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SESSION T OBJECTIVES

At the conclusion of the lecture portion of this session, participants will be
able to:

= 1. Utilize the best available evidence to identify conditions that would benefit
from the use of neurodynamics.

= 2. Differentiate neural tension techniques from neural mobilization
techniques.

= 3. Understand the phenomenon of double-crush injury to the nervous system
and formulate appropriate treatment strategies for this condition.

= 4. Develop an appropriate treatment plan to address avariety of peripheral
nerve pathologies.
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SOFT-TISSUE ASSESSMENT

= This commonly includes muscle, tendon but not nervous tissue
= Nervous tissue travels through muscle

* Muscle Flexibility Assessment-> Nerve Mobility Assessment
= Assess muscle length tension relationship
= Assess nerve length tension relationship

SOFT-TISSUE ASSESSMENT

= Muscle Flexibility Assessment>
Nerve Mobility Assessment
= Assess muscle length tension
relationship
= Assess nerve length tension relationship
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SOFT-TISSUE ASSESSMENT

= Key differences including subjective report from patient,

o onset of symptoms, and range in which symptoms pres:
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HILTON'S LAW

= The nerve supplying the muscles that act on the joint also innervate

the joint

= Thus when assessing limited mobility of a joint, aclinician should

assess:

= The joint

= The soft tissue that crosses the joint
= The nerve that crosses the joint
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ANATOMY CONSIDERATIONS

= Low elasticity but high mobility
= Nerves “glide” or “mobilize” but do not “stretch”
= Athough non-elastic, anerve wil elongate or move
= As nerveselongate > blood flow increases - pressure increases

= One continuous tissue from brain to spinal cord (CNS) to peripheral

nervous system (PNS)
= Restriction in onelocation results in symptoms in another location
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ANATOMY CONSIDERATIONS

» Nerve anatomy similar to muscle
= Epineurium - Epimysium
= Perineurium - Perimysum
= Endoneurium - Endomysium

= Fascicle - Fascicle

= Nerve mobility can be affected by
scarring inside or outside the nerve

PERIPHERAL NERVE PATHOLOGY

= Damage to peripheral nerves usually occurs through:
= Orthopedic means:
= Entrapment or Occlusion (Pinching)
= Traction or Stretching (Tension)
= Other:
= Vitamin or Nutritional Deficiency
= Diabetes
» NeurologicalDiagnosis: Guillain-Barre Syndrome (GBS)
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COMMON INJURY SITES

= Upper extremity
= Brachial plexus
= Axilary nerve
* Musculocutaneous nerve
= Median nerve
= Unar nerve
* Radial nerve

= Lower extremity

= Femoral nerve

= Obturator nerve

= Sciatic nerve

= Tibial / Posterior Tibial nerve
= Common Fibular nerve
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NERVE MOBILITY TERMINOLOGY

= Nerve Mobility:

= Movement of nerve
* Neural Tension:

= Tight nerve

= Neurodynamics:
= Anything that afects the mobilty ordynamics of the neural system
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TESTING/ TREATMENT TERMINOLOGY

* Neural Tension Testing:
= Testing of anything that could impede nerve mobility
= Including: compression, tension,adhesion
= Neural flossing/gliding:
= Treatment method to improve neuralmobility
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PERIPHERAL NERVE PATHOLOGY

= Signs and symptoms of impaired nerve
mobility
= Paresthesia
= Limited ROM
= (+) Provocation tests
= Causes of symptoms
= Entrapment (Between muscle or fascia)

= Nerve root compression
= Scarring / Adhesions

MORAVIAN

COMMON SITES OF ENTRAPMENT- MEDIAN NERVE

= Cervical/Shoulder:
= Thoracic outlet

= Elbow:

» Cubitalfossa
= Forearm:

= Pronatorteres
= Wrist:

= Carpaltunnel

Pronator teres muscle
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ADSON'S TEST

= Palpate distal radial pulse
= Extend & ER the shoulder
= Patient takes a deep breath

= Extends and Rotates Cervical Spine
to test side

= Positive test is diminished radial
pulse or reproduction of symptoms

Reliability | Sensitivity | Specificity +LR -LR
0.16-1.00

N/A 0500.79 3/ sudies 33 027
above 0.70
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ADSON'S TEST REFERENCES

* Gillard ], PerezCousin M, Hachulla E, Remy J, Hurtevent JF, Vinckier L, Thevenon A Duquesioy B. Diagnosing thoracic
outlet syndrome: of tests, and helical computer
tomography in 48 patients Join( Bone Spine. 2001:68:416-424.

* Lee AD, Agarwal S, Sadhu D. Doppler Adson’s teg: Predictor of outcome of sugery in non-specific thomcic outlet
syndrome. World ] Surg. 2006:30:201-292

* Nord KM, KapoorP, Fisher]. Fals positive mte of thoracic outlet syndrome diagnostic maneuvers Electromyogr Clin
Neurophysiol. 2008;48:67-14.

* Piewa MC, Delinger M. The false-positive rate of thoracic outlet syndrome shoulder maneuvers in healthy subjects.
Acad Emerg Med. 1998;5(4):337-342.

* Rayan GM, Jensen C. Thoracic outlet syndmme provocative examination maneuversin a typical population. ] Shoulder
Elbow Surg. 1998;4:113-117
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Novak CB, Lee GN Mackinnon SE, Lay L. Provocative teging for cubital tunnel syndrome. / Hand Surg [Am]. 1994;196):817-820
Rayan GM, Jenson C, Duke J. Elbow flexion test in the nomal population. ] Hand Surg. 1992;17:86-89.

ELBOW FLEXION TEST

= Actively flex elbow to end-
range

= Brearm supinated or pronated

= Hold this position 3-5 minutes

= Positive test is reproduction of

symptoms into the median
nerve distribution

Reliability \ Sen sitivity \ Sp ecificity \ +LR \ LR \
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PINCH GRIP TEST

= Patient is instructed touch the
tip of the thumb to the tip of the
index finger, forming a circle

= Touching pad to pad as
opposed totip totip is a
positive test

Max Dar mid 1 C, Kr amcr JF, Woodbury MG, Intarit o r dicbility of pinch and grip strength
mesurannts  in paients with aumlive traim disorders. JHand Tha 1994:7:10-14
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PHALEN'S TEST

= Dorsum of hands placed together
= Wrists in full flexion

* Compression applied through
hands

= Position held for 1 minute
= Positive test is reproduction of

symptoms
Reliability | Sensifivity | Specificity +LR -LR
0.58-0.79 0.47-0.87 0.17-0.95 0.57-15.0 0.13.12 MORAVIAN
4/1 studies 4/1 studies 3/1 studies 4/1 sudies OLLEGE
D above 070 | above0.so | aboveso | below 0.4 m

PHALEN'S TEST REFERENCES

* De Krom MC, Knipschild PG, Kester AD, et al. Efficacy of provocative testsfor diagnosis of carpal tunnel syndrome. Iancet.
1990:335:393-395

Gellman H. Campal tunnel syndrome: an evaluation of the provocative diagnodic tests / Bone Joint Surg. 1986:68:734-737

+ Conmlez del PinoJ, Delgado-Maxtinez AD, GonmlezGonmlez 1, Lovic A Value of the capal compresion test in the diagnosis
of carpal tunnel syndrome. J Hand Surg. 1997;22(1):38-41

* Miedany YE, Samia A, Yousef S, et al. Clinical diagnosis of carpal tunnel syndrome: Old tests new concepts Joint Bone Spine.
2008;75:451457

* Mondelli M, Pasero S, Giannini F. Provocative testsin different sages of carpal tunnel syndrome. Clin Neurol Neurosurg.
2001;103:178-183.

* Smbo RM, SlaterRR, Farver TB, Stanton DB, Sharman WK. The value of diagnosic tesing in carpal tunnel syndrome. J Hand

Surg. 1999:24(4)704-714

* MacDemid JC, Kramer JF, Woodbury MG. Intemater weliability of pinch and grip trength measirements in patientswith
cumulative tmuma disorders ] Hand Ther, 1894;7:10-14.

* WainnerRS, Fritz JM, Ingang JJ, Delitio A, Allison §, Boninger ML. Development of a clinical prediction mle for the diagnosis
of campal tunnel syndrome. Arch Phys Med Rehab. 2005:86:609-618
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ULTT 1: MEDIAN NERVE BIAS

= Depress shoulder

= Abduct shoulder to 110°
= Supinate forearm

= Extend wrist

= Extends fingers

= Extends elbow

Wainner R, Fiitz], Ingag J,Bavinger M, DelittoA, Allion S Rdiabilty md dagnatic aaiacyofthecliicd examhatian md paiert self-repat meaures for
cervical diculgatly.Sgine.20328():307319
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ULTT 2: MEDIAN NERVE BIAS

(WITH MUSCULOCUTANEOUS & AXILLARY NERVE)

= Depress shoulder

= Abduct shoulder to 10°
= Supinate forearm

= Extend wrist

= Extends fingers

= ER shoulder

= Extends elbow

LARY BALOWIN
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COMMON SITES OF ENTRAPMENT- RADIRL NERVE

= Shoulder:
= Saturday Night Palsy

* Honeymoon Palsy

= Forearm:
= Radial Tunnel Syndrome

17934832
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ULTT 3: RADIAL NERVE BIAS

= Depress shoulder

= Abduct shoulder to 10°
= Pronate forearm

= Flex & UD wrist

= Flex fingers

= IR shoulder

= Extend elbow

WainnerR, Fritz], Imgmg J,Baninga M,DelittoA, Allion S.Reiabilty md dagnatic xamcyofthecliicd emmhatian md paiert
cewical mdiculpatly Sgine.200328():307319
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COMMON SITES OF ENTRAPMENT- ULNAR NERVE

= Elbow:
= CubitalTunnelSyndrome
= Wrist/Hand:
* GuyonsCanalSyndrome
» Handlebar Palsy

TINEL'S TEST AT ELBOW

= Clinician taps over cubital tunnel /
ulnar nerve

= Positive test is reproduction of
symptoms inthe ulnar nerve
distribution

Novak CB, Lee GW Mackinnon SE, Lay L. Provoc,

xcubital tunnel syndrome. / Hand Surg (Am]. 1994;19(5):817-820.
Rayan GM, Jensen C, Duke J. Elbow flexion te: al populat

J Hand Surg. 1992;17:86-89
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ULTT 4: ULNAR NERVE BIAS

= Depress shoulder

= Abduct shoulder to 90°
= Supinate forearm

= Extend & RD wrist

= Extend fingers

= ER shoulder

= Flex elbow

\ Reliability \ Sen sitivity \ Sp ecificity \
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COMMON SITES OF ENTRAPMENT- AXILLARY NERVE

= Shoulder:
= Axillary
=Crutches
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COMMON SITES OF ENTRAPMENT- SCIATIC NERVE

= Sacroiliac Joint / Hip:
» Piriformis syndrome
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COMMON SITES OF ENTRAPMENT- SCIATIC NERVE

» Examined 1510 limbs (755
cadavers) to examine relationship
between sciatic nerve and
piriformis muscle

(|:|zs specimens)

N

= In89% of cases (a & c) the sciatic a
nerve ranunder the piriformis P
muscle )

=In11% of cases (b & d) the sciatic
nerve ran through the piriformis c
muscle
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PIRIFORMIS TEST

= Hip flexed to ~60 degrees with
knee flexion

= Clinician stabilizes hip and applies
downward pressure at the knee

= Positive test is buttock pain or
peripheral symptoms

L Donbi G Midiad on C. dd Pifor mis syndroms dignosis trat mat md oui@me & 10-yer sudy
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‘ Reliab ility ‘ Sensitivity ‘ Sp ecificity ‘ +LR ‘ -LR ‘
N/A ‘ 0.83 ‘ 0.88 ‘ 5.2 ‘ 14 ‘

(JI\ AVIAN
GE

oL
Y BALOWY
ARVBALOWN 0 0 e

NEURODYNAMICS EVALUATION: LOWER EXTREMITY

= Standard SLR assessment
= Assess sciatic nerve, hamstring issues

= Bias for common fibular and tibial nerves
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STRAIGHT LEG RAISE TEST

= Referenced in 20 different studies

= Overall good sensitivity

= Pain below 70 degrees hip flexion usually
indicates HNP or sciatic nerve involvement
= 0-30 Mechanical LBP or Hip
= 30-50 Sciatic Nerve

= 70-90 SIJ
= Normal HS flexibility is 70 degrees or more
Reliability | Sensitivity | Specificity +LR -LR
0.320.92 0.160.97 010089 1.034.72 0.050.90 MO RN
Mixed Above 08 | Below 05 | Below 20 ~ 040 m
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SLR REFERENCES

Vioomen PC, de Krom MC, Knottnerus JA Consstency of higory taking and physical examination in patients with supected lumbar
newe oot involvement. Spine. 2000;25:91-97

* Ros, M]. The statiical analyssof the
o1

of four clinical techniques 1991;77:89-
« Viikarijuntura E, Takala EP, Riihimaki H, et al al
validity of symptoms and sgns J Clin Epldsmtol 80881245 ey

protocol disorders Feasbility of use and]

= Albeck M. Aciitical asesment  of clinical diagnosisof disc hemiation in patients with monoradicular siatica. Acta Neurochi.
1996:138:40.

Bertilson BC, Bring J, Sjoblom A, Sundell K, Strender, LE. Interexaminer reliability in the amesment of low back pain usng the
Kinkaldy-Willis clasification. Eur Spine. 2008;1-9

Chamley J. Othopaedic sgns in the diagnosis of dixc protision with special reference to the smightleg misng tes. lancet.
1951;1:186-192.

* Curdijan E, Webster ], Otrowski AZ, Hardy WLindner D, ThomasL. Hemiated lumbar intervertebral disos An analysis of 1176
operated cams ] Trauma. 1961;1:188-176

Hakelius A, Hindmarh J. The comparative reliability of preoperative diagnostic methods in lumbar disc sugery. Acta Othop Scand.
1972;43:234-238.
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SLR REFERENCES

+ Kem RSC, Cadoux-Hudson TA, Adams CBT. The value of accumte clinical amesment in the mugical management of the lumbar disc
protuson. J Neurol Neurosurg Psychiatr. 1988:51:169-173.

* Knutton B. Compamtive value of myelographic, and

diagnosis of lumbar
ot compresion syndrome. Acta Otho Scand. 1961/495:19-48

. M, Bang F, S. The clinical of anaight leg raising (Lasegue’s sgn) in the diagnosis of
prolapsed lumbar disc. Spine. 1988;13:393-395.

* LauderTD, Dillingham TR, Andary MT, KumarS, Pezin LE, StephensRT. Effect of hitory and exam in predicting electmdiagnosic
outcome among supected Am ] Phys Med Rehabil. 2000;79:60-68.

Lyle MA, ManesS, McCGuinness M, Ziaei §, Iversen MD. of physical symptoms.
sverity and physcal function in patients with degenertive lumbar conditions Phys Ther. 2008;85(2):120-133.

* Majiles ], Togay H, Unalan H, Toprak . The senativity and specificity of the Slump and Straight Leg Raisng tests in patients with
lumbardis: hemiation. J Clin Rheumatol. 2008;14:87-91.

* Porchet F, Frankhauser H, de Tribolet N. Extreme lateral lumbar disc hemiation: Clinical presentation in 178 patients Ata Neurochir
1994:127(3):203-209.
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SLR REFERENCES

* Rabin a, Gersten PC, Karausky P, Bunker CH, Potter DM, Welch WC. The sensitivity of the sated snightleg miss tes compared
vith the supine sraightleg rise test in patients presenting with magnetic resnance imaging evidence of lumbar nerve ot
comprosion. Arch PhysMed Rehabil. 2007;88:840-843.

* Spangfort EVThe lumbar disc hemiation: A computer aided analyss of 2504 operations Acta Othop Scand. 1972;115:1-93.

* Vioomen PC, de Krom MC, Wilmink JT, Kester AD, Knotterus JA. Diagnostic value of higory and physical examination in patients
mpected of lumboscral newve mwof compresion. J Neurol Neurosurg Pgychiatry. 2002;72(5):630-634

* Hisch G, Nachemson A The reliability of lumbar disc sugery. Clin Ofthop. 1963;28:189-195,

* Jonson B, Stomqvis B. The sraight leg mising test and the severity of symptoms in lumbar disc hemiation: A preoperative
evaluation. Spine. 1995;20:27-30.

MORAVIAN
COLLEG

MURPHY DEMING
0 0

LARY BALOWIN
APRONY HEALTH Sf

COMMON SITES OF ENTRAPMENT— FEMORAL NERVE

= Hip:
= Inguinal ligament
= Hip flexor
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COMMON SITES OF ENTRAPMENT- TIBIAL NERVE

= Knee:

= Popliteal space
= Lower leg:

= Gastrocnemius
= Ankle:

= Tarsal tunnel
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TINEL'S TEST AT TARSAL TUNNEL

= Clinician taps over tarsal tunnel

= Positive test is reproduction of
symptoms in the tibial nerve
distribution

Oloff, LM & Schulhofer, SD. Flevor halluess longus dysfundion. JFoor Ankie Surg. 19985 3%2):101-109

| Reliabilty | Sensitivity | Specifcty | +LR | -LR |
NvA [ o8 | NA | WA | NA |
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NEURODYNAMICS TESTING

= Neurodynamics is often tested through the application of neural tension tests
= Assesses whether the nervous system is involved

= Neural tension testing is used to examine nerve:
= Length:
= Adaptive shortening
= Mobility:
=Entrapment
= Inflammation:
*Damage

MORAVIAN
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NEURODYNAMICS DYSFUNCTION

= Potential mechanisms:
= Loss of ROM:
= Increased duraltension can be felt throughout the neuralsystem, which can
potentially afiect the available ROMat the trunk and/or distalextremities
= Find the “cause ofthe cause”
= Inflammation:

= Neuralinjury responds the same asinjury to the rest ofthe body through an
inflammatory response,which resultsin pain

{ORAVIAN
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DIFFERENTIATING NERVE, MUSCLE, JOINT

= Subjectively:
= Listen to your patient
=Describing: “burning”, “throbbing”, or “stabbing” symptoms
=Radiating pain present
= Objectively:
* ROM/MOBILITY:
=Compare bilaterally
= Special testing:
=Does (+) neural tension test reproduce patients symptoms
= Does a “sensitizer” affect the response
*Moving a distal component such ashand or foot

MURPHY DEMING
C OF
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EVALUATION

= Peripheral neuropathies rarely occur in isolation
» Something is usually cause of
= Need to determine the cause
=Muscle tightness
=Posture
= Compression
=Trauma
=Scartissue

MORAVIAN
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COMMON CAUSES: MUSCLES

= Scalenes & Pectoralis minor
= Brachial plexus

= Piriformis & Hamstring
= Sciatic Nerve

anterior scalene muscle
-

‘middle scalene muscle -

) pectoralis minor muscle
» Gastrocnemius

= Tibial Nerve

COMMON CAUSES: POSTURE

= Lack of mobility in spine~> tight muscle

Inhibited
Neck
Flexors
Inhibited
Tigh Rhomboids
Pectorals & Serratus
Anterior

Upper Crossed Syndrome i \(“““{:\\ IAN

LLE
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COMPRESSION

muscle tension, swelling

(FRONT)

COMMON CAUSE:

= Stenosis, disc herniation,

Hamiated
Annanan,
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N ) (4
= (*pﬁc

v
sprsicod () none
Y
o

MORAVIAN
OLLEGE




6/5/17

COMMON CAUSE: TRAUMA

= Stinger, burner, brachial plexopathy

10179 24 Ljpg.

OTHER COMMON CAUSES

= Fascial restriction
= Retinaculum
= Scar tissue

2 MORAVIAN
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DOUBLE CRUSH THEORY

= If axoplasmic flow is partially
reduced at a proximal site of injury,
further reduction can occur ata
distal compression site
» Example:
= Proximal Issue:
=Stenosis or herniated disc
» Leading to distal involvement:
= Tight piriformis

MURPHY DEMING

Double Crush Syndrome

4 Firstcrush” potential stes
= (Lumba Nerve Roots
J o

(1

Second “crush” potential sites

22 MORAVIAN
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DOUBLE CRUSH ASSESSMENT /TREATMENT

= Evaluation:
= Entire length of nerve
= Every joint involved
= Treatment:
= Should progress to entire length of nerve

22 MORAVIAN
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TREATMENT METHODS

= Multiple methods exist
= Find what works for you

= Tensioners- sustained stretch
» NOT recommended

ARY BALOWIN

TREATMENT- NEURAL GLIDING/FLOSSING

= Option 1

= Provide slack atone end

= Take up slack atthe other

= Alternate rhythmically

= Begin with small range

= DO NOT REPRODUCE / INCREASE
SYMPTOMS

= Need toknow available range of
motion, tothe point of symptoms

MURPHY DEMING
EGE OF
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TREATMENT- NEURAL GLIDING/FLOSSING

= Option 2

= One end remains fixed

= Clinician manijpulates slack/tension
on the distal end

= Controlled, Consistent, Rhythmic
motion

= Begin with small range

= DO NOT REPRODUCE / INCREASE
SYMPTOMS

= Need toknow available range of
motion, tothe point of symptoms

MORAVIAN
COLLEGE
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TREATMENT TAKE HOME POINTS

= Treatment should not reproduce symptoms
« If symptoms begin-> end treatment session
* Symptoms should resolve immediately

= Need to be confident in patients ability to perform before given as
HEP
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LAB REMINDER

= Lab sessions will occur at 4:30 and 5:30 pm

= Each session is limited to 50 attendees

= Please come dressed for hands-on learning (shorts and t-shirts)
= Evaluation & Treatment Techniques

MO!
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SPECIAL THANKS

= MAATA Planning & Selection Committee
= Lori Bristow
= NATA Research and Education Foundation

= Dr. Marty Fontenot, PT, DPT, SCS, OCS
= Faculty Advisor Mary Baldwin University
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QUESTIONS?

MORAVIAN
COLLEGE

PATGAITY b 1 m

SESSION IT OBJECTIVES

= At the conclusion of lab portion of this session, participants wil be able to:

= 1. Perform selected neural tensioning techniques to assess patients
suffering from peripheral nervous system pathology:

= 2. Appropriately apply neurodynamic treatment techniques to address
upper and lower extremity pathologies.

= 3. Incorporate neural mobilization into the overall treatment plan of a
patient with a musculoskeletal pathology.

¥
ARY BALOWIN
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TREATMENT- NEURAL GLIDING/FLOSSING

= Option 2
= One end remains fixed

STRAIGHT LEG RAISE TEST

= Referenced in 20 different studies
= Overall good sensitivity

= Clinician manipulates slack/tension
on the distal end

= Controlled, Consistent, Rhythmic
motion

= Begin with small range

= DO NOT REPRODUCE / INCREASE
SYMPTOMS

= Need to know available range of
motion, tothe point of symptoms

= Pain below 70 degrees hip flexion usually
indicates HNP or sciatic nerve involvement
= 0-30 Mechanical LBP or Hip
= 30-50 Sciatic Nerve
= 70-90 SIJ

= Normal HS flexibility is 70 degrees or more

Reliabilty | Sensitivity | Specificity +LR “LR
032.0.92 0.160.97 0.100.89 1.034.72 0.05.0.90 s e
c Mixed Above 08 | Below 05 | Below 20 ~ 040
Y LN ARY ALY . m

ULTT 1: MEDIAN NERVE BIAS ULTT 3: RADIAL NERVE BIAS

= Depress shoulder

= Depress shoulder = Abduct shoulder to 10°

= Abduct shoulder to 110°
= Supinate forearm
= Extend wrist

= Pronate forearm
= Flex & UD wrist

= Flex fingers
= Extends fingers « IR shoulder
= Extends elbow = Extend elbow
WainnerR, Fiitz], lmgmg J,Baninger M. DelittoA, Allion S Rdiabilly md dagnatic maimcyofthecliicd smmnatin md paier et epat momures for WainnerR, Fitz], Ingmg J.Baninger M Delitto, Allion S Reiabilty md dhgnatic wamcyofthecliricd emmhatiar md paiert self-repat memires for
cervical mdiculpatly Sgne 20328 (1302319 comvical mdiculpatly.Spne.20328():307318
™ ™ T Ty £ MORA A " . P P MORA
MURPHY DEMinG | FCEPIRY | Sensiivky | Speciily | +LR [ -LR 4 UoEaE Y URpy Dewne | Relabiity [ Sensitiviy | Speciicty | +LR | -LR e
o’ | oo | om | 1= | om | OF

‘ 083 ‘ 072 ‘ 0.33 ‘ 1.07 ‘ 0.84
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ULTT 4: ULNAR NERVE BIAS

= Depress shoulder

= Abduct shoulder to 90°
= Supinate forearm

= Extend & RD wrist

= Extend fingers

= ER shoulder

» Flex elbow
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TREATMENT- NEURAL GLIDING/FLOSSING

= Option 1

= Provide slack atone end

= Take up slack atthe other

= Alternate rhythmically

= Begin with small range

= DO NOT REPRODUCE / INCREASE
SYMPTOMS

= Need toknow available range of
motion, tothe point of symptoms
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ULTT 2: MEDIAN NERVE BIAS

(WITH MUSCULOCUTANEOUS & AXILLARY NERVE)

= Depress shoulder

= Abduct shoulder to 10°
= Supinate forearm

= Extend wrist

= Extends fingers

= ER shoulder

= Extends elbow
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MURPHY DEMING

TREATMENT TAKE HOME POINTS

= Treatment should not reproduce symptoms

« If symptoms begin-> end treatment session
* Symptoms should resolve immediately

= Need to be confident in patients ability to perform before given as
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