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OSPTA continues to emphasize patient satisfaction and clinical outcomes.
For the 2nd quarter, patient satisfaction was 98%, and our clinical pathways
were met 71% of the time. For all diagnoses, the average number of visits
was 8.96. Our patient’s functional status improved 51%, their perceived
improvement was 74%, and they experienced a 48% reduction in their pain.
Occupational and Speech Therapy continue to be offered at both the
California office and at Valley Outpatient Rehabilitation in Monongahela.
For our patient’s convenience, massage therapy is offered by Richard

Granato, MT at the following prices: 1/2 hour $25 and 1 hour $40.
For more information concerning OSPTA clinical outcomes, please feel free to call any of our offices.
Valley Outpatient Rehabilitation (VOR) will be opening a 2nd site in the Speers Industrial Plaza in late October.

Along with conventional physical therapy, the Speers VOR site will specialize in Industrial Rehabilitation to assist
injured workers in their efforts to return to work in a safe, efficient, and timely manner. Please feel free to contact
VOR at the Monongahela site for further details.

INTRODUCTION
Assessment of the cervical spine presents a challenge to the clinician. Cervical spine disorders can

present a variety of signs and symptoms due to involvement of various tissues.
The assessment process should include a history and physical examination. The examination is

focused on discovering the stresses, positions and movements which reproduce the pain. Lastly, envi-
ronmental and emotional circumstances that may aggravate cervical symptoms must be determined.

EVALUATION COMPONENTS:
Evaluation of a patient with cervical spine disorders should include the following components: his-

tory, inspection, upper quarter quadrant exam, special tests, and palpation.

HISTORY
A complete history is the first step to a successful assess-

ment process, and development of an appropriate treatment
plan. The examiner must ask questions in a manner, which
does not lead the patient, but does define the pain pattern in
regards to the intensity, frequency, and duration of the pain.

The following information should be obtained from the
history:

• Longevity of symptoms
• Position of initial pain or injury
• Forces generated and positions of initial pain or injury
• Site and pattern of pain, since onset
• History of daily behavior from onset to present; including time and quality of sleep
• Medication list
• Activity list
• Stress levels
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Do you have tingling and numb-
ness in both arms and hands or both
legs? Do you have difficulty walking?

These may signify spinal cord com-
pression syndromes.

If you experience headaches along
with your neck pain, are they throb-
bing, irregular, and unrelated to
activity; or accompanied by blurred
vision or nausea?

Affirmative answers may indicate
migraine headaches.

Do you experience pain or numb-
ness in, or about your face?

May indicate TMJ problems or neuritis associ-
ated with cranial or peripheral nerves.

INSPECTION:
Inspection can reveal common postural defor-

mities (See Figure 2). A weak abdominal wall can
increase the lumbar lordosis with a resultant
increase in the thoracic kyphosis. The increase in
thoracic flexion can result in protracted scapulae
and shoulders that are internally rotated. The
neck and head are in a forward position, and the
occiput is extended in order to keep the eyes
level. Increased activity of the cervical extensor
musculature, primarily the suboccipital muscles
can occur. The cervical joint’s weight bearing pat-
tern is altered with
increased weight bear-
ing occurring through
the zygoapophyseal
joint.

UPPER
QUADRANT
EXAMINATION:

After taking a histo-
ry and performing a
visual inspection, cer-
vical range of motion
testing, strength test-

ing, and a neuro-
logical screen are
performed (Chart
1).
Seated active cer-
vical motion is
assessed by asking
the patient to
actively move his
head and neck in
specific directions.
Cervical flexion,
extension, bilater-
al rotations, and

side flexions are performed and recorded. The
examiner looks for fluidity of motion, total range
of motion, and pain reproduction. If no pain is
reproduced, slight overpressure may be applied
at the limit of the movement in an attempt to
reproduce symptoms.

The examiner determines whether pain is pro-
duced before, with, or after tissue resistance is
encountered. When pain provocation before
resistance occurs, it is usually interpreted as an
irritation of the involved tissue. Pain simultane-
ous with tissue resistance usually means the tis-
sue can withstand activity, but the clinician
must be aware that excessive activity may fur-
ther irritate the involved tissues. If pain is expe-

rienced after tissue resistance, the
patient can undergo a more active
treatment program.
Strength testing for the upper
extremity C-5 through T-l
myotomes, as well as biceps, triceps,
and brachiradialis reflexes can be
assessed. Dermatomal testing can be
performed utilizing a pin to assess
whether sensation is intact or dis-
turbed.

SPECIAL TESTS
Active backward bending and back-
ward bending with side bending
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may provoke symptoms
of nausea, dizziness and
lightheadedness in the
patient. During these
movements, the exam-
iner may observe nys-
tagmus. If these symp-
toms occur, further
screening for possible
compromise of the ver-
tebral artery should be
performed. The patient
is placed supine, the
head and neck are fully
extended, rotated, and
side bent. In this position, the patency of the ver-
tebral artery is assessed. If nystagmus and lapse
of consciousness are seen, further diagnostic test-
ing to rule out vertebral artery conditions should
be performed.

PALPATION
With the patient lying supine, pal-
pation can reveal tissue pathology
or abnormality. Palpation may
reveal increase in tissue tension,
swelling, or pain reproduction.

INTERPRETATION OF
FINDINGS:
Based on evaluation findings, a
patient can usually be classified
into one of four categories, and an
appropriate treatment program
can be designed and implemented.

These categories are:

POSTURAL:
Postural abnormalities are common in secre-

taries and computer programmers.
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Chart 1:  Upper Quadrant Evaluation

History:

Inspection:

Cervical Rom:

Flexion: ___________
Extension: ___________
Rotations: ___________ (R) __________ (L)
Side Flexions: ___________ (R) __________ (L)

Thoracic Rotations: ___________ (R) __________ (L)

Strength Testing:
Shoulder Abduction: ___________ C-5: Deltoid
Elbow Flexion: ___________ C-6: Biceps
Elbow Extension: ___________ C-7: Triceps
Wrist Extension: ___________ C-6
Wrist Flexion: ___________ C-7
Thumb Extension: ___________ C-8
Finger Abduction: ___________ C-8: Dorsal Interossei
Finger Adduction: ___________ C-8: Palmer Interossei
Finger Abduction: ___________ T-1: Dorsal Interossei
Finger Adduction: ___________ T-1: Palmer Interossei

Reflexes:

Biceps: _____________ C-5 / C-6
Brachiradialis: _____________ C-6
Triceps: _____________ C-7

Sensation Testing: Refer to Figure 1

C-5: Lateral Brachium
C-6: Lateral antebrachium, thumb and first finger:
C-7: Middle finger, mid palm
C-8: 1⁄2 ring finger, little finger medial antibrachium and elbow

Palpation:
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The following is a list of questions that
need to be
answered:

How old are
you?

Allows the clini-
cian to match exam
findings with condi-
tions most common
for that age group.

What is your
occupation?

Provides informa-
tion about the forces
encountered during
the work day.

Where does it hurt?
Accurate site determination helps the examin-

er to begin to differentiate between radicular and
referred pain. Radicular pain occurs as a result
of nerve root compression with referral noted
along a specific dermatome (Figure 1). Arm pain
worse than neck pain, or felt in the absence of
neck pain, is indicative of a radicular pain pat-
tern. Referred pain originates in the neck area,
and migrates peripherally as neck pain intensi-
fies.

How long have you had neck pain?
This allows

the clinician an
idea of the time
the patient has
had to adapt to
the dysfunc-
tion.

What posi-
tion were you
in, or what
were the
activities, at
the time of
injury?

The answer allows the clinician to envision
forces and positions
involved in the injury.
How many episodes of
pain have you had since
the onset and how long
has each lasted? Describe
your pain. Are you stiffer
in the morning or the
evening?
The answer gives the clini-
cian an indication of the
inflammatory state of the
tissue.
Are you sleeping through
the night?

Without restful sleeping, a person has reduced
capacity to cope with pain.

Are you taking any medications? What
activities make your pain worse and what
activities are limited?

The answer helps the clinician and patient rec-
ognize a correlation between activity and pain.

How active are you?
It is helpful to gain an understanding on how

the painful syndrome affects activity. The patient
can rate their activity level on a 0-10 scale (0
bedrest - 10 full activity).

Rate your stress on a 0 -10 scale, with
0 being no stress and 10 being major
stress.
Environmental and personal stresses play
a major role in the patient’s ability to man-
age and cope with their condition.
Special questions that may need to be
asked
Have you had dizzy spells?
A positive response may indicate vestibu-
lar, circulatory, or sympathetic nervous
system problems.

figure 2 Common posture problems: A)
Hyperlordosis-hyperkyphosis
B) Flat back and C) Slumped
sitting. All may involve the for-
ward head position which is
stressful to the neck and upper
back.
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MECHANICAL:
Mechanical abnormalities can include degen-

erative joint disease, zygoapophoseal, and mus-
culature involvement.

Mechanical neck pain can be classified as fol-
lows:

Mechanical neck pain:
1. neck pain without radiation
2. neck pain with proximal referral
3. neck pain with distal referral
4. arm pain worse than neck pain
5. neck pain with radiation along with neuro-

logical signs
6. post surgery less than six months
7. post surgery greater than six months
8. chronic pain syndrome

NEUROLOGICAL:
Neurological deficits can occur from C-5

through T-1 with C-6 and C-7 radiculopathies
being the most prevalent (See Figures 3 - 7).

OTHER:
Differential diagnosis must exclude the follow-

ing:
* Inflammatory disease such as rheumatoid

arthritis
* Neoplastic conditions are characterized by

unrelenting neck pain, localized intense pain at
night and with rest.

* Infections can produce limitation of cervical
movement, extreme muscle guarding and tender-
ness. Other signs of infection such as fever and
illness may also be present.

Upon interpreting the findings, a treatment
plan can be developed. Our Winter newsletter
will cover treatment of the cervical spine.
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