The Upper Limb Examination (LOOK, FEEL, MOVE)

Examine the neck – pain in the shoulder is often actually referred from the neck. It is useful to eliminate the neck early on as a potential cause of problems.

Feel: Vertebral processes down to C7 and about a thumb’s width to either side for irregularities or tenderness.

Move: Bend head backwards, chin to chest, look over shoulder, and other shoulder, put ear onto shoulder, and other shoulder.

Shoulder

Look (with the patient sitting in front of you)

Swellings, symmetry, scars, sinuses, skin signs (e.g. discoloration).

· Front: sternoclavicular joint, clavicle, acromioclavicular joint, shoulder contour

· Side: deltoid (swelling, wasting)

· Rear: supraspinatus, infraspinatus (wasting), scapulae (winging)

· Above: clavicle, deltoid, supraclavicular fossae

Feel

Temperature; tenderness; crepitations
· Front: clavicle, acromioclavicular joint

· Side: glenohumoral joint

· Rear: supraspinatus, infraspinatus (wasting)

· Above: clavicle, deltoid, supraclavicular fossae
Interscapular tenderness – ?fibromyalgia, ?referred lumbar
Move

Abduction

Patient raises both arms together as far over the head as can be managed – watch from behind and rest hand on spine of scapula to detect movement of this bone which should only occur at greater than 90°. This test should be done with the arm at the limit of supination to minimise the effect of biceps.

If there is difficulty with initiation then move to 30 degrees and see if patient can move arm from there.

Background box: The ‘painful arc’

A painful arc that occurs at the lower part of the movement range is likely caused by subacromial bursitis while above this level (at 80-120° it is mostly caused by the AC joint itself – see scratch test)

Internal rotation in abduction

Abduct the arm to 90 degrees and flex the elbow to 90 degrees. Lower the forearm from the horizontal plane (Normally 0-70˚)

External rotation in abduction

Abduct the arm to 90 degrees and flex the elbow to 90 degrees. Raise the forearm from the horizontal plane (Normally 0-100˚)

Flexion

From side of body in a vertical plane. Normally 0-170° (hand moves forwards and up)

Extension

From side of body in a vertical plane. Normally 0-60° (hand moves backwards and up)

Apley scratch test

The patient reaches across to the opposite scapula as far as possible as if to scratch an itch. This is done in three ways:

· Round the front of the neck (the scarf test) – tests the AC joint

· Round the back of the neck – tests external rotation in extension at the shoulder joint

· Downwards and back– tests internal rotation in extension at the shoulder joint

Test for Winging

Place both hands against the wall and push hard – this will reveal winging of the scapula due to failure of serratus anterior.

‘Liftoff test’ (subscapularis)

Put the hand (palm outwards) in the small of the back and push against the examiners hand – pain indicates subscapularis damage.

‘Empty can’ test for subacromial bursitis – if indicated

The patient holds the arms out straight in front with the thumbs pointing upwards. Push downwards on the wrists – a diffuse arm pain may result. Tell the patient to turn the thumbs downwards and push down against the wrists again – an accentuation of the pain occurs if the source is subacromial.

	Important muscles:
	Nerve supply
	Examination

	Supraspinatus
	Suprascapular N
	Arm extension at limit of supination

Empty can test

	Infraspinatus
	Suprascapular N
	Internal rotation

	Teres minor
	Axillary N
	No specific test

	Subscapularis
	U+L Subscapular N
	Liftoff test

	Serratus anterior
	Long thoracic N
	Pushing wall test
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Elbow

Look

Swellings, symmetry, scars, sinuses, skin signs (e.g. discoloration), wasting

Swellings: arthritis – infectios (e.g.) TB or rheumatoid

· Carrying angle: 2-25˚ approx is normal, change may indicate old supracondylar fracture

Feel

· The ‘triangle’ between medial epicondyle, lateral epicondyle and olecranon – this becomes a ‘line’ when the elbow is extended.

· Tenderness: Mnemonic: LET MEG (Lateral Epicondyle tenderness = ‘Tennis elbow’; Medial Epicondyle tenderness = ‘Golfers elbow’). Olecranon tenderness is uncommon (fracture and infected olecranon bursitis)

· Is the Ulnar nerve thickened or sensitive.

Move

Extension: Hold arms out at 90° (in front of the patient for easy comparison) with elbows fully extended (0-5° extension normal)

Flexion: flex the elbow so that hand touches the shoulder (~140° flexion normal – decreases with age)

Pronation and supination

· Pull elbows tightly into the waist (to stop shoulder contribution to the movement)

· Pronate and supinated the wrist (90° of each is normal from neutral, thumbs up, position) Get the patient to grip a pen in their fist while they do this to make the angles of pronation and supination easier to see (some people use the extended thumb but this has its own range of movements and can be confusing).

· Normal pronation = 75˚; supination = 80˚

Test for tennis elbow (passive movement)

· Flex elbow

· Fully pronate the hand

· Extend the elbow

Pain over lateral condyle is suggestive of tennis elbow (be careful in exams – causing the patient pain is bad)

Test for golfers elbow (passive movement)

· Flex elbow

· Fully supinate the hand

· Extend the elbow

Pain over media; condyle is suggestive of tennis elbow (be careful in exams – causing the patient pain is bad)

Hand and Wrist

In finals or ICE the hand exam will be for either a rheumatological or neurological cause.

Always ask which is the dominant hand – you expect this to be stronger.

Look

Ears: for gouty tophi

Elbows: for rheumatoid nodules (pathognomonic of RA) or psoriasis.

Make sure the patient is comfortable – rest the hands on a pillow. Look at both sides

Fingers: tight skin (‘sausage fingers’ – Sclerodactyly / CREST); telangiectasia (CREST)

Nails: for psoriatic signs (pitting, longitudinal ridges, discolouration, onycholysis).

Joints: for swelling or deformity (boutonierre, swan neck, Z thumb, ulnar deviation)

Background box: boutonnière vs. swan neck – what’s the anatomical difference?

· Both are caused by a rupture of the extensor tendon
· This tendon has three points of attachment: it attaches centrally to the proximal end of the middle phalanx and both medially and laterally to the proximal end of the distal phalanx.

· If the central slip ruptures then the PIP can pass through the medial and lateral tendons like a button through a buttonhole (boutonnière is French for buttonhole).

· If one of the medial slips ruptures then the terminal phalanx cannot extend (it droops). There is no force to balance the pull of the central slip and so the PIP is pulled into hyperextension.

Rest of hand and wrist: for swelling or wasting, claw hand deformity, dupytrens

Feel

· With the back of the hand for heat (inflammatory dis) or coldness (sclerodactyly)

· Dorsal and palmar surface of the hand bimanually (wasting, dupytrens, tenderness, or swelling)

· Each finger joint in turn

Move (wrist)

· Get the patient to make a fist – this will quickly show an ulnar or median nerve lesion

· Prayer sign (shows wrist extension, fixed flexion deformities of fingers)

· Reverse prayer sign (shows wrist flexion)

· Hold wrist with one hand and get patient to adduct and abduct at the wrist

Move (hand)

· Test abduction of the fingers

· Test adduction of the fingers (using a piece of paper)

· Test adductor policis (for Froments sign)

· Test function: Grip strength, picking up a coin, writing with a pen, undoing a button.

Common Hand Cases:

· Rheumatoid arthritis

· Sclerodactyly / CREST

· Psoriatic arthropathy

· Carpel tunnel syndrome

· Nerve palsy (median, ulnar, radial)

CREST - this is a localised form of systemic sclerosis associated with a better prognosis. It comprises:

· Calcinosis - palpable nodules in the hands due to calcific deposits in the subcutaneous tissue 

· Raynaud's phenomenon - ischaemia resulting in atrophy of the finger pulps 

· oEsophageal dysmotility - if absent, then CRST syndrome 

· Sclerodactyly - tightening of the skin of the fingers resulting in tapering 

· Telangiectasia - multiple, large and on the fingers

Carpal tunnel syndrome

The actual presentation is likely to be due to ‘hand pain’. Most people cannot differentiate that it affects only the median nerve supply even if specifically asked.

Tests

· Compression test (tourniquet test): Press over the median nerve as it passes through the carpal tunnel and hold for about a minute – the symptoms will be duplicated. Test both hands at the same time. This is probably the most reliable test.

· Tinels test: Percuss over the median nerve as it passes through the carpal tunnel – the symptoms will be duplicated.

· Phalens test: firmly extend (palmar flex) both wrists and hold for about a minute – the symptoms will be duplicated. Test both hands at the same time.

