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The practice of neuromusculoskeletal (NMS) therapy has undergone a significant paradigm shift over the last 

decade, transitioning from a purely biomechanical model to a sophisticated biopsychosocial and evidence-based 

framework. Central to this evolution is the ability to conduct a rigorous, systematic, and clinically reasoned 

examination. Drawing from the core principles established in the authoritative text Neuromusculoskeletal 

Examination and Assessment: A Handbook for Therapists , this article provides a high-level technical analysis

of the assessment process, integrating contemporary clinical reasoning models with structural and neurological

diagnostic protocols.

The Theoretical Framework of Clinical Reasoning

At the heart of any NMS assessment lies clinical reasoning. This is not merely a sequence of tests but a cognitive 

process where the therapist interacts with the patient to generate, test, and refine hypotheses. Modern therapists 

typically employ the Hypothetico-Deductive Model, especially when faced with complex or non-routine cases.

Pattern Recognition vs. Analytic Reasoning

Experienced clinicians often utilize pattern recognition, identifying clusters of symptoms that match previously

encountered clinical presentations (e.g., a classic S1 radiculopathy). However, the technical writer must emphasize

that over-reliance on pattern recognition can lead to cognitive biases, such as anchoring or premature closure.

Therefore, a dual-process theory is recommended, where the therapist alternates between intuitive recognition and

a more formal, analytical approach to ensure all diagnostic possibilities are considered.

The Biopsychosocial Integration

Technical assessment must account for the biopsychosocial model. While the physical examination targets the

biological domain (tissues, nerves, joints), the subjective examination must identify psychological drivers (fear-

avoidance beliefs, catastrophizing) and social factors (occupational stressors, support systems) that modulate the

patient’s experience of pain and disability.

The Systematic Subjective Examination

The subjective examination provides approximately 80% of the information required to form a primary hypothesis. It

is a technical data-gathering phase that requires precision in questioning and active listening. Key components

include:

•  Body Chart Mapping: Precise documentation of the location, quality, and depth of symptoms. Distinguishing 

between somatic referred pain, radicular pain, and localized nociceptive pain is critical.

•  Behavior of Symptoms: Analyzing the 24-hour cycle of pain. For example, morning stiffness lasting over 30 

minutes may suggest an inflammatory component, whereas pain that increases with activity usually indicates 

mechanical loading issues.

•  Irritability Assessment: Determining how much activity is required to provoke symptoms and how long they 

take to settle. This dictates the vigor of the subsequent physical examination.

•  History of Present Condition (HPC): Tracking the onset, progression, and previous interventions.



Flagging Systems in NMS Assessment

A rigorous assessment must include a screening for "flags" to ensure patient safety and identify prognostic

indicators. The following table outlines the technical categorization of these screening tools:



Flag Color Focus Area Clinical Significance

Red Flags Biological / Pathological Indicative of serious pathology (e.g., 
cauda equina syndrome, malignancy, 
fracture, infection). Requires urgent 
medical referral.

Yellow Flags Psychological Beliefs, emotional responses, and 
pain behaviors (e.g., fear-avoidance, 
anxiety). Predictors of chronicity.

Orange Flags Psychiatric Clinical depression, personality 
disorders, or PTSD that may require 
specialist mental health intervention.

Blue Flags Occupational (Perceived) The patient's perception of the 
relationship between work and health 
(e.g., belief that work is harmful).

Black Flags Occupational (Socio-economic) Systemic factors such as insurance 
issues, company policy, or heavy 
physical work demands.

The Objective (Physical) Examination Protocol

The objective examination serves to test the hypotheses generated during the subjective phase. It must be

performed in a logical sequence to minimize patient fatigue and prevent symptom flare-ups.

1. Observation and Functional Analysis

Observation begins the moment the patient enters the clinic. The therapist analyzes gait, posture, and spontaneous 

movements. Functional tests (e.g., squatting, reaching, or specific work-related tasks) are essential to establish a 

baseline of asterisk signs (comparable signs)—movements that reproduce the patient’s chief complaint.

2. Active and Passive Range of Motion (ROM)

Active movements assess the patient's willingness to move, coordination, and muscle power. Passive movements 

allow the therapist to assess the end-feelof a joint, which provides diagnostic clues about the limiting structure

(e.g., capsular, bony, or muscular spasm).

3. Neurological Testing: Technical Execution

When NMS involvement is suspected, a comprehensive neurological screening is mandatory. This includes:

•  Dermatomes: Testing sensory perception to light touch and pinprick to identify spinal nerve root involvement.

•  Myotomes: Isometric muscle testing of specific groups to assess motor output (e.g., L4 - Ankle Dorsiflexion).

•  Reflexes: Deep tendon reflexes (DTR) to assess the integrity of the reflex arc (e.g., C6 - Brachioradialis).

•  Upper and Lower Motor Neuron Signs: Testing for Clonus, Babinski, or Hoffman’s sign to rule out central 

nervous system involvement.

4. Neurodynamic Testing

Neurodynamics examines the mechanical sensitivity and mobility of the nervous system. Tests such as the 

Straight Leg Raise (SLR) or Upper Limb Neurodynamic Tests (ULNT)are used to assess the neural tissue's

response to elongation and sliding. A positive test requires the reproduction of the patient's symptoms and a



change in those symptoms with structural differentiation (e.g., adding ankle dorsiflexion to a SLR).

The Maitland and Kaltenborn Principles in Assessment

Technical assessment often incorporates manual therapy grading systems to evaluate joint accessory mobility. 

Geoffrey Maitland's approach focuses on the irritability and nature of the pain, using five grades of oscillatory 

movement. In contrast, Freddy Kaltenborn'sapproach emphasizes the convex-concave rule and three grades of

translatoric traction and glide. Utilizing these systems allows for a precise determination of whether a joint is

hypomobile, hypermobile, or normal, and whether the limitation is due to pain or structural stiffness.

Differential Diagnosis and Data Synthesis

After collecting subjective and objective data, the therapist must engage in differential diagnosis. This involves

weighing the evidence for and against various pathologies. For instance, in a patient with shoulder pain, the

therapist must distinguish between subacromial impingement, a rotator cuff tear, adhesive capsulitis, or referred

pain from the cervical spine.

The Sensitivity and Specificity of Special Tests

A senior therapist must understand the statistical validity of the tests they perform. Use the following metrics to

evaluate the utility of clinical tests:

•  Sensitivity (SnNout): A test with high sensitivity, when negative, is useful for ruling a condition out.

•  Specificity (SpPin): A test with high specificity, when positive, is useful for ruling a condition in.

•  Likelihood Ratios (LR): A combination of sensitivity and specificity that indicates how much a test result 

changes the probability of a diagnosis.

Step-by-Step Implementation: The Cervical Spine Workflow

To illustrate the practical application, consider the technical workflow for a cervical spine assessment:

1.  Clearance of Red Flags: Screen for cervical artery dysfunction (CAD), upper cervical instability (Alar/

Transverse ligament tests), and myelopathy.

2.  Subjective Mapping: Identify if pain is localized, radicular, or referred to the upper limb.

3.  Postural Assessment: Evaluate the relationship between the cervical spine, thoracic spine, and 

scapulohumeral rhythm.

4.  Active Range of Motion: Assess flexion, extension, lateral flexion, and rotation. Document the presence of 

pain-arc or deviations.

5.  Neurological Screening: Test C1-T1 myotomes, dermatomes, and reflexes.

6.  Accessory Glides: Perform postero-anterior (PA) and unilateral PA pressures on the cervical vertebrae to 

identify symptomatic levels.

7.  Neurodynamic Testing: Specifically the ULNT1 (Median nerve bias) if arm pain is present.

Common Pitfalls and Troubleshooting in NMS Assessment

Even for experienced therapists, certain challenges can arise during the examination process. Identifying and

mitigating these errors is crucial for clinical excellence.

1. Inconsistent Findings

When subjective reports do not align with objective findings, the therapist should reconsider the hypothesis. This

may indicate a non-mechanical driver of pain, such as centralized sensitization, or it may suggest that the therapist



has not yet identified the true "comparable sign." In such cases, re-evaluating the patient during a functional task

rather than a static test is often revealing.

2. Over-reliance on Imaging

Technical documentation often highlights the discrepancy between MRI findings and clinical symptoms. Many

"abnormalities" (e.g., disc bulges, labral tears) are present in asymptomatic populations. The therapist must

correlate imaging results with the physical examination; if they do not match, the physical examination takes

precedence in directing treatment.

3. The "Stability" vs. "Mobility" Dilemma

Therapists often struggle to determine if a patient needs more movement or more control. Assessing motor control

 involves observing the timing and sequence of muscle activation. Using tools like the Prone Instability Test or 

observing scapular winging can help differentiate between structural instability and functional motor control deficits.

Integrating Assessment into the Treatment Plan

The examination is not an end in itself; it is the foundation of the management plan. The final stage of the 

assessment is the Prognostic Synthesis. The therapist must estimate the timeframe for recovery based on the

tissue healing phases, the severity of the condition, and the presence of yellow flags. This information should be

communicated clearly to the patient to establish a collaborative therapeutic alliance.

The Role of Outcome Measures

To quantify progress, therapists must use validated Patient-Reported Outcome Measures (PROMs). Examples 

include the Oswestry Disability Index (ODI) for low back pain or the Neck Disability Index (NDI). These tools provide

objective data points that satisfy the requirements of insurance providers and allow for benchmarking against

evidence-based standards.

Synthesis of Current Best Practices

The mastery of neuromusculoskeletal examination requires a balance of technical skill, anatomical knowledge, and

cognitive flexibility. By following the structured approach outlined in the Petty handbook and integrating it with

modern pain science, therapists can provide highly specific, effective interventions. The shift toward a patient-

centered, reasoned approach ensures that the therapy is not just about treating a joint or a muscle, but about

treating a person with a complex NMS dysfunction. As the field continues to incorporate digital assessment tools

and advanced biomechanical sensors, the core principles of history taking, physical palpation, and clinical

reasoning remain the irreplaceable pillars of therapeutic practice.
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