
Chapter 2

Assessment Principle

INTRODUCTION

Effective� clinical� musculoskeletal�
assessment� is� both� a� science� and� an�
art.�It�involves�a�structured�framework�
that� blends� scienti𿿿c� evidence,� critical�
reasoning,� and� patient-centered�
communication.� This� chapter� explores�
the� principles� that� underlie� the�
assessment�process,�both�in�its�structure�
and�in�the�nuanced�skills�that�clinicians�
apply� in� real-world� practice.� We�
explore� the�distinction�and� integration�
of�subjective�and�objective�evaluations,�
the�importance�of�clinical�screening�and�
red� Áag� recognition,� best� practices� in�
patient�interviews,�and�the�critical�lens�
of�test�reliability�and�validity.

SUBJECTIVE VS. OBJECTIVE EVALUATION

Subjective Assessment
Subjective examination� is� the�
cornerstone� of� clinical� reasoning.� This�
serves� as� the� initial� data-gathering�
phase,�helping�the�clinician�to�construct�
hypotheses,� identify� red� Áags,� and�
understand�the�patient’s�narrative.

Key�elements�include:
 � Presenting complaint:� Nature,�
location,�and�behavior�of�symptoms

 � Mechanism of injury: Onset, 
trauma,�overuse

 � Aggravating and easing factors: 
Activities� or� positions� that� worsen�
or relieve symptoms

 � 24-hour� pattern: Morning stiffness, 
night�pain,�symptom�variability

 � Functional limitations:� Impact� on�
ADLs, work, recreation

 � Past medical history:� Surgeries,�
medications,�comorbidities

 � Psychosocial context:� Beliefs,� fears,�
work stress, coping styles

Clinicians� should� use� open-ended�
questions,�actively�listen,�and�encourage�
free� expression� before� narrowing� to�
speci𿿿c� inquiries.� Understanding� a�
patient’s� goals� is� essential� for� guiding�
treatment�planning.

Objective Assessment
The�objective examination�con𿿿rms�or�
refutes�the�hypotheses�generated�during�
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the� subjective� phase.� It� is� structured,�
reproducible,� and� often� includes� the�
following:

 � Observation/posture analysis
 � Range of motion (AROM/PROM)
 � Joint integrity and stability tests
 � Manual muscle testing
 � Palpation
 � Neurological screening (myotomes, 
dermatomes,�reÁexes)

 � Functional movement tests
 � Special tests (provocative 
maneuvers)

Both� assessment� types� are�
interdependent.�For�example,�a�patient�
with� lower� back� pain� who� reports�
numbness�in�the�lateral�foot�(subjective)�
may� exhibit� S1� weakness� and� a�
diminished� Achilles� reÁex� (objective),�
pointing�to�radiculopathy.

RED FLAGS AND CLINICAL SCREENING

Red� Áags� are� clinical indicators of 
potentially� serious� medical� conditions�
masquerading� as� musculoskeletal�
complaints.� Early� identi𿿿cation� is�
critical� to� ensure� timely� referral� and�
avoid�inappropriate�treatment.

Common Red Flags:
 � Unexplained weight loss
 � Persistent night pain�unrelieved�by�

rest
 � Fever, chills, or recent infections
 � History of cancer
 � Trauma in older adults�(e.g.,�falls)
 � Saddle anesthesia or bowel/bladder 

dysfunction� (suggestive� of� cauda�
equina�syndrome)

In� clinical� practice,� screening� for� red�
Áags�should�be�integrated�into:

 � Subjective�questioning
 � System� review� (cardiopulmonary,�
gastrointestinal,�neurological)

 � Observation� of� systemic� signs� (e.g.,�
pallor,�diaphoresis)

Regional Screening
Screening�of�the�joints�above�and�below�
the�primary�complaint� is�essential.�For�
example:

 � Shoulder� complaints�may� originate�
from�cervical�radiculopathy.

 � Knee� pain�may� result� from� altered�
hip�biomechanics.

Clearing tests� for� adjacent� joints� and�
relevant�systems�helps�to�rule�out�non-
local�sources.

PATIENT INTERVIEW BEST PRACTICES

The� patient� interview� is� more� than� a�
history-taking� exercise;� it� is� a� clinical 
dialogue�that�fosters�rapport,�uncovers�
crucial�details,�and�builds�a�therapeutic�
alliance.

Communication Skills
 � Start broad, then focus:�Begin�with�
open-ended� prompts� like� “Tell� me�
about�your�pain.”

 � Clarify and summarize: Use 
reÁection�to�ensure�accuracy.

 � Explore function:�“What�can�you�no�
longer�do�that�you�wish�to�regain?”

 � Observe� emotion� and� non-verbal�
cues:� Anxiety,� frustration,� or�
apprehension� provide� insight� into�
the�psychosocial�context.
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Use of Tools
 � Body� charts:� Visual�maps� to� locate�
pain�and�describe�referral�patterns.

 � Pain scales:� Numeric,� visual�
analogue,�or�multidimensional�(e.g.,�
McGill�Pain�Questionnaire).

Documentation Outcome� Measures:�
QuickDASH, Oswestry Disability 
Index, WOMAC, etc.
Record� 𿿿ndings� under� the� Subjective 
heading�in�the�SOAGP�format.�Include�
direct�quotes�where�meaningful�and�be�
concise�but�thorough.

CLINICAL TESTS: RELIABILITY AND 
VALIDITY

Not�all�clinical� tests�are�equal.�A�test’s�
value� depends� on� its� reliability (con-
sistency)�and�validity (the�accuracy�of�
measuring�what�it�claims�to�measure).

Key�De�nitions

 � Reliability:� Degree� to�which� a� test�
yields�stable�results

 o Intra-rater� reliability: 
Consistency�by�the�same�clinician

 o Inter-rater� reliability: 
Consistency across clinicians

 � Validity:
 o Face validity: Appears to test 
what�it�should

 o Content validity:� Covers� the�
relevant content area

 o Construct validity: Correlates 
with�theoretical�constructs

 o Criterion validity:� Predicts�
outcome� relative� to� a� gold�
standard

Diagnostic Accuracy Metrics
 � Sensitivity:� Probability� of� correctly�
identifying� those� with� a� condition�
(SnNout:� Sensitive� tests� rule� OUT�
disease�when�negative)

 � Speci𿿿city:� Probability� of� correctly�
identifying�those�without�a�condition�
(SpPin:�Speci𿿿c�tests�rule�IN�disease�
when�positive)

 � Positive likelihood ratio (LR+): 
Probability� that� a� positive� test�
indicates�presence

 � Negative likelihood ratio (LR–): 
Probability�that�a�negative�test�rules�
out�presence

Practical Application
 � Cluster testing: Using several tests 
increases�diagnostic�con𿿿dence�(e.g.,�
shoulder� impingement:� Hawkins-
Kennedy,�Neer,�painful�arc)

 � Clinical prediction rules (CPRs): 
Tools�that�combine�signs,�symptoms,�
and�test�𿿿ndings�to�predict�outcomes�
(e.g.,�Ottawa�Ankle�Rules)

Clinicians�should�critically�appraise�the�
quality�of�the�tests�used�and�recognize�
limitations� based� on� population,� skill�
level,�and�clinical�context.

FUNCTIONAL RELEVANCE IN 
ASSESSMENT PRINCIPLES

Modern� assessments� must� connect�
impairments� with� functional 
limitations.�For�instance:

 � A� positive� Lachman� test� result� for�
ACL�rupture�should�be�accompanied�
by� gait� instability,� dif𿿿culty�
descending� stairs,� or� hesitation� in�
athletic�movements.
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 � ROM�de𿿿cits�in�the�shoulder�should�
be�linked�to�real-world�tasks,�such�as�
dressing�or�reaching.

By� linking� test� outcomes� to� activity�
and� participation� levels� (as� per� the�
ICF� model),� assessments� become�
more� meaningful,� goals� become� more�
relevant,� and� therapy� becomes� more�
focused.

CRITICAL THINKING AND DIFFERENTIAL 
DIAGNOSIS

The assessment process involves not 
just�𿿿nding�“what�is�wrong,”�but�why�
it�is�wrong�and�how�it�affects�function.

Examples:

 � Low� back� pain:� Is� it� discogenic,�
facet-driven,� muscle-based,� or�
neuropathic?

 � Lateral� elbow� pain:� Is� it�
tendinopathy,� nerve� entrapment,�
referred�pain�from�the�cervical�spine,�
or�an�occupational�stressor?

Differential� diagnosis� involves� the�
following:

 � Considering� multiple� possible�
causes

 � Prioritizing�based�on�likelihood�and�
risk

 � Using�test�clusters�to�narrow options

REASSESSMENT AND CLINICAL 
MONITORING

An� assessment� is� not� a� single� event.�
Reassessment allows clinicians to:

 � Measure�progress
 � Adjust�treatment�plans
 � Track�pain�behavior�and� functional�
outcomes

Key�reassessment�strategies:
 � Re-test� baseline� impairments 
(ROM,�strength)

 � Repeat functional tasks�(e.g.,�sit-to-
stand,�reach�overhead)

 � Use outcome measures�(e.g.,�change�
in�Oswestry�score)

Documentation�of�change�is�critical�for:
 � Clinical reasoning
 � Third-party�justi𿿿cation
 � Patient motivation

Integrating Assessment Principles into 
Practice
Effective� assessment� requires� the 
integration of all data points:

 � Subjective story + objective 
𿿿ndings�=�working�hypothesis

 � Functional goals + patient 
preferences = treatment plan

 � Test accuracy + clinical judgment = 
con𿿿dent�decisions

Clinicians� must� balance� the� art� of�
interpretation with� the� science� of�
measurement.

CONCLUSION

Musculoskeletal� assessment� is� an�
evolving� skill� that� combines� structure,�
inquiry,� and� reÁection.� Mastering� its�
principles is essential for safe, effective, 
and�person-centered�care.
Clinicians�must:

 � Rely�on�structured� frameworks� like�
SOAGP

 � Prioritize�red�Áag�identi𿿿cation
 � Apply�evidence-based�testing�with�a�

critical lens
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 � Embrace� functional� and� contextual�
relevance

 � ReÁect�and�re-assess�regularly
These� principles� form� the� bedrock� of�
physiotherapy�practice�and�set�the�stage�
for�region-speci𿿿c�evaluations�explored�
in�the�chapters�that�follow.

Recommended Tools and Resources:
 � Ottawa�Ankle�and�Knee�Rules�(CPR)

 � Quick� DASH,� LEFS,� and� other�
validated�PROMs

 � McGill�Pain�Questionnaire
 � Pain� DETECT� and� Central�
Sensitization� Inventory� (for� chronic�
pain�screening)

In the hands of a thoughtful clinician, 
assessment is not a checklist but a lens 
through which to understand the human 
experience of movement, pain, and recovery.


