
CERVICAL 
 

Bakody Sign 
 
 
 
 
 
 
 
 
 
 
Distraction Test 
 
 
 
 
 
 
 
 
 
 
 
 
 
Foraminal Compression Test 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

	   	  

φ While in the seated position, the patient actively 
places the palm of the affected extremity on top of the 
head, raising the elbow to a height approximately 
level with the head. 

φ By elevating the suprascapular nerve, traction of the 
lower trunk of the brachial plexus is relieved. 

φ Overall, this maneuver decreases stretching of the 
compressed nerve root. 

φ The sign is present when the radiating pain is lessened 
or disappears with this maneuver. 

φ A cervical nerve root compression is suggested by a 
positive Bakody sign. 

	  	   	  

φ With the patient seated, the examiner exerts 
upward pressure on the patient’s head.  

φ This pressure removes the weight of the 
patient’s head from the neck. 

φ Generalized, increased pain indicates muscle 
spasm. 

φ Relief of pain indicates intervertebral foraminal 
encroachment or facet capsulitis. 

φ The examiner continues the distraction for up 
to 30 to 60 seconds to relax the involved 
tissues completely. 

φ With the patient in the seated position, the examiner rotates the patient’s neck while exerting strong 
downward pressure on the head.  Pressure is first applied with the head in a neutral position, and 
then with the head rotated to the side of complaint.  The test is then repeated bilaterally.	  

φ When the neck is rotated and downward pressure is applied, closure of the intervertebral foramen 
occurs.	  

φ Localized pain indicates foraminal encroachment.	  
φ Radicular pain indicates pressure on the nerve root.	  
φ If nerve root involvement is suspected, the neurologic level must be evaluated.	  

	  	   	  



Foraminal Compression Test (Variation) 
 
 
 
 
 
 
 
 
 
 
 
 
 
Jackson Cervical Compression Test 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Maximal Foraminal Compression Test 
 

   
 

	  	  	   	  

	  
	  φ Cervical compression is commonly performed by having the patient sit up and bend the head obliquely backward 

while the examiner applies downward pressure on the vertex. 
φ However, with the Jackson Cervical Compression Test, the head is only slightly rotated to the involved side. 
φ In either case, the sign is positive if localized pain radiates down the arm. 
φ A positive sign indicates nerve involvement from a space-occupying lesion, subluxation, inflammatory swelling, 

exostosis of degenerative joint disease, tumor, or disc herniation. 

φ While in the seated position, the patient is instructed 
to approximate the chin to the shoulder and extend the 
neck. 

φ The test is performed bilaterally. 
φ Pain on the concave side indicates nerve root or facet 

involvement. 
φ Pain on the convex side indicates muscular strain. 



O’Donoghue Maneuver 

 
 

 
 
 
 
Rusts’ Sign 
 

 
 
 

 
Spinal Percussion Test 

 
 
 
 
 

φ While the patient is sitting, the cervical spine is actively moved through resisted range of motion and then 
through passive range of motion. 

φ Pain during resisted range of motion, or isometric contraction, signifies muscle strain. 
φ Pain during passive range of motion signifies ligamentous sprain. 

φ If the patient spontaneously grasps the head with both hands when lying down or when arising from a recumbent 
position, this is a positive sign that indicates severe sprain, rheumatoid arthritis, fracture, or severe cervical 
subluxation. 

φ With the patient seated and the head slightly flexed, the examiner percusses the spinous processes and associated 
musculature of each of the cervical vertebra with a neurologic reflex hammer. 

φ Evidence of localized pain indicates a possible fractured vertebra. 
φ Evidence of radicular pain indicates a possible lesion. 
φ A ligamentous sprain will cause pain when the spinous processes are percussed; percussing the paraspinal musculature 

will elicit a positive sign for muscular strain. 



Spurling’s Test 
 

   
 

   
 
Valsalva Maneuver 
 

   

φ The test is performed with the patient 
seated. 

φ The examiner places one hand on top 
of the patient’s head and gradually 
increases downward pressure. 

φ The patient notes any pain or 
parasthesia and the distribution 
thereof. 

φ Pressure may also be applied while 
the head is laterally flexed to either 
side and extended. 

φ Pressure should be maintained. 
φ This maneuver closes the 

intervertebral foramina on the side of 
the flexion and reproduces the 
familiar pain or parasthesia. 

φ The patient takes a deep breath and 
holds it while bearing down 
abdominally. 

φ A positive test is indicated by 
increased pain caused by increased 
intrathecal pressure. 

φ Increased intrathecal pressure is 
usually caused by a space-occupying 
lesion (herniated disc, tumor, 
osteophytes). 

φ The test should be performed with 
care and caution because the patient 
may become dizzy and pass out while 
or shortly after performing this test 
because the procedure can block the 
blood supply to the brain. 



THORACIC OUTLET SYNDROME 
Adson’s Test 
 
 

 
φ The examiner locates the radial pulse of the involved extremity. 
φ The patient’s head is rotated to the involved extremity. 
φ The patient extends the neck as the examiner externally rotates and extends the patient’s shoulder. 
φ The patient takes a deep breath and holds it. 
φ Loss of pulse is a positive test. 
φ   If the test is negative, it is repeated by having the patient rotate the head to the uninvolved extremity. 

 
Allen Maneuver  

    
 
Costoclavicular Maneuver 
 

 
φ The radial pulse is palpated while the patient’s shoulders are drawn down and in extension. 
φ The cervical spine is flexed maximally. 
φ If the pulses are lost, the test is positive and suggests TOS. 

 

φ The patient’s elbow is flexed to 90 degrees. 
φ The shoulder is abducted and externally 

rotated. 
φ As the examiner palpates the radial pulse, the 

patient rotates the head away from the involved 
extremity. 

φ If the pulse disappears when the head is 
rotated, it is a positive test result for TOS. 



Halstead Maneuver  
 

   
 

 
Roos’ Test  
 

  

 

 
 
 
 

φ As the radial pulse of the affected arm is palpated, 
downward traction is applied on the extremity. 

φ The neck is hyperextended. 
φ Loss or diminution of the pulse suggests a positive test. 
φ If the test is negative, it is repeated with the patient rotating 

the head to the opposite side. 
φ TOS is suggested by a positive test. 

φ While in the seated position, the patient positions 
both arms at 90 degrees and abducts and externally 
rotates them. 

φ The patient repeatedly opens and closes the fists for 
up to 3 minutes. 

φ If this maneuver reproduces the usual symptoms of 
discomfort, the patient probably has TOS. 
 



Shoulder Compression Test  
 

 
φ While the patient is seated upright, the examiner palpates the distal apex of the coracoids process and marks            

it with a flesh pencil. 
φ With a hypothenar contact, the examiner applies downward pressure over the marked area. 
φ Production of symptoms that are similar to neurovascular compression of the sublcavian artery and brachial 

plexus constitutes a positive test. 
φ The test is significant for coracoids pressure syndrome, which is identical to the hyperabduction type of TOS. 

 
 
 
Wright’s Test  
 

 
φ Before this test is started, the Allen maneuver at the wrist is performed to establish patency of the radial arteries. 
φ The patient is seated, with both arms hanging at the sides. 
φ The examiner palpates the patient’s radial pulse. 
φ Both arms, in turn, are passively abducted to 180 degrees. 
φ The examiner notes the angle of abduction at which the radial pulse diminishes or disappears on the affected side. 

 
 

SHOULDER 



Apley’s (Scratch) Test  

      
 
 

 
Dawbarn’s Test  

    
 
 
 
Ludington’s Test  
 

 
 
 
 

φ The patient is seated and is instructed to 
place the affected and behind the head and 
touch the opposite superior angle of the 
scapula. 

φ The patient is then instructed to place the 
hand behind the back and attempt to touch 
the opposite inferior angle of the scapula. 

φ Exacerbation of the patient’s pain 
indicates degenerative tendinopathy of one 
of the tendons of the rotate cuff, usually 
the supraspinatus tendon. 

φ With the patient’s arm comfortably at 
the side, deep palpation of the 
shoulder by the examiner elicits a 
well-localized, tender area. 

φ With the examiner’s finger still on the 
painful spot, the patient’s arm is 
passively abducted by the examiner’s 
other hand. 

φ The sign is present if the painful spot 
under the examiner’s nonmoving 
finger disappears as the arm is 
abducted. 

φ The sign is significant for 
subarcromial bursitis. 

φ The patient clasps both hands behind the head. 
φ The biceps tendons are in resting position. 
φ The patient alternately contracts and relaxes the biceps muscles. 
φ As the patient contracts the muscles, the examiner palpates the 

biceps tendons. 
φ The tendon will be felt to contract on the uninvolved side but not 

on the affected side. 
φ A positive test result is the loss of tendon contraction. 
φ A positive test suggests rupture of the LHB tendon. 



 
Codman’s (Drop Arm) Sign  

 
φ The patient’s arm is passively abducted.   
φ The examiner suddenly removes support at some point above 90 degrees, which makes the deltoid contract suddenly. 
φ If shoulder pain occurs and a hunching of the shoulder occurs because rotator cuff function is absent, the sign is 

present for rotator cuff tear or, more specifically, rupture of the supraspinatus tendon. 
φ In a modification of Codman’s sign, the patient’s shoulder is abducted to 90 degrees passively. 
φ The patient tries to lower the arm slowly to the side in the same arc of movement. 
φ If the patient is unable to return the arm to the side slowly or has severe pain, the test is positive. 
φ A positive test suggests a tear in the rotator cuff complex. 
 
 
 
 

TENDONITIS 
 
Impingement Sign 

 
φ The patient’s arm is slightly abducted and moved fully through flexion. 
φ This move causes a jamming of the greater tuberosity into the anteroinferior acromial surface. 
φ A positive result is pain in the shoulder. 
φ A positive test suggests injury to the supraspinatus and sometimes to the biceps tendons. 
 
 
 
Supraspinatus Press Test   



   
φ The patient abducts the shoulders to 90 degrees. 
φ The examiner resists the abduction. 
φ The shoulders are medially rotated and angled 30 degrees forward (the patient’s thumbs point to the floor). 
φ The examiner again resists abduction. 
φ If the patient exhibits weakness or experiences pain, the test is positive. 
φ Weakness and pain indicate a tear of the supraspinatus tendon or muscle. 
 
 
Speed’s Test  

   
   
    
Yergason’s Test  

   
 
Abbott-Saunders’s Test 

φ The patient flexes the elbow. 
φ The patient attempts to supinate the hand 

against resistance. 
φ The patient then resists efforts to extend the 

elbow. 
φ If pain over the intertubercular groove develops 

or is aggravated, the test is positive. 
φ A positive sign suggests tenosynovitis of the 

transverse humeral ligament. 

φ Shoulder flexion by the patient is 
restricted. 

φ The patient further resists forearm 
supinating and elbow extension. 

φ A positive test is indicated by increased 
tenderness in the bicipital groove. 

φ A positive test suggests bicipital 
tendinopathy. 



 
φ With the patient in the seated position, the examiner fully abducts and externally rotates the patient’s arm. 
φ The examiner then lowers the arm to the patient’s side. 
φ A palpable or audible click indicates a subluxation or dislocation of the biceps tendon. 
φ While the examiner’s finger or fingers palpate for the point of maximal tenderness within the bicipital groove, the 

shoulder is alternately rotated. 
φ A positive test occurs in biceps tendinopathy when the patient feels pain as the tendon glides beneath the 

examiner’s finger. 
 
 
    
Transverse Humeral Ligament Test  

 
φ The patient’s affected shoulder is passively abducted and internally rotated. 
φ The examiner’s fingers are placed on the bicipital groove. 
φ The patient’s shoulder is passively externally rotated. 
φ If a tendon snap in and out of the groove is felt as the external rotation occurs, the test is positive. 
φ A positive test suggests a torn transverse humeral ligament. 
 
 

DISLOCATION 
Bryant’s Sign     



   
 

Hamilton’s Test    

 
 
Apprehension Test   

 
φ The patient’s shoulder is abducted and externally rotated.  If the patient shows apprehension or alarm and resists 

further motion, the test is positive. 
φ This test may elicit a feeling that resembles the pain felt when the shoulder was previously dislocated.  This test is 

performed slowly and cautiously; performed too quickly, dislocating the humerus may be possible. 
φ Anterior shoulder dislocation trauma is suggested by a positive test. 
φ To evaluate posterior dislocation, the shoulder is flexed and internally rotated. 
φ A posterior force is applied on the patient’s elbow.  If the patient exhibits apprehension and resists further motion,  

the test is positive. 
φ Posterior dislocation of the humerus is suggested by a positive test. 
Dugas Test   

φ If a straight edge (ruler or yardstick) can rest 
simultaneously on the acromial tip and the lateral 
epicondyle of the elbow, the test is positive. 

φ The positive test is significant for dislocation of the 
shoulder  

	  

φ The examiner views the characteristic lowering of the 
axillary fold (anterior and posterior pillars of the 
armpit) that is seen after trauma when dislocation of 
the glenohumeral articulation ensues. 	  

	  



 
φ The patient places the hand of the affected shoulder on the opposite shoulder and attempts to touch the  

chest with the elbow. 
φ The test is positive if the patient cannot touch the chest wall with the elbow. 
φ The test is positive in shoulder dislocation. 
 
Calloway’s Sign    

              
 

ELBOW 
Cozen’s Test   

     
φ The patient clenches a fist tightly, dorsiflexes it, and maintains a pronated position. 
φ The examiner, while grasping the patient’s lower forearm, applies a flexing force to the dorsiflexion posture of the 

patient’s wrist. 
φ The test is positive if it reproduces acute lancinating pain in the region of the lateral epicondyle. 
φ The test is significant for epicondylitis or radiohumeral bursitis. 
 

φ The test consists of measuring the girth of the shoulder joints bilaterally. 
φ This test is helpful in the examination of obese patients. 
φ The examiner loops a flexible tape measure through the axilla. 
φ The girth is measured at the acromial tip. 
φ In a positive test, the girth of the affected joint is increased. 
φ The test is significant for dislocation of the humerus. 



Mill’s Test     

 
 

 
φ The patient’s forearm, fingers, and wrist are passively flexed. 
φ The forearm is pronated and extended. 
φ The test is positive if elbow pain increases. 
φ A positive test indicates lateral epicondylitis (tennis elbow) 
 
 
Golfer’s Elbow Test  

 
φ The patient is seated, the patient’s elbow is flexed slightly, and the hand is supinated.  
φ The patient flexes the wrist against resistance. 
φ Medial epicondyle pain suggests epicondylitis. 
φ In more severe medial epicondylitis, the flexor muscle groups are weakened, and the elbow-wrist mechanism can be 

extended by the examiner. 
φ Full extension of the elbow-wrist joint localizes the lesion more sharply in medial aponeurosis contractures. 
 
 
Elbow Ligamentous Instability (Abduction and Adduction) (Valgus/Varus Stress) Test 
  



 
φ The examiner stabilizes the patient’s arm with one hand at the elbow, and the other hand is placed at the wrist. 
φ The patient’s elbow is slightly flexes (20 to 30 degrees), and an adduction (varus) force is applied to test the lateral 

collateral ligament. 
φ An abduction (valgus) force is then applied to test the medial collateral ligament. 
 
 
Tinel’s Sign     

	  
φ While the patient is seated, the examiner taps the groove between the olecranon process and the lateral epicondyle 

with a neurologic reflex hammer. 
φ The same action is repeated for the groove between the olecranon process and the medial epicondyle. 
φ Hypersensitivity indicates neuritis or neuroma of the respective nerve. 
 
 
Elbow Flexion Test    

 
WRIST 

	  

φ The patient completely flexes the elbow. 
φ The elbow is held in the flexed position for up to 5 minutes. 
φ If tingling or paresthesia occurs in the ulnar distribution of the forearm 

and hand, the test is positive. 
φ A positive finding suggests the presence of cubital tunnel syndrome. 



	  
Allen’s (Vascular) Test  

  

  
 
φ The patient is seated and instructed to make a tight fist to express blood from the palm.  The examiner uses finger 

pressure to occlude the radial and ulnar arteries. 
φ The patient opens and closes the fist to express any remaining blood.  The examiner releases the arteries one at a time. 
φ The sign is negative if the pale skin of the palm flushes immediately after an artery is released. 
φ The sign is positive if the skin of the palm remains blanched for more than 5 seconds.  This test, which should be 

performed before Wrist test, Eden test, and the Shoulder Hyperabduction maneuver, is significant for revealing 
vascular occlusion of the artery tested.    

 
 
Tinel’s Sign     

  
 
 
 
 
Phalen’s Sign     

φ The carpal tunnel is percussed at the wrist. 
φ Tingling in the thumb, index finger, forefinger, and the 

middle and lateral half of the ring finger is a positive finding. 
φ Tingling and paresthesia must be felt distal to the point of 

percussion for a positive finding. 
φ The test can demonstrate the rate of regeneration of the 

sensory fibers. 
φ The most distal point of the abnormal sensation represents the 

distal limit of nerve regeneration. 



 

φ The patient’s wrists are flexed maximally.  The position is held for up to 1 minute as the dorsums are pushed together. 
φ Tingling sensations that radiate into the thumb, the index finger, and the middle and lateral half of the ring finger are a 

positive sign. 
φ A positive sign indicates Carpal Tunnel Syndrome (CTS) caused by median nerve compression. 
 
 
Finkelstein’s Test   

	  	   	  	   	  
φ The patient makes a fist with the thumb inside the fingers.  The examiner deviates the wrist in an ulnar direction. 
φ If this action produces pain over the abductor pollicis longus and the extensor pollicis brevis tendons at the wrist, the 

test is positive. 
φ Pain indicates tenosynovitis in these two tendons. 
 

HIP 
	  
Actual/Apparent Leg Length   

 
Allis Test   

φ The patient is lying supine with the feet together, the knees and 
hips straight, and the anterosuperior iliac spines and the iliac 
crests are exposed. 

φ The examiner, by way of palpation, marks the apex of the 
anterior iliac spins and the crests of the ilia. 

φ The examiner then measures the distance between these 
features and the medial malleolus. 

φ The distance is recorded and compared with the opposite side. 
φ These distances represent the actual leg length. 
φ Actual leg-length discrepancy (LLDs) are caused by an 

abnormality above or below the trochanter level. 



 

	   	   	   	   	   	   	  

	   	   	  
φ The patient is lying supine with the knees flexed and the soles of the feet flat on the table, the great toes and malleoli 

being approximated bilaterally. 
φ The examiner observes the height of the knees from a viewpoint at the foot of the table. 
φ If one knee is lower than the other, ipsilateral hip dislocation or severe coxa disorder is indicated. 
φ Tibial-length discrepancies are also discerned in this position. 
φ From viewing the position from the side, the examiner can asses femoral-length discrepancies. 
 
 
Anvil Test  

 
 
 
 

 

φ While the patient is lying supine, the inferior calcaneus is struck with the 
examiner’s fist. 

φ Localized pain in the thigh indicates a femoral fracture or a severe pathologic 
condition of the joint. 

φ Localized pain in the leg indicates a tibial or fibular fracture. 
φ Pain localized to the calcaneus indicates a calcaneal fracture. 



Hibbs Test     

     
φ While the patient is in the prone position, the examiner stabilizes the patient’s pelvis on the nearest side by placing 

one hand firmly on the dorsum of the iliac bone. 
φ With the other hand around the patient’s ankle, the opposite knee is flexed to a right angle. 
φ The knee is flexed to its maximum without elevating the thigh from the examination table. 
φ From this position, the examiner slowly pushes the patient’s leg laterally, causing strong internal rotation of the 

femoral head. 
φ The test is performed bilaterally. 
φ The production of pelvic pain is a positive finding. 
φ The test is significant for a sacroiliac lesion. 
φ In the absence of hip involvement, stress is transmitted through the hip joint into the sacroiliac mechanism, 

producing pain. 
 
 
 
Hip Telescoping Test  

 
φ The patient is in a supine position. 
φ The hip and knee are both flexed to 90 degrees. 
φ The femur is pushed down toward the examination table. 
φ The leg is lifted from the examination table. 
φ Movement in hip dislocation will be considerable. 
φ This is hip telescoping. 
 
 
 
 
 
 
Ober’s Test       



     
φ The patient is in a side-lying position on the unaffected hip and thigh. 
φ The examiner places on hand on the patient’s pelvis to steady it and grasps the patient’s ankle lightly with the other 

hand, holding the knee flexed at a right angle. 
φ The thigh is abducted and extended in the coronal plane of the body. 
φ In the presence of iliotibial band contracture, the leg will remain abducted; the degree of abduction depends on the 

amount of contracture present. 
φ The sign is present both in the conscious and in the anesthetized patient. 
φ Ober calls attention to the frequency of a negative roentgenogram in the presence of clinical signs and symptoms of 

irritation of the sacroiliac or lumbosacral joints. 
φ He refers to the importance of the iliotibial band as a factor to consider in the occurrence of lumbosacral spinal 

disorders with or without associated sciatica.  
 
 
 

Patrick FABERE Test    

    
φ Patrick’s test is of particular value in geriatric cases because it indicates hip joint disease. 
φ The patient lies supine, the examiner grasps the patient’s ankle and the flexed knee. 
φ The thigh is flexed, abducted, externally rotated, and extended. 
φ The first letters of these words form the acronym FABERE. 
φ Pain in the hip during the maneuver, particularly on abduction and external rotation, is a positive sign of a coxa 

pathologic condition. 
 
 
 
 
 
 
 
 
 
Thomas Test      



 
φ The patient lies supine, and the thigh is flexed with the knee bent toward the abdomen. 
φ The patient’s lumbar spine should normally flatten, or flex. 
φ If the spine maintains a lordosis, the test is positive and indicates hip flexion contracture, as from a shortened 

iliopsoas muscle. 
 
 
 
 
Trendelenburg Test  

 
φ The patient with a suspected hip involvement stands on one foot, on the side of the involvement, and raises the other 

foot and leg for thigh flexion and knee flexion. 
φ If the hip and its muscles are normal, the iliac crest will be low on the standing side and high on the side of the 

elevated leg. 
φ If hip joint and muscle weakness are involved, the iliac crest will be high on the standing side and low on the side of 

the elevated leg. 
φ The test is commonly positive in a developing LCPD, poliomyelitis, muscular dystrophy, coxa vara, Otto pelvis, 

epiphyseal separation, coxa ankylosis, dislocation, fracture, or subluxation. 
   
 
	  



 

Ortolani’s Click Test 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

φ If, in conjunction with a congenitally dislocated 
hip, the flexed thigh is abducted and externally 
rotated, the femoral head can slide over the 
acetabular rim, reducing the hip and producing 
a palpable click, or jerk. 

φ The click may also be audible as the femoral 
head enters and leaves the acetabulum. 

φ A congenitally dislocated hip limits abduction 
on the involved side. 



KNEE 
Q-Angle   

 
φ To determine the Q-angle, a line is drawn from the anterosuperior iliac spine to the midpoint of the patella and from 

the tibial tubercle to the midpoint of the patella. 
φ The angle formed by the intersection of these two lines is the Q-angle. 
φ Normally, the Q-angle is 13 to 18 degrees.  The normal angle for men is 13 degrees, and for women it’s 18 degrees. 
φ Less than 13 degrees suggests patellofemoral dysfunction. 
φ Greater than 18 degrees suggests patellofemoral dysfunction, subluxating patella, increased femoral anteversion, genu 

valgum, or increased lateral tibial torsion. 
 

MENISCUS 
Apley’s Compression Test    

   
φ The test involves four steps, and if any or all of them elicit knee pain or clicking, the test is positive. 
φ The patient is lying prone with the lower limbs straight and the ankles hanging over the end of the examination table. 
φ The examiner grasps the foot of the involved lower extremity, strongly rotates the leg internally, and flexes the knee 

past 90 degrees. 
φ This maneuver is repeated with the leg strongly rotated in external rotation. 
φ The examiner anchors the patient’s thigh to the examination table by placing a knee in the patient’s popliteal space. 
φ A small pillow or towel should be used for cushioning. 
φ The examiner strongly distracts the patient’s knee joint by lifting the foot. 
φ This move is followed by rapidly rotating the leg, both internally and externally. 
φ This procedure is repeated with strong downward pressure on the patient’s foot. 
φ An intermediate maneuver may be performed. 
φ The examiner flexes the patient’s knee to 90 degrees and rapidly rotates the foot and leg both internally and externally 

without anchorage to rule out a rotational strain or collateral ligament tear. 
φ The test is significant for meniscus tear.     
 
 



 
Bounce Home Test     

   
φ The patient is supine. 
φ The patient’s knee is flexed completely. 
φ The knee is allowed to drop into extension. 
φ If the extension is not complete, the test is positive. 
φ The positive finding suggests a torn meniscus. 
 
 
 
McMurray’s Test   

   
φ The patient is lying supping, and the thigh and leg are flexed until the heel approaches the buttock. 
φ One of the examiner’s hands is on the knee, and the other is on the heel. 
φ The examiner internally rotates and slowly extends the leg. 
φ The examiner then externally rotates and slowly extends the leg. 
φ McMurray sign is present if, at some point in the arc, a painful click or snap is heard. 
φ This sign is significant in meniscal injury. 
φ The point in the arc at which the snap is heard locates the site of injury of the meniscus. 
φ If noted with internal rotation, the lateral meniscus will be involved. 
φ The higher the leg is raised when the snap is heard, the more posterior the lesion is in the meniscus. 
φ If noted with external rotation, the medial meniscus will be involved. 
 
 
 
Patella Ballottement Test    



 
 
Steinman’s Test   

 
φ Knee pain moves anteriorly when the knee is extended and moves posteriorly when the knee is flexed. 
φ The movement of pain is the positive sign. 
φ This sign indicates a meniscus tear. 
φ Medial pain is elicited by lateral rotation. 
φ Lateral pain is elicited by medial rotaion. 
 

SPRAIN 
Apley’s Distraction Test  

  
Knee ABduction Test 

φ The patient’s knee is extended. 
φ A slight tap or pressure is applied over the patella. 
φ This test is positive if a large amount of swelling in the 

knee is detected. 

φ The examiner anchors the patient’s thigh to the table by 
placing a knee in the patient’s popliteal space, which can be 
cushioned by a small pillow or towel. 

φ The examiner strongly distracts the patient’s knee joint by 
lifting the foot. 

φ This maneuver is followed by rapid rotation, both internally 
and externally, of the leg.   

φ Pain elicited is significant for collateral ligament tear. 
 

φ While the patient is lying supine and the knee is in complete 
extension, the examiner, who is on the ipsilateral side, places 
one palm against the lateral aspect of the patient’s knee, at the 
joint line. 

φ While the other hand is gripping the ankle, the examiner 



  
 
Knee ADduction Test   

  
 
Knee Drawer Test  

   
φ The patient’s knee is flexed to 90 degrees. 
φ The patient’s foot is held on the table by the examiner. 
φ The tibia is pulled forward on the femur by placing hands around the tibia. 
φ Normal movement is approximately 6 mm. 
φ When the tibia moves forward more than 6 mm on the femur, the test is positive. 
φ To test the PCL, the tibia is pushed back on the femur. 
φ The test is positive when excessive movement is noted. 

Lachman’s Test       

φ While the patient is lying supine and the knee is in 
complete extension, the examiner, who is on the 
ipsilateral side, places one palm against the medial 
aspect of the patient’s knee, at the joint line. 

φ While the examiner’s other hand grasps the ankle, the 
examiner draws the leg medially to open the lateral side 
of the joint. 

φ If the patient is indifferent to this procedure, the 
examiner repeats it with the knee in approximately 30 
degrees of flexion. 

φ An initiation or increase of pain above, below, or at the 
joint line, is evidence of LCL injury.  
 

φ The patient is supine. 
φ The patient’s knee is held between full extension and            

30 degrees of flexion. 
φ The patient’s femur is stabilized with one hand as the tibia is 

moved forward. 



 
 

 
 

PATELLA 
	  
Clarke’s Sign       

 
φ The patient’s knee is extended fully. 
φ The examiner compresses the quadriceps muscles at the superior pole of the patella. 
φ The patient gently contracts the quadriceps muscles as the examiner resists the movement of the patella. 
φ Retropatellar pain and failure to hold the contraction is considered positive. 
φ To test different parts of the patella, the knee should be tested in 30, 60, and 90 degrees of flexion and in full 

extension. 
 
 
Fouchet’s (Patella Grinding) Test    

 
 
 
 
Patella Apprehension Test     

φ While the patient is lying supine and the knee is in full 
extension, the examiner uses the flat of a hand to 
compress the patella against the femur. 

φ If this action produces point tenderness and pain at the 
patellar margin, the sign is present. 

φ If pain is not produced by this maneuver, the examiner 
then rubs the patella transversely against the femur. 

φ Audible or palpable grating and pain confirm the 
presence of the sign. 

φ When the patella has peripheral tenderness on medial or 
lateral displacement, this is known as Perkins Sign. 

φ Perkins sign is significant for patellar tracking disorder, 
peripatellar syndrome, or patellofemoral dysfunction. 
 



   
φ The apprehension test for the patella is a test for vulnerability to recurrent dislocation of the patella. 
φ For the test, the patient is either supine or seated, with the quadriceps muscles relaxed. 
φ The knee is flexed to at least 30 degrees. 
φ The examiner carefully and slowly pushes the patella laterally. 
φ If the patella feels as if it is about to dislocate, the patient will contract the quadriceps muscles and bring the patella 

back into line. 
φ This action indicates a positive test. 
φ The patient will also exhibit a look of apprehension.  

 
 


