JUDUL KETERAMPILAN KLINIS SISTEM MUSKULOSKELETAL

Penulis: dr. Dwi Prayogi, Sp.OT

I. Tingkat Kompetensi Keterampilan

Berdasarkan standar kompetensi dokter yang ditetapkan oleh KKI tahun 2020, maka tingkat

kompetensi pemeriksaan muskuloskeletal adalah seperti yang tercantum dalam tabel 1.

Tabel 1. Tingkat kompetensi ketrampilan pemeriksaan fisik sistem muskuloskeletal (KKI,

2020)

No Keterampilan Ke'llrr;grﬁgflan
Pemeriksaan Fisik

1 Inspeksi gait 4

2 Inspeksi tulang belakang saat berbaring dan bergerak 4

3 Inspeksi tonus otot ekstremitas 4

4 Inspeksi sendi ekstremitas 4

5 Inspeksi postur tulang belakang/ pelvis 4

6 Inspeksi posisi scapula 4

7 Inspeksi fleksi dan ekstensi tulang belakang 4

8 Penilaian fleksi lumbal 4

9 Penilaian fleksi ekstensi, adduksi, abduksi dan rotasi 4
panggul

10 | Menilai atrofi otot 4

11 | Penilaian ligamen krusiatus dan kolateral lutut 4

12 | Penilaian meniscus 3

13 | Inspeksi postur dan bentuk kaki 4

14 | Penilaian fleksi dorsal/plantar, inversi dan eversi kaki 4

15 | Palpation for tenderness 4

16 Palp_asi untuk mendeteksi nyeri diakibatkan tekanan 4
vertical

17 | Palpasi tendon dan sendi 4

18 Palpasi tulang belakang, sendi sakro-iliaka dan otot-otot 4
punggung

19 | Percussion for tenderness 4

20 | Penilaian range of motion (ROM) sendi 4

21 | Menetapkan ROM kepala 4

22 | Tes fungsi otot dan sendi bahu 4
Tes fungsi sendi pergelangan tangan, metacarpal dan

23 | jari-jari tangan (Tanda Phallen, Tanda Tinnel, Tanda 4
Luthy, Tanda Gower, dll)

24 | Pengukuran panjang ekstremitas bawah 4

Keterangan:




Tingkat kemampuan 1 Mengetahui dan Menjelaskan

Tingkat kemampuan 2 Pernah Melihat atau pernah didemonstrasikan

Tingkat kemampuan 3 Pernah melakukan atau pernah menerapkan di bawah supervisi
Tingkat kemampuan 4 Mampu melakukan secara mandiri

Il. Tujuan Belajar

1. Mahasiswa mampu menjelaskan konsep pengetahuan tentang pemeriksaan fisik
sistem muskuloskeletal (jenis keterampilan pada tabel 1).

2. Mahasiswa mampu melakukan pemeriksaan fisik sistem muskuloskeletal dengan

benar dan menginterpretasi hasil pemeriksaan fisik sistem muskuloskeletal

lll. Prerequisite knowledge

Sebelum memahami konsep pemeriksaan fisik sistem muskuloskeletal, mahasiswa harus:

1. Memahami anatomi anggota gerak atas, anggota gerak bawah, dan tulang belakang
2 Memahami fisiologi anggota gerak atas, anggota gerak bawah, dan tulang belakang
3. Mengenal alat bantu diagnostik pada pemeriksaan fisik sistem muskuloskeletal

4 Memahami kelainan patologi pada sistem muskuloskeletal

V. Kegiatan Pembelajaran
Pembelajaran dilakukan dalam tahapan sebagai berikut:
Tahapan Lama Metode Pelaksana/ Penanggung
pembelajaran Jawab
Praktikum 2 x 100 menit Demonstrasi/audiovisu | Dosen Pakar
Keterampilan Klinik al, Role play, feed
back
Praktikum Tentative Role play dengan Aslab
keterampilan klinik Asisten Laboratorium
mandiri (Aslab)
Evaluasi Tentative Evaluasi dilakukan Tim OSCE
pada akhir semester
dalam bentuk OSCE

V. Sumber belajar



Fisiologi Sistem Muskuloskeletal

Reaksi inflamasi ditandai oleh serangkaian proses biokimia sebagai respon terhadap injuri
akibat trauma atau tindakan pembedahan, metabolik atau proses infeksi. Tanda — tanda klinis
inflamasi  (Cardinal sign) meliputi erythema (rubor), oedema lokal (tumor),
peningkatan temperature dalam jaringan (calor), dan nyeri (dolor).

Vasodilatasi lokal yang mengakibatkan ekstravasasi cairan menuju ruang ekstra selular dan
ekstra vascular, serta terhambatnya aliran system limphatik berperan dalam terjadinya
erythema, oedema local dan peningkatan temperatur dalam jaringan. Tanda klinis inlamasi
yang keempat berupa nyeri timbul sebagai akibat pembengkakan jaringan yang secara
mekanik menekan jaringan lunak sekitarnya dan iritasi kimia yang ditimbulkan oleh mediator
inflamasi pada reseptor saraf sensoris.

Fase inflamasi akut berlangsung segera setelah terjadi injuri dan berlangsung selama 24
sampai 48 jam meskipun dalam beberapa kondisi dapat berlangsung sampai 3 minggu.
Fase proliferatif dapat terjadi pada awal fase inflamasi, meskipun sebagian besar terjadi pada
hari ke-21 paska injuri.

Fase remodeling atau formasi matriks mulai terjadi pada minggu ketiga dan dapat

berlangsung selama dua tahun.

Panduan Tata Cara Pemeriksaan Sistem Muskuloskeletal

Anamnesis dan pemeriksaan klinis merupakan serangkaian proses yang sistematis yang
perlu dipelajari, dilatih dan diterapkan dalam rangka mendapatkan diagnosis dan tata laksana
yang tepat. Proses ini memerlukan waktu dan latihan yang berulang-ulang.

Dengan memperhatikan kondisi pasien pada saat masuk ke dalam ruang pemeriksaan dapat
memberikan gambaran secara umum tentang kondisi pasien dan kadang-kadang pemeriksa
dapat mengetahui kepribadian pasien. Memperkenalkan diri kepada pasien, menanyakan
nama pasien dan pengantar, serta hubungan antara pasien dan pengantar

Dokter harus mendengarkan dan memperhatikan setiap perkataan pasien dan
mendokumentasi setiap pernyataan pasien yang berhubungan dengan kondisi pasien. Dokter
sebaiknya mengarahkan alur pembicaraan dengan menghindari pertanyaan yang
mengarahkan pasien.

Dalam pemeriksaan klinis, dokter senantiasa menjelaskan setiap pemeriksaan yang akan
dilakukan dan mengapa pemeriksaan tersebut perlu dilakukan untuk mengurangi
kecemasan pasien. Pemeriksaan Klinis terhadap pasien harus dilakukan secara gentle tanpa
menimbulkan nyeri dan dalam kondisi yang nyaman bagi pasien.

Anamnesis meliputi keluhan utama, riwayat seputar keluhan utama, riwayat sebelumnya,
riwayat pengobatan, riwayat keluarga, riwayat sosial dan pekerjaan, riwayat pribadi, dan
harapan pasien terhadap kondisinya.

Pemeriksaan klinis meliputi :
1. Pemeriksaan kondisi umum



Meliputi pemeriksaan pasien secara menyeluruh. Keadaan umum, status mental, ada
tidaknya anemia, jaundice, cyanosis, clubbing, perubahan kulit dan kuku, pedal oedema,
demam, deformitas pada sendi dan tulang yang multiple dan manifestasi klinis yang lain.
2. Pemeriksaan status lokalis

Meliputi pemeriksaan

° Inspeksi (Look),

° Palpasi (Feel),

° Movement (gerak), meliputi pemeriksaan gerak aktif dan pasif, pengukuran ruang
lingkup gerak sendi (Range of Movement) dengan menggunakan goniometer

° Pengukuran dengan alat bantu

° Status neurovascular

Pemeriksaan pada kondisi bengkak atau swelling, meliputi :

° Lokasi
° Ukuran
° Warna

Suhu

Tenderness

Bentuk

Permukaan; halus, irregular, berdungkul
Tepi; tegas, tidak tegas

Konsistensi; lunak, padat kenyal, keras
Redusibilitas

Fluktuasi

Pulsatile

Transiluminasi

Hubungan dengan jaringan sekitar
Fiksasi terhadap tulang atau kulit
Pembesaran Kelenjar Getah Bening regional
Status neurovaskular, sendi dan tulang

Pemeriksaan pada kondisi Ulkus, meliputi :

° Lokasi
° Ukuran dan bentuk
° Warna



Suhu

Tenderness

Dasar luka

Tepi ulkus

Kedalaman ulkus

Discharge

Pembesaran Kelenjar Getah Bening regional
Status neurovaskular, sendi dan tulang

Pada kasus trauma, pemeriksaan klinis mengacu pada kaidah-kaidah di dalam Advanced
Trauma Life Support (ATLS), yang mengidentifikasi dan secara simultan melakukan
penatalaksanaan secara dini pada kondisi atau keadaan yang mengancam nyawa.

Table 2.1: ATLS® approach to managing

the trauma patient

Primary survey

Aidrway with cervical spine control
Breathing

Circulation with hemorrhage control
Disability

Exposure

Re-evaluation

Adjuncts to the primary survey

NOG LN

Secondary survey
1. History
2. Examination
3. Adjuncts to the secondary survey

Secara umum, pemeriksaan sistem muskuloskeletal mengikuti pola sebagai berikut :

1. Inspeksi (Look)

2. Palpasi (Feel)

3. Movement, meliputi gerak aktif dan pasif

4. Pemeriksaan klinis khusus, meliputi pemeriksaan ligamen, pemeriksaan status
neurologis

5. Pemeriksaan Tambahan, meliputi radiografi, ultrasound, CT scan, MRI, Doppler,

pengukuran tekanan kompartemen

Anatomi Anggota Gerak Bawah

A. Pinggul / Hip
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C. Pergelangan Kaki dan Kaki (Ankle & Foot)
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Fisiologi Anggota Gerak Bawah

A. Pinggul / Hip
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B.

Lutut dan Tungkai Bawah



Structure

* Comprises 3 separate ariculations
o Medial & lateral femorotibial joints (2}—condyloid (hinge) joints. Femoral condyles articulate with corresponding tibial plateaus.
o Pateliofemaral joint (1)—sellar (gliding) joint. Patella articulates with femoral trochlear groove.
* 3 compariments in the knee: medial, lateral, patellofemoral
* Capsule surrounds entire joint (all three articulations/compartments) and extends proximally into the suprapatellar pouch.
o The capsule has a synovial lining that also covers the cruciate ligaments (making them intraarticular but extrasynovial)
* Articular (hyaline) cartilage (iype || collagen) covers the femoral condyles, tibial plateaus, trochlear groove, and patellar facets.
* Menisci are interposed in the medial & lateral femorotibial joints to: 1.protect the arficular cartilage, 2. give support to the knee.
* Knee axis (line drawn between weight-bearing portion of medial & |ateral femeral condyles) is parallel to the ground.
= Mechanical axis of the femur is 3° valgus to the vertical axis, allowing the larger MFC to align with the LFC parallel 1o the
ground.
= Mechanical axis of the tibia is 3° varus to the vertical axis (87° 10 kneg axis).

Kinematics

* Inherently unstable joint. Bony morphology adds little stability. Stability primarily provided by surrounding static and dynamic stabi-
lizers. (Dynamic stabilizers may compensate when static stabilizers are injured [e.g., complete or partial ACL rupture] )
o Medial: Static—superficial and deep medial collateral ligaments (MCL), posterior oblique ligament (POL).
Oynanmic—Sseninenindnusus, vasius Hiedias, 1edidl gastocenivs, PES Emdons
= |ateral; Static—lateral collateral ligament (LCL), lliotibial band (ITB), arcuate ligament.
Dynamic—popliteus, biceps femoris, lateral gastrocnemius
* Mot a simple hinge joint. The knee has 6 degrees of motion:
= Extension/flexion, IR/ER, varus/valgus, anterior/posterior transfation, medial/lateral transfation, compression/distraction
* Flexion & extension are the primary motions in the knee.
= Flexion is a combination of both "rolling” and “sliding" of the femur on the tibia in varying ratios depending on the degree of
flexion.
= Rolling: equal translation of tibiofemoral contact point & joint axis. Relling predominates in early flexion.
= Gliding: translation of tibiofemoral contact point without moving the joint axis. Increased gliding is needed for deep flexion.
o The cruciate ligaments control the roll/glide function. The PCL alone can maintain this function {e.q., PCL retaining TKA).
= Narmal mation: Extension/flexion: —5 1o 140°. 1157 needed to get out of a chair; 130 needed for fast running.
* IR/ER: about 10 total through arc of motion. Tibia IRs in swing, and ERs in stance via “screw home mechanizm.”
o Screw home mechanism: larger MFC ERs tibia in full extension, tightening cruciates and stabilizing the knee in stance.
o Popliteus IRs the tibia to "unlock” the knee, loosen the cruciates, which allows the knee to initiate flexion.
* Other motions: Medial/lateral translation: minimal in normal knees
o Anterior/posterior translation: dependent on tissue laxity, usually within 2mm of contralateral side in normal knees
o Varus/valgus: approximately Smm of gapping laterally or medially when stressed in normal knees

Gambar B3. Struktur dan kinematik lu
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UGAMENTS ATTACRIENTS FUNCTION/COMMENT lfut
KNEE
Famorotibial Joint—Antarior Structures
Anterior cruciate ligament Fosteromedial aspect of lateral Primary restraint to anterior tibial transtation;
(ACL) temoral condyle to anterior tib- secondary restrant to varus (in extension) & IR
Anteromadial bundia lal aminance lNaht in knee flexion, lax in axtension
Posteroiateral bundle Tight in knee extension, tax in flexion
Transverse meniscal ligament Connects both anternor homs ot Stabilizes manisci; can be tomy/injurad
meniscl to tibia
Other Structures
Ligamenturm mucosum Distal femoral articuation to Synovial rempant. Covors antenor natch (ACL);
antenior plica) anterior tinial plateau may nead to be debrided for full visualization
Irfeaapistedior fast pad Posstarion to patelliar tendan, sn Cushions patellar 1lendon. Can become Hibeotic
terior to intercondylar noteh or impinged on, causing knee pain (Hoffa

syndrome)




KNEE
Femorotibial Joint—Posterior Structures

Posterior cruciate Lateral aspect (in notch) of medial Primary restraint to posterior tibial transtation
ligament (PCL) femoral condyle to post. proximal Secondary restraint to varus, valgus, and ER
fibia (below joint ling)
Anterolateral bundle Ant. origin on condyle, lat. on tibia Tight in knee tlexion, lax in extension
Posteromedial bundie Post. origin on condyle, med. on tibia  Tight in knee extension, lax in flexion

Meniscotemoral ligaments  Posterior lateral meniscus to MFC Variably present. Rarely are both present

and/or PCL. either:
Ligament of Humphrey Anterior to PGL Contributes to PCL function & stabilizes meniscus
Ligament of Wrisberg Posterior to PCL Contributes to PCL function & stabilizes meniscus |
Dblique popliteal Ongin on semimembranasus inser- Tightens posterior capsule when semimembrano-
ligament (OPL) tion an posterior tibia, inserts on sus contracts, considered part of “postereme-
posterior LFC & capsule dial” corner
¥ Joint—7L and F Str

First Layer—Supearficial

Motbial band (tract) (ITH) A inmertions: 1.Gerdy s tuberole, 2 patein and

pEtalar tandan, 3 sOpreconcdyiRT hnarcia

Sinhidizes inters! knee—"aroessory anteronteral liga
mant " POST 0 Hexton (E11S i), /ol 10 mxtansion

o fermorks P heads nsert oo Nibotar head, lateral 1o COL Latsral stabilizor almo extesinlly (otatons Ubks

Sacond Layer—Middle

Latesal patelohsimoral lgament
Latoral patelior retinncuium

Lateral fermur to lateral edpge of patetis
vantun tancia to tibia & poatelia

Ny nesed releass I bahtaned and causing patedla i
and abnormal aternl arbouinr cortiage wear

Third Layer—Deep

SUPERFICIAL LAMINA

Lateral collateral g, (LOL) Laternl epicondyia ta meoedial iholar hoad Prumarny restraint 1o van g stress, also resists ER

Fanenotibular hgoment Fincda fwsand 10 tateella, Cesially with arcaete g Vanahly present, also called “shor collatersl’

DEEP LAMINA

Popiteus ascie amd teoaon NSBETE BOTEr s and aieal 1o LOCL ongn Hesists BDo |1 varrus, and postonor transiation
¥ ey el PO a pary T Hilsuley Bead oy Stana reatramt o aetermal rotation (K
Cap=ate Fomur 1o tihia. Extonas | Saun batow joint ine  Hontorced by othor Stractunes, resists wiros & £

Arcuate ligament Lastesrasl axrenn sk head 1o posterior fom

PMocal nrem: Dot -t forrr, Blonds with OPL

Variably presaot, Y-shaped: two armes. Latool s
VOt s (ORI SURTDOONOG BOSTRORIEeR ki

Other

Latoral meniscus To tatersl plateau via coronary ligsements Cives CoNcAavity 10 the conves lateral plstos

Lateral howsd of gastrocresmius Origin s on pommat katerad condyle Acicis cyrsnmie support 10 postorolatoral kneo
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surglcal reconstruction.
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-N Teders o il 3 arcuate Hogament, X lataral g
Femorotibial Joint—Medial Struclures
First Layer—Superficial
Sartorius Becomes fasclal layer at insertion at Pas Covers athar tendons at Pes insertion
Fascia Deep fascia from high continues to knes

Blends with retinaculum (ant ) & capsule
(post.)

s 1 Layer—Middie
Medial epiconcyle 10 tibia (deep 10 Pes)
Broad insertion ks - 7om below joint line

Adductor tubercle (post. to MCL) to posta-
rior tibla, PH of med. meniscus, & cap-
sule

Medial patelia to medial femoral epicondyle

Superficial medial
collateral (MCL)

Posterior oblique
tigament (POL)

Primary restraint 10 valgus force (esp. at 307)
Secondary stabilizer to anterior trirsstation & IR

Static stabilizer against valgus, Lax in Hlexon
but tightens dynamically due to semimambs.

Madial patellofamoral
ligament (MPFL)

Medial pateliar
ratinaculum

Frimary static stabilizer aganst patella lateraliza -
tion; may need repair/reconstruction atter dx

Can aiso be injurad in lateral pateliar subluxation

Continuous w/vastus 1ascia to tibia & patella

Semimombranosus

Inserts posteroemadial on tibia

Gives posteromedial support

Third Layer—Deep

Deep medial
collateral (MCL)
Meniscotemoral fibers
Meniscotibial fibers

Inserts on medial meniscus & tibia plateau
2 sets of fibers:

Femur 1o meniscus

Tibia 1o meniscus

Stabliizes meniscus. Also known as medial
capsular ligament or middle % capsular
ligament

Capsuie

Femur 1o tibla, extends 15mim below |oint

Reinforced by other posteromedial structures

Other

Medial meniscus

Altlached fiemily 1o medial tibial plateau via
coronary ligamants

Posterior hom s secondary stabilizer 1© ante-
riar translation, Becomes 1° in ACL

Medial head of gastroc-
nemiua

QOrigin on the posteromedial femur

Provides some minor additienal dynamic
support

& Gracilis and semitendinosus tendons are between |ayers 1 and 2 and act as secandary dynamic medial stabilizers.
= The POL s a confluence of layers 2 and 3 tissues that are indistinet in the posteromedial aspect of the knee.

Gambar B4. Struktur dan Fungsi Ligamen pada lutut

C.

Pergelangan Kaki dan Kaki (Ankle & Foot)



Medial view

Tibia 3
\ 8

Talus

tibiofibe lar
ligament

Superficial
deltaid Inferior
ligament transverse

ligament

Posterior
talofibular

D ; pg
d:l?«g d ligament Ay
ligament Calcaneofibular . | o .
ligamen Anterior R AN Medial
Fibular teroreal] inferior , o N malleolus
Pasterior thular iperaneall  tibiofibular § %
talocalcaneal l!endons in inferior ligament T Dt
[posterior flb_u!ar(pcmneal) P | deltoid
taloribial) relinaculum Lateial G~ fl )‘ |iﬁ;:rnvﬂl
i { ] E
I » malleolus /‘r- ARterion |, V== Medial
Pt s \{ talofibular | (deltoid)
i i fi t /9) i .
with ligaments Calcaneolibul ar/ , igamen g 2?::":]2'
ligament
DISTAL TIBIOFIBULAR
Syndesmosis Primary support of ankle Injured in Weher C fx & *high" ankle sprains
= Anterior inferior tibiofibular (AITFL) Anterior tibia (ant. tubercle) Strong, oblique ligament. Awlsion yields
to distal fibula “Tliawe™ fracture/fragment
= Postericr inferior tibiofibular (PITFL)  Posterior tibia to distal fibula ~ Weaker, originates an posterior malleolus
= Inferior transverse ligament (ITL) Inferior & deep to PITFL Gives posterior support to ankle mortise

= Interosseous higament (I0L)

Lateral tibia to medial fibula

Sirong distal thickening of inferosseous memk.

If the ayndeamosia iz torn, the ankle mortiss i disrupted. The fibula (& firmly attached talus) will displace laterally.

= Galcaneofibular (CFL)

o Posterior falofibular (PTFL)

Galcaneus {peroneal tub,)

Talus (posterior process)

ANKLE
The ankle is ginglymus, or hinge joint. it primarily provides plantarfiexion & dorsiflexion mation. ROM: DF 20°, PF 50°
Capsule Tibia and fibula to talus Gives varying amount of support fo the ankle
Lateral Lateral malieolus 10! ATFL & PTFL are capsular thickenings
o Anterior talofibular (ATFL) MNeck of talus Resists anterior translation. #1 injured liga-
ment in ankle sprains.

Deep to peroneal tendons, Resists inversion.
42 in ankle sprains.

Strong. Rarely torn. Attaches 1o lateral tuber-
cle of posterior process.

Medial: deltoid ligament {4 pans)

Superficial deltoid Anterior colliculus of MM to:

« Anterior tibiotalar Anteromedial talus

o Tihionavicular Navicular tuberosity

s Tihiocalcaneal Sustentaculum fali

Deep deltoid Posterior colliculus of MM to:

= Posterior tibiotalar Medial talus & medial
tubercle

Origin on medial malleclus (MM)

Resists eversion of the ankle

Weak ligament. Can cause impingemen|

Restraint to medial migration of talar head

Strongest portion of the superficial deltoid,
resists valgus

Resists external rolation and fateral migration

Nearly horizontal, ztrongest portion of deftoid

Gambar C3. Struktur Ligamen Pada Ankle




Panduan Tata Cara Pemeriksaan Anggota Gerak Bawah

A. Pemeriksaan Hip

Pemeriksaan pada hip merupakan rangkaian pemeriksaan yang dilakukan pada posisi berdiri,
duduk, dan berbaring. Dalam setiap posisi dilakukan pemeriksaan secara sitematis melalui

look, feel, movement

1. Pemeriksaan Look / Inspeksi
Cara Berjalan (Gait)
Dievaluasi baik dengan menggunakan alat bantu utnuk berjalan seperti crutch atau berjalan

tanpa alat bantu dengan tanpa alas kaki

Gambar A4. Fase berjalan

a. Short Limb Gait : pasien berjalan dengan posisi pergelangan kaki equinus pada sisi
yang abnormal atau tampak adanya kemiringan pada bahu atau pinggul kearah tungkai yang
abnormal sebagai kompensasi terhadap tungkai yang pendek. Pada saat berdiri, pasien dapat

mengkompensasi keadaan ini dengan menekuk tungkai yang normal



Gambar A5. Short Leg Gait

b. Trendelenburg gait : pada saat menumpu di sisi tungkai yang abnormal, otot abduktor
tidak mampu mengangkat sisi pelvis yang berseberangan, sehingga pada saat berjalan titik
pusat gravitasi bergeser menjauhi tungkai yang menumpu, sehingga untuk mencapai
keseimbangan badan pasien akan bergerak miring kearah tungkai yang abnormal untuk
mendekatkan titik pusat gravitasi ke arah tungkai yang menumpu / yang abnormal. Jika

kelemahan otot abduktor hip terjadi bilateral maka akan terjadi waddling gait

-~

Gambar A6. Trendelenburg Gait
C. Antalgic Gait : cara berjalan yang ditandai dengan, singkatnya waktu stance phase

atau pendeknya waktu menumpu pada tungkai yang abnormal dan langkah kaki yang pendek



d. Stiff Hip Gait : pergerakan pada sendi pinggul/ hip minimal yang ditandai dengan pada
saat melangkah tungkai yang abnormal akan melakukan gerakan circumductio pada pinggul

untuk mengayun tungkai

A\
|
Y |
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m

Gambar A7. Stiff Hip Gait

Pada posisi berdiri evaluasi penderita dari depan, samping, dan belakang.

Gambar A8. Trendelenburg’s Test

Pada posisi berbaring, evaluasi ada tidaknya deforrmitas



Femanal neck fracture Pesterior hip dislocation

Andetion hip dislocation

Hesion contractuse of hip jobat

Gambar A9. Deformitas pada Hip

2. Pemeriksaan Feel / Palpasi

Evaluasi ada tidaknya nyeri tekan pada trochanter mayor, lipat paha

PALPATION

Gambar A10. Palpasi struktur tulang pada Hip

Mengukur panjang tungkai untuk mengevaluasi ada tidaknya leg length discrepancy. Sebelum
melakukan pengukuran, pemeriksa harus mengatur posisi pelvis agar seimbang dan sejajar
antara kedua tungkai. Jarak antara kedua tungkai terpisah kurang lebih 15-20 cm dan paralel
satu sama lain. Ada 2 pengukuran yang dilakukan, yaitu True Length dan Apparent Length.
True Length diukur dari (ASIS) ke medial maleolus sisi tungkai yang sama, sedangkan
Apparent Length diukur dari Umbilicus atau Prosesus Xyphoideus ke medial maleolus tungkai

kanan dan Kiri.




Gambar A10. True Length

Gambar Al1l. Apparent Length

NEUROVASCULAR
Sensory
Genitofemaral nerve (L1-2) Prowimal anteromedial thigh  Deficit indicates corresponding nerve/root lesion
Obturator nerve (L2-4) Inferamedial thigh Deficit indicates correspanding nenvesfroot iesion
Lat femoral cutaneous n. (L2-3)  Lateral thigh Deficit indicates commesponding nernvefrool kesion
Femoral nerve Anteromedial thigh Deficit ingicales corresponding nerve/root lesion
Post. femmoral cutaneaus n. (S1-3)  Posterlor thigh Deficil indicates corresponding nenvesroot kesion
Motor
Obturater neve (L2-4) Thigh/hip adduction Weakness = adducior muscle group or nerve/root lesion
Supenor gluteal nerve LS) Thigh abduction Weakness = gluteus medius or nerveroot lesion
Femoral nerve (L2-4) Hip fiexion Weakness = lliopsoas or nervavroet kesion
Knee extension Weaknass = quadriceps or nervedroot lesion
Inferior gluteal nerve (L5-52) Hip extension Weakness = gluteus maximus or nervedroot lesion
Sciatic:
Tibial portion (L4-S3) Knee flexion Weakness = biceps long head ar nervedroot lesion
Peroneal portion (L4-S2) Knee flexion Weakness = biceps short head or nervedront fesion
Other
Refiex None
Fulses Femoral

Gambar Al12. Evaluasi neurovaskular




Inpingement test,

Pain with hip flexion, adduction,
and internal rotation indicative of
femaroacetabular impingement

At for early arthrins.

Hip flexion contracture determined with patient supine, Unaffected hip
flexed anly until lumbar spine is flat against examining table, Affected hip
cannet be tully extended, and angle of flexion is recarded.

Stinchiield test.
Pain with resisted straight
leg raise indicates hip

joint patholagy.

Log roll test.

Examiner places hands

am limb, gently rolls hip

into internal and external rdation,

Supine: flex, adduct, IR hip

Pain may be indicative of femoral acetabular impingzement,

Impingement
FABER/Patrick Fiex, ABduct, ER hip, then Pesitive if painful. 81 jeant or hip pathology.
abeduct more (figure of 4)
Log roll Suping, hip extended; IRRER  Pain in hip is consistent with arthritis,
Stinchfield Resisted straight leg raise Pain is positive test for hip pathalogy.
Themas sign Suplne; one knee o chest If opposite thigh elevates off table, flaxion contracture.
Ober On side: fles: and abduct hip  Extend and adduet hip; if stays in abduction, ITB contracture,
Piritormis On sidde; adduct hip Pain in hip'peivis indicates tight piriformis (cumpressing sciatic
nerve).
90-90 siraight leg Fl:nx hip & knee 90°, eaﬂeﬁd =207 of flexion after full knee extension = fight hamstrings.
Be
Ely's Prong; passively flex knee If hip flexes as knee is flexed, tight reclus'fernuis muscle.
Leg length ASIS 1o medial mallsolus A measured difference of =1cm is posifive.
Meralgla 7 Pressure medial to ASIS Aeproduction to pain, buming, numbness = LFCN enirapment.

Gambar A13. Spesial Test pada Hip

3.

Pemeriksaan Movement




External
rotation

Internal
rotation

then limb rotated laterally and medially as pain permits JOHN A-CRAﬁ_m

Internal rotation
~ . Limitation of internal rotation of left
" hip. Hip rotation best assessed with
patient in prone pasition because
any restriction can be detected and
measured easily

= RANGE OF MOTION
Flexion Supine: knee o chest Normal, 120-135°
Thomas test Rule out flexion contracture (see Special Tests, p. 263)
Extension Prone: lift leg off table Nermak 20-30°
Abduction/adduction Supine: leg lateralfmedial Neormal; Abd: 40-50°, Add: 20-30°
Internal/external rotation Seated: foot fateralimedial ~ Normal: [R: 30°, ER: 50°
Prone: flex knee feg infout ~ Nermal: IR: 30°, ER: 50°

Gambar Al4. Pemeriksaan Move pada Hip



Gambar A15. Pemeriksaan Abduksi dan Adduksi Hip

B. Pemeriksaan pada Lutut dan Tungkai Bawah

1. Pemeriksaan Look / Inspeksi

Evaluasi Gait, seperti pada pemeriksaan hip. Lakukan pemeriksaan pada posisi pasien berdiri,
duduk, dan berbaring, dari arah depan, samping, dan belakang pasien. Evaluasi deformitas

pada lutut, berupa genu varus atau genu valgus



Gambar B5. Deformitas pada lutut : A. Genu varus, B. Genu Valgus, C. Windswept

Evaluasi rotasi dari Patella, rotasi pedis, atrofi otot quadriceps, scar, bengkak pada lutut atau
adanya massa pada lutut seperti ganglion, meniscal cyst.



Quadriceps atrophy

o
R

Osgood-Schlatter Disease
Clinical appearance. Prominence aver tibial
tuberosity partly due to soft-tissue swelling

Line of
incision

Cellulitis and
induration

and partly to avulsed fragments
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Prepatellar bursitis
(housemaid’s knee)

Q angle formed by intersection of
lines from anterior superior iliac spine
and from tibial tuberosity through mid-
point of patella. Large QQ angle pre-
disposes to patellar subluxation.

Incision and drainage
often necessary

INSPECTION
Gait Varus thrust Can indicate LCL or posterolateral corner injury/insufficiency
Patella tracking Maltracking can lead to patellofemoral symptoms
Flexed knee gait From tight Achilles tendon or hamstrings, can lead to patellofemoral symptoms
Anterior Knee alignment Normal knee alignment is clinically neutral (67 valgus radiographically).
Evaluate while weight-bearing. Variations can be developmental or post-
traumatic.
Genu valgum {knock Can predispose to lateral compartment DJD, patella instability/maltracking
knee)
Genu varum {bow leg)  Can predispose to medial compartment DJD, ligamentous incompetency
Q angle Angle from ASIS to mid-patella to tibial tubercle. NI: male =10°, female
<15 increased angle predisposes to patellar subluxation, patellofemoral
symptoms
Swelling Prepatellar: prepatellar bursitis {inflammatory or septic); intraarticular effu-
sion: arthritis, infection, trauma (hemarthrosis): intraarticular fracture,
meniscal tear, ligament rupture
Enlarged tibial tubercle May be result of Osgood-Schiatter disease (esp. in adolescents)
Posterior Mass Baker's cyst
Lateral Knee alignment Evaluated while weight-bearing
Recurvatum Possible PCL injury
Patella position Best evaluated radiographically with Insall ratio (see Joints, Patellofemoral)
High-riding patella Patella alta: can predispose to patella instability
Low-riding patella Patella baja: usually posttraumatic or postsurgical (possible arthrofibrosis)
Musculature  Quadriceps Atrophy can result from injury, postoperative, or neurologic conditions
Vastus medialis VMO atrophy may contribute to patellofemoral symptoms

Gambar B6. Inspeksi Pada Lutut




NM
Medial side of ko

eompressod of srokod proximally (0 mave
flaid away from medial compatment.

Pemeriksaan Palpasi pada lutut dan tungkai bawah

£ e
1

tliotibial band
Area of diffuse pain
an tendemess

Swelling and
% e N palpable sulcus
-~ »’,Ig.) 4 above patella
e #
- '_‘ 4 Rupture of quadriceps femoris
Lateral side is quickly . =
compeeid mqg ,)’ distally: tendon at superior margin of
bulge appears medial to patella. patella
PALPATION
Bony structures Patella Tendemess at disial pole: Endinilis jumper’s knee)
Tibial tercle Tenderness with Osgood-Schiatter disease
Solt tissues Quadricaps tendon Dafect: tondon rupture: tendomess: tendinitis
Patellar tendon Defect: tendon rupture, tendamess (2sp. at nsertian):
tendinitis Gumper’s knee)
Compress suprapatellar poush Ballotabie patelia (effusion): arthiitis, trawna, infestion
Prepatellze bursa Edematous/tender bursae indicate correlating busitis
Pes ansenne bursa Tendermess indicates tursitis
Retinaculurvilca Thickened, lender plica i pathologic

Medial pint line and MCL

Laterad oint ling &nd LOL

lhotibial bard/LFC [anterofateral knee)

Poplitesd fossa

Compartments of kg (anterion, poste-
riov, ateral)

Tendeness: medial menisc
Tencemess: lateral merniscus
Pam or tiohtness is pathelogio

Mass consistent with Baker's cyst, poplitea! aneurysm
Firm or lense compartment; cormpariment syndrome

i i or MCL injury
ar or LCL injury




NEUROVASCULAR

Sensory
Femoral nerve/saphenous (L4)  Medial leg Deficit indicates carrespanding nenve/raot lesion
Peroneal nerve (L.5) Deficit indicates correspanding nerve/root lesion
Lateral sural Proximal lateral leg
Superficial branch Distal lateral leg
Tibial narve (81) Deficit indicates corresponding nerve/root lesion
Medial sural Proximal posterolateral leg
Sural nerve Distal posterolateral leg Deficit indicates corresponding nervesioot lesion
Mator
Femoral nerve (L2-4) Knee extension Weakness = Quadriceps or nerve/root lesion
Sciatic: Tioial (L4-53) Knee llexion Weakness = Biceps (LH) or narve/root lesion
Peroneal (L4-53) Kriee flexion Weakness = Biceps (SH) or nerve/roct lesion
Tibial nerve (S1) Foot plantarflexion Weakness = TP, FHL, FDL, or nerve/root lasion
Peroneal (deep) n. (L4) Foot dorsiflexion Weakness = TA or nerve/root lesion
Peroneal {superficial) n. (L5) Hallux dorsiflexion Weakness = EHL or nerve/rool lesion
Other
Retlex (1.4) Pateliar Hypoactive/absance Indicates L4 radiculopathy
Hyperactive may indicate UMN/myelopathic condition
Pulse Popliteal Diminished pulse can result from trauma

Gambar B7. Palpasi pada lutut




Anterior drawer test

Patient supine on table, hip flexed 457, knee 907, Examiner sits on patient’s
foot to stabilize it, places hands on each side of upper calf and firmly pulls
tibia forward. Movement of 5 mm of more is
positive test. Result also compared with

that for normal limb, which is tested
first.

Apprehension (Fairbank)
test As examiner displaces
patella laterally, patient
feels pain and forcefully
contracts quadriceps
femoris muscle.

Lachman test
With patient’s knee bent 20°-30°, examiner’s hands grasp limb over
distal femur and proximal tibia. Tibia pulled forward with femur
stabilized. Movement of 5 mm or more than that in normal

limb indicates rupture of anterior cruciate ligament.

SPECIAL TESTS
' Patellofemoral Joint
Patella displacement Translate patella medially & laterally Divide patella into 4 quadrants. Patella should

translate 2 quadrants in both directions. De-
creased mobility indicates a tight retinaculum.

Patella apprehension Relax knee, push patella laterally Pain/apprehension of subluxation: patellar in-
stability or medial retinaculum/MPFL injury
J sign Actively extend knee from flexed po- Lateral displacement of patella in full exten-
sition sion: maltracking
Patella compression/grind Extend knee, fire quads, compress Pain: chondromalacia, OCD, PF arthritis/DJD
patella of patelia
Meniscus
Joint line tenderness Palpate both joint lines Most sensitive exam for meniscal tear when
tender (see page 309)
McMurray Flex/varus/ER kneg, then extend Pop or pain suggests medial, meniscal tear
Flexivalgus/IR knee, then extend Pop or pain suggests lateral, meniscal tear
Apley's compression Prone, knee 90°, compress & rotate  Pain or pop indicates meniscal tear
Anterior Cruciate Ligament
Lachman Flex knee 20-30°, anterior force on Laxity indicates ACL injury. Most sensitive
tibia exam for ACL rupture. Grade 1: 0-5mm, 2: 6-
10mm, 3: =10mm; A: good, B: no endpoint
Anterior drawer Flex knee 90°, anterior force on tibia  Laxity/anterior translation: ACL injury
Pivot shift Supine, extend knee, IR, valgus force  Clunk with knee flexion indicates ACL injury. {if
on proximal tibia, then flex knee ACL is deficient, the tibia starts subluxated

and reduces with flexion, causing the clunk,)




Pivot shift test for anterolateral knee instability

Patient supine and relaxed. Examiner lifts heel of
foot to flex hip 45° keeping knee fully extended;
grasps knee with other hand, placing thumb beneath
head of fibula. Examiner applies strong internal
rotation to tibia and fibula at both knee and ankle
while lifting proximal fibula. Knee permitted to

flex about 20°; examiner then pushes medially with
proximal hand and pulls with distal hand to produce
a valgus force at knee

T

As internal rotation, valgus force, and forward displacement of
lateral tibial condyle maintained, knee passively flexed. If
anterior subluxation of tibia (anterolateral instability) present,
sudden visible, audible, and palpable reduction occurs at about
20°-40" flexion, Test positive if anterior cruciate ligament
ruptured, especially if lateral capsular ligament also torn

Posterior
drawer test

Procedure same as for
anterior drawer test,
except that pressure
on tibia is backward
instead of forward

e o R

Leg dtof;s backward



Varus and valgus tests

Patient supine on table, relaxed, leg over edge

of table, flexed about 30°. With one hand fixing

— thigh, examiner places other hand just above }\;- i

ankle and applies valgus stress. Degree of mobility &
compared with that of uninjured side, which is

tested first. For varus stress test, direction of

pressure reversed.

External rotation
at 30” and 90° (dial test).
Test may be performed

prone or supine (shown).

External rotation
recurvatum test

SPECIAL TESTS

Posterior Cruciate Ligament

Posterior drawer

Flex knee 90°, posterior force on tibia

Posterior translation; PCL injury

Posterior sag

Supine, hip 45°, knee 90°, view
laterally

Posterior translation of tibia (by gravity) on femur
indicates PCL injury

Quadriceps active

Supine, knee 90°, fire quadriceps

Posteriorly subluxated tibia translates anteriorly if
PCL is deficient

Reverse pivot shift

Suping, flex knee 45°, ER, valgus
force on proximal tibia, then extend
knee

Clunk with knee extension indicates PCL injury. {if
PCL is deficient, the tibia is subluxated posteriorly,
then reduces w/extension, causing the clunk.)

Collateral Ligaments

Valgus stress

Lateral force to knee at 30°, then 0°

Laxity at 30°—MCL injury; 0°—MCL and cruciate
ligament injury

Varus stress

Medial force to knee at 30°, then 0°

Laxity at 30°— LCL injury; 0°—LCL and cruciate
ligament injury

Other

Prone ER at 30° &
90° (Dial)

Prone, ER both knees at 90°, then
30° (can be done supine)

Increased ER at 30°: posterolateral corner (PL () in-
jury; at 90° PLC & PCL injuries

ER recurvatum

Supine, legs straight, raise legs by
toes

Recurvatum, varus, and IR of knee indicates PI C
(+/— PCL) injury

Slocum

Knee 90°, IR tibia 30°, anterior force
Knee 90°, ER tibia 30°, anterior force

Displacement: anterior & lateral injury (ACL & PLC))
Displacement: anterior & medial inj. (ACL, MCL, POL)

Posterior lateral
drawer

Knee 90°, ER tibia 15°, posterior
force

Laxity indicates posterolateral corner and/or PCL
injury

Posterior medial
drawer

Knee 90°, IR tibia 30°, pasterior
force

Lgxity indicates PCL and medial ligament (MCL, POL)
injury




Gambar B8. Spesial Tes pada Lutut

3. Pemeriksaan Move pada lutut

Gambar B9. Aktif movement pada lutut

C. Pemeriksaan pada Pergelangan kaki dan Kaki (Foot & Ankle)
1. Pemeriksaan Inspeksi / Look
Evaluasi Gait, seperti pada pemeriksaan hip dan knee. Lakukan pemeriksaan pada posisi

pasien berdiri, duduk, dan berbaring, dari arah depan, samping, dan belakang pasien.



Anterior View Plantar View
Bunion/Hallux Valgus Callus

A=

|4

Medial View Plantar View
Ulcer

Pes Planus Cavovarus Foot .
Rain and swelling

Loss of

Medial view of pronated foot
reveals flattened longitudinal arch

mumnﬁ_m
:p Hascars

Posterior View
“Too many lees” sign Cavovarus Foot Pump bump

o

\ 1 |

Posterior view reveals hyperpronation in left — Posterior view clearly shows varus
foot, In normal foot, midlines of calcaneus deformity of affected righi foot.
and leg are aligned or deviate less than 2°

Tendoer, slightly \ 3y
red nodules just gs 1
lateral to calcaneal i !
attachment of
Achilles (calcaneal) { y
tendon

Foot (weight-  Anterior view Hallux valgus (punion), hammertaes, other deformities (clubfeet, MT adductus)
bearing) Posterior view Shight valgus is normal; “pump-bump” Seen with Achilles tendinitis
Increased valgus: posterior tibialis dysfunction, tarsal coalition, planovalgus
Varus alignment: neurologic disease (¢.9., Charcot-Marie- Tooth)

Medial view Pes planus (fat foot): posterior libialis dysfunction, tarsal cealition, pedialric pes
planovalgus
Pes cavus (high arch): neurclogic: disease (e.9., Charcot-Marie- Tooth)
Fool (non-WB)  Plantar view Ulcers {esp. in diabetics), callus, transfer lesions (callus under 2nd MT head)
Swelling Ankle Sprain, fracture
Foot: Dorsal Fracture, cantusion
Medial Posterior tibialis dysfunction
Diffuse  Consider cardiovascular etiology
Skin Color Pallor may indicate vascular disease; congestion may indicate venous insuffi-
ciency
Hair Decreased hair may indicate peripheral vascular disease
Shoes Nerrow toe box Associated with hallux valgus {esp. in women)
Abnormal wear May indicate malalignment (e.g., pes planus or cavus) or dysfunction (e.g., foot
drop)

Gambar C4. Inspeksi pada Foot & Ankle




2. Pemeriksaan Palpasi / Feel

Tendemess over tendon. ’
Swelling may or may

not be present

Palpation

Achilles Tendinitis

Retrocalcaneal Bursitis

Palpating for I
tenderness ,
in front of !
Achilles tendon

-f’ /J‘ i
& e
:: g s ' P
Bony slructures 15t MP joint/MT& head Bunion, pain: hallux rigidus, sesamoids, turf toe, gout
Lesser MPT joint/MT Pain: metatarsalgia, Freiberg’s infraction, fx, tailor's bunion
(5th MT head)
Tarsal bones/midfoot Tenderness sugaests fracture, ostecarthritis, dislocation
Calcaneus/heel Pain: fracture; posterior: buesitis (pump bump); plantar;
spur, plantar fascittis, medial: nerve entrapment
Malleoli Pain indicates fraclure, syndesmosis injury in leg
Soft tissue Skin Cool: peripheral vascular disease
Swelling: trauma/infection vs venous insufficiency
Between metatarsal heads — Pain: neuroma
Medial ankle ligaments Pain sugges!s ankle sprain (deltoid ligament)
lendons (at med. malleolus)  Pain indicates tendinitis, rupture
Lateral ankle ligaments Pain suggests ankle sprain (ATFL, CFL, PTFL [rare])
Peroneal tendons (LM) Pain indicates tendinitis, tear, disiocation/subluxation
Achilles tendon Pain: tendinitis; defect suggests Achilles rupture
NEUROVASCULAR
Sensory
Saphenous (L4) Medial foot (med. cutanegus)  Deficit indicates corresponding nerve or roof lesion
Tiblal (L4-S1) Plantar foot (med. & lat./pantar)  Deficit indicates corresponding nerve: of root lesion
Superficial peroneal  Dorsal foot Deficit indicates cormesponding nerve or root lesion
Deep peroneal (L5)  1st dorsal web space Deficit indicates corresponding nerve or roof lesion
Sural (S1) Lateral foot Deficit indicates comesponding nerve of root lesion
Motor
Deep peroneal (1) Foot inversion/dorsiflexion Weakness = filialis anlerior or comesponding nerve or root lesion
Deep peroneal (L5)  Great toe dorsifiex Weakness = axlenser hallucs longus or nerve or root lesion
Tibial (51) Foat plantarflexion Weakness = gastrocnemiug or nerve or root lesion
Supedficial peroneal  Foot eversion Weakness = peroneus muscles or nerve or roof lesion
Reflex
S Achilles reflex Hypoactive/absence indicales S1 radiculopalhy
Upper motor newron ~ Babinski reflex Ungoing toes indicates an upper motor neuren disorder
Pulses Dorsalis pedis (en dorsum) Decreased pulses = trauma/vascular compromise, peripheral vascu-

Post. tibial (post. med. mall )

lar discase

Gambar C5. Palpasi Foot & Ankle



. Of minimal

Plantarilexion

Normal: Squeezing calf results in
gasirocnemius and soleus contraction
causing plantarflexion of ankle joint
if Achilles tendon is intact

SPECIAL TESTS
Thompson Prone: squeeze calt Absent foot plantarfiexion indicates Achilles tendon ruphure,
Anterior drawer Stabilize tibia, PF foot, anterior  Tests lateral ligaments (esp. £1F1). Increased laxity indicates ligament
force on heel injury.
Tadar tilt Stabilize tibia, DF foot, nvert Tests lateral ligaments (esp. CI L), Increased laxity indicates ligament
font injury.
Ext. rotafion stress  Stabilize tibia, ER foot Tests deep deftoid & syndesmotic igs. Lavity indicates ligament injury
Eversion slress Stabilize libia, event fool Tests superficial deltold ligament. Incr. laxity indicates ligament injury
Squeeze Compress distal tibiafibula Pain may suggest a syndesmosis injury (sprain or compiete rupture).
Heel rise Standing, rise anlo toes Heel should go Into varus. No varus in FTTD and fixed deformities.
Inabifity to tio single heel rise indicates PTTD.
Coleman block Lateral foot and heel on block;  Flexible hind foot varus: ankle will go into valgus or neutral whan on
15t ray hangs free block. Fomd hind oot varus: ankie will stay in varus on the hiock.
' Tinel's Sign Tap nerve posterior o MM Paresthesias/tingling indicate tibial nerve entrapment (in tarsed tunnel),
| [‘.m‘r_lu‘msi]n Squeere foot at MT heads Pain (or numbness/tingling): interdigital neuroma (Morton's neuroma)
Thompson Test Disruption of Achilles tendon resulis in absence Coleman Block Test

plantarflexion of ankle when calf squeezed

Heel Rise

Normal
wellus

Flexible cavovarus

'H

[ .

Normal

PTT dysiunction

On toe standing, normal PTT function
pulls heel into varus, PTT dysfunction
allows heel to remain in valgus poisition

QI:

Fixed cavovarus

Gambar C6. Spesial Tes Foot & Ankle

3. Pemeriksaan Move



Range of Motion

f e /
| Dorsiflexion ? ’M-D' (‘/yfﬁv’}ioé
‘ Plantarflexion 0" - IARE 7
| { 2 . Boyrze.
! d . ]
L& )
ey ¥

Inversion  Eversion
Foot

0" Eversion

0"

Inversion

EXAM TECHNIQUE CLINICAL APPLICATION
RANGE OF MOTION
Ankle: dorsifiex/plantarfiex  Stabilize subtalar joint Normal: flex 50%/extend 25°
Subtalar: inversion/ Stabilize tibia Normal: invert 5-10°/evert 5°
eversion
Transverse/midtarsal: Stabilize heel/hind foot, Normal: aoduct 20°/abduct 10°
adduction/abduction give abd./add. stress
Great toe:
MTP: flax/extend Stabilize foot, flex/extend Normal: flex 75°/extend 75°; decreased in hallux rigidus
IP: flex/extend Stabilize Toot, flex/extend Normal: flex 90°/extend 0°
Combine motions; Pronation; dorsiflexion, eversion, abduction; Supination: plantarfiexion, inversion, adduction

Hal-hal yang harus diperhatikan pada pemeriksaan anggota gerak bawah adalah:

1. Universal Precaution ( penggunaan APD)

2. Perkenalan diri dan menjelaskan setiap pemeriksaan yang akan dilakukan dan tujuannya
3. Jangan menambah cedera pada pasien (First Do No Harm)

Alat-alat yang dibutuhkan
Goniometer

Manekin atau Probanus
Meteran

LCD Projector

White Board

Reflex Hammer

o 0k~ wbdPE






Chek List Pemeriksaan Anggota Gerak Bawah

No Aspek Keterampilan yang Dilakukan BOBOT Nilai
1
1 Salam dan memperkenalkan diri ke Px 1
2 Meminta izin akan memeriksa px 1
3 Sendi panggul
a. Look (px berdiri dan terlentang); 1
a. Deformitas
b. Pembengkakan
c. Sikatrix
d. Fistulae
e. Atrophy
f. Gait
b. Feel: 1
a. Temperatur kulit.
b. Nyeri tekan.
c. AVN Distal
c. Move 2
o Fleksi & Ekstensi

(o}

Abduksi & Aduksi




o Internal Rotasi & Eksternal Rotasi

Sendi lutut

a. Look (px berdiri dan terlentang):
a. Deformitas

b. Benjolan, ukuran ...... , warna sama dg
sekitar

c. VenaProminent
d. Mengkilat

e. Fistulae

f.  Atrophy
g. Gait
b. Feel:

a. Temperatur kulit.
b. Nyeri tekan.

c. AVN Distal

c. Move

o Fleksi & Ekstensi

o Anterior dan Posterior Drawer test
o Valgus dan varus stress

o Mc Murray Manouver (Meniscus test)

o Apley Compresion test




5. Sendi pergelangan kaki

a. Look: 1
a. Deformitas

b. Luka

c. Pembengkakan

d. Fistulae

e. Atrophy
f. Gait
b. Feel: 1

a. Temperatur kulit.
b. Nyeri tekan.

c. AVN Distal

c. Move 2
o Dorsofleksi
o Plantarfleksi

o Abduksi.& Adduksi.
o Inversi.& Eversi
JUMLAH (A) 12

KET : Nilai 0 : Tidak Dilakukan, Nilai 1 : Dilakukan tidak sempurna, Nilai 2 : Sempurna

No (B). PENILAIAN PERFORMANCE
NILAI




1. Komunikasi

2. Sikap profesional
3. Performance selama pemeriksaan
4 Kualitas teknik pemeriksaan

JUMLAH (B)

KET : 1: Gagal dilakukan; 2 : Borderline; 3 : Memenuni harapan;

4 : Sangat baik (melebihi harapan)
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