
 
 

This unedited transcript of a OccupationalTherapy.com webinar is provided in order to 
facilitate communication accessibility for the viewer and may not be a totally verbatim 
record of the proceedings.  This transcript may contain errors. Copying or distributing 
this transcript without the express written consent of OccupationalTherapy.com is 
strictly prohibited. For any questions, please contact 
customerservice@OccupationalTherapy.com. 
 
 
 
 
 
 
 
 
 
 

Examination And Assessment For The Upper Extremity: 
Part 1 

Recorded August 13, 2019 
Presenter: Valeri Calhoun, MS, OTR/L, CHT 
OccupationalTherapy.com Course #4384 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

1 
 

mailto:customerservice@OccupationalTherapy.com


 
 

 

 

- [Nika] I am very honored to introduce today's speaker, Valeri Calhoun, joining us 

today to speak on Examination and Assessment For The Upper Extremity: Part 1. 

Valeri is an occupational therapist and certified hand therapist with over 35 years of 

experience in a variety of settings. For the past 12 years, Valeri has focused solely on 

the pediatric and adolescent hand population. She received a BS in occupational 

therapy from Indiana University and an MS in community health from the University of 

Kansas. Valeri has been a certified hand therapist since 1994. In her current position, 

she developed and implemented a new pediatric hand therapy program for St. Louis 

Children's Hospital. In addition to working in clinical settings, Valeri's experience 

includes over 15 years teaching at the graduate level for occupational therapy 

programs in the Midwest. She has provided professional presentations and lectures, 

both nationally and internationally, for therapists on a variety of therapy topics. She 

participated for seven years as faculty of the CHT test prep course for ASHT. 

Welcome, Valeri, and thank you so much for joining us today. 

 

- Thank you very much, Nika. Today we're gonna talk about the examination of the 

upper extremity and how to use that in your treatment planning. This is part of a 

two-course series that'll provide clinical assessment tools and guidelines to aid in the 

treatment planning for the upper extremity involved patient. The second part is on 

August 27th at the same time during the day. So today we're going to talk about the 

first half of your assessment of this population. The learning outcomes for today, as a 

result of this course, you will be able to define three primary upper extremity 

components to address for a comprehensive upper extremity examination, list two pain 

or outcome tools, list two components of a wound care assessment, and list two 

components of scar and edema assessment.  
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So obviously, we have to do an evaluation before we do any types of treatment. But 

why is an evaluation important? It's important for several reasons. We need to 

establish a baseline of where we're starting. We need to determine the components 

that you're going to address in your treatment to establish your treatment plan. Even 

though we have to determine what components are limiting this individual, we're not 

going to treat just the components, remember that. You need to determine what 

limitations. So if there's a limitation and a component, how is it limiting them 

functionally? Then we need to use our evaluation to establish treatment goals, to 

determine your treatment result and outcomes through reevaluation, and to determine 

if your treatment is effective or not. So your examination methods need to have some 

specific criteria in order for those the be meaningful. They need to be accurate. They 

need to be standard methods that anybody can come back and replicate and use. 

They need to be reliable, which means that it's stable across time. So you're using the 

same method, the same standard methods, so that your test and retest and retest are 

reliable. It needs to be reproducible so that if another therapist is going to do the same 

test, they can get the same type of results. It need start to be valid, which means it's 

accurately measuring what it's supposed to measure. And it needs to be meaningful to 

your outcome. If there is a limitation in an extremity, but it has nothing to do with this 

patient being able to use their hand, then it's probably not a meaningful measure that 

you need to be spending your time taking.  

 

Then after you perform your evaluation, you also have to document your evaluation. 

The documentation needs to be concise and clear so that if some other therapist, or 

your attending surgeon, or any outside person, such as an insurance claims adjuster, 

they can read your documentation and understand what you've done, why you've done 

it, and what it means to this patient. So it needs to be concise, clear, accurate. It needs 

to be measurable. You can use photographs if you need to. Especially when we talk 

about wound care assessments or appearances, sometimes photographs are very 

helpful. And now everybody's using electronic formats, which is great and 
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not-so-great. So the good thing about electronic formats is, it is a standard, usually, 

format that anybody comes in and they fill in the same blanks. But what I've found 

happens with a lot of the electronic formats, as a con, is that you fill in the blanks and 

you don't get any of the extraneous information. So you're so intent on filling in your 

blanks, you may forget to ask some questions, or you may forget to take a 

measurement that's not on your preformed format. So you need to make sure that 

there are rooms for narrative in the electronic formats. And what I've found is, I've been 

involved in the development of some of the electronic formats, and they really don't 

like to leave room for narrative. And you know us therapists, we love to fill in narrative. 

So typically what they'll do is, they'll put in a narrative spot, and they limit the number 

of characters you can put in there. So make sure that you are using those narrative 

components so that you document what's important to this patient and to his care.  

 

So what is an evaluation or an examination? And you'll hear the terms used 

interchangeably, but really, your evaluation is a combination of several things. It's the 

observation skills that you use when your patient first walks in as they're doing 

everything during that assessment. It's their subjective component of what they've 

either filled out on forms or what they've told you verbally. It's your physical 

examination, which is you taking actual measurements or palpation of this extremity. 

Then it has to have your conclusion of, what does all of this information mean? They 

may have limited motion, but what does it mean? Does it limit them functionally? Or is 

it just limited motion? And then what your recommendations are regarding treatment. 

And your recommendations would include your goals that you've established. You 

should have a systematic examination process which comes back to, one of the pros 

of a formatted evaluation is that it it keeps you systematic. It makes you follow the 

format. And it also helps you to not forget something. So first comes a screening. And 

this is the subjective component. And I put subjective, which means what they tell you. 

But it can be either documentation that they complete prior to coming back and seeing 

you or what you get during your interview, or a combination of the two, which is what 
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most of us do in the clinic. The subjective is very important. And what I've seen a lot of 

people do is, they'll have patients fill out forms and all of the questionnaires prior to 

coming back, and they don't review that. So make sure that if you're using it in a 

written format prior the coming back into the clinic that you actually review that 

information prior to seeing the patient. So your subjective information needs to have 

personal information, the basics. What age is the patient, male or female, hand 

dominance, occupation, hobbies, medications, just kind of that generic personal 

information that hopefully you're getting on every patient. We need to get a picture of 

who this person is. Then you're gonna find out why you're here in your clinic. Are they 

here because of an injury, a surgery, or something that's been kind of more chronic 

and ongoing? So you wanna get the actual date of injury if there is an injury, and the 

description of the injury. You wanna get surgical information. Did they have surgery? 

When did they have it? Who performed it? And if you're not in the clinic with those 

physicians, then you also need to find out if you can obtain a surgery report. You need 

to know when the onset of their symptoms were if it's a more chronic type of condition. 

What diagnostics have been performed? And what were the results of those 

diagnostics? And if the patients aren't sure, then you should contact your referral 

source to make sure that you obtain that information prior to implementing any 

treatment. Because even though the patients are reliable with some information, there 

are times when they're not reliable. And any previous treatment they've received, either 

professional treatment for this diagnosis, or even self-treatment, find out the specifics 

on what they've done and what type of response they've gotten from those 

interventions that they've done. So sometimes they've tried some things on their own 

at home prior to coming in. And that's just as important.  

 

Then you need to find out their full medical history, and that includes just their systemic 

history, their systems review, basically, is what being called now. So that includes any 

other conditions or illnesses that may affect their, either tolerance to treatment, that 

may affect their healing, that may affect their outcomes. Alcohol and tobacco use is 
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very important, along with nutrition. Because that's gonna affect their ability to heal 

and recover. It's going to maybe affect their participation in treatment. And it can affect 

the way that they recover also. Then you wanna find out from them, and this is 

something that is typically on the outcome measures, but I really like to ask some 

pertinent questions also. What are their functional limitations? They can't just be 

coming in because they have pain, if their pain's not limiting them. So most patients 

will be coming in because they have limitations. They're not able to do what they need 

to do to complete their daily activities. So find out ADLs. And you need to sometimes 

prompt them. So I'll go through the dressing, bathing, grooming, meal preparation. I 

will go through and kind of cue them to see if there's something that they're not 

thinking about. What type of work do they do? Are they having limitations in work? 

What type of hobbies they do, maybe their limitations are in their hobbies. And some 

people take their hobbies very seriously. So you need to make sure and find out about 

that. If it's a younger person, are they in school? And is it limiting their school 

activities? Is it limiting their participation in sports. A lot of patients can't, on the spot, 

tell you where their limitations are, or they wanna tell you everything. So there are times 

that, during the initial eval, they'll tell me, "Well, it just kind of bothers me." I'll actually 

have them keep a journal before they return for their second visit so that I can get 

specifics. And the reason this is important is because I'm going to establish functional 

goals. And for me to establish a functional goal, it can't be what I think they need to do. 

It needs to be what they need to be able to return to. The other reason I do this is I 

wanna make sure that their goals and limitations are realistic. Depending on the injury, 

they may want to get back to a sport that is going to be very challenging. So I kind of 

want to know that up front.  

 

Then you get to the part about the symptoms. So they may have already filled out 

some symptom formats prior to coming back and see you. And this one component to 

please make sure and review first. Are they having pain, numbness and tingling in the 

extremity? Are they having weakness? Is there a deformity that seems to limit them or 

6 
 



 
 

that just bothers them? So if it bothers them psychologically, that's also limiting. 

Because it may keep them from participating in social activities, because they don't 

like the way something looks. Do they have impaired coordination? And is it limiting 

their ability to, say, open containers, or button buttons, or fasten fasteners? So when 

they're having their symptoms, then I want a little more specific. When are they having 

them? How long does it last? Where are their symptoms, specifically? When they give 

that whole arm type of symptom, like it's just the whole arm, I really try to get them to 

narrow that down. Is their symptom interfering with activity? And is it interfering with 

sleep? So then I wanna know their goal of treatment. Is it to return to work? Is it to be 

able to do all of their activities at work? Maybe they're not able to do a certain task. Is 

it to return to a sport? Or is it to perform their ADLs or a specific activity? Because 

really, it's not about our goals and increasing motion, or decreasing edema, or healing, 

or anything like that. It's really about their being able to go back to their daily activities. 

So once you understand the impact that the condition the patient is coming to see you 

on has on them psychologically, physically, socially, and economically, then your 

history is complete. You now know who this patient is. You now know why they're 

there. And you now know what they want to go back to doing and what their goals are. 

That's when your history component is complete. And I think, as OTs, we know how 

critical the whole person and this whole picture is. 

 

So now we're gonna get into some specific tools that you may want to use and some 

specific areas that you're going to want to assess. So pain is basically a standard 

assessment that everybody does, whether you're a Joint Commission facility, a CARR 

facility, or anything that's billing insurance, basically. So unless you're private pay with 

no billing insurance, you're always doing some type of a objective pain report. So the 

primary one that I think the majority of hand or upper extremity rehab therapists are 

using is at least an intensity scale. So an intensity scale is, how bad is your pain? Rate 

your pain. So it's something that we constantly ask. We ask it at the beginning of 

treatment. We ask it during treatment. We ask it at the end of treatment. So there are 

7 
 



 
 

many tools out there that you can use. I kind of wanna just cover what types there are 

and make sure that you find one in your clinic that works best for your population and 

works best for you. So the intensity rating, there's a verbal analog scale of zero to 10. 

There's also a visual analog scale, zero to 10. Typically, these are rated zero is no pain. 

10 has two different definitions that most people give to it. It can either be worst pain 

that you've ever experienced or the worst pain that you can imagine. And those are 

actually two different things. If you think about it, I could imagine horrendous pain. 

Have I experienced a 10? Absolutely. So you have to kind of define that, and make 

sure that, in your clinic, you're using the same language so that if there are two or three 

therapists doing these, seeing these patients, everybody should have the same 

language that they're using for their zero to 10 scale. There are least and worst ratings. 

Tell me when you have your least pain. Tell me when you have your worst pain. You 

wanna understand the duration, frequency, and consistency of their pain. Does their 

pain come and go? Does it stay all of the time, the location? And what's making it 

worse? And what makes it better? Those things are really important. Is there 

something that they can do to make their pain better? And is there something that they 

do every day that makes it worse? And start to define that so that we can help them 

address their pain.  

 

There are visual analog scales, as I mentioned. So there are some visual components 

you can give them to fill out prior to coming back and seeing you. Pain charts such as 

the pain drawing can be used. There are observational pain ratings. There's something 

called the Wong-Baker FACES that we use with the pediatric population. And it's 

specifically normed for ages three to seven. It can also be used for people who are 

nonverbal or for some people who have cognitive delays, that maybe they're not as 

accurate with giving their pain rating intensity, but you can show them the FACES, and 

they can do those. So make sure that your scale that you're using is correct for the 

population that you're seeing. The numeric rating scale is actually only been reliably 

tested for ages 18 and up. So when you're using that with children, you need to be 
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aware of that. There are infant pain scales. There's something called the FLACC, 

F-L-A-C-C, which is for infants two months and up to about the age of three. And 

that's an observational pain scale that you would watch the baby. You'd watch how 

much their extremities are moving. You'd watch if they're consolable. So there are pain 

scales out there for every population. And just make sure that you're using one that's 

accurate for yours.  

 

So as I talked about, we wanna help figure out, for them, what makes it better. So the 

reason I do is, if they experience pain during the evaluation, which, that can happen, I 

don't want them to get so concerned. So I wanna know, what can I help them do to 

make that pain go away before we complete our evaluation? So is it rest, is it ice? Is it 

they just changed their position? Or do they actually take medication? And if they take 

medication, I wanna know, what are they taking? How often are they taking it? How 

long have they been taking it? Those kind of things are extremely important to 

understand. So what makes their pain worse? Is it use? Is it specific to only one 

activity? Say, only when I brush my hair does my hand hurt. I wanna know what 

position their extremity is in when they have their pain. And how much force does it 

take? So if they say it's contact-specific, how much force does it take before it hurts? 

Is it a light touch? Is it deep pressure?  

 

Then we're gonna talk about outcomes and patient rating scales, which, this can also 

then go right from your pain, and you can lead into having some type of a patient rating 

scale out there. And there are different ones. There are symptom scales, and there are 

satisfaction ratings. And they're all being categorized into what's being called outcome 

measures. So there are a ton of outcome measures that are out there now. Again, what 

I want you to do is make sure that it's accurate for your population. Because what I'm 

seeing is, I'm seeing outcome measures for adults be used on pediatrics. I'm seeing 

outcome measures for specific conditions be used for global. So you kind of need to 

understand outcome measures and what they will tell you, and who they're designed 
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for. It doesn't mean that you can't use, say, the DASH on a pediatric population, but 

you need to really understand that it is not tested as reliable on that. And there are 

some questions there that are probably not really specific nor appropriate for a 

pediatric population. So the symptom or satisfaction ratings have become very 

important in healthcare, though. We need to show that we're making a difference. Most 

health insurers are requesting or requiring those. Some self-reported, health-related 

outcome measures, they come either age-specific, they have come condition-specific, 

such as there's one just for carpal tunnel, the carpal tunnel instrument. They can be 

region-specific, such as the Patient-Rated Wrist and Hand Evaluation or the 

Patient-Rated Wrist Evaluation. So it's specific just to a region of the extremity. Or they 

can be global measures, which is really more of a global health measure, and 

participation measures, such as the SF-36 is one that's more of a global health, global 

participation measurement tool. Patient Rating Scales: Symptom or Satisfactions 

Ratings.  

 

The one probably you'll see most often used in an upper extremity population is the 

DASH. It's the Disabilities of the Arm, Shoulder, and Hand test. This is actually tested 

reliable on the ages of 18 to 65. It's the most common, because it is probably one of 

the most studied. It has been interpreted into 41 different versions. It's free, which is a 

really nice aspect. And there are two shortened versions to it also that are even quicker 

to use in the clinic. Another one that I think you'll see most often used is the 

Patient-Rated Wrist and Hand Evaluation. This one is probably the second most used 

one in the upper extremity clinic. And then the PODCI is one specific to the pediatric 

population. So if you're gonna with just with pediatrics, you may wanna do the PODCI 

or the PROMIS, which is another outcome tool just for the pediatric orthopedic 

population. So to get a little more specifics, the DASH, the original DASH, has 30 

questions on it. It's about ADL performance and symptoms. So it brings in both 

symptoms and how they're able to use their extremity. The one part about the DASH 

that some therapists may have concerns with is, it does not specify that you have to 
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use the injured extremity for the task. But if you think about how we use our 

extremities, I may be able to open containers or to do certain activities without using 

that. And it's really just about, are you able to do your normal daily activities? The 

Quick DASH has 11 components, and it's derived from the original DASH. And there's 

another short version now of the DASH that has nine components, or nine questions. 

And this can be part of your paperwork that the patient fills out prior to coming into the 

clinic, which is what's really nice. I kind of listed some other specific ones that are out 

there. I don't wanna spend a lot of time going into them, because they're all specific.  

 

The Mayo one was specifically designed by Mayo Clinic, and it looks at the elbow and 

wrist. It has separate ones for both the elbow and wrist. And it looks at pain, function, 

motion, and strength. So it takes in some actual physical abilities besides function, and 

it also brings pain in with that one. The Oxford is a pain and function scale that looks at 

the shoulder and elbow. There's the Patient-Rated Wrist Evaluation or the 

Patient-Rated Wrist and Hand Evaluation. And it looks at pain and disability in patients 

with just wrist pathology. It does show to have a really high test/retest reliability score. 

So it's very good for use with a very specific population. And I think, in your clinic, you 

have to decide, how many measures do I want? Or can I have one, such as the DASH, 

that really will look at everything quickly and can look at any diagnosis? So it kind of 

depends on your intent, also, for using your outcome. Are you using it to show patient 

improvement? Or are you using it for research purposes? If you ever think you're going 

to go back and research, then you may wanna use one that's a little more specific to 

the population that you're going to study.  

 

There's the Upper Extremity Functional Scale, or it's sometimes called the Upper 

Extremity Functional Instrument, UEFI. There is the Michigan Hand Questionnaire, 

which is 37 items looking at health domains in patients with hand disorders. The ASES 

is the American Shoulder and Elbow Surgeons group. And so they've come out with 

one just for the elbow and just for the shoulder. So again, body part-specific. So with 
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the outcome tools, I think it's important to understand who they're normed for, what 

your purpose is for using it, and how much time will it take the patient to complete. 

Because you've already seen, this is just the subjective part, and we've already 

covered a lot of information that you need. And we have, at the best, most therapists 

get an hour to do an evaluation. At the worst, there are therapists who may get 30 

minutes to complete an evaluation. So you want to keep this concise for this whole 

process. Because this is actually, I'm spending two hours just talking about evaluation. 

So the more concise you can keep it, the better.  

 

So now we're gonna get into the objective part. And this is your observation screening. 

The observation screening, I find that I actually do it as I'm gathering their health 

information and gathering their history. So I can be watching. I can be talking at the 

same time. And I'm sure all of you can, too. So you're gonna be looking at their hands. 

I will take some time out and just have them show me where their problems are, define 

their problems. But I'm using my observation skills also. So when I first start looking for 

physical findings, I look for any visual edema I may see. I look for the color of the 

extremity overall and the color of the area that they're complaining or that they've had 

an intervention done. I look at the skin condition. I'm watching as they move. Are there 

tremors? Does there appear to be atrophy in certain muscle areas? Does it look 

ischemic? Or are there visible contractures that I can see? So I'm doing this the whole 

time I'm talking to this patient. Also, when I'm observing, I'm looking. Are there 

wrinkles at the joints where there should be wrinkles? If there's not wrinkles, it may be 

that the skin's tight from edema underneath. Or it may be that there is not any 

movement at that joint. So therefore, the wrinkles for no longer there. Because wrinkles 

on our hands and our joints of our upper extremity are created by movement. Are there 

calluses? Does that tell me that they either, A, use their hand a lot, or does it tell me 

that they've been resting on an area a lot that's causing a callus, and there may be 

sensory impairment? And I look for muscular atrophy. Then, as I'm starting to 

document, I wanna document if there's any, my physical description, are there any 
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physical deformities that are visible that I can see? Are there arthritic nodes, such as 

Heberden's or Bouchard's nodes on the digits? What's the resting joint postures? Is 

the PIP inflection, is the DIP inflection, and they're unable to extend it? And I just look 

first at their resting postures. And how is that extremity resting? Are they holding it 

protectively to their chest or stomach, which a lot of children do after they've had 

surgery. And they won't put their hand out on the table. And they don't want me to, 

they're afraid of me touching it. They're afraid of me looking at it. So how are they 

posturing that extremity? I wanna look at the resting posture to make sure, is there a 

joint deviation that may indicate either an acute injury or an old injury? Or maybe it's an 

injury that keeps reoccurring, such as a subluxing joint. Then I wanna kind of look at 

sympathetic function, which, sympathetic function is really assessed through 

observation and palpation.  

 

So now, this is the first time I'm gonna maybe start touching my patient. So I've 

already talked to them. I've already, hopefully, gotten them comfortable with me. And I 

always tell my patients before I touch them that I'm going to touch their hand or their 

extremity, or their elbow, or their shoulder. You know, put yourself in their place. I 

would not want anybody touching me without first telling me that they're going to 

touch me. They're already fearful. They typically have something going on that they 

don't want touched or they don't want to hurt. So make sure that you explain to them 

what you're going to do before you do it. So through observation and palpation, I can 

look at sudomotor, which is sweating. I can look for vasomotor, which is skin color and 

temperature. If they're like, "My fingers are always cold," I'll touch their fingers, and 

then I'll touch the other side. So typically, if it's a unilateral injury or condition, you can 

use the non-involved side as your norm. The only ones that that's an issue is if it's a 

bilateral injury. And that then leads to a little more comparing it to what you consider 

norm to be. I'm gonna look at pilomotor, which is gooseflesh response. And that, I may 

have to have them just tell me. I can't always create gooseflesh response. And I'm 

gonna look at tropic changes. Is this skin texture different? Is the soft tissue, is it 
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starting to atrophy, such as penciling of the fingertips? Are there changes in the nails, 

hair growth, or rate of healing? And by looking at this, it's going to tell me if it's a 

long-term sympathetic function impairment or if it's a short-term sympathetic 

involvement.  

 

Then the next thing I'm gonna is, if it's a patient with a wound, I have to start to define 

the wound. This is the beauty of now with electronic records. If you're able in your 

clinic to take a photo and upload it into the chart, that saves you a ton of description. 

You still have to give some description, but it's also, you can say, refer to the photo. So 

if you have to give a verbal description, you wanna know the location of the wound, the 

size. So what's the length of the wound? What's the width of the wound? What's the 

depth of the wound? You need to know what the color of the wound is? Is it red, 

yellow, or black? You need to know, does it have an odor? You need to know what the 

temperature is. Does it feel warm around the wound? You're not going to touch directly 

into the wound, but is it warm around the wound compared to the other parts of their 

body? What's the integrity of the wound? Does it have tunneling? Is it undermining, or 

are there sinus tracts? And then what's really important, I also think, is any drainage. Is 

the drainage sanguinous, serosanguinous, serous? Is it purulent or foul purulent? So 

you need to define how the wound is, because you're gonna have to define it each 

treatment, and hopefully, be able to track change over time. The other thing I think 

that's important is finding out how they've been caring for the wound and what they've 

been doing, and being familiar with your referral sources, how they like their wounds 

card for. As most of you know, every referral source has different methods of wound 

care that they use. So it's really important that you just, if they have specifics, that you 

follow them, if not, that you follow what are the standard guidelines for wound care. 

You need to finish defining the wound by tissue. Is there slough or eschar? Is it 

granulating? Is the wound macerated, desiccated, or necrotic? And how big is that 

necrotic area? And again, it's really not for defining it at that moment of your eval, but 

it's for being able to define changes over time. What do the wound edges look like? 
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Are they defined? Is it attached? Is it detached? Is there a skin graft that appears to be 

detached and coming off? And then lastly, are there any signs of infection: pain, 

redness, streaking, warmth, pus, fever? And if there are signs of infection, I always 

have the patient, or I myself will contact the referral source to let them know. Even if 

the patient's on antibiotics, which a lot of times they may be, I think it's important and 

imperative that we keep the prescribers informed of signs of infection. Again, this is 

where I will use pictures frequently to just put in the chart, and then ask the physician 

to look in the chart at that wound. 

 

The next thing you're gonna look at is, if there's not a wound, is there a scar? So was 

there an injury that left a scar, or was there a surgery that left a scar? Scars are only 

important if they're limiting part of their function. If the scars aren't limiting in any way, 

then I don't think you need to spend a lot of time treating scars or addressing them if 

they are not actually limiting. So the first thing to know is, where is the scar? It's most 

important if it crosses a joint as far as limiting motion. Because once it crosses a joint, 

we know that scars don't have elasticity and that that can be one of your causes for 

limited motion. What's the size of the scar? It's very easy to graph out or to measure 

out. You wanna know, is the scar rigid, or is it pliable? Is it raised, or is it flat? And you 

wanna know, you need to touch that scar to find out if it's tender. You also need to 

define if it's adherent. And when I said the most important location was crossing joints, 

that's true. But the second most important location is if it's in an area that they will lean 

on and take pressure. And the ones that I see a lot are that the posterior part of the 

elbow with, say, an olecranon fracture that's had ORIF or something across the elbow 

that leaves a scar at the posterior part. And we lean on our elbows a lot. So therefore, 

it's constantly, A, either getting leaned on, or B, getting bumped. And so that can be, 

also, a problem and something that we need to address. You need to then describe 

the scar. Is it red? Is it hypertrophic? Is it raised, mature, immature? Is it a keloid scar? 

Is it supple, or is it adherent? So you give a description to the scar and what it looks 

like. There is a tool out there called the Vancouver Scar Scale that was designed for 

15 
 



 
 

burns. It has a specific, there's a tool that you use with it to measure pliability, 

vascularity, and heighth. So you define pigment, vascularity, pliability, height. And it's 

very effective with burns. And I know there are therapists who also use these for other 

types of wounds, as I do also. I use the Vancouver Scar Scale a ton, because it's an 

objective measure. It's been shown to be reliable. And I think it's nice to have any kind 

of an objective measure that I can. So I will use that on, frequently, like a injury. I have 

a child right now, and he had an ATV accident and pretty much degloved the dorsum 

of his hand and forearm. So it's a great scale to use for his scar also.  

 

The next thing you're gonna look at is vascular. So on vascular, the first thing is 

through observation. So you're gonna look at the extremity part where they're having 

their symptoms. And is it pale, which can indicate arterial insufficiency? It can also 

indicate certain conditions. So if the paleness is on the fingertips, such as the picture 

on the left, it may indicate that this patient has Raynaud's. Is Raynaud's part of their 

condition? Maybe it's not. Maybe it's just a secondary condition that they have. But I 

do need to know that so that I don't trigger a Raynaud's episode for them. Is it red, 

which may indicate infection or just highly just irritable tissues? Sometimes with nerve 

contusions, nerve lacerations and repairs, the area that's getting reinnervated will 

become highly irritable and become reddened. Is it cyanotic or blue? This can indicate 

venous insufficiency due to decreased circulation. You also can assess pulses if you 

think that there's a vascular component to your condition that the patient's working on. 

Sorry. The pulses that you can look at are the subclavian, which is at the sternal end of 

the clavicle, and the scalene muscles; the axillary pulse, which is at the center of the 

armpit; the brachial pulse, which is superior to the antecubital fossa and medial to the 

biceps tendon; the radial pulse, which is just proximal to the wrist crease and the volar 

wrist crease; the ulnar, which is just proximal to the wrist crease on the volar-ulnar 

wrist crease. And the capillary refill test, so the capillary refill test is where you put 

pressure on the nail bed, or the pulp of the nail, until it blanches. You let go, and it 

should refill within three seconds. So this is great for digital refill. Or if they have 
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bandages or dressings, or a surgical intervention that is proximal to the fingertip, it's a 

great way to see that there's no occlusion the that. With any digital replants, you will 

frequently test capillary refill to make sure that it's not getting occluded, that it's not 

healing and scarring where they're losing their arterial supply to their digits. Then 

there's the Allen's test for radial or ulnar arterial patency. Got caught up there on a 

tongue-twister. With this one, you palpate the radial and ulnar arteries at the wrist first. 

So you check both, that they're both there and working well. Then you occlude them 

both with two thumbs. And I'll have a video here in a couple of minutes. So you 

occlude them both with two thumbs. To exsanguinate the hand, you have the patient 

open and close their fist several times, then open their hand into just a relaxed position. 

You release one of the artery, and you note the quality and time for the hand to 

re-perfuse. The normal is about three to five seconds to re-perfuse. And if you know 

that the ulnar should refill the palm, and then the ulnar digits first, then go into the 

radial, and that the radial should refill, it's the superficial branch. So it should refill the 

radial three digits, and then the palm second. So here is a photo example of doing the 

two. So you're occluding both. They're pumping their hand. Then you're releasing first 

the radial, and then the ulnar. And I've got a little video here that I'm gonna show of 

releasing the ulnar side. So you can see that, hopefully you could see that, re-perfuse 

into the palm and into, then, the digits after that. Thank you. Okay, I'm still waiting. 

Waiting for my slide to come back, and then we'll keep going here. There, okay, there 

we go. Perfect, thank you.  

 

Okay, the next component we're gonna look at is edema. So edema is really 

interesting. Patients frequently complain about swelling, that maybe they're like, "You 

know, you can't see it," or, "I can only see it when I'm home." Swelling is a thing that I 

think they can feel sometimes that is not visible on the exterior. So they will frequently 

complain about edema that, this one, this image, it's obviously visible, but there are 

many times when patients will complain of feeling like it's swollen, and it's not 

observable. So what we wanna do is try to objectify, if they're having swelling, is that 
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swelling actually causing problems? Because we all swelling that comes and goes, by 

the way. But if we have swelling from a trauma or from an injury, is it actually causing a 

problem? So there are some things that we can look for to help define that. So first, I'm 

just gonna look at their extremity. I'm gonna look at the entire extremity. I'm gonna look 

for creases. If the creases are gone, it may be from edema making the skin tight. The 

creases could be gone from lack of motion, too, remember. So I'm gonna look for 

creases. And I wanna look for wrinkles. As I'm looking for range of motion, that will tell 

me sometimes, edema will show up when they're moving rather than when they're 

sitting still. Does that edema limit their function? So if they say, "My hand gets swollen 

whenever I'm not here," the thing I ask them is, does it limit what you're able to do with 

your hand when it comes? If it limits it, then I'm gonna go ahead and try to objectify it. 

Frequently, edema is important, because it exacerbates their pain, or it causes their 

pain. So once I've looked at their hand, I'm also then gonna define, if there is edema, I 

wanna define where I can visually think I can see it, or where they tell me that they have 

it. I will go ahead and define that, but I can't objectify it. If it is there and it's significant, 

I can define if it's brawny or pitting edema.  

 

And then I wanna try to get some objective measurements of swelling. So what I'm 

gonna look at is, I'm gonna look at the size of the extremity. So it depends on where 

that swelling is on how I'm going to measure it. If they say, or it appears to be overall 

hand swelling, which is what I'll hear frequently, you can use a volumeter. The 

volumeter in the clinic, it's a great concept, but it does take up a lot of time when you, 

again, have limited time to do your evaluation. But I think there are certain conditions 

that it's worth the time to do. And what it does is it evaluates hand mass via water 

displacement. So it is the preferred method of edema measurement when you're 

looking at overall hand swelling. It does get anywhere beyond the proximal wrist. So if 

you've got swelling more proximally or if you've got swelling specific to a finger, it's not 

going to be your best tool to use to define that. It does detect overall hand differences, 

mild differences from right to left. So again, if they only have one extremity involved, 
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you're going to use the other hand as your standard of normal. So you should test both 

hands. They should be within about 3% of each other. Now, if you're using just one 

hand and wanna just test one, you may want to do that pre and post treatment. Did 

their swelling change if I did an intervention to change their swelling? Or does their 

swelling change visit to visit? So it may be something I do at the beginning of every 

visit to see if we're affecting that edema, that overall edema, or not. The volumeter is a 

standardized test, and it's reliable. And it's been studied a lot. So it's a good tool to 

use. The other issue is you really don't wanna use it with somebody with an open 

wound because of sterilization of the plastic volumeter. So probably the method that 

most therapists use is circumferential measurements. With this, you use a flexible tape 

to measure. In millimeters is typically what people use. If you do centimeters, you just 

need to define centimeters or millimeters. But most measurements you'll see in studies 

is done in millimeters. Due to the variability of placement of the tape and tension 

applied, this test is not a standardized or reliable test. But it has been shown to be test 

and retest reliable. So if it's the same therapist doing the test time and again, it is 

reliable in that way. So I use it frequently, only because I'm the same one seeing my 

patients time and again, and I wanna see if I'm creating change, say, in the digit or at 

the wrist. The tape measurer on the ruler supposedly helps to control the amount of 

tension that you put a little more than just a plain tape measurer. There is the Gulick 

tape, which has the weight on the end for it. And it also is designed to help monitor the 

amount of tension that you apply on the tape each time.  

 

Common sites that you're going to measure if it's digital swelling, so say, specific to a 

digital injury, which, I see tons of PIP joint dislocations, finger fractures, if you think 

about the young athlete, in the pediatric setting, I see anywhere from birth to 19 years 

old, so a lot of sports injuries, finger injuries all the time. Common sites to measure are 

in the center of P1, P2, or P3, across the joints, so the PIP joint or the DIP joint. You 

can measure around the MP joints. And if you're gonna do around the MP joints, I try 

to line it up with the distal palmar crease so that I'm consistently in the same place 
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every time. You can do the distal palmar crease itself. Or you can move up and get a 

little bit more of the heads of the MP joints. So some of those patients who have that 

swelling more at the joints, you're gonna kind of define which area that you did. You 

can do the wrist level. And most people do the distal wrist crease, or they'll measure 

one centimeter proximal to that and do the one centimeter proximal to the distal wrist 

crease. Or they may do the elbow. And you can do the antecubital fossa in the elbow 

crease. Or you may want to go down, say, one or two centimeters distal from the 

elbow crease so that you're getting more of the muscle mass. So it kind of depends on 

where that swelling complaint is and how it's affecting them on how you wanna 

measure. What think that's important is that you document specifically where you 

measured, again, so that you're consistent each time, and if another therapist looks at 

it, they're also consistent.  

 

So one reliable method that's been proven to be basically as reliable as using the 

volumeter is called the figure of eight method. And this is a method where you have 

four landmarks used to provide a final number in centimeters. So it encompasses both 

some of the volar and the dorsal aspect of the hand, which is, the dorsal edema area is 

what bothers people a lot. And I think it's basically because they can visually see it. But 

that can also make it hard to flex your digits because of tightness of the skin. So 

maybe it's not actually affecting anything other than the skin. So it is important to get a 

overall hand measurement if that's a problem. So with this, you begin at the distal 

aspect of the ulnar styloid. You cross the volar wrist to the distal aspect of the radial 

styloid. You go diagonally across the dorsal aspect of the hand to the fifth MCP joint. 

You go volarly across the level of the distal palmar crease. And then the tape is taken 

dorsally across the hand to the starting point at the pisiform. It's 99% sensitive and 

specific. So it's actually a very accurate test. I think there's less room for error of 

pulling too tight on this one, which is one of the reasons that it is such a great test. So 

if you're not using this one, and you have a lot patients, a lot of the adult patients, that 

20 
 



 
 

have more of that overall hand edema, I would recommend incorporating this into your 

clinical use.  

 

Okay, so that is the end of the first part. I wanna give you some information first on, 

there are a couple things, references that I like and have used a lot. The National 

Institute of Health actually has a pain measurement toolkit that has some great pain 

measurement tools that you can incorporate into your clinic. And most of these are all 

at no cost to you. And I would highly recommend that you go out the the National 

Institute of Health to obtain those or to see what they have out there. Then, also, the 

American Society of Hand Therapy has their clinical assessment guidelines, which a lot 

of the guidelines that I follow are the recommendation of the American Society of Hand 

Therapists. Because I think it helps to keep all of us standard and accurate. The next 

part of our test, we're gonna look more, go ahead and finish covering the physical 

assessment of the extremity, which will include range of motion, strength, sensibility, 

and dexterity. And then we're gonna kind of talk about how to summarize your 

evaluation and come up with your goals and your treatment plan. 

 

I am happy to entertain any questions that you may have now.  

 

So I am gonna go back a little bit here then, and now that I've found out I had a little 

more time, go back over a little bit more with the... Let's go back over the wound care 

and see if there were any questions with wound care or with your observational skills 

regarding wounds. How many of you, do most of you see a lot of wounds in your 

practices? I don't know if you guys are in outpatient, if you're in a hospital setting. 

Wounds are pretty important as far as your treatment. Because until the wounds are 

healed, we're unable to progress with our treatment. So typically, we address wounds 

based on the fact that we need those to be healed, or at least fairly healed, before you 

can actually progress with treatment. But a lot of these traumatic hand patients will 
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come in with open wounds that you need to address. It's difficult to perform motion 

over a joint that has a wound.  

 

So when you're looking at your wound, you need to, when you're looking at your 

wound, you need to make sure that you define if it's open or closed, if it's able to take 

motion. Because that's going to affect, if you're saying in your treatment that you're 

not going to set a goal for motion at this point, I need to be able to validate why I'm not 

addressing motion. So frequently, I'll have a goal in my evaluation, or I'll state in my 

evaluation that the wound is prohibiting motion at the wrist. Say, that patient I had with 

the ATV accident that I have right now, his wound is open, and it's covering the 

dorsum of the wrist. So I cannot address motion at the wrist until that's more closed, 

because every time he tries to move, it opens up. So I need to define that in my 

evaluation. And that kind of leads to the reason that it's so important to state where 

your limitations are. Because the insurance company might say, "Well, why are they 

going to therapy "if they can't even move their wrist?" But I am able to go ahead and 

address digital motion, to address the wound care, to address elbow motion. I can 

have them starting to use the hand functionally. Because we all know that the longer 

they stay immobile and don't use the extremity, the more likely there is for some of that 

pain limitations to come in and affect them. So there are times when you're going to 

need to justify why you're not addressing something. Frequently, I see very acute 

fractures. We don't cast most of our fractures. We splint them. So I will state that I did 

not measure motion at this time, because due to the acuity of the fracture and it being 

contraindicated. And so one of my goals will be to measure motion or to measure, say, 

other strength at a later date, once the wound is healed. So that's kind of how I look at 

wounds when I'm trying to address those.  

 

Does anybody have any questions regarding wound care or wound assessment? How 

about swelling? Do you guys address swelling? I see somebody wants to know, oh, 

just a minute. Somebody's got another question here, so the most effective method of 
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determining patient satisfaction. There are different ways to determine patient 

satisfaction. I work at a very large healthcare facility. So they have their own patient 

satisfaction company that they hire that sends out surveys to patients all of the time, 

and that's how they determine patient satisfaction. I think that's a good question, 

because if you're a private practitioner that the facility doesn't have one, you need to 

find one. Because now a lot of our payer sources, we get government benefits based 

on our patient satisfaction. So if you're taking Medicaid patients, if you're seeing, I'm 

not sure about Medicare, because obviously, the pediatric population doesn't use 

Medicare. But patient satisfaction drives our payer sources now. So patient 

satisfaction can be as simple as a questionnaire that your own employer makes up. It 

can be a questionnaire that you make up. Patient satisfaction is different from patient 

outcomes.  

 

So outcomes is, do they have increased functional abilities following their treatment? 

Satisfaction is, are they happy with the care they received? Some of the questions on 

our patient satisfaction are, do you feel like your therapist worked as a team member? 

Do you feel like your therapist gave you good written information to take home? did 

you understand your home program? Did you feel like your therapist was 

compassionate towards your child's needs? So those were not written by me. Those 

are something that my employer does. And every quarter, we find out what our patient 

satisfaction outcomes are. So it's kind of dependent on your setting. You can do 

something as simple as come up with a question at the end, and ask them at the end, 

are you happy with the treatment you've received? Do you feel like you've met your 

goals that we had established? Those two questions would determine satisfaction.  

 

I see somebody on here has, "Is there certification for wound care?" And there is 

wound care certification. All of them that I know of are designed for nurses. But I do 

know there are some therapists who have gone out and gotten the wound care 

certification. I have never been in a setting where I worked with enough wounds. Most 
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of those are the inpatient therapist, and I only do outpatient. I don't remember... So the 

best tool to determine pain in a pediatric population is the Wong-Baker pain FACES. 

So it's a diagram with five faces. One is a smiling face. Then they start, it's like no 

expression. And they look like those smiley face stamps. And then it gets all the way 

down to one with tears coming down. And believe it or not, it's a very accurate and 

reliable tool. It's available free of charge. You can go out, they actually have a whole 

website for the Wong-Baker FACES. And so you can use it, as a clinician, free of 

charge. It is reliable for the ages of three to seven. If you're gonna do below three, then 

you need to use an observational pain scale only. What they've found is that the 

numeric pain scale, even though so many people use it because it's quick, children 

really are not very accurate in it. They do not understand what a 10 is, because they've 

really had very little exposure to pain. So they don't really understand what the higher 

numbers mean. The other thing that children do that the research shows is, if they're 

not experiencing the pain right there, then they say they don't have any pain. So they 

don't recall their pain. They talk about how they feel right then. They're more objective 

into the here and now. So really, you need to find a scale, they use here and now, and 

what I'll do is I'll ask the parents, do they complain about pain at home? And 

frequently, the parents will then prompt them. Remember when you were riding your 

bike, you came in and said that it hurt when you were riding your bike? Or they'll give 

them a prompt. Because children don't remember pain. They just know what they feel.  

 

Any other questions? I hope that everybody comes back to the next part. Oh, one 

other thing I wanna say, though. With those outcome tools, most of them are out there 

free of charge. If you go out to the websites, you can find all of them that you're free to 

download, that you're free to use. Some of them want you to score them, and they'll 

have the scoring instructions. And some of them have programs that you enter it in 

through their program, and they score it. But most of them are free, which is really 

great, because then it's not a cost for you. It is important that we determine our 
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outcomes. Oh, there was a question there that I lost, so. You got it, Caitlin? Okay, just 

a minute. There was one other question I would love to answer. 

 

- [Nika] Hi, Valeri, this is Nika. That question was actually a tech issue, so we're taking 

care of that. 

 

- Okay. 

 

- Thanks. 

 

- [Nika] Oh, no problem. I just wanted to thank you again for sharing your knowledge-- 

 

- Oh, okay, I'm sorry. 

 

- [Nika] And expertise with us. This brings us to the end of today's webinar. So I hope 

everyone has a great rest of the day and you can join us again soon on 

OccupationalTherapy.com. Thank you. 

 

- Thanks, Nika. 
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