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What do we need to be able to 
practice?

• Knowledge

• Skills

• Competences

Identify impairments plan of care treatment



Clinical decisions 

must be based on the best evidence available. 

The clinical basis for diagnosis, prognosis, and 
intervention must come from a valid and reliable 
body of evidence referred to as evidence-based 
practice. 

Each therapist must develop the skills 
necessary to assimilate, evaluate, and make the best 
use of evidence when screening patient/clients for 
medical disease.



Evidence based PT

RCT



PEDro Top 5 Trials 
2014-2019

• Preoperative physiotherapy for the prevention of respiratory complications 
after upper abdominal surgery: pragmatic, double blinded, multicentre
randomised controlled trial
Boden et al., BMJ 2018 Jan 24;360:j5916

• Exercises to improve function of the rheumatoid hand (SARAH): a 
randomised controlled trial
Lamb SE, et al (SARAH) Trial Team, Lancet 2015 Jan 31;385(9966):421-429

• Hip arthroscopy versus best conservative care for the treatment of 
femoroacetabular impingement syndrome (UK FASHIoN): a multicentre
randomised controlled trial
Griffin DR, et al., FASHIoN Study Group, Lancet 2018 Jun 
2;391(10136):2225-2235

• Effect of inpatient rehabilitation versus a monitored home-based program 
on mobility in patients with total knee arthroplasty: the HIHO randomized 
clinical trial
Buhagiar MA, et al., JAMA 2017 Mar 14;317(10):1037-1046

• Efficacy and safety of very early mobilisation within 24 h of stroke onset 
(AVERT): a randomised controlled trial
The AVERT Trial Collaboration group, Lancet 2015 Jul 4;386(9988):46-55

https://search.pedro.org.au/search-results/record-detail/52196
https://search.pedro.org.au/search-results/record-detail/42037
https://search.pedro.org.au/search-results/record-detail/53778
https://search.pedro.org.au/search-results/record-detail/58246
https://search.pedro.org.au/search-results/record-detail/42472


Kegel exercise



Scope of practice

• Musculoskeletal conditions account for roughly 
25% of patient complaints in the primary care 
setting. 

• However, physicians have been shown to lack 
confidence in their evaluation and treatment skills 
of these patients. 



Is every patient appropriate 
candidate for PT?



How often does it happen that a 
systemic or viscerogenic problem 
masquerades as a neuromuscular 

or musculoskeletal problem?



What is Diagnosis?

“The anatomic, biochemical, 

physiologic, or psychologic 

derangement”

DIAGNOSIS Labeling 

Pathology



What is PT Diagnosis?

“Diagnosis is the term which names the 

primary dysfunction toward which the 

physiotherapist directs treatment” (Sahrmann, 

1989)

DIAGNOSIS       Planning 

Treatment



Medical vs PT diagnosis

•Medical Diagnosis:
• Herniated Disc
• CVA

• Physical Therapy Diagnosis:
• Right-sided radiculopathy centralizing with 

repeated extension -Правосторонняя 
радикулопатия с центральным повторным 
расширением 

• Left-sided hemiplegia Левосторонняя 
гемиплегия - all movements with marked spasticity.



Diagnosis

—in PHYSICAL THERAPY is the result of a 
process of clinical reasoning which results in 
the identification of:

• existing or potential impairments, 

• limitations in activities,  

• restrictions in participation, 

• factors influencing functioning.



If the medical diagnosis is delayed 

1. The patient/client does not get better with 
physical therapy intervention,

2. The patient/client gets better then worse, and

3. Other associated signs and symptoms eventually 
develop.



Three Strategies of Clinical Diagnosis

•Pattern recognition,

•Complete history and physical 
examination,

•Hypothetic-deductive strategy.



Differential diagnosis

• not to teach therapists to be medical diagnosticians.

• to help therapists recognize areas that are beyond the 
scope of a physical therapist's practice or expertise. 

• to identify clients who need a medical (or other) referral 
or consultation.

• Screening is an essential skill because any client can 
present with red flags requiring reevaluation by a 
medical specialist. 



A need for screening

• Side effects of medications,

• Comorbidities,

• Visceral pain mechanisms.



Screening is checking for pathology when there are 
no symptoms of disease

Common screening activities include:

(1) screening for lifestyle factors (amount of exercise, 

activity, stress level, body weight),

(2) screening posture, 

(3) identifying high risk factors of older adults,  

(4) Identifying work-related risk factors. 









Examination

in physical therapy practice includes taking:

• the client’s history, 

• reviewing the body systems for potential pathology, 

• and performing specific tests and measures guided by the 
initial screening, patient/client history, professional 
judgment, and relevant clinical findings. 





MUSCULOSKELETAL SCREENING
EXAMINATION

• Muscle pain, 

• weakness, 

• poor coordination, 

• joint pain

• hypokalemia, 

• hypothyroidism, 

• dehydration,

• alcohol or drug use,

• vascular disorders, 

• GI disorders, 

• liver impairment, 

• malnutrition, 

• Vitamin deficiencies, 

• psychologic factors.



NEUROLOGIC SCREENING
EXAMINATION
areas to assess:

1. Mental and Emotional Status

2. Cranial Nerves

3. Motor Function (Gross motor and fine motor)

4. Sensory Function (Light touch, vibration,

pain, and temperature)

5. Reflexes

6. Neural Tension











Mechelli, F., Preboski, Z., & Boissonnault, W. (2008). 
Differential diagnosis of a patient referred to physical therapy 
with low back pain: abdominal aortic aneurysm. Journal of 
orthopaedic & sports physical therapy, 38(9), 551-557.



pneumothorax

pleuritis





UROGENITAL DISEASE



Early Warning Signs
of Cancer
• Changes in bowel or bladder habits

• A sore that does not heal in 6 weeks
• Unusual bleeding or discharge

• Thickening or lump in breast or elsewhere

• Indigestion or difficulty in swallowing

• Obvious change in a wart or mole

• Nagging cough or hoarseness

For the physical therapist:

• Proximal muscle weakness

• Change in deep tendon reflexes



A 72 year old man reports a chief complaint of constant central mid lumbar ache. 

• The symptoms began insidiously 5-6 months ago, and have become more intense the past

4-6 weeks-“that cold I had was a doozy-the coughing and sneezing killed my arthritic

back”.

• Plus for the past 2 weeks-a couple nights he has been waking up due to the back pain. This

usually happens when he ends up on his stomach. If he can stay off his stomach he sleeps

thru the night.

• Aggravating factors now include prolonged forward flexed postures and repetitive bending,

and sitting greater than 20 minutes; Alleviating factors include changing positions and lying

supine. He has a history of high blood pressure, and is taking medications for this and for

high cholesterol.

• He complained that he has lost weight- “my pants feel loose- the past 3 months-not sure

why-“I am not trying to lose weight”

How confident you are which of the following the patient may/may not have:

Spondylolisthesis (traumatic) Vertebral Compression Fracture Metastatic Spinal Cancer

Abdominal Aortic Aneurysm Kidney Stones Gout



Systemic Origins of Neuromuscular or
Musculoskeletal Pain and Dysfunction



Neck and Back Pain: Symptoms and 
Possible Causes



Back pain: vascular or neurogenic
• Throbbing

• Diminished, absent pulses

• Trophic changes (skin 
color, texture, 
temperature)

• Pain present in all spinal 
positions

• Symptoms with standing: 
no

• Pain increases with 
activity; promptly relieved 
by rest or cessation of 
activity

• Burning

• No change in pulses

• No trophic changes; look 
for subtle strength deficits 
(e.g., partial foot drop, hip 
flexor or quadriceps 
weakness; calf muscle 
atrophy)

• Pain increases with spinal 
extension, decreases with 
spinal flexion

• Symptoms with standing: 
yes

• Pain may respond to 
prolonged rest



Referred pain



Referred chest, breast, 
and rib pain patterns



A 18 year old man working as a grocery clerk complains of low 

lumbar and bilateral sacro-iliac joint pain. 

• The symptoms started insidiously 5-6 months ago.

• Morning is the worst time of the day - waking up extremely

stiff. After a 20 minute hot shower and close to an hour of

stretching he starts to loosen up.

• Generally the symptoms get better as the work day goes on.

He describes feeling a bit run down, hasn’t gotten sick, but

feels like he could. He has not had trouble falling asleep at

night, but often wakes up three quarters thru the night.

Osteoarthritis Rheumatoid Arthritis Ankylosing Spondylitis

Septic Arthritis Slipped Capital Epiphysis Gout
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