Wieting Need to Know
Lecture 55
I. Disease – a pathologic condition of the body with a unique set of symproms and signs
a. Example: T6 Paraplegia, Carpal Tunnel Syndrome
II. Impairment – the effect the disease has on physical function OR, WHO definition: any loss or abnormality of psychological, physical, or anatomical structure or function. 
a. Example: if T6 paraplegia is the disease, the impairment would be lower extremity paralysis
III. Disability – any restriction or lack (resulting from an impairment) of an ability to perform an activity in the manner or within the range considered normal for a human being (WHO definition) OR inability to engage in any substantial gainful activity by reason of a medically determinable physical or mental impairment, which can be expected to last for a continued period of not less than 12 months (SSA) OR A person with a physical or mental impairment that substantially limits one or more of the major life activities, a person with a medical record of such an impairment, or a person regarded as having such an impairment by workplace, by associates, etc. (ADA)
a. Disability takes psychological factors into account, impairment does not.
b. Example: T6 paraplegia is the disease, the impairment is lower extremity paralysis, the disability is inability to walk or empty the bladder
IV. Handicap – a disadvantage for a given individual resulting from an impairment or a disability that limits or prevents the fulfillment of a role that is normal (depending on age, sex, and social factors) for that individual
a. Example: Disease is T6 paraplegia, impairment is lower limb paralysis, disability is unable to walk or empty bladder, handicap is inability to play football anymore.
V. Level of Injury for SCI
a. Motor: most caudad muscle group with normal 3+ strength and 5/5 in segment above
b. Sensory: most caudad segment with normal sensation to light touch and pin prick above/proximal to it (so if C6 has normal LT and PP and C7 doesn’t, it’s C6)
c. Neuro: most caudad segment with both normal motor and sensory function bilaterally
d. Skeletal: where the greatest vertebral damage noted radiographically (does not = neuro, sensor, or motor level)
VI. Heterotropic Ossification – aka myositis offificans – formation of true bone in soft tissue, affects hips, shoulders, elbows, knees preferentially
VII. Autonomic Hyperreflexia (dysreflexia, aka AD) – pt with lesion above T6 present with a headache and hypertension, dilated pupils, blurred vision, this is an unrestricted sympathetic fush from a nociceptive stimulus. Could be a tack in the shoe but most commonly is an issue with the bladder 

Lecture 60
	The Dirty Half Dozen of Chronic Low Back Pain…2+ found in 86.3% of Patients
1. Pelvic Obliquity
2. Pubic Dysfunction
a. By FAR the most common one.
3. Anterior Nutated Sacrum
4. Innominate Shear
5. Non-neutral lumbar dysfunction
6. Muscle Imbalance of extremities and/or trunk


Lecture 62
I. Duchenne’s muscular dystrophy is pretty uncommonly diagnosed after age 5. The presentations of BMD and DMD are very similar but if you get a patient that’s getting diagnosed at age 12, it’s BMD.
II. The earliest weakness in DMD is in the neck flexors. Typically this is before age 6. Test neck flexion against resistance.
III. DMD will have abnormal dystrophin protein levels (usually only 3% of normal level. BMD is at 20-80% normal level)
IV. Fascioscapulohumeral Muscular Dystrophy (FSH MD)
a. Affects facial and shoulder girdle muscles
b. Hearing deficit
c. Posterior and lateral scapular winging, high riding scapula
V. Note that Emery Dreifuss Muscular Dystrophy will not be the CORRECT answer to ANY question on this exam. May be used as a distractor but that’s it.
VI. In all MD’s use CONCENTRIC contractions for exercise
VII. Wheelchair reliance
a. If >9 seconds to walk 30 feet, will be in wc in 1 year
b. If >12 seconds to walk 30 feet and KE strength is less than antigravity, wc is imminent
Lecture 65
I. Kids with JRA need to have a slit lamp exam 4x/yr for 4 years
II. Know the difference in boutonniere and swan neck deformities
a. Boutonniere deformity: PIP is flexed, DIP is extended
b. Swan neck deformity: PIP is extended, DIP is flexed
III. The classic triad of Reiter’s Syndrome is conjunctivitis, non-gonococcal urethritis, and arthritis.
IV. Eye issues and heart issues are important to keep in mind with JRA.
Lecture 70
I. Neurapraxia – failure of nerve conduction, usually reversible, due to metabolic or micro-structural abnormality without disruption of axon
II. Axonotmesis – disruption of axon myelination but with supportive connective tissue intact
III. Neurotmesis – partial/complete severance of nerve with axonal/myelin sheath/supportive connective tissue disruption
Lecture 71 
I. Milestones: birth weight triples by 1 year
II. For a congenital deformity – fit the prosthesis at 6-7 months, when sitting balbnce is achieved. Fit the next one at 11-13 months for walking and simple grasp needed.
III. The most common type of childhood cerebral palsy is spastic diplegic cerebral palsy
Lecture 72
I. 2 landmarks are used during measurement for cane fitting
a. Greater Trochanter  - top of the cane should come to the level of the greater trochanter
b. Angle of the elbow – elbow should be flexed 20-30 degrees
II. Cane should be held by the upper extremity OPPOSITE the affected limb
III. Weight Bearing
a. Full (FWB): total body weight
b. Partial (PWB): 50% of total body weight (unless otherwise specified)
c. Foot Flat (FFWB): about 25% of total body wt (greater than 10%, less than 50%)
d. Toe Touch (TTWB): 10% of total body wt of less
e. Non Weight Bearing (NWB): NO WEIGHT BEARING duh…
IV. Crutches should go from the floor, 2 inches lateral and 6 inches anterior to the foot and approximately 2 inches below the axilla
V. For both crutches AND walkers, the elbows should be flexed 20-30 degrees


