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KNEE -LOCOMOTOR  

 

STEPS OF EXAMINATION 

 

Step 1: Approach the patient 

 Read the instructions carefully for clues 

 Approach the right hand side of the patient, shake hands, introduce yourself  

 Ask the patient “Are you quite comfortable? Do you have any pain? Where do you feel the pain? Can you point to it?” 

 Ask permission to examine him “I would like to examine your knee, if it is all right with you” 

 Position patient lying flat on the bed.  

 Expose both legs from the upper thigh to the foot and ask the patient if he has any pain  

 

Step 2: General inspection: 

 Bedside: walking stick, shoes-callipers, built-up heels 

 General appearance: scan the patient quickly looking for: 

 Nutritional status (under/average built or overweight) 

 Rheumatoid (symmetrical deforming polyarthritis in the hands) 

 Psoriatic arthritis (asymmetrical arthritis and skin plaques) 

 Gout (podagra of the first MTP joint) 

 

Step 3: Look at the leg (comparing one side to the other): 

 Skin: Scars, sinuses, redness, rash or wounds to suggest entry of infection 

 Muscle: quadriceps wasting is almost invariable with inflammation or chronic pain and develops within days to a 

fortnight. If wasting present, measure the thigh girth in both legs at 20 cm above the tibial tuberosity  

 Leg deformity:  
 Genu valgus (knock-knee)  

 Genu varus (bow-legs)  

 Flexion deformity (the patient lies with one knee flexed): hip, knee or combined problem) 

 Shorter leg: while both legs stretched out as far as possible and in equivalent positions, measure with a tape from 

umbilicus to medial malleolus (the apparent length of leg) and from ASIS to medial malleolus (the true length of 

leg) 

 Swollen knee:  
 Enlarged prepatellar bursa (housemaid’s knee)  

 Effusion of the knee joint: Loss of medial and lateral dimples around the knee suggests the presence of effusion. 

A large effusion is seen as horseshoe-shaped swelling above the knee. Swelling extending beyond the joint 

margins suggests infection, major injury or rarely tumour.  

 Baker’s cyst: bursa enlargement in the popliteal fossa 
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Step 4: Feel the knee 

 Warmth and tenderness: place your whole hand gently over the patient’s knee and rest it there for a few seconds. 

Compare the temperature of this knee with the mid calf and mid thigh on the same side as well as the opposite knee. 

Watch the patient’s face for any sign of tenderness. Ask if the knee is tender on palpation. By this stage you should 

have an idea of whether this is an inflammatory or non-inflammatory problem and how active it is 

 Examine for effusion: 

 Bulge sign (ripple test): with the knee extended, empty the suprapatellar pouch by sliding your left hand down 

the thigh until you reach the upper edge of the patella. Keep this hand there. Now empty the medial parapatellar 

fossa by sliding your right index from distal to proximal along the medial aspect of the knee to force any fluid 

within the joint laterally. Now apply a similar firm wiping motion from distal to proximal along the lateral aspect 

of the knee and watch the medial side for a bulge or ripple as the fluid reaccumulates on that side (this is called 

the bulge sign and it is positive with small effusions and absent with larger effusions)  

 Patellar tap (ballottement): with the knee extended, empty the suprapatellar pouch by sliding your left hand 

down the thigh until you reach the upper edge of the patella. Keep this hand there. With the right index or thumb 

press down briskly and firmly over the patella. Moderate-sized effusion is indicated by a spongy feel followed by 

a tapping sensation as the patella strikes the femur. You may also feel a fluid impulse in your left hand. 

 Feel behind the knee for a Baker’s cyst  

 

Step 5: Move the knee:  

 Range of movement: ask the patient to flex the knee as far as possible then extend the leg back down to lie on the 

couch. Observe the range of movement (and any discomfort). Normal range is 0 degree (maximum extension) to 140 

degrees (maximum flexion).  

 Crepitus: place your hand over the knee joint, while it is moved passively with the other hand. Feel for any crepitus 

between the patella and femoral condyles as, suggesting osteoarthritis, chondromalacia patellae (especially in younger 

female patients) or loose bodies (cartilaginous fragments) in the joint space, but should differentiated from non-

specific clicking of joints  

 Joint instability:  
 Cruciate instability (anterior and posterior draw test): flex the patient’s knee to 90 degrees and maintain this 

position by sitting with your thigh trapping the patient’s foot. Check that the hamstring muscles are relaxed and 

look for posterior sag (posterior subluxation of the tibia on the femur). This is an important cause of a false-

positive anterior drawer sign. 

o The anterior drawer sign: with your hands behind the upper tibia and both thumbs over the tibia and both 

thumbs over the tibial tuberosity, pull the tibia anteriorly. Significant movement (compare with the opposite 

knee) the anterior cruciate ligament is lax. Movement of > 1.5 cm suggests anterior collateral ligament 

rupture. There is often an associated medial ligament injury. 

o The posterior drawer sign: now push backwards on the tibia. Posterior movement of the tibia suggests 

posterior cruciate ligament laxity. 

 Test for meniscal tears: meniscal provocation test (McMurray’s sign): 

o Medial meniscus: passively flex the knee fully, externally rotate the foot and abduct the thigh keeping the foot 

towards the midline (i.e. creating a varus stress at the knee). Then extend the knee smoothly. In medial 

meniscus tears a click or clunk is felt or heard accompanied by discomfort 

o Lateral meniscus: passively flex the knee fully, internally rotate the foot and adduct the thigh (i.e. creating a 

valgus stress at the knee). Then extend the knee smoothly. In tears of the lateral meniscus a click or clunk is 

felt or heard accompanied by discomfort. 

 

Step 6: Ask to examine the other joints, e.g. other knee and spine for associated inflammatory spondylitis 

 

Step 7: Additional signs: features of psoriasis, inflammatory bowel disease, reactive arthritis (enthesitis, keratoderma 

blenorrhagica, conjunctivitis, balanitis), gouty tophi  

 

Step 8: Thank the patient and cover him (her) 


