium and the cochlear branch carries
impulses for hearing. Located in the internal acoustic canal.

Receives taste from the posterior 1/3 of the tongue, provides secretomotor innervation to the parotid
gland, and provides motor innervation to the stylopharyngeus. Some sensation is also relayed to the
brain from the palatine tonsils. Located in the jugular foramen. This nerve is involved together with the
vagus nerve in the gag reflex.

Supplies branchiomotorinnervation to most laryngeal and pharyngeal muscles (except the
stylopharyngeus, which is innervated by the glossopharyngeal). Also provides parasympathetic fibers to
nearly all thoracic and abdominal viscera down to the splenic flexure. Receives the special sense of
taste from the epiglottis. A major function: controls muscles for voice and resonance and the soft palate.
Symptoms of damage:dysphagia (swallowing problems), velopharyngeal insufficiency. Located in the
jugular foramen. This nerve is involved (together with nerve 1X) in the pharyngeal reflex or gag reflex.

Controls the stemocleidomastoid and trapezius muscles, and overlaps with functions of the vagus nerve
(CN X). Symptoms of damage: inability to shrug, weak head movement. Located in the jugular foramen.

Provides motor innervation to the muscles of the tongue (except for the palatoglossal muscle, which is
innervated by the vagus nerve) and other glossal muscles. Important for swallowing (bolus formation)
and speech articulation. Passes through the hypoglossal canal.



(cut edge)

Pons <

S
Thalamus

Lateral
geniculate

nucleus . Diencephalon

Medial
geniculate
nucleus )

Superior )
colliculus

Inferior % nesencephalon
colliculus

Cerebral
peduncle |

Superior cerebellar
peduncle

Middle
cerebellar
peduncle

Inferior cerebellar

peduncle

- Medulla oblongata

(a) Lateral view
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Trochlea
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Hypoglossal
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‘{ Trigeminal
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Facial
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Glossophaunual A




— sensory fibres &\ Olfactory (1) D Intermediate Glossopharyngeal (IX)
— motor fibres - ‘-:__‘*.J__ sensory. nose / . \'i mztor: " - motor:
NN g submaxiilary ngeal
Optic (I1) L h ?\".‘.3 ©  sublingual gland pmhuasg'mgture
sensory: eye L (‘— «\(,g sensory: sensory:
anterior part of tongue posterior part
1o l and soft palate of tongue,
\ intermediate tonsil, pharynx
nerve

Vestibulocochlear (VIII)
. sensory:
inner ear

Trochlear (IV)
motor: superior

oblique muscle (
Abducent (VI ‘cﬁ
motor: extém)al Oculomotor (Iii) vivi
rectus muscle ~ motor: all eye W/ ~
muscles except , &\, Z
those supplied by g
IV and VI =

R

’

2

L !

T

4 ) b
o

I

Trigeminal (V) N

sensory: face, e 41
sinuses, teeth, etc. = & %
Facial (VII)

il £). 4
motor: A
. muscles Hypoglossal (XII)\
of the motor: muscles
tace of the tongue

Fnct] il

- vT\\ll]]Z»‘ v

ile

3 i

motor: muscles e
of mastication

© 2007 Encyclopaedia Britannica, Inc.

http://www.britannica.com/EBchecked/media/46720/The-cranial-nerves-and-their-areas-of-innervation

Vagus (X)
motor:

heart, lungs,
bronchi,
gastrointestinal
tract

sensory:

heart, lungs,
bronchi, trachea,
larynx, pharynx,
gastrointestinal
tract, external ear

Accessory (XI)
motor: sterno-
cleidomastoid and
trapezius muscles



Cranmial Nerve Nuclei in Brainstem: Schema

Posterior phantom view Oculomotor nerve (111}

Superior colliculus Red nucleus

Oculomotor nucleus

Lateral geniculate bo

(EdingerWestphal) nucleus

Mesencephalic nucleus
of trigeminal nerve

Trochlear nerve (IV)
Principal
sensory nucleus of

3 Motor nucleus of
trigeminal nave

trigeminal nerve

Trigeminal nave

Trigeminal
{V) and ganglion iy

nerve (V)
and ganglion
Facial nave (VI)
and geniculate
gangtion Abducent nucleus
Vestibulocochlear . N ‘_ - Facial nucleus
nerve (VI — 4 ’

{Geniculum
of facial
nerve

Superior
and mferior
Cochlear salivatory
nuclei Posterior I nuclei
losso-
pharyngeal
Closso‘)h.ryngeal Lok
nerve (IX)
Vagus nerve (X)
Yogus aerve 00 Accessory nerve (X1
Spinal tract and spinal Nucleus ambiguus
nucleus of trigeminal nerve
Posterior (dorsal) nucleus
Solitary tract nucleus of vagus nerve {X)
Dorsal vagal nucleus Hypoglossal nucleus
Spinal nucleus
s Eiferent fibers SCCESSOry nEnE
mmm—— Afferent fibers ,f g}’;

e Mixed fibers

*Recent evidence suggest that the accessory nerve lacks a cranial root and has no connection to the vagus nesve.
Verification of this finding awaits further investigation

AccessoTrochlear nucleusry oculomotor

http://www.nature.com/gimo/conte
nts/ptl/fig_tab/gimo2_F3.html



Vital signs

* Vital signs

— To monitor a patient s status at any given time
during patient care, and to evaluate basic
physiologic responses to treatment

— Indicators of the body s physiological status and
response to physical activity, environmental
conditions, and emotional stressors




Consist of Vital signs

/+ Primary vital signs N
— Pulse (heart rate) : B3 H}

— Blood pressure : 2 ¢}

— Respiration rate : 2%

— Temperature : A|=

o /

» Secondary vital sign

The

‘ Cardiovascular/pulmon
ary systems review

— Pulse oximetry (PO, BHEFAL A Z=7] H)
« SMAO| AA B} (arterial blood oxygen saturation) 2| <=Z=0f| CH

S HE =H

 This allow the PT to screen for hypoxemia associated with pulmonary

disorders that impair ventilation of the lungs (pneumonia, COPD,

anemia, respiratory weakness, & circulatory impairments)
* Respiration/gas exchange and ventilation categories



Vital signs (2

* HR (Heart rate):
— 2k 703|/2
— JhQIk} 2 (60~100/£)

* BP (Blood pressure):
=7|: 120 ~ 130 mmHg
— 0|2t7|: 80 mmHg

BP &2, X[ 2=

=

OZ

%)



OZ

Vital signs (28 2l )
* RR (respiratory rate)
— 14~203|

* Temperature: 36.5~37.2C
— 1:36.4~38C
- 1+4:36.1~378C
~7{E2t0|:35.9~37.6C
—at&F:36.8~375C



Sensory function

Superficial sensations

— Tactile sensation (Light touch / Pressure)

— Pain (Sharp / Dull / Discrimination)

— Temperature

Proprioceptive sensations (Deep sensation)

— Position sense: 2t& O] 2| X| @l X|

— Kinesthesia; 2t 0| &l Q1= ZHX|

— Vibration: S X2 QKXo =sHE ™I}
Combined(cortical) sensations

— Sterognosis: It BN =4[] R0t MAI= ™It

= =
— Two-point discrimination: S A[0f| I| 20| FO{Zl & H2 &
{150 A Eot= 55
Grade

— Intact / Impaired / Absent



Motor function - 1

Muscle bulk, firmness

— Atrophy (?|=) / Hypertrophy (H|CH)

Muscle tone

— Spasticity, Rigidity

Reflexes

Muscle performance (Musculoskeletal function test)

Fatigue (IZ| £)

— Lou Gehrig's disease (A4 2): Z2¢ = =4 Hot=

— Guillian-Barre’ syndrome (acute inflammatory
demyelinating polyneuropathy; Z 2| 2tH}2]|)

— Multiple Sclerosis (demyelination; CI2Hd 4 35)

- %o Z2t0|= m| 271 5823t 292




Motor function - 2

Voluntary movement control

— 20| 2Xlol2 AQfL} & XHSI=X].

o B e R B T —|
- 23S M H 7o BT

—

-PT7} 80t0 2 HIte|of . (A X H7}) &
O SH
o

=
O SSHAMECE =X, &5

x|
9| % Lt £X| OtLIX|. Synergy 4

Presence of involuntary movement
Coordination

Balance

Gait



Musculoskeletal function

Anthropometric characteristics (14| A=)
— Height, Weight, Leg length

ROM; AROM, PROM

Accessory joint motion
— Joint mobilization

Muscle performance

— strength, power, endurance
— MMT, Biodex, Dynamometer (22 7|)

Special tests
- BHEotCt



Coordination

 Cerebellum test
 Gross motor & fine motor

* Nonequilibrium & equilibrium(balance) test
— Non-equilibrium: fine motor
— Equilibrium: Gross motor & Balance



Equilibrium (balance) test

> = ON L] AtM|et 25 20|5 £ Y

1. Romberg test

v ESZLYLUS =T MEHE FO| AHE FKXISH=R| HEE

v E:I_)% = JENEC =5 42 SE0 A B[ZH 20| dotH &g
+

v Ak|or ME 7|2 0| A Motor ataxia (RSAHEXS), == 42 A
EiL = SE0M 2= 5= 254 E

v’ Posterior column O| 4} : Sensory ataxia (22t )\EI_J,t_gcz, =S L A}
B0 = & A AL, &5 42 JE0M 2ois A 2

2. Tandem walking test
v RS EBZ St AT AL
v =2 ?0AM Z7rE 0| CHE E2l FEmX|S HEA 27



Non-Equilibrium test
> =52 dAMet 255 871510 &k 7|5= 87
» Dysmetria =7

1. Nose-finger-nose test
2. Knee pat test
R E XWIOHM 20| &0 =HY S W2 F e 34
= Hr=ot0 HAL = A 2
3. Heel-knee test

TN UES UEZ o2 Y7 K2 ULBA|S BITIE O
20|x 820 TES T R LItd R o= NAS DA g

Cerebellum lesion

Loss of muscle strength, proprioception

Sensorymotor function d4f, S} X| 8t 25} ™ O|+= ipsi-lateral
cerebellum lesion 2| Al

SN X



Objective - Reflex

* Reflex
1. Superficial reflex (EX{A BFA})
2. Deep reflex (& 5 HEA}
3. Pathological reflex (H A HIA})
4. Visceral reflex (L{ 2 HEA})

- UMN (upper motor neuron) O] A}
— 1: kS K| H L} AF2}E
-2 '6C;|-II_

-3 UM = = = B2l

S Al LIEE



Pathological reflex — Babinski’s reflex

i} 2 =2 XLAHIO|A 25| BX| BZZ 0 X
2472t Ol L K| RS ThotE | @t
S W2 LK BEEE QAHS e Rl
=

— Normal : 2t-5 ! =

— Abnormal : UMN BB A| L}EFEE. AMAMOLO| M = LIEY
Cortico-reticulospinal track 2|4,
http://www.youtube.com/watch?v=kOg5NpOeZ6A



Pathological reflex




Pathological reflex —-Hoffman’s reflex
AAR= T4 Aol &8 & S| 25]0] 0
Q| AFEJO|| A I| A XIC| &&= = dorsiflexionA| 7|
O, S, AR E7HE S| 258 AL 252
= =IO EOIE 7| =Z0| 7HEA E7[H HX| &
JtEfd 1 9] 7180 L BEtX| R0 R H

MHt= = B HE= - Normal
o http://www.youtube.com/watch?v=KxAO0cT3gWKs
d8tE Abnormal 1 SX| &5 EFA| HX|, AKX, S

* http://www.youtube.com/watch?v=QjtiasgMgwY



Pathological reflex —Ankle clonus reflex

. Supine positionOﬂM DEZ2 JIHAH =22 A|7|
- UpK| D CHE B 2

o ol 4e HEEOZ AR b2 20
A% Els £50] o8] ZHex Aol Yojg
= AF

= B HFZ : Normal

o
@) o
8-S (Abnormal): H| =22 712X Z & 0| &

* http://www.youtube.com/watch?v=kA7GQ8aCY Ko



Balance

» Sensory elements; visual, somatosensory,
vestibular, sensory interaction

 Musculoskeletal elements & LOS

o Static balance



Gait

» Kinematic gait analysis
- HA Al SE Y IH| O Hol ZAH(EASKE, A, 5)
— XH|: &, GaitRite, 52 24 7|
 Kinetic gait analysis
— HAo| RS H QI HA
- Bl Al HotE[= 8
— AHH|: EMG

» Physiological energy cost measures



Gait

Kinematic qualitative gait analysis
— =9 & IZtAF (Symmetry, = ¢}, dragging <)
Kinematic quantitative gait analysis
- &E, B3 2|
Kinetic gait analysis
— dedo| B3|
Physiological energy cost measures
— 0|4 K| 2~ H]



Functional status and activity level

. 22|9| 7|52 Bt
1. FuncF‘tionaI ability (217} 57| Qi 7| EX 2 2 6|0 Sf=
=Zh
O 1
v Sit to stand / Supine to Prone / Rolling over / Quadrupt / Standing /
Walking / Supine to sit / transfer

2. ADL
v’ Self-car & Mobility
3. IADL

vV HSHAG, & T, AALEH|, FSRA|, MEL 2o B2 S

« Descriptive parameters
- 25N Bt (FIM)

« Quantitative parameters
- M43 ot



Functional status and activity level

 Grade

N 3& 0| XM S OJEIJKI 2T AS
XME FUXA & 3 ‘Tt-i?ét.'_*%ol LIE}E
G 32 ~ 22 0|4 XLHIE QXIF + 98
KME FUXA & 22 2=2H30] LIEH.
F 2 B XM E /X = AS
XME FUXIA & B XHME sXIotX] 2o 22{H
P %7t XM= 2HE = e 28| |FX|otX| S50 A2FH
y4 Maximum assist &




