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PCM-2 Comprehensive Joint Examination 
 
 
 

A. Key Givens 
• The patient will always identify what joint(s) needs to be comprehensively 

examined. There is almost no circumstance where a comprehensive joint exam 
would be necessary in the absence of arthralgias/arthritis or trauma in the history  

• Believe it or not, almost 90% of the time you will be close to the rheumatologic 
diagnosis by the end of the HPI 

• Always, always do bilateral joint comparisons. Think bilateral, bilateral, bilateral. 
• Doing so will save you some embarrassing moments and the patient unnecessary 

workup and treatment  
 

B. Temporal-mandibular joint 
a. Indications: localized pain or pain on talking or chewing, bruxism, 

suspicion of a genetic connective tissue defect or the hypermobility 
syndrome 

b. Technique: simultaneous, bilateral 1-2 finger palpation of the joint while 
opening and closing the mouth. 

c. Normal- a "space" should be felt as jaw is opened. Minor clicks are 
normal  

d. Abnormal- Crepitation, tenderness.  0.5 cm or > gap when jaw opened 
may indicate hypermobility. 

C. Cervical spine (C-spine).  General observation-C-spine should be lordotic. 
 

1. Indication: pain on rotation of head, unilateral or bilateral 
trapezius pain, suboccipital pain or headache, radicular pain 
in distribution of C1-8. 

a. Technique: Anterior and posterior flexion and then 
anterior flexion against resistance. Rotate head "like 
in the Exorcist!" 

b. Normal- Pt should be able to touch chin to the chest 
and extend >30 degrees. Rotate 75-90 degrees. 

c. Abnormal- C-spine DJD or inflammatory arthritis, 
disc disease. 

d. If normal anteflexion but can't flex against minimal 
resistance, suggests  proximal  muscle disease 

2. Indication: Trapezius pain or retro-occipital "headache", 
cervical nerve radicular  pain. 

a. Technique: Lateral flexion of head ("touch your ear 
to your shoulder") to both sides. 

b. Normal- Pt should be able to move at least 30 
degrees towards shoulder 
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c. Abnormal- decreased mobility without pain 
suggests DJD or inflammatory C spine disease-
especially ankylosing spondylitis. Ipsilateral 
decreased or normal flexion with pain suggests 
nerve impingement. Contralateral trapezius pain 
suggests paracervical muscle spasm secondary to C-
spine DJD 

D. Shoulder. General observation- shoulder effusions will point anterior. 
 

1. If a Pt can elevate the arm 180 degrees from the side and 
then touch the contralateral trapezius behind the head 
(external rotation) and then re-elevate and touch the 
ipsilateral paralumbar muscles internal rotation), it is 
extremely unlikely there is significant shoulder disease 

2. Indication: Pain on abducting > 90 degrees, internally or 
externally rotating the shoulder 

a. Technique – arm at side, move 60-90 degrees in A-
P direction; abduct arm 90 degrees from side and 
then rotate arm externally (thumb pointing down) 
and then have Pt resist pushing arm down. Flex 
elbow and supinate against resistance while 
palpating the bicipital groove. 

b. Normal- should be able to perform all maneuvers 
and abduct past 90 degrees without pain 

c. Abnormal- if pain in the A-P passive movement, 
likely there is gleno-humeral arthritis. If pain with 
the abduction and resistance maneuvers, rotator cuff 
disease is likely. If there is pain on supination while 
elbow flexed, bicipital tendonitis likely 

d. Caveats- there are highly specific maneuvers that 
will suggest specific muscle involvement within the 
rotator cuff. These remain somewhat important in 
orthopaedics but, in truth, imaging will be required 
for a definitive diagnosis. Conventional, non-
surgical, treatment of rotator cuff symptoms does 
not require this specificity. 

E. Elbow 
1. Technique: examine with forearm flexed to 90 degrees and 

your non-dominant hand cupping the joint posteriorly with 
the thumb over the medial epicondyle/ulnar groove and the 
4-5th fingers over the lateral epicondyle. Then slide hand 
down posterior forearm 

a. Normal- Flex the joint about 45 degrees and then 
extend 90 degrees without pain 

b. Abnormal: pain on flexion and extension indicates 
intra-articular disease 
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c. Abnormal: no pain on flexion/extension but large 
effusion with or without signs of inflammation is 
olecranon bursitis 

d. Abnormal: pain on palpation of medial epicondyle 
is epicondylitis (golfer's elbow) 

e. Abnormal: pain on palpation of lateral epicondyle is 
epicondylitis (tennis elbow) 

f. Abnormal: thickened ulnar groove, bilateral, 
systemic inflammatory arthritis 

g. Abnormal: nodules on proximal posterior forearm 
indicates rheumatoid arthritis 

F. Wrist. General observation-especially important to do bilaterally 
a. Indications: Pain in wrist, median nerve pain-especially at night.  
b. Normal- can flex >60, extend >30 and no pain on tapping the transverse 

carpal ligament. At least 10 degrees of radial and ulnar deviation. 
c. Abnormal- synovial thickening and limited flexion/extension with pain but 

not in a median nerve distribution may be inflammation and/or median 
nerve impingement; retrograde or antegrade pain or tingling suggestive of 
carpal tunnel syndrome. Non-tender dorsal localized effusions are likely to 
be ganglion cysts. Tender dorsal swelling and thickening likely to be 
synovitis. Tenderness on palpation of the "snuffbox" and/or lateral(ulnar) 
deviation) of the hand suggests extensor tendonitis 

 
 

G. Hand. General observations- compulsive examination of every joint in the hands 
is a low-yield, inefficient use of time. Bilateral comparisons are especially 
important. 

a. Techniques:  
i. Inspection: will detect many systemic diseases. Localized 

abnormalities suggest trauma-past or present or stenosing 
tendonitis. Vasospasm, skin changes, cyanosis, nail pitting, 
telangiectasia can be detected. Heberdens/Bouchards nodes will be 
obvious. DIP inflammatory findings suggest psoriatic arthritis. 

ii. Compression of the carpals –"squeezing" should elicit no 
tenderness. 

iii. Have pt make fist- if carpal-MCP joints (knuckles) are well 
defined (in the absence of extreme obesity) and complete fist 
possible- unlikely to be significant local or systemic arthritis 
present. 

iv. Have pt squeeze your fingers (Use 3 if possible). Good grip 
strength will rule out significant MCP and PIP joint disease. 

v. If i-iv are not abnormal, localized palpation of each joint is a waste 
of time. Individual abnormalities detected by any or all of i-iv 
require individual joint palpation. 
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b. Optional maneuvers that are indicated by other physical findings and/or 
history: 

i. Hyperextension of fingers 2-5 and ulnar flexion of thumb if 
hypermobility suspected 

ii. Capillary microscopy with ophthalmoscope if Raynaud's present 
iii. Assessment of ulnar blood flow to digits by occlusion and release. 

Not a very reliable test but fun to do! Should be done prior to 
radial artery puncture. 

 
H. Low back-General observations: Lumbar lordosis should be present and lost on 

flexion. There are no reliable physical signs for S-I tenderness or arthritis. 
 
 

I. Hip. General observation: Pain from the hip joint radiates medially along the 
inguinal ligament when weight bearing or internally rotating femur with knee 
flexed. Night pain over the hip is usually trochanteric bursitis. 

a. Technique: flex knee and then hip, bring hip back to 90 degrees, stabilize 
the femur with left hand and rotate lower leg medially (=EXTERNAL 
ROTATION OF THE HIP) and then laterally (=INTERNAL ROTATION 
OF THE HIP) If the latter test is not restricted it is very unlikely there is 
significant hip joint disease.  

b. Palpate the trochanteric bursa for tenderness 
c. If the patient is weak or massively obese, "roll" the leg back and forth with 

the pt supine. Unrestricted movement of the femur suggests there is not 
serious disease in the hip joint. 

 
J. Knee. General Observations: Patellar clicking on the femur as the lower leg is 

extended after flexing the knee, is extremely common, especially in young, tall 
females. If the patient relates that knee is "locking" or suddenly "giving out", the 
problem is going to be mechanical and usually an internal derangement of the 
knee-meniscal, ligament, etc. 

a. Technique for fluid in the knee: Detecting effusions can usually be done 
by direct visual observation of a fully extended knee. Pay special attention 
to the supra- patellar bursa. Then palpate for warmth, tenderness and 
confirmation of an effusion and synovitis. Not all effusions need to be 
tapped but never hesitate to do so if the history suggests that a new or 
treatable diagnosis can be made. 

b. Occasionally you will be forced to massage fluid from the suprapatellar 
bursa into the joint and ballotte the patella or force the fluids medially and 
then tap the medial side to see if a fluid wave is present. These manuevers 
are becoming less and less useful in our obese population. 

c. Technique for the joint itself. Left hand on the knee and flex the joint by 
moving the tibia and then extend to 180 degrees. As the tibia extends, 
coarse grating of DJD cartilage or fine grating of inflammatory cartilage 
changes can be felt. The patellar click will also be obvious. 
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d. IF THERE IS REASON TO SUSPECT (History, trauma) THAT THE 
PATIENT HAS A LIGAMENT OR MENISCAL INJURY YOU CAN 
DO THE FOLLOWING  (NO NEED TO DO THEM ROUTINELY): 

i. Stress the medial collateral ligament by pushing medially at the 
lateral knee joint while holding the ankle 

ii. Stress the lateral collateral by doing the reverse. 
iii. Stress the anterior cruciate by grasping distal femur and the 

proximal tibia. Simultaneously pull the proximal tibia forward and 
push the femur backward. Warn patients before you do this test-
many are disturbed by the extreme forward motion found in loss of 
the ligament integrity. 

iv. To test the posterior cruciate, basically reverse the process 
v. Meniscal tests are very insensitive and usually a waste of time. In 

truth i-v are not very specific and if there is a legitimate 
orthopaedic or rehabilitation need to make a precise diagnosis, an 
MRI is required. 

e. Do not forget the pes anserine bursa. Very commonly, especially in 
patients with underlying DJD of the knee, this insertion point of the 
gracilis, sartorius and semitendonosus is the source of "knee" pain. Be 
alert if the history is "knee pain at night" 

i. Technique: palpate 1-3 areas along the medial tibia 2-4 cm distal to 
the midpoint of the patella. The patient will tell you if bursitis is 
present. It is very unusual to be able to palpate the bursa if it is not 
inflamed. 

 
K. Ankle. Don't forget to examine the Achilles tendon- can be the clue to a small 

group of unique rheumatologic diseases.  
a. synovial thickening/inflammation, if present, can be detected by palpation 

medial and lateral to the extensor tendons at the malleoli. 
b. Technique: Place thumbs on the malleoli and palpate below them 

simultaneously 
c. Palpate the Achilles and compare thickness bilaterally and for presence of 

nodules 
L.  Foot.  

a. Can expedite exam by compressing the forefoot medial to lateral and then 
palpate the MTP distal heads with upward pressure to elicit tenderness. 

 
 

 
 

 


