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Introduccion al choque femoroacetabular

Choque femoroacetabular (CFA) es una condicion ortopédica que afecta la articulacion de la
cadera y que ha sido reconocida como una causa significativa de dolor, limitacion funcional y
desarrollo de artrosis a largo plazo en pacientes jévenes y activos. La condicion se caracteriza por
una interaccién anormal entre el fémur y el acetabulo, que resulta en una deformidad ésea y dafio
en el cartilago y el revestimiento de la articulacion. En las ultimas décadas, el conocimiento sobre el
choque femoroacetabular ha crecido considerablemente, permitiendo un diagnéstico mas precoz y
un tratamiento efectivo que puede prevenir dafios irreversibles en la cadera. En este articulo, se
abordaran en profundidad las causas, tipos, sintomas, diagnadstico, tratamiento y prondéstico del
choque femoroacetabular, proporcionando una vision integral para profesionales de la salud y
pacientes interesados en la condicion.

Definicién y epidemiologia del choque femoroacetabular
¢ Qué es el choque femoroacetabular?

El choque femoroacetabular es un sindrome que surge por una interaccion andmala entre el cuello
femoral y el acetabulo, lo que genera una deformidad ésea en uno o ambos componentes. Esta
deformidad provoca que durante el movimiento, en particular en la flexion y rotacion, las superficies
0seas entren en contacto anormal, causando dafio en el cartilago y en el reborde acetabular.

Prevalenciay grupos de riesgo

- Es mas frecuente en jovenes adultos, tipicamente entre los 15 y 45 afos.

- La prevalencia en la poblacion general varia, pero estudios sugieren que hasta un 20-25% de
las personas asintomaticas pueden presentar deformidades 6seas compatibles con CFA.

- Los deportistas y personas con actividad fisica intensa tienen mayor riesgo debido al estrés

repetido en la cadera.
- Se observan con mayor frecuencia en hombres, aunque también existe incidencia en mujeres.

Etiologia y patogenia
Causas del choque femoroacetabular

El CFA puede ser de origen congénito o adquirido:



Choque Femoroacetabular PDF Vol. 2021, Issue 3

- Deformidades congénitas: Incluyen deformidades dseas que estan presentes desde
nacimiento, como la deformidad cam o pincer.

- Factores adquiridos: Cambios 6seos por traumatismos, actividad fisica excesiva, 0 procesos
degenerativos.

Tipos principales de deformidades

El choque femoroacetabular se clasifica en dos tipos principales, dependiendo del origen de la
deformidad ésea:

1. Deformidad cam

- Caracterizada por un engrosamiento o una irregularidad en la cabeza o el cuello femoral.
- La deformidad impide que la cabeza femoral rote libremente en el acetabulo.
- Comun en pacientes jovenes y deportistas.

2. Deformidad pincer

- Se caracteriza por una sobreextension del reborde acetabular, que cubre en exceso la cabeza
femoral.

- Provoca que el labrum acetabular se vea comprimido y dafiado.

- Mas frecuente en adultos mayores y en mujeres.

3. Deformidad mixta

- Presencia de ambas deformidades cam y pincer en un mismo paciente.
- La combinacion aumenta la gravedad del dafio articular.

Fisiopatologia del choque femoroacetabular

La interaccién anormal entre las estructuras 6seas produce un roce excesivo durante ciertos
movimientos, principalmente en flexion, rotacion interna y aduccion. Este roce genera dafio
progresivo en:

- El cartilago articular, que puede desgastarse y exponer el hueso subcondral.
- El labrum acetabular, que se desgasta, se desgarra o se desprende.
- La superficie 6sea, que puede desarrollar osteofitos y cambios degenerativos.
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Este dafio progresivo puede culminar en artrosis de cadera, limitando la movilidad y causando dolor
cronico.

Sintomas del choque femoroacetabular
Signos y sintomas comunes

Los pacientes con CFA generalmente presentan:

- Dolor en laingle o en la zona anterior de la cadera: Es el sintoma mas frecuente y puede
irradiar hacia la zona inguinal o la parte anterior del muslo.

- Limitacion en la movilidad: Especialmente en flexion, rotacién interna y abduccion.

- Sensacion de bloqueo o atrapamiento: Sensacion de que la cadera se "engancha" o "traba"
durante ciertos movimientos.

- Chasquidos o ruidos articulares: Sonidos de chasquidos o crujidos durante la movilizacién
de la cadera.

- Dolor que empeora con la actividad: Actividades que implican flexion o rotacion, como
agacharse o subir escaleras.

Signos en la exploracion fisica
- Dolor a la palpacion en la zona inguinal.
- Limitacion en la rotacion interna y en la flexion maxima.

- Presencia de chasquidos durante la movilizacion pasiva.
- Posible signo de impingement (pinzamiento).

Diagnostico del choque femoroacetabular

Historia clinicay exploraciéon

El diagnostico comienza con una historia clinica detallada, identificando los sintomas y
antecedentes deportivos o traumatoldgicos. La exploracion fisica busca detectar limitacion de
movimiento, dolor localizado y signos de bloqueo articular.

Estudios de imagen

Para confirmar el diagnéstico y evaluar la deformidad 6sea, se utilizan diversas técnicas de imagen:
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- Radiografias simples: Incluyen vistas AP (anteroposterior) y de perfil de la cadera. Permiten
detectar deformidades 6seas y osteofitos.

- Resonancia magnética (RM): Es la mejor para evaluar dafio en el labrum, cartilago y tejidos
blandos.

- Tomografia computarizada (TC): Proporciona detalles precisos de la deformidad 6sea, util
para planificacion quirurgica.

- Artrografia con resonancia o TC: Cuando se requiere evaluar la integridad del labrum vy el
cartilago en detalle.

indices y medidas radioldgicas
- Alpha angle: mide la deformidad cam.

- Coverage pincer: evalla la sobreextension acetabular.
- Linea de Klein y otras medidas ayudan a cuantificar la deformidad.

Tratamiento del choque femoroacetabular
Opciones no quirurgicas
En etapas iniciales, el tratamiento conservador puede ser efectivo:
- Rehabilitacion fisica: Ejercicios para fortalecer los musculos y mejorar la movilidad.
- Medicamentos: Analgésicos y antiinflamatorios para controlar el dolor.
- Modificacion de actividades: Evitar movimientos que agraven los sintomas.
- Infiltraciones: Corticoides en casos selectos para reducir inflamacion.
Tratamiento quirdrgico
Cuando el manejo conservador fracasa o existe deformidad significativa, se recomienda la cirugia:
1. Artroscopia de cadera
- Procedimiento minimamente invasivo.
- Permite la reparacion o remocion de labrum desgarrado.
- Reshape de los huesos para corregir deformidades cam o pincer.

- Eliminacioén de osteofitos y reparacion de lesiones en el cartilago.

2. Osteotomia femoral o acetabular
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- Procedimiento mas invasivo, utilizado en deformidades severas.
- Reorienta los huesos para reducir la interaccién anormal.

3. Reemplazo de cadera

- Indicada en casos avanzados con artrosis irreversible.
- Protesis para aliviar sintomas y mejorar la funcion.

Prondstico y complicaciones

El pronéstico depende de la gravedad del dafio, la edad del paciente y la prontitud del tratamiento.
La deteccién temprana y la intervencion adecuada pueden prevenir la progresion a artrosis y
preservar la funcionalidad de la cadera.

Complicaciones potenciales

- Persistencia de dolor o sintomas residuales.
- Recaida de deformidades o formacion de osteofitos.
- Desarrollo

Chogue femoroacetabular (CFA), also known as femoroacetabular impingement (FAI), is a relatively
recently recognized condition that has garnered significant attention within the orthopedic and sports
medicine communities. It represents a spectrum of morphological abnormalities involving the
femoral head and the acetabulum, which lead to abnormal contact during hip movements. This
condition is increasingly diagnosed in young, active individuals, especially athletes, and can result in
pain, limited range of motion, and early-onset osteoarthritis if left untreated. Understanding the
pathophysiology, clinical presentation, diagnosis, and management options for choque
femoroacetabular is essential for clinicians, patients, and researchers aiming to optimize outcomes.

Understanding Choque Femoroacetabular: Definition and
Pathophysiology

Chogue femoroacetabular refers to the abnormal contact or impingement between the femoral
head-neck junction and the acetabular rim during specific movements of the hip, notably flexion
combined with internal rotation. This abnormal contact can cause damage to the labrum, cartilage,
and other intra-articular structures, leading to pain and degenerative changes.

Types of Impingement
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There are primarily three recognized types of femoroacetabular impingement:

- Cam Impingement: Characterized by an aspherical femoral head or a prominence at the femoral
head-neck junction. It results in a ?bump? that abuts against the acetabulum during movement.

- Pincer Impingement: Involves overcoverage of the acetabulum, often due to acetabular
retroversion or deep socket, leading to pinching of the labrum.

- Combined Impingement: Features elements of both cam and pincer lesions.

Pathophysiology

The morphological abnormalities cause repetitive abnormal contact during certain hip motions,
primarily flexion, adduction, and internal rotation. Over time, this repetitive impingement leads to:

- Labral tears: Damage to the fibrocartilaginous ring surrounding the acetabulum.

- Chondral damage: Cartilage erosion on the femoral head or acetabulum.

- Bone remodeling: Formation of osteophytes or bony prominences as a response to chronic
impingement.

- Early osteoarthritis: Progressive joint degeneration resulting from ongoing cartilage damage.

Clinical Presentation and Symptoms

Patients with choque femoroacetabular typically present with a constellation of symptoms that
develop insidiously.

Common Symptoms

- Hip or groin pain: Often described as aching or sharp, worsening with activity.

- Stiffness and decreased range of motion: Particularly in flexion and internal rotation.
- Mechanical symptoms: Such as clicking, catching, or locking sensations.

- Pain after prolonged sitting: Known as the "sit pain,” due to flexion and compression.
- Reduced athletic performance: Especially in sports requiring hip flexion and rotation.

Physical Examination Findings
- Limited range of motion, especially in flexion and internal rotation.

- Positive impingement tests, such as:
- Flexion, adduction, internal rotation (FADIR) test.
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- Flexion, abduction, external rotation (FABER) test.
- Tenderness over the anterior hip or groin area.
- Possible gait alteration due to pain or stiffness.

Diagnostic Approaches for Choque Femoroacetabular

Accurate diagnosis hinges on a combination of clinical suspicion, imaging studies, and sometimes
intra-articular evaluation.

Imaging Studies

- Plain radiographs:

- Anteroposterior pelvis view.

- Dunn view.

- Cross-table lateral view.

- Key findings include cam lesions (asphericity of femoral head), pincer lesions (overcoverage), or
acetabular retroversion.

- Magnetic Resonance Imaging (MRI):

- Provides detailed visualization of soft tissues, including labrum and cartilage.

- MR arthrography enhances detection of labral tears.

- Computed Tomography (CT):

- Useful for detailed assessment of bony morphology.

- 3D reconstructions assist surgical planning.

Additional Diagnostic Tools
- Diagnostic injections: Local anesthetic injections into the joint can confirm intra-articular pain

origin.
- Gait analysis and functional assessment: To evaluate the impact on movement.

Management of Choque Femoroacetabular

Treatment strategies are tailored based on symptom severity, morphological findings, degree of
cartilage damage, and patient activity level.

Conservative Management

Initial management often involves nonsurgical measures:
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- Activity modification: Avoiding aggravating movements.

- Physical therapy: Focused on improving hip biomechanics, strengthening periarticular muscles,
and enhancing flexibility.

- NSAIDs: To manage inflammation and pain.

- Injections: Corticosteroid injections can provide symptomatic relief.

Pros:

- Non-invasive and low risk.
- Useful in early or mild cases.
- Can delay or prevent the need for surgery.

Cons:

- Does not address the underlying morphological abnormalities.
- Symptoms may recur or worsen over time.

Surgical Interventions

When conservative measures fail or in cases of significant structural damage, surgical options are
considered:

- Arthroscopic Hip Surgery:

- Minimally invasive procedure.

- Involves resection of cam and pincer lesions.

- Labral repair or debridement.

- Cartilage assessment and microfracture if needed.
- Open Surgical Dislocation:

- Provides comprehensive access to the joint.

- Reserved for complex cases or failed arthroscopy.

Features of Arthroscopic Surgery:
- Less postoperative pain.

- Shorter recovery time.
- High success rates in symptom relief.
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Potential Risks:

- Nerve injury.
- Incomplete lesion removal.
- Postoperative stiffness.

Prognosis and Outcomes

The prognosis of choque femoroacetabular depends on several factors, including the stage at
diagnosis, the extent of joint damage, and the timeliness of intervention.

- Early diagnosis and treatment can result in excellent outcomes, with many patients returning to
sports and daily activities.

- Delayed treatment may lead to progressive cartilage deterioration and early osteoarthritis,
limiting surgical success.

- Long-term data suggests that, with proper management, many patients experience significant
pain relief and improved function, although some may develop osteoarthritis over time.

Current Challenges and Future Directions

Despite advancements in diagnosis and surgical techniques, several challenges remain:

- Overdiagnosis: The presence of morphological abnormalities in asymptomatic individuals
complicates decision-making.

- Optimization of indications: Defining clear criteria for surgery versus conservative management.

- Prevention strategies: Identifying at-risk populations and early interventions.

- Biological therapies: Exploring regenerative approaches to repair cartilage damage.

Research continues to evolve, aiming to refine surgical techniques, improve patient selection, and
understand the natural history of the condition.

Conclusion

Choque femoroacetabular is a complex condition that combines morphological abnormalities with
functional impairment, predominantly affecting young and active individuals. Its recognition has
transformed the approach to persistent hip pain, emphasizing the importance of early diagnosis and
tailored management. While conservative therapy remains valuable in mild cases, surgical
intervention, particularly hip arthroscopy, offers promising outcomes for symptomatic patients with
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structural abnormalities. As research progresses, a better understanding of the pathophysiology and
long-term consequences will enhance preventive strategies and therapeutic options, ultimately
improving the quality of life for those affected by this challenging condition.

QuestionAnswer ¢Qué es el choque femoroacetabular y cuales son sus sintomas principales? El
choque femoroacetabular es una condicién en la que hay una deformidad en la cabeza del fémur o
en el acetabulo, lo que provoca rozamiento y dafio en la articulacion de la cadera. Sus sintomas
principales incluyen dolor en la zona inguinal, rigidez, limitacion en la movilidad y sensacion de
bloqueo o chasquido en la cadera. ¢, Cuales son las causas mas comunes del choque
femoroacetabular? Las causas principales incluyen deformidades congénitas o adquiridas en la
estructura 6sea de la cadera, actividades deportivas de alto impacto, lesiones previas, y anomalias
en el desarrollo 6seo que llevan a una forma anormal del fémur o acetabulo. ¢ Cémo se diagnostica
el choque femoroacetabular? El diagndstico se realiza mediante una evaluacién clinica, historia
detallada y estudios de imagen como radiografias, resonancia magnética o tomografia
computarizada, que permiten identificar las deformidades 6seas y los dafios en el cartilago de la
cadera. ¢ Cuales son las opciones de tratamiento para el chogue femoroacetabular? El tratamiento
puede incluir fisioterapia, cambios en las actividades, medicacion para el dolor y, en casos
avanzados, cirugia artroscopica para corregir las deformidades 0seas y reparar el dafio en el
cartilago. La eleccion del tratamiento depende de la gravedad de la condicion. ¢ Es posible prevenir
el choque femoroacetabular? La prevencion puede ser limitada, pero mantener una buena
condicion fisica, evitar movimientos repetitivos que sobrecarguen la cadera y acudir a revisiones
médicas ante sintomas sospechosos puede ayudar a detectar y tratar la condicién tempranamente,
reduciendo complicaciones a largo plazo.

Related keywords: artrosis de cadera, pinzamiento femoroacetabular, dolor de cadera,
impingement femoroacetabular, lesién labral, resonancia magnética de cadera, artroscopia de
cadera, biomecanica de cadera, osteoplastia, sintomas de cadera

ORTHOPAEDIC PHYSICAL EXAMINATION REIDER

Orthopaedic physical examination Reider

The orthopaedic physical examination is an essential component of diagnosing musculoskeletal
conditions, guiding treatment plans, and monitoring patient progress. Among the various techniques
and protocols used, the Reider examination stands out as a systematic approach designed to
evaluate the integrity and function of the musculoskeletal system, particularly in cases involving
joint, ligament, and soft tissue injuries. This comprehensive assessment enables clinicians to identify
specific pathologies, determine severity, and formulate targeted interventions. In this article, we will
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explore the fundamentals of the orthopaedic physical examination Reider, its clinical significance,
the key components involved, and the practical application in patient management.

Understanding the Reider Method in Orthopaedics
Historical Background and Development

The Reider method was developed by Dr. William Reider in the mid-20th century as a structured
approach to orthopedic assessment. It was designed to standardize the physical examination
process, improve diagnostic accuracy, and facilitate communication among clinicians. Over
decades, the Reider examination has been refined and integrated into various orthopaedic
evaluation protocols, especially for knee, shoulder, and ankle assessments.

Principles and Rationale

The Reider approach is founded on principles of thoroughness, reproducibility, and logical
progression. It emphasizes:

- Systematic assessment of anatomical regions

- Use of specific tests to isolate and stress particular structures

- Correlation of clinical findings with imaging and other diagnostic tools
- Emphasis on functional evaluation in addition to static examination

By adhering to these principles, clinicians can identify subtle abnormalities and differentiate between
different pathologies with higher confidence.

Components of the Orthopaedic Physical Examination Reider
The Reider examination typically involves multiple steps, each targeting specific anatomical

structures and functions. While the exact sequence may vary depending on the joint or region
assessed, the core components include:

1. Inspection
- Observe for deformities, swelling, asymmetry, skin changes, and muscle atrophy.
- Note the patient's gait, posture, and alignment.

- Document any visible signs of trauma or chronic changes.

2. Palpation
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- Palpate bony landmarks, soft tissues, ligaments, and tendons.
- Assess for tenderness, warmth, swelling, and abnormal masses.
- Evaluate joint stability by applying gentle pressure.

3. Range of Motion (ROM) Testing

- Active ROM: Ask the patient to move the joint through its normal ranges.

- Passive ROM: The examiner moves the joint to assess capsular or ligamentous restrictions.
- Compare bilaterally for symmetry.

- Note any pain, crepitus, or limitations.

4. Special Tests

- Conduct specific maneuvers designed to stress particular structures.

- Examples include Lachman test for ACL integrity, McMurray test for meniscal tears, or Neer
impingement test for shoulder impingement.

- Positive tests suggest involvement of the targeted structure.

5. Functional Assessment

- Evaluate the patient?s ability to perform activities of daily living.
- Assess strength, coordination, and proprioception.
- Use validated scoring systems when appropriate.

Application of Reider Examination in Common Orthopaedic
Conditions

Assessing Knee Pathologies

The Reider method is extensively used in knee evaluations, especially for ligamentous injuries,
meniscal tears, and osteoarthritis.

- Ligamentous injuries: Tests such as Lachman, anterior drawer, varus/valgus stress tests
evaluate collateral and cruciate ligaments.

- Meniscal tears: McMurray and Apley?s compression tests help identify meniscal pathology.

- Osteoarthritis: Inspection reveals joint space narrowing, crepitus during ROM, and deformities
like varus or valgus alignment.
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Assessing Shoulder Conditions

The shoulder examination includes:

- Inspection of deformities, muscle wasting, and swelling.

- Palpation of bony landmarks and soft tissues.

- ROM testing for flexion, abduction, rotation.

- Special tests such as Hawkins-Kennedy, Neer?s, and empty can test for impingement or rotator
cuff tears.

Evaluating Ankle and Foot Disorders

In ankle assessments, the Reider approach involves:

- Inspection for swelling, deformity, or skin changes.

- Palpation of malleoli, Achilles tendon, and ligaments.

- ROM testing for dorsiflexion, plantarflexion, inversion, and eversion.

- Special tests like anterior drawer test for ankle instability or Thompson test for Achilles rupture.

Advantages and Limitations of the Reider Examination

Advantages

- Provides a structured and comprehensive assessment.

- Enhances diagnostic accuracy through targeted testing.

- Facilitates early detection of musculoskeletal injuries.

- Serves as a guide for further investigations such as imaging.
- Improves communication among healthcare providers.

Limitations

- Requires adequate training and experience to perform accurately.
- Some tests may have variable sensitivity and specificity.

- Patient pain or cooperation can affect findings.

- Cannot replace imaging modalities for definitive diagnosis.

- May be less effective in complex or multi-structural injuries.
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Integrating Reider Examination into Clinical Practice

Preparation and Patient Positioning

- Ensure the patient is comfortable and properly positioned.
- Use supportive surfaces and appropriate draping.
- Explain the procedure to obtain cooperation.

Step-by-Step Approach

- Begin with inspection to identify gross abnormalities.

- Proceed with palpation to localize tenderness.

- Conduct ROM testing to assess functional limitations.

- Apply special tests to pinpoint specific lesions.

- Complete with functional assessment and patient education.

Documentation and Interpretation

- Record findings systematically.

- Compare with contralateral limb or joint.

- Correlate clinical signs with patient history and imaging.
- Determine the need for referral or further testing.

Conclusion

The orthopaedic physical examination Reider remains a cornerstone in musculoskeletal
assessment, offering a systematic, reliable, and practical approach to diagnosing joint and soft
tissue injuries. Its strength lies in combining thorough inspection, palpation, functional testing, and
special maneuvers, enabling clinicians to develop a comprehensive understanding of the patient?s
condition. While it has limitations, especially in complex cases, it serves as an invaluable initial step
that guides subsequent diagnostic and therapeutic decisions. Mastery of the Reider examination
enhances clinical efficiency, improves patient outcomes, and fosters effective interdisciplinary
communication in orthopaedic practice. Continuous training and experience are essential for
maximizing its utility, making it an enduring tool in the armamentarium of orthopaedic evaluation.

Orthopaedic Physical Examination Reider: An In-Depth Review and Critical Analysis

The orthopaedic physical examination remains a cornerstone of clinical assessment, providing
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critical insights into musculoskeletal pathologies. Among the various examination techniques and
protocols developed over the decades, the Reider method stands out as a structured approach to
evaluating joint and soft tissue integrity, particularly in the context of shoulder and hip pathologies.
This article aims to present a comprehensive review of the Reider orthopaedic physical examination,
exploring its historical development, methodology, clinical applications, strengths, limitations, and its
place within modern musculoskeletal assessment.

Introduction to the Reider Technique in Orthopaedic Examination

The Reider approach to orthopaedic examination was introduced as part of a systematic effort to
improve diagnostic accuracy through standardized physical assessments. Developed by Dr. Reider
in the late 20th century, this technique emphasizes functional testing, specific maneuvers, and
palpation to isolate pathology and differentiate between various musculoskeletal conditions.

The primary goal of the Reider method is to provide clinicians with a reliable, reproducible, and
comprehensive framework for evaluating joint stability, soft tissue integrity, and range of motion. Its
applications have been especially prominent in shoulder and hip evaluations but extend to other
joints like the knee and elbow.

Historical Development and Rationale Behind the Reider Method

Understanding the evolution of the Reider examination requires contextualizing it within the broader
history of orthopaedic assessment:

- Predecessor Techniques: Traditional methods relied heavily on passive range of motion,
palpation, and basic stability tests, which, while valuable, often lacked standardization and
reproducibility.

- Need for Standardization: Variability in examiner technique and interpretation prompted the
development of structured protocols to improve diagnostic consistency.

- Introduction of Reider?s Approach: Dr. Reider proposed a comprehensive, stepwise
examination protocol that integrates functional tests with specific provocative maneuvers, aiming to
enhance sensitivity and specificity for various pathologies.

The rationale was to create a systematic examination that could be reliably taught, learned, and
applied across different clinical settings, thereby reducing diagnostic ambiguity.
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Methodology of the Reider Orthopaedic Physical Examination

The Reider examination encompasses multiple components designed to evaluate joint stability, soft
tissue condition, and movement restrictions. While the specific sequence may vary depending on
the joint being assessed, the core principles include:

- History and Inspection: Gathering subjective symptoms, inspecting for swelling, deformity,
atrophy, or asymmetry.

- Palpation: Systematic palpation of bony landmarks, ligamentous structures, and soft tissues to
identify tenderness, swelling, or abnormal contours.

- Range of Motion (ROM) Testing: Active and passive ROM assessments to detect limitations or
pain patterns.

- Special Tests and Provocative Maneuvers: Targeted tests designed to stress specific structures
and reproduce symptoms.

- Stability Tests: Evaluations of ligamentous integrity through varus/valgus stress,
anterior/posterior drawer tests, or specific joint stability assessments.

- Functional and Strength Tests: Assessments of muscle strength, coordination, and functional
capacity relevant to the joint in question.
Example: The Reider Shoulder Examination

In evaluating the shoulder, the Reider protocol integrates:

- Inspection for deformity, muscle atrophy, or swelling.

- Palpation of rotator cuff tendons, biceps tendon, acromioclavicular joint, and scapula.
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- Range of motion testing: forward flexion, abduction, external/internal rotation.

- Special tests: Neer impingement, Hawkins-Kennedy, Jobe?s empty can, and apprehension
tests.

- Stability assessment: Sulcus sign, anterior and posterior drawer tests, sulcus sign.

- Strength testing: resisted movements to evaluate muscle function.
Example: The Reider Hip Examination

Similarly, for the hip:

- Inspection for gait abnormalities, swelling, or skin changes.

- Palpation of the groin, trochanters, and inguinal region.

- ROM testing: flexion, extension, abduction, adduction, internal/external rotation.

- Special tests: FABER (Patrick?s test), Trendelenburg, anterior impingement, and FADIR
(Flexion, Adduction, Internal Rotation).

- Stability tests: anterior and posterior stress tests.

Clinical Applications and Diagnostic Utility

The Reider physical examination is designed to enhance clinical decision-making in various settings:

- Initial Diagnosis: Differentiating between soft tissue injuries, ligamentous tears, impingement
syndromes, and joint instability.
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- Preoperative Assessment: Establishing baseline function and identifying specific structures
involved.

- Postoperative Evaluation: Monitoring recovery, stability, and soft tissue healing.

- Guiding Imaging Decisions: Identifying clinical signs that warrant further imaging studies such as
MRI or ultrasound.

- Predictive Value: While no physical exam is definitive, the Reider protocol aims to improve the
predictive accuracy of clinical findings.

Strengths of the Reider Examination Technique

The Reider method offers several advantages:

- Standardization: Its structured approach reduces variability among examiners and enhances
reproducibility.

- Comprehensiveness: Incorporates multiple assessment components, providing a holistic view of
joint health.

- Educational Utility: Serves as an effective teaching tool for trainees, emphasizing systematic
evaluation.

- Integration with Clinical Reasoning: Facilitates logical deduction by correlating findings across
different tests.

- Versatility: Adaptable to different joints and patient populations.

Limitations and Criticisms of the Reider Method

Despite its strengths, the Reider examination is not without limitations:
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- Subjectivity: Physical examination findings can be influenced by examiner experience, patient
cooperation, and pain tolerance.

- Limited Sensitivity and Specificity: Many physical tests have variable accuracy, and false
positives/negatives can occur.

- Time-Consuming: A thorough Reider assessment may require significant time, which can be
challenging in busy clinical environments.

- Dependence on Examiner Skill: Proper technique requires training and experience; inconsistent
application can reduce reliability.

- Variable Evidence Base: Some components of the protocol lack robust validation in large-scale
studies, limiting definitive conclusions about diagnostic accuracy.

Comparison with Other Orthopaedic Examination Protocols

The Reider approach exists within a landscape of various standardized examination protocols,
including:

- O?Brien?s Test and Hawkins-Kennedy for shoulder impingement

- Lachman and Pivot Shift tests for knee stability

- FABER and FADIR for hip pathology
While these specialized tests focus on specific structures, the Reider method aims to integrate

multiple assessments into a unified framework. Its comparative advantage lies in its systematic
nature, but it should complement, not replace, specialized tests and imaging.

Emerging Perspectives and Future Directions

Advances in technology and research continue to shape the evolution of physical examination
techniques:
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- Incorporation of Ultrasound: Combining clinical exam with point-of-care ultrasound enhances
diagnostic accuracy.

- Digital and Telemedicine Applications: Efforts are underway to adapt the Reider protocol for
remote assessment, relying on patient-guided maneuvers and video analysis.

- Evidence-Based Refinement: Ongoing research aims to validate and optimize the components
of the Reider examination, integrating it within evidence-based guidelines.

- Training and Simulation: Virtual reality and simulation models can improve examiner proficiency
in performing complex assessments.

Conclusion: The Role of the Reider Examination in Modern
Orthopaedics

The Reider orthopaedic physical examination represents a thoughtful, systematic approach to
musculoskeletal assessment. Its strengths lie in standardization, comprehensiveness, and
educational utility, making it a valuable component of the clinician?s toolkit. Nevertheless,
awareness of its limitations and the importance of integrating physical findings with imaging and
laboratory data remain crucial.

In an era increasingly driven by advanced imaging and minimally invasive diagnostics, the Reider
method maintains relevance as a first-line, cost-effective, and non-invasive assessment tool. When
applied judiciously and in conjunction with other diagnostic modalities, it enhances clinical
reasoning, improves diagnostic accuracy, and ultimately benefits patient care.

Continued research, validation, and adaptation will ensure that the Reider examination remains a
vital part of orthopaedic practice, fostering a blend of tradition and innovation in musculoskeletal
medicine.

QuestionAnswer What are the key components of the Reid's orthopaedic physical examination
for the hip? Reid's examination focuses on assessing hip range of motion, stability, muscle strength,
joint tenderness, and special tests such as the Thomas test for flexion contractures and the
Trendelenburg test for abductor weakness. How does Reid's test help in diagnosing hip
pathologies? Reid's test evaluates the integrity of the anterior hip capsule and labrum by assessing
pain and range of motion during specific movements, aiding in the diagnosis of labral tears,
impingements, or early osteoarthritis. What are common findings in an orthopaedic physical exam
using Reid's method for patients with femoroacetabular impingement? Patients often exhibit limited
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internal rotation, decreased flexion, pain during provocative maneuvers, and positive special tests
indicating impingement or labral pathology. How is Reid's examination adapted for pediatric patients
with suspected hip dysplasia? In pediatrics, Reid's exam includes assessments like the Ortolani and
Barlow tests, along with evaluation of hip abduction, stability, and any asymmetry to detect
developmental dysplasia of the hip. What role does Reid's examination play in preoperative
assessment of hip joint conditions? It helps determine the extent of joint restriction, identify specific
areas of pathology, and guide surgical planning by assessing joint stability, range of motion, and the
presence of soft tissue or bony abnormalities. Are there any limitations to Reid's orthopaedic
physical examination, and how can they be mitigated? Limitations include examiner variability and
patient pain limiting assessment accuracy. These can be mitigated by standardized techniques,
adequate patient positioning, and complementing physical findings with imaging studies for
comprehensive evaluation.
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