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‘ ABSTRACT .-~ = | .
- ", "oz “ .

Development of & Print. and Video Module on the Physiéllt
Assespsment of Low Back Pain For Nuraes

. -

, Lorie Root -~

n

Y . . S ) '
\L/grses are assuming a greater role in the initial
B - . ~ . 4

0
3

3

assessment and management of patienta}with common health

probiems. A videotape Qnd print-based module was designed as*

a supplemental- educational resource. It provides a
R pr&blem-oriented approach to help nurging students and - .
,‘“;ggduate ndrses perfect or review their knowledge and skills

for assessing patients with low back pain.

Simmative evaluation of the hd;ule was conducted with | M

b&ccglhureate:nuraing students in Ontario and Quebec. A |

four-group post-test only comtrol group de;ign vas used.

Studwﬁf;d&n the print-plus-video group demonstrated r~

significantly higher recall of the featur;s of the phyaicai

examination of low back’paiﬁ than the control, priﬁt-only or

. video-only groups. - . ' ‘ T .
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SECTION ONE - MEDIA PRESENTATLON -

‘INTRODUCTIQN, |,

Purpose 7
- ~ & -

— »

" ‘Nurses with varied educational backgrounds are
‘ * b

. _ assuming a greater role in the initial assessment and

management of patients with common health problems. This
~ - -

.

;-—="-- . development is ‘the result of a movement within the

profession géwprepare nurses with ad?ﬁﬁg;d physical
assessment skills. In Canada, ‘this is known as an
hexp;nded réle"rwhile in the United States nurses
.9 functioning In-thia capacity are ;fficially calle; "nurse .
-practitioners"”. The two terms ;ill be used interchangeably
in this paper, . . .
The videcdtape ind print-based module being‘evglhated
ha; begn deaiéngd tP prévide information to help nursing‘
. ' students and graduate nurses perfect or review their
knowledge and skills for this expanded role. The module
presents a pfoblem-otiénted approach to a;sessing paéientp
'with low back pain. Ii is intended for-use as a )
;3 ' -uupplemental educational resource within physical

aQsesamd‘t skills courses or as an individua}ized —

inpéruction unit.

-

’ ) . rd
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N\

r .
EDUCATIONAL CONTEXT (

Nurse pr!ctitioners work in ambulatory cate settings g»

A

o :
as members of multi-disciplinary health care teams. :'The

nurse practitioner provides primary health care by ﬁetng

i

"the fikst contact between the client and the health care

system and includes servlces for promotion and maintenance

J

bf health, and for complete and continuous care, including
4

referral when required" (Registered Nurses Associati(ﬂ*qf
Ontario [R.N.A.O0.], 1978, p.3). ™In other words, these °

nurses screen clients for risk factors and assess common
4

health problems by taking a history and conducting a
- ‘ . .

o

///rgﬁyqical examination to detect abnormalities which require

members of the health care team with a poiitive {mpact on

Ethe quality of patient care (Bibb, 1982} Brown, Brown &
| .

Jones, 1979 Powers, Jalowiec & Reichelt, 1984). Studies ~
f R ,

\indicate that nurse practitioners are recognized and valued

fbapause they "1) improve (patient) access to care, 2)

o

P

'decrease health care costs, 3) are providers of choice for

some consumers and 4) iﬁprove the quality of care by

providing a team approach" (Bigbee, 1984, p. 109).

"~ Although _ not promoted to the same extent in Canada, nurses

fill this expanded rdole in several primary care seftings.
These include emergency departirents, occupational health

clinics, famili practice units, northetn outposts and in

Quebec's Centres Local de Service Communautaires (cLsC).

\

1
~
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expanded role has been uneven since iy¥s inception in the

] .
late 1960s. Initially, there were special university °
programmes designed for nurses working in the North.‘The?g;

3

special programmes were designed to provide nurses with the

2

.

skills to functdon in the expanded role in urban and rural

/
areas in eouthern Canada. Over the years, these programmes

A ?

were gradually discontinued mainly because of lack of .
funding (R.N.A.O.,‘1978). Now, ‘'universities hav
R incorpor& ed the physical assessment skills uged in this -«

< expanded 7 ole in their basic baccalaureate nursing

“"”“programff@. ' 7>§j

, 7he .traditional structure of physical assessment

V) courses in university nursing programmes {ncludes assigned
readings eﬁd videotape and/or lecture demonstration of the

examination of a "normal” body region (or organ system),
” . ' -
Spuden%e practice these skills on classmates ‘under the

©

aupefvision of an instructor. 'They learn to aeséss body
systems individually (i.e., cardiovascular, neurological,
etce). In general, these courses succeed in helping

o . students learn—-the baeic psychomotor skills involved in
physical exam{natione. But stuqknts often fing'it’

diffifcult to view a problem holistiéally,‘as a problem

-

involving several .systems which must be assessed in order

’

to understand the patient's condition.

Students are.expect:d to cont{nte practicing these
( - '] -
skills when in actual mambulatory health care settings.

3
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During these clinical experiences, they are usually under

the supervision of nurqes,wérking in the setting.* Here,

.unlike the laboratory sessions where students§ practice on

~—r~

=]

"normal" classmates, they are confronted by patients with
actual complaints whfgg they are expec;&d~to assess using
the skills ‘they have learned or are in the process of

learning. The difficulf&-of evaluating student performance

on "healthy" clients as opposed to those with abnormal
4 A — b .

U

flndings is QOcu?entbg in nursing literatute (Reese,
.Swanson &- - Cunning, 1979).)§tudents have difficulty
transfeﬁring theiflskills tn assessing "normal" individual
body systems to asééqsing an a;tual patient pfoblem. Tﬁiy
are trying to perfect‘theirAn?wly acqﬁired physical
as;e;sment skills ih a relatively unfamiliar and sgreésful
con%gxt. .
The current approach to teaching these skiila*¢;~/

"haphazard. ' Students must ﬁiecé together their knowledge of
anatonmy, physi;logy and possible diagnoses during the
;x;minatio;«&osdntermine which systems to assess. They arte
left to intégrate much of this material on their own. In
an article describing a course in professional skills in
medicfne, Morgan mentions that-"in general students learn
éhe normal examination of the {y;tem in the (health)
pr;blem sllghtly ahead of the problem itself, so that the
abnérmality can then be compared wiph’the‘norEx{i\i}éso,

ps 144). This is rarely done in nursing programmes.

Common health problems are sometimes discussed in classes.
I

-

‘.
L] . . 4

-
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Otherwise, students are expected to look up tﬁe'felevant

literature on their own. Meanwhile, they are supposed to o

. practice their skills on real patients with real problems

aﬁd try ,.to focus and direct thelr examinations
appropriatel*- , . e - (‘
The clinical setting may impede the learning Yo
process. It can Be stressfui; students may not ha;e |
patients with common'complaints; they may not hqve enough
vpa&#ents with similiar complaintd to give them the B
‘opportunity to practice their approach; they may be linked

with a nurse unskilled in teaching or too busy working in

physical assessment (Reese, Swanson & Cunhing; 1 ; Root,

learn, st;dents cannot expect to see patients with all the
posaible°§hysical complaints. Rather than depend totally
on this approach, an alternative is needed to hélp étudents‘
or pragticing nurses learn how to assess cémmgn heaith
~probleﬁs in a more cons?stent, low~-stress sétting (Woolley,
1977). The module under discussion is des;gned to help
students tailor thelr assessments ;o~éffective1y and
efffciently deal with ;he patient's problem.. It refers to e
and builds on the knowledge and skillslacquir;d in other &/

classes and clinical experiences.

~
—

o
<
A

The difficulties nurses have with day-to-day practice

when beginning their first jobs are well-documented =

b4
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‘ history and the physical examineti\n. ' -

- - ’ ¢

- ® C—

(Edmunds, 1982). Rhsferch on the role ;ﬁj&;tment‘of nurse

N w .
practitioners within the first six months of practice
3 L f ‘ . ' ’ ’
demonstrates that a better grounding in the assessmeat of
r : . - ' ‘

common health problems might make the adjustment easier.

v

-hespond@nts to a survey rated the ph;ases-“uncé?zainﬁy.‘ "

about dlagnosis and treatment" and "fear of missing
something"” as the most describtive of their ‘feelings -
(Lukacs, 1982, p. 21). - n ¢

As with.all pgofessidnals, independent study is di‘;

3

of the main ways for 'students, new/graduates and ' -
experienced nurses’ to develop and maintain their skills on
a coefigding basis. For those particularly interested in
working in an expanded role, this educaéional p:%iage
.pgomotes the development of aégessment skills, 1Ideally,
‘students will use this aid as a resource, seeking out ‘
qualified nursing faculty or health professionala to answer
questions not covere1 iq the moduie. It helps prepare
interested stuﬂegts fﬁf a role which many brogrammes and

work settin§§ are 111-eqhipped to do.

Module Objec-tive; ‘

i

R 1) After studyingﬁxhe first two sections of the .

booklet, learners will be\qyle to identify the common
. . o . — ,
causes of low back pain and the features often found in the

\
/’\\r

2) Afuer viewing the videotape and studying the print

summary of the physical examination, learnefs will

3

to 'List the basic elements—to be included in the

-

S e RY
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g

ekpmination 6£ patients complaining of low®back painoe

™ VTagﬁet audience
" MNere argitwo target audiences for this module. ‘It
is for university-prepared (baccalédreate.and masters)

nursing students and graduate nurses working or'gnterested
[N i + \vg
in working I'n ambulat%py cage settings where they are

responsible for the initjal assessment of patiengs wieh
commém health problems. They ghould be enrolled im or have
a

compleéted a course Iin basic-general physical assessment
A &

skills in Quebec or Ontario.

- : o
Outline of cofMtent and ferm of pregentation .

The moduliﬂfﬁ?&n@gz‘y(f:nformational booklet and‘a

16-minute vidéotape demonstrating the steps in the physical

.
-

examination of a patient with low back pain. 'The booklet

/

"has three sections - 1) Common Causes of Low Back Pain, 2)

¥

History of The Chief Complaint and 3) Summa?r of the
Physical Examination %f Patients With Low Back Pain. Copies
of thexwoo}let and the videotape script are included in

Appendicm/ A and B respectively.. . - @

Rationale for media selecéion and g;oduction.design

~

‘o

.The‘booklet‘mepregents the way students traditionaily
aeef out information -V‘reaaing Journal articles. I: acts
as a Prinf'Otganizer by compiling 1ﬁférmation from several
sources Eb give a more cpmplete gverview.of the problem of

low back pain. The first section, "Common bkuses_of Low

Back Pai?", reviews the risk factors and common causes 'of

“low back pain. A table fd'iat details: the féatures to be
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expected in the history and‘physical'eiam for each

diagnosis. . The cqontent was evaluated by practicing nurses

. s “ i
to ensure accuracy ahrd relevance.” Used in conjunction with

@

the videotape for self-directed study, this section will
help stimulate a sense of inquiry and recognition of

relevant features. - This “detajled reading material was

included so the videotape could be kept at a reasonable,

?

'léggth to maintain the audience's attention (Wilson, 1982).

The second section, "History of the Chief Complaint",

follows the history-taking format commop to physical

-

assessment courses. Therefore the important elements are
\ . ~ — ! . ¥
covered in a recognizable Way. It  reviews the general

?hestions common to all histories and includes the specific
queéfioné derived from the first part which should be asked
e R . . —~ N

of a patient complaining of low back pain. A print
! ' . ,

prasentatioh on history-taking was used rather than a

-

~videotape because it is cheaper t? produce, not so

dependent on a visual presentation of information &nd

a.
easier to refer to and study in the clinical setting.

p—

~ . ’ . \
The third part, "Summary of the Physical Examination
L} ‘\ ’

J%aPatients With Low Back Pain'", summarizes the physical '
. . ! A
assessment as carried out in'thg videotape. Tt reviews the

same material and is structured according to the systems to

be assessed. This shﬁmary is intended for use as a

.

checklist with the vide&fﬁéel . Used alone, the visual
nature of the‘ékﬁm would be lost and students would have to

rely on their imagination to understand the examination.

)

ka
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This has been tested in the summative evaluation of the

-

module and will be discussed in the second half of this

paper. _— N\ ¢

. Vfdeotdpe was chosen as the medium because it is
W —

ilre#dy widéiy used and accepted in assessment courses.

~

‘Video-cassette recorders are available in most universities

and clinical settings as well as private homes. Each

~

student is exposed to a uniform presenfation by an expeft

who offers a model on which to base subsequent
-- v

pefformance. 'The. examination can be viewed uninterrupted

or stopped and started according .to the needs and wishes of
4
learners. Unlike lectures, the videotape.can be viewed ,

again and again at the convenience of the learners
N .

(Armstrong, 1984). Studies comparing videotape with film

7 e . P .
have shown that videotape is cheaper to produce, is easier
for students to use and is as effective as film »n .

X . . %
promoting recall of information presented (Davis, Hart, -

Hodder,, Junub, MacBain, MatCormick, MacDonald, Simms &

Whiston, 1983). As early as 1944, Heidgerken advocated the

AN B N
use of audiovisuals for simulating redl life sftuations in

nursing education. Studies with medicei students have
shown that videotape is as effective as personal teaching

it communicating clinical skills and more effective than

[
o

lectures accompanied by slides (Mir, Marshall, Evans, Hall

& Duthie, 1984). These authqrs noted the greater ability of

videotape to present moré complicated concepts-using still

pictures (p. 34). In the videotape, #till graphics are used

[y
»
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."‘

‘ . ’ ' 10
‘to visually convey some information, introduce the systems

vand for final review. ’

¥

While some-production decisions were out of the

control “of the producers, an attempt has been made to . -
o » . ) ‘ . : e

. ensure that fnsttuétiona} quality was designed into the -

videotape according to empirical research on production 1
vagiables. The rationale behind, these production decisions

was as followvws:

r

’As mentioned above, the videotape was kept short to v
maintain viewer attention;

The videotape was recorded in colour rather than

black and7ﬁhite in congruence with research indicating that S

a presentation in colour "improves student ach?bvement of

»

specific .educatlonal objectives.J They are preferred'enﬁ .
expected,by audiences (ﬁwyer,'1978, pl 150; Coldev{n}'
1981); | - :

- Musfe,;es used to introduce and bring the ptd&radme
to an)end in light of research- indicating that {coﬂtinueus

music does not affect the learning from or attitudea

towards an instructional film ‘' and that ' muaic oiily with

*

the opening and clpsiné titles was just as effectivg”
(Seidman, 1981, p. 57);

In the script, the concept of "ttiple-réduddlﬁcy“ was

. 4

followed by using the narrator voice-over with graphics end

the nurse 1n live demonstration.‘ This ensured repetition
- M

of the progranmme content in a different mannex (Uilson,

1982, p. ‘82) and served to reinforce key points (Suter & )

- 4 AR
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© Waddell, 1981); - .

24

In accordance with Bonner's recommendation (1982) to

"stimulate recall prerequisites” with adult learners,
v - [ 4
learners were reminded that the techniques - inspection,

petcus&ion, palpation and auscultation - which they were

assumed to already know were used in the examination;

- —

o5

The set was‘desighed as a clinical examination room.

—

§
This realistic setting was intended to show the nurse as ;.

poaitive role model when interacting with a patieng during

\‘i\\xamqgation. Students often have trouble working

efficiently and courteously when 1nq';ns¢ing patients‘while
doing examinations. This will benefit new practitioners
developiné their own professional style in working with

patients; ‘ : 4 - ,

Objective and subjective camera angles were bo}h used
1Y

throughout the recording. Research suggests that

"subjective" camera angle might -be advantageous for
1 3

learning simple motor skills such as percussing the

v

costovertebral angle. The "objective'" angle has been found

to be better for learning more complex skills éuch as human .

relations or,‘as {n the videotape,.the interaction between
patient and nurse (Coldevin, 1981; Schramm, 1972);
Research shows that medical students tend to perform

L}

more complete physical examinations in more structured

courses (Stillman et al., 1981). In light of this finding,

» .
the script was structured according to the organ systems

P 4

familiar to the students from their courses.

1

w

11



SECTION TWO - PRODUCTION EVALUATION

]

LITERATURE REVIEW

A manual library search as well as computer searches
using the ERIC and MEDLINE data banks were performed to

. !
help

prepare a rev@ew of the relevant literature.

Serrising;y little research or evaluation has been done on

the audiovisual.media used in tﬁe‘graining of nurses in

éhysicalfassessment skifls although videot\pe programmes )

have traditionally been>a/part‘of this training. Even thi/{/ﬂ\g

medical literature has little to offer. However, the need

Tor reqearch on methods to improve the teaching of clinical

skills has been recognized by several authors (Daggett,

Cassie & Collins, 1979; Rakes£raw, Irby & YQntver, 1983).
Much of the liter;ture involves comparis;ns of - B

audiovisuqi'presentations‘used with or without lectures.

‘There was no significant difference in the amount of

knowledge initially acquired ig a study comparing one group

of nirsing students given a formal lecture (monomodal

sensory stimulation)'wiih another group given a lgcture‘

.o ' ' r
supplemented by audiovisual aids (multimodal sensory ‘

stimulation) (Thurston & Roberts, . 1984). This supports the

results'‘of a study by Schorow, Osborne and Kelsey (1971).

- -

However, the lecture with audiovisual group did dq
significantly better on aldelayed post-test three weeks
later. The authors suggest that the '"audiovisual aids
during lecture apparently affected the storing phase of

knowledge and made it more readily available for retrieval

'



" between the two groups in a knowledge test, but the

I

A3 ‘
tﬁt;ﬁ\weeks later"” (p. 25); ' .

Several studies compared videdtape with lecture
presengatiops. Somé'showed,no difference 1n‘;hort-term
content retention with either method (Mir et al., 1984

.Paegle, WiAkinsod & Donnelly, 1§80). One study showed. no
aigpifigant difference in post-test kﬁowlsdge gains between
groups of medicalusgudepts glven videotape demonstrations
compared to groups given slide-illustrated lectures in the
- - .
phyaical‘ex{mination of the‘aliméntary system. However,
the videotape groupydi&‘aignificdntly better whgn‘ » _
perfarming an actual examinatioﬁ (Beéwick)'Cooper & Whel#n, ///
'1982). The authors speculated this resulted from the ‘ ///
-ap;cia} property of,videotape to allow the s;udents to view ‘/
a "dyﬁamic broce;s from many anglfs" enabling viewers to //

see ''the interaction of the examiner with the patient" ( y
4

200).
/

/

) /
A study with community health nurses compared an
" g

assessment course using the tradiiiénal'agproach //

ﬁlecture/videbtabg, assigned readings and laboratory®

A

practice session) with a self-study apprpach (annotated .
bibliogtaphy of readings, an annotated list.of audiovisual
materials including videotapes) (Hagopian, Wemétt,'Aﬁes,
Glein, Oagorne & Humphrey, 1982). Both groups were give;

packets sof pfinp information with material specific to-the

organ system they were studying. No difference was found ‘ o

traditional group did achieve slightly befter scores on a »



i
physical assessment performance post-test. The authors |

suggésted that physical examination skills are beat_taught‘

in laboratory settings with faculty aupenvisioﬁ. .'a
Research by Krendl and Watkins (1983) studied the
differential information processing of vie§ers of v
telev;sion proérammes given different viewing sets ;hd ~
viewing modes. Viewing set was éstablished by tell}ng some
subjects the educational objeétive; of the TV programme
(eduéation*groups)'while others were just told to view it
for comparison with other programmes vie;ed at home
(entertainment group). Viewing mode was compared by some
subjecté being allowed to std? the programme {if they wished
(;top group). Others viewed a non-stop version of the
programme (non-stOp.::oup). A two-way analysi? showed that
viewing set signific#ntly affected viédwer processing of the
information. Those given educational expectations did
bgtter than those expecting an enté;taining programme.

However, no significantldiffetences were found for viewing

mode. These findingé have relevance for this evaluation

- where subjects were given the educational objectives of the

programme. In light of the above findings and for

practica% considerations, subjects were not allowed to
start and sédp the videotape, even though the;Qmight choose
to do so if viewing it individually. .

The contradictory ﬁlndingslpi these studies do not

. , : ;

yield_ any conciupive suggestions. -None of the.utu&ier

comﬁared the effect of videotape demonstration to print

4
4 1
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materiasls. These media are normally used by.students—in
independent study. This module, using print and'Vi&@@@%pe,

vas evaluated as an_-information aid'fqt learners skilled in

" the basic assessment techniques. Groups of students given

the print summary alone, the videotape alone and brint
summary with videotape were compared with a control- group

to assess their knowledge of the features in the assessment

~ -

of patients with low back pain.
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METHOD "
Evaluation Objectives‘ P q
7 ‘ , ) o
A summative evaluation of the module was performed to )

L]

answer the foilowing questions:

1) 'Are students, who have not studied the module,
knowledgeable about the common causes and major elhmeﬁti‘of
the histofy and physical exaﬁinatlon of patients witﬁ lo;
back pain? ‘

e .

~2) Can students who have not studt®d ‘the module ~
summarize'in approprigte order the eleme;ts to.be included
in the examination of a'patiept\with low back pain?
< +3) Is the recallidf information in the videotape
presentation enhanced with the print organizer? °
'4) Which_}reatment best provides for ordered recall
of the features in the physical examination? ‘
5) What are the learners' opinions of the module?
Sample
Forty-two baccalaureateflevel nursing s}u@enta
volyntarily participated in the module evaluatioh. One
;ubj;ct w#s later disqualified from ihe s;mplquroup. of .
the remQt?ing 41, 22 €53.7%) attended Hchll University
while 19 (A6.3%; studied at the University of Toromto. All
sﬁéjegts were women. |
Twelve subjects (29.3%) were graduate diploma-level
nurses returning to school for their baccalaureate degree.
Ten of these had five or more years of @prsing e*periedcc:

The baccalaureate nursing programmé at the University

- 4+
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of Toronto usually takef four years to_éomplete. MEGLIL
has a three-year post-CEGEP.programme. All the McGill
students and nine:of the University of Toro?to stndengs
were enrolled in their third year of study (75.6%). The
rest of the University of Toronto students (N = 10, 24.4%)
were in their ;ourth year.

T All ;ubjects-but one had completed a course in
physical assessment skills prior to the module evaluation. /
The student withgug a formal course was a registered nurse ' .
with 15 years nursing experience, She:haa successfully
written t??'ﬂniversity of Toronto's entrance clallenge
examinations for physical assessment and therefore was not
required to take the course. The ppysical assessment
t_ points. in the curriculum of

® :

the two universities. At the University of Toronto, it was
. o]

courses were hqld at differen

usually scheduled for the winter term of the second year.

At McGill, it was offered in the f#l1 term of the third

‘'year.

Twenty-three of the subjecté (56.1%) stated thelr
physical gssessment course included the assessment and
management of common health problems. Of these, only seven
thought low back pain was one of the com?on’problems
covered. Some sgld they "couldn't remember". One student
said their course emphaqized the ‘assessment of the "healthy

patient”; another said the course was '"geared towards the

.normality of findings". Since these students took the same

physical assessment courses, these fepbrts suggést there

RY

At s s o,
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was no ﬁarticular emphasis on the assessment of common k

. health pfoblems. Clearly, .independent study continues to

be the main means for students to increase their knowledge

<y

of these problems. . - .
- iy
Eig&%ﬁen (43 9%) of the subjects reported they had

Lg e

already h&d‘% patient complaining of low back pain. Of

these, only one had actually performed the-physical

assessment of her patient(s); two had assisted another
) ’ -,
nurse or doctor with the assessment(s); nine had observed

another nurse or dogtor‘perf?rm the assessment(s) and éix:
Agither perfo;med nor saw the assessment(s). One student . -
remarked that any assessments she observ;d were "infrequent

and brief". |

Design and Procedure

A four-group post-ta&t anly control gxoup design wasf

\
.

: ™
. used. Subjects were randomly assigneM ‘to onq of the four

groups. Control group members (N = 11) Td1id not receive the

-

lesson booklet or videotape. They were asked to complete a
wﬁhmographic questionnaire (bQ) and completed tests of their

knowledge of the assessment of low back paiqé TNF

réméining'BO subjects wg;e distributed equally to the three

- ———

treatment groups. All three gtoups received the "Causes of
Low Back Pain" and "History-taking” portions of the lesson ,
booklet. The print-only grqué and the print-plus-vide&
groups also received the print summary of the physical

assessment. The video-only and print-plus=-video groups

L ]
ka

viewed the videotape.,
"y

b~ o —
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- DQ o1 02 (Control group)
& H X1 * DQ & ME 01 02
& H X2, DQ & ME - 01 02
& H X3 . DQ & ME 01 02

A
OOO

. C & H = Cause® and History taking sections "of the booklet
4‘ X1 Priat Summary of Physical Examination only
: . - X2 Videotape only
ul X3 Videotape + Print Summary of Physical Examination
DQ Demographic Questionnaire
ME Module Evaluation Questionnaire .

The demographic questionnaire (DQ) was used to
collect information pertaining to subjects' educational
background and clfnical experience with patients with low -
Back pain. A module efaluation queséionnaire (H;) with a
£1ve;point.rating scale was g{ven-to sufjects in the

.

‘L ~ treatment groups. iThia questionnaire was used to gather

«

student opinions of the module. ;;}ne main categories of‘
queationa focussed on, 1) the deaign of the module, 2) the‘
video production featqrea‘and, ) the overal} evaluation - °
and potential use of tge module.\ These two questionnaires
'(onclosed in Appendix C) served asdinterpoiated tasks

between the modulebprc;e;tatibn aand. the t;o criterion

oL .measures. _ o o X Qfaﬂ
The criterion measures involved two post-tests. A
. ‘ nultipl;-choice questionnaire (01) was 9dﬁfi;stered tgl
assess student compr;hension ;ﬁ informafion covered in the
- v first two sections of* the booklet._‘g shcrt-answer case
v study question (02) simulating a clinical session was used
', to assess student recall of the features to be gncludgd.in'.

» f - [

Y . . .
the basic physical assessment of a patient with low back
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: RESULTS S | N

The scores of a fourth year student from the \\\_//

ﬂnivbraity of Toronto were reﬁoved féom the
» print-plus-video group. *This student and her classmates
had written an examination the‘morning of_the module
Levaluation. Unlike the othérs,véhe'agreed to participate
“in the evaluation only after intense pressure by hef‘
péers. She was to; tired to apply herself to the tdsk ;nd

o

completed the pvaluation in considérably less time than

other group members. Her scores were extremely low and did_

' » > . “
not resemble those of others in the treatment group. Her

’ scotes were even lower than those-of the control group.

Since her comtribution could not be Eonsidered equivalent

<

to that of ehe other barticlpants, she was disqualified

——

from. the study samplef

Ed

Multiple-choice Test Scores.
{ N

)
Y . .
Items of the'maéﬁiple-choiqe‘questionnaire were
N B ) . e
/ tested statistically for reliability. The Cronbach's alpha
- v » n‘
for all groups was .56. -
4 - ) ’
o Analyses of variance Wwere performed on the
multiple-choice and short-answer test scores o e Ae
O ) ' ‘ :
following:
. . .1) Students from McGill compared t hose from the

Univefaity of Tofonqa;

‘.

dﬂﬂb ' 2) Third year students compared t
¢

[4i

foutth yea%

L]

atudentg;

3) Graduate nurses compfjed'to basic students;

-
[ » -
J ]

. 0% 1



”print-bius-video group. "There was'é%~significant

22
4) Students who already had paéien;s with low back ‘

pain compared to those who did not;
5) Third year students compafed to fourth year

students at the University of Toronto; *

- -

6) Basic students having prior ;xperience with

patients with low back pain compared to those without;

7) Graduate nurses having prior exposure to pgtients
with {ow back pain compareayto those without;

No statis;icafly significgnt differences were found
in any of these csﬁ;:riaons.

A

-

A one-way analysis of variance was perfo;me& ,’

comparing the test scores of the multiple-choice

questionnaire for the control group and three treatment

»

'groups. The harmonic mean was used to adjust for the

unequal cell sizes of the treatment groups. See Table 1: A

significant diffefence’was‘found between the four JC:uﬁs.

. F(1,37) = 3.29, p = .03. See Table 2.

Post hoc comparisons using the Tdiiy test revealed

“that .the priﬁg:onlihérouijas the oniy group significantly

. . “/ -
greater than the control group. The print-only group was

-

not significantly different from the- 'video-only or --

&
difference between the viheo;only and print-plus-video '

[

groups. -
. .

Short-answervTesE Séotes‘

* bl »

To remove examiner bias, Eh% short-answert question

3

was evaluated by two raters using a structured, objective
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= . Table 1 o -
. - Means and étandard Deviations of Multiple-choice ' - .
' » Questionnaire and Short;answer Question Scores by ‘\‘
‘Treatment Group ' \-/\/ )
. . . S 1 : .
Treatment
Control Print ‘i — Video Prin't + \{ideo
Cell size 11 10 - 10 ., .10
Multiple-choice Test Scores o
M < 9200 12.60 10.40  11.20 :
Sb 2.00 o 3.13 3.47 ) 1.81 .
) & g - ~
. Shodt-answer Test_‘-Scores l o \_
M J.32 > 9.95 4 9.90 . . 13,35
] 1.85 . 3.87 2.98 . 2,29
;o ~ ‘
i .\‘ L4
. P
’ . K
) . \ . o
L .
R ) <
il h‘ bt
."- . ) 1 -~ / »
.:'.' - 1' . .
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Table 2 ' . v

Summary Table - Multiple-choice Scores by Treatment . o
. N . o
%Analysis of Variance ' co l “

~

)‘ > \ \ \ > ' :
Source DsF.  °8.S. M.S. 7@\:&:&10 F Prob. .

Between Groups 3  71.1.  23.72 3.29 . .03

Within Groups 37 266.40 7.20 ) p
. v ! ™ ' .
To4al by, 377,56 . S Y
' ’ . ‘ Y — \
- RS o~ , q -
Y o
.f . [ .
. , .
. "' " (\‘ 'l . !
vr, . ! .
3 ’ ’ - -
l\%‘ ' o " .
‘s ;’) . )
! T . - v : .

¢t
~ .
'y -
P » 4
- A
! 1
\ -
o o
y 2 o
» ﬁ - 4 - -
[ S 4 1
. »
- quenl .
. o i
-
R -~ v N , R - -
”n
. L4 P
N . - 3
. .
\ - -



16,06, p < .001.

checklist based on the original videotape demonstration and
print summary. . A total of two points were allowed for

‘correct or@er and 15 points were given‘for,accurate recall
of éh; elemgnﬁs featured in the phys;cgilexamination. The

+

raters' scpfgs were highly correlated (r = :92). These

scores were averaged to give one raw score per subject.

The mean scores are summarized in Table ', A one-way

analysis of variance using the harmonic mean (L.e. average

cell size) was performed.comparing the short-answer

question scores and four groups. See Table 3. It suggests

"a significant ‘difference between the groups, F(1,37) =

N R

In post hoc compérisons using the Tukey. test, the

o

print;plus-viae&§group was found signifjicantly greater tham
4

all the oth;r grouﬁﬁ: The print-oﬂly and videq}gnly were

(

not significantly different from each other, but

significantly greater than the control group.)
/

3

Student Bvaluations of the Module

' ’ . ;
Thirty subjects completeq\the evaluati of| the
o R N '

module. Members of the control group’did not race

lesson booklet or view the videoﬁgpe and therefore were

® s

unable to give their opiniofis. Questions pertaiming to the

videotape were ansﬁereﬂ by 20 subjects }1nce the subjects

’

in the print-only’group did not see the videotape..
Student ratings of the design and presentation of the
module were generally quite favourable. -The list below

gives the frequency of responses and student comments for

25
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Table 3.

Summary Table -~ Short-answer Scores by Treatment

Analysis of Variance

Source D.F. ‘8.8, M.S. F Ratio F Pfob.
Between Groups 3  344.19 . 114.73  16.06 - 0
Withinacfoups- 37 264.29 7.14
Total 40  608.48
. .
¥
’* 3
oy
- 4
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each question of the questionnaire. The actual questions, '
rating sc8le and frequency of responses are enclosed in

1\4 .
Appendix'C.

Design of the Module

.

1) Asked if the module objectives were appropriate,

86.7% (N = 26) rated them "appropriate"™ to "highly

v

appropriate”, -10% (N = 3) rated them as "adequate"” and 3.3%

(N = 1) rated them as "somewhat inappropriate"”. Student
comments ranged from describing the objectives as "Qery
clear and concise" and "undergtandable immediately" to "to
[sic] general”. ™

2) Asked if the objectives had been met, 83.3% (N =
"25) felt they were met "well" to "very well" and 16.7%'(§ =
5) felt they';ere met "adequately". . ,

3) Most students (80%, N = 24) r};ﬂ the diff t;y ™
of material as "appropriate to highly appropriate”, 107 of
them (N = 3) felt it was "adequate”" and 10% (N = 3) felt {it
"somewhat inappropriate”. Two students wrote .that it was
"highly approériate for univ;rsity education"” and was
"nefther too difficult nor too easy". One student felt it 3
was "somewhat inappropriate" because it contained "too much
detail to retain in'one reading'.

4) Eighty percent of students (N = 24) rated the
amount of material as "aé@t%priate" to "higﬁly
appropriate”, 13.3% (N = 4) rated it "adequate" and 6.7% (N

@ -

= 2) rated it as "somewhat inappropriate". Students

reported that it was "very thorough" and "appears to

- R . '

i
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appropriately encompass the related systems". Some
expressed the concern that "so much informatioq'm;y be
" .
forgqtten without further study". . . T AL

5) The organikation and structure of the content to
facilitate learning was reported by most students 86.7% (N
= 26) as being nyell" to "very well" done, 10% (N = 3)
rated 1it'"adequate", énd 3.3% (N = 1) ratéd it as "poo;ly"
done. One s;udent commented t;gt she found the "systems
(format) easier to remember", likely making he;’future
physical examinations "more thorough". \\\ .

6) Ninety percent (N = :27) described the ahount‘of
repetition of the main features of the physical examination
as "a&equate" to "optimum”. The remaining 10% (N = 3) were
neutral and said there was "some repetition'. One subject
in the video-only group felt that there was "adequat;
repetition"” but that the video repetitions were "too long

and became boring".

Video Production Features

7) When it was suggested ;hat the prinf sdmmary might
as effectively and lese expens%vely be used alone without
iﬁahe videotape, eighty-five percent (N = 17) reasponded at

the video Whelped greatly , 10% (N = 2) said it "helped
somewhat” and 5% (N = 1) felt it was "neutral in effects"
Stude;ts felt it "helped greatly" because it enabled them
"to b;tter visualize some of the pr;cedures". However, one

student commented that "some of the tests wereé too far awvay

to be seen properly"
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8) Seventy-five percent (N = 15) evaluated the

-

videotape presentation as "above average“ to "highly

-
s

effective” as an educational medium. The remaining 25% (N
= 5) rated it Ymod;rately effective”. One stgéent
commenteéd that it wou be "better" Lf the "camera had been
closer to the nurse and patient".

© 9) Ninety-five percentvlﬁ_- 1§; rateé the J;d}o as
"clearly" to‘"highly 1ntelligible". Five percent (N = 1)
rated ‘it "acceptable". No students found it "unacceptable".

10) Fifty percent (ﬁrc'lo) stated that the nurse

rgdded somewhat”" to "greatly" to the videoiape.l
Twenty-five percent (N = 5) said she had "no effect" and
25% (N = 5) felt she "detracted somewhat" from the
effectiveness of the videotape. Students whg,made further
comments said that she "did not appear fnthusiastie",
"seem;d nervous and unsure of herself" and "didn't talk
smoothly at times."

N\

the narrator's xsice. Most subjects (84.27,.N = 16) said

11) Generally the subjects liked the insertions of

the inserts "added somewhat" to "greatly" to the videotape
and 15.8% (N = 3) felt it made no effect. No subjects said

they detracted from the viaeotapg. One student commented

the inserts added "some variation" to the videotape.

| 12) Eighty-five percent (N = 17) rated the pace of
tﬁi\ﬁsdeotape as "adequate" to "highly appropriate". The
'tcmtining 15% (N = 3) felt it was "somewhat

inappropriate”. Many described the pace as "a little too

<y

e ————t
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fast",

»

Overall Evaluation & Uses of the Module

13) Asked if they enjoyed the module, 53.3% (N = 16)
. .
rated it as "above average™ to "very enjoyable". The

rem;inihg'46.7% (N = 14) described it'as "satisfactory".
One student wrote that "such modules Shoulé be 1nborpor;ted
into courses on phy;ical eiaminations rather tﬁan Just |
‘étressing tﬁ; normality of findings. ;£ would be more }
effectivg for all concerned if the nurse had some {dea of

the potentfal disorder." (Undgrlining by the student.).

One student who rated the ‘'module "satisfactory" said it was

" "very dry". She later said she "27? not interested in the

area" (1.e.,/2;thopedics). \\\

14) For the ;verall evaluation, 79.3% (N = 23) };;ed
"the module as "above averagef to "outstanding", the rest
\fated it a "average". One student in the print-only group,
who rated it as "above average" said it was "difficult to
Aigest everything in short time”, that it "needs another
method of presenting” the material and that it "prévided
information which (she) was not aware of". Another subject
in the print-ohly group rated it as "outstanding" but added
‘that she "would like to have viewed the videotape to
reinforce learning". She felt that "viewing (the) gh}aical
assessment in addition to reading about it, may be a much

.

more effective means of lezrning and retaining that

knowledge'". Others in the video-only and print-plus-video

‘groups described the module as "unique and helpful",

o

TN
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“"{nformative", "clear and concise". One student commented
‘fhat 1t "would be better 1if (oég) could see more of what
nurse sees". ' : \\\
» " 15) The majorié} (96.7%, N = 29) said they would use
tl}e modul‘g if it were available at their.fchool. The /
student who said she was "not interested in the area” was
the ‘only one (3.3%)rt6 say she would not use it. Reasons.
for the affirmative response were varied. Students .
reported that it was "well laid out", "a good summary",- -
"helpful as a guide", ;a gooé learning tool" and uses '"good
learning techniques”. They felt it provided "information
’ which ﬂ:lps guide assessments", "Jeviews neurological

' _ 3
components"” and provided "increased review of assessment

skills". One student liked the information‘it provided

"about the abnormal" which she felt helped to "appreciate
and differentiaxa_ﬁxom the normal (and ultimately enhance
out’care)." One student wrote "no other is availabie, this
is a useful tool". Several student; said .they would u;e it
" if "they needed it and were working with such clients”.
One élud;nt found it "quite dpecific"” and informative about
w toNaspess theovarious factors". One student said she
would usje it because it "is a more i;tgresting form of »
learning rather than strictly bo;ka".‘ Another student said
- she would Qse it for the "special assessment tests for low
A ‘ back éain;" <

16) Asked if they would recommend that their school —~—

buy the module, 96.7% (N—=-29) said they would. Only the

£ A Sk it b - A
.

SRR
n‘;‘ -
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.
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.student (3.9%) who said she would not use it said she could

.N\\'

bl

32

: » .o i ..
got recommend it. Several students commented that it's "a

R

teaching more general assessment skills" since "modules of"

great idea" and should be used as "an adjutant [sic]

this sort can facilitate learning". One student said her - -
"physical assessment course only covered normal findings. -

These modules would be helpful to the cours;." Another

e

student wrote that "witB®regard to certain testing

'

procedures, (t _\a;e) easier to'combrehend when visually

-

-displayed.” . ' . ‘ ‘ —-

17) Forty-five percent (N = 9) said the, videotape

! "~
would "definitely help" with future physical assessments of ’
patients with low back ;ain. The remaining 55% (N = 11)
said it would "probably help"” them. One student reported

N a ‘ N ' . ) N
it would "definitely help" because prior to the module ‘she
"really knew nothing about {t." She thought she could now-
"do a physical assesasment." ' - * Y,
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DISCUSSION

Differences in test scores could not ﬁe accounted for

by demographic characteristics (i.e., school attending,

¥

year in nursing programme, graduatekR .N. versus basic
student and prior experience with low back pain patienté)éy

"since no significant differgnces were,found when these were

compared. The short answer test scores were affected by
the different treatments. However, it is worth noting that

the graduate nuraés~dtd not perform significantly better
' 3

than tﬁ» other students. This suggests tle module as it
. ' .. .
stands is adequate for their use as well.

The relatively low meeg scores of thetcontrﬁl group
for the multiple-choiqé Qesé suggest that students were not
adequately prepared with the background knowledge needed to
agssess patients with this common complaint. séiixhe means of
the treatmedt groups were not qpp;eciably higher and were
not much more tha? 507 cozfect. Trea:?ent group scores
were expected to belgreeter than those of the control
grqupl Yet, although the control group mepd was 1es; than
all treatment group means, the only signiffcant difference’
was between the control and print-only.groups. Neither:the
video=only nor the print-plus-video groups weﬂs
signif{cently greater than the control group and the

.

treatment groups were not significantly different from each.
-» . - .
oth;w. These. results could indicate that students have

some prior knowledge of the causes, histori and physical

+ examination of low back pain.



‘the items were not highly,intétcorrelateds This means the

‘ecores.in the short-ansvwer clinical simulation question

/ o T 34
The more plausible explanation for these resulta lies

in the vastly different reliability estimates of the

muﬁtiple-ohoice test items for each group. The different

1
Cronbach's alphas obtained for each treatment group suggest

Y
test {tems were likely not testing tRMe experimental

treatment. They were meisuring different, unknowh factors
for each group:. makin§ the test itself unreliable. The

videotape aTone could not account for these differences

since alpha scores of the print only and videotape only

groups were both highly positive. The negative alpha,of
the print plus- video gtoup may mean that the time allowed
for undisturbed study mﬂy have given uhese resultu. The ‘\\\\\\

-~ ‘ ~.

video-only'and print-only groups had slightly more time to

study the booklet without Histtaction. _Heanwhile,.theu -

print-plus-video group had to read the entire booklet piue'
<

watch the videotape. The increased amount of material this

 group was expected to study and integrate compared to the )

other groups may have dieturbed thenm. This would be a . .o

function of the eveluation conditions and not nece; ari[y

@

teflect on.the effectiveness of the module when actually I

—
’

uséd by students on their own time and without these -

’

" artificial constraintsg. - » : , ' '

Comparisons of control group with treatment groups

L

quite powerfully suggest that students were not adequetely
K . \' 3. . .
prepared and did not have the prior knowledge needed to

¢
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conduct the basic physical examination. Despite—a possible

* "cueing effect" produced by the multiple-choice test,. the
r -

\) mean control group score was quite low (Newble, Baxter & - -

1

——

..‘Elmslie, 1979). Recall of -informa®Tton in the videof&pe

¢ -
RS

~ presentation was enhlanced with the print’organizerf As . —
-
egpected,‘the pring-?nly group dib\n% do’ as/;:l}\ks
‘ ggud;hfs who alsg sag.tﬁe videotape. The print-plus-video
group was found to best provide for theﬁordered recall of
the features of the physical examination. This goes beyond
r;sélts attained by Besw?ck et al. 1in their comparison of
'videotapes'with slide—iliustfated lectures. In their
atud&,_hlthough little difference, was found in factual .

knowledge learned, the videotape group dild better id the -

#f f§\£ ;actuhl physical examination. In this evaluation, the

¢

printlplus-video group Qas the best in recalling the
.elements of the phygical examingtion and, by extension, are -
‘expected to be able to perform théuexamfnation better than %
the others. The prifit-only and viheo-&dly groupg also did
iappreciably better than the control group in ‘the recall

te&é. However, the content redundancy and repetition of

the “dual-symbol system ﬁrqsgntation enabled éhe

Al

print-plug-video group to ‘exceed the scores of both these .

*

' groups., Conceivably the different symbol systems

"highlighted different aspects of (the) content” and eased

~ processing of the 1nforma£iodr£y calling on "different

\' ' . 3 .
mental processes” for "recoding and elaboradtion" (Salomon,

! -

<

;§79, p. 226-227). In light of these results, the greatest
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benefit can be expected by studying the booklet and B - -~
videotape Q?éeéher. Se

‘ ‘ This summa;iye evaluation strongly supports the stand’ :
‘that bagp;1;ureate‘nursing stu&e;ts are go% adequately :~ R
prepa:gd for assessing a common health problem such as low

back pain. gtudent test\écofes and opiniéns of the ;;dule

indicate that de;pité an.extremely low budget and ’ - .

production flaws, it was still educationally effective.

" Studentd suggested -the following changes for future

‘productiqns: videotapes should be slower pagéd, employ
professional talent and use more close-ups for |
demogstrations. \

Except for one student who disliked the topie,
the module was well receivid'by’mo;t students’. The
ggjority fecommended its use at their unifersity and
claimed they would use‘it i1f it were avallable. They
confidently predicted they would be capable of correctly
assessing future patients with low Back ph}qﬁk This

,fﬁrongly reinforces the positive evaluation of the module
as an effective learning tool. , Even though the module

proved instructionally effective for the #imulation, any

generalgaations to actual clinical situations must

>

recognize that students would initially ﬁ;Ne to be .

supervigsed during their assessments of real patients. #This
. " . 8

improves on the ideal present clinical teaching situation.

-

The module is a concise, easylto-usegand enjoyﬁble

[4

learning aid. It offe'rs atqdents the chance to "practice”

- ' ' .
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the asséssment withput’the usual environmental restrictions

-

and stressors. They are able tg{wilph an_tgfpert" perform

“the afsessmenﬁ correctly; they do not need a‘patient on

: ' AN .
hand". They can view the videotqfeobr review the booklet

at their own convenience and in an unhurrie@-settthgﬁ The

U \

systems format was well accepted because it builds on

K

background‘kdbwledge, and thereby gives students’better
guidance on how to appr;:ch the probiem holisticalli. The
faﬁfliar organization of the booklet hélps direct and focus
the flow of their examinations and facilitates the ‘

communication of their findings to other health

_professionals. The module gives students more potential

control over their clinical exper;enées. This is a

]

. ' | )
positive contribution to their preparation for working in

an expanded role. .

”»
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APPENDIX A

- - * - A

THE PHYSICAL ASSESSMENT OF LOW BACK PAIN « AN INSTRUCTIONAL MODULE

-

This module presents a prohlol-ortnntod approach to asssasing
patients with low back pain. It is designed to be used as a
supplemeantal sducational resource within physical assessment
ntiii;_pcﬁraol or 4s an individualiszed ifnstructiom unit.

N #

¢

The module contains: ’ ' >

0

1) Lesson booklet - with three sections M
WCommon CAuses of Low Back Pain® C

"Hiatary the Chiaef Complaint -« Low Back Pain"
“Suamary gf the Physical EZxamination of Low Back Pain"

2) Videotape - "Physical Assessment of Low Back Pain"

Objectives of the modula

1) After studying the first two sections of the booklat, learnars

will be able to identify the common causes of low back pain and

the features often found in the hiatory and the phyltcnl -
cxlnin;;ion. )

2) After viawing ;c ¥ideotape and l:ndys",5hc priot sumsmary of

the physical examihation, lsazaers will able to lisct tha basfic
slements to be {ncluded in the examination of patients .
complaining of low back patm.

.
+

© Llorie Root, 1985.
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‘COMMON CAUSES OP LOW BACK PAIN

RISK FPACTORS:

Obasity : 2) Inactivity 3)Poor posture
4) Poor muscle tone 5) Emotional stress 6) Advancing age
7) Lifting excessive loads 8) Insomnia, fatigue
- 9) Past history of back injury 10) Poor body mechanics

11) Poor sleeping hadits (ie. poor mattress, position of sleap)
12) Occupation - truck driver, secretary, executive
1)) Positive family history of back pain (especially for malas)
“ 14) Recreation habits (eg. strenuous sports only om veskends)
.- ' 15) Body build - tall haight, women with large breasts

"Low back strain characterized by chronic recurrent lov back

\]>

4 aching without neurclogical abnormality is the commonest form of
A back pain. The major concerns in approaching the patient with
back pain ares
1) Are major neurological deficits prcuont or likely to,
oceur/?
- 2) What potentially dangerous diseasas might be causing
the back p.in?” (Vasson et al., p. 72)
MUSCULOSKELETAL CAUSES -- Pain 4is-usually due to mucl.o strain ’
spasm, but may result from bony destruction.
. ' Possible Diagnosaes History Physical Examination
1) Muscle strain Often with history Huscle spasm, limigted
(acute or of poor body painful ROM of back, no
chronic) nschanics, no' back pain with stralight
. , radiating pain to leg raises, no
. & lags . neurologic deficit.
2) Malignant primary Severes progressive Spinal "tenderness with
aud metastatic pain, history of palpation or percussion.
_tumours malignancy or
&) veight loss.
3) Vertebral History of .Localized spinal
or pealvic trauma; older tenderness, may have
- fracturae ' patients and neurological changes,
those on Tain with Pelvic Rock
atsroids are at test.
risk.
4) Ankylosing Stiffness aund Sacroiliac tenderness,
apondylicis low back pain reduced forward flexion
) usually with of apine, dorsal
. - ' young males. kyphosis and loss of
lumbar lordosis with
< advanced disease.
y 5) Ostecarthritis Older patients, Pain with worn facet
. . (xesultiag from other joint pains, Joint fncresases with
degenerative often occuys after arching and
changes {n the ainor {ncident or atr;;ght-ning the back,
discs, af? routine exertion, bending forward
verted ¥ pain in lower dack, relieves {it; .
bodies say be immediate or limited hip ROM and
- - * '

LU

gﬁ‘.@.: s,
B
‘
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jointa.)

6) bn:.olyclitil

increasa over 1-2
days, can radiate
to buttoéks and
down leg above
the knae.

v

History of saeptic
focus and fever
(recent UTI or

pain with Patrick's
test suggests hip

Joint disease; pain
with Pelvic Rock tast
may indicate sacrailiac
Joint dissase.

Pain with spinal
percussion, little or
no fever,

abdominal surgery),

back pain constant

and often i

pragressive over weeks, ’

NEUROLOGIC CAUSES -- Pain is usually due to irritated optnlll
SGNSOTy Nerve roots. .

Possible Diagnoses

History

1) Majorx
neurological
deficit

2) Herniated

- ——-Ofran polt-tr.“ll,.

3

intervertebral

disc

Physical Examination
. b

bladder enlarged afcter

may be secondary
to tumour or
herniated disc,
Wistory of

abuormal bladder

function, unable
to move legs or
pain radiating to
legs. .

Pain often ‘after
lifting, usually
radiates into
leg(s) or
buttock(s), pain
incresses with
coughing or '
sneezing.

voiding, absent deep
tendon reflexes,
veakness and sensory
loss of axtremities,
may have flaccid anasl
sphincter, seansory loss
io perineum.

Difficulty standing

or walking, lists to
side opposite pain,
decreased patellar and
achilles reflexses
(L4~LS and L5-8% discs
most fraquently
affacted), sensory loss
and weak muscles of
extremities, pain with
straight leg raises

at less than 60
degrees, thigh pain
with dorsiflexion of
‘5oot vhen leg lovered,
positive Bowstring's
sigo (le. pain {n leg
or bdack), pain from
protrudiug disc or
pinched netrve {ncreases
vwith forward flexion of
apine and decreases
with extension.

44



—— ¥
VISCERAL CAUSES --

Ly

’ .
Low back pain may be

diseased palvic or abdominal viscers.

¥

Possible Diagnoses

1) Gynecological
disease

2) Penetrating
peptic ulcer

o N -

3) Pancreatitia

"4) Abdominal
aortic
ansuryss

~3) Reansl disesse A
. (usually kidney
2 infection or

L stone)

v a

—r

History

Vaginal dischargs,
Lovar abdominal or
sacral _discoafort,
related to

senstrual cyclc."

History'of peptic
ulcer, pain in

back above lumbar
area, often .
relievad by antacids.

Pain relieved with
leaning forward,
upper egigastric
.discomfort, history
.of alcoholiam or
gallstones,

-

Upper abdominal
discomfort, patient
over 50 years.

[a)

May have unilateral
flaok pain that

may vadiate to
perineum; dysuria
or hematuria, nay
have f.vor. -

gqﬁqrggﬁ from

Physical Examinstion

uinprlol pelvic exam.

Stool positive for
occult blood,
epigastric tenderness.

abdomfnal tenderness,
decreased bowael sounds.

1. ¢

May ha;’V;bscnt‘
femoral pulses,
palpable pulsatile
abdominal mass.

Gostovari;brll-anzla
tenderness.

R
i
+ €2
. . -

»
OTHER CAUSES may bea o-tooporolil, abnormal back alignment,
theumatoid arthritis, psychogenic conditions, herpes Soster

> Lot {nfection, chroaie

References are at the and of thll'bopkllt.

2

o ——

respiratory problems,

f

prostatis,
back pain relsted to lax sacroiliac joints, tuberculosis and
heavy metal poisoning.

post-partum

45
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HISTORY OF THE CHIEF COMPLAINT - LOW BACK PAIN

Lo TION - Is {t localiszsed or diffuse?
- Does it radiate into buttock(s) or down the leg(s)? If
so, where (le. posterior, snterior or lateral) and how

4

far down the lag(as)?

ONSET - What brought it on?
1) Recent trauma or fall?
2) Unusual exercise?
3) Heavy lifring, especially with twisting of back?.
4) History of aitting for more than 50% of working hours?
S) New mittress?
6) Body position on onset?
7) Time of day (cnd of workday?)

UALITY - Is it sh d t £ .
g s sharp, dull, penetrating, achy, stiff, etc :
INTENSITY - Is it mild, moderate ovr saeavare!? v
- Does ft Lntorfcr. with ADL (sleeping, working, eating,
playing, etc.)?
COURSE - Is {t conltnnt or intermittent?

DURATION =-°'Does it last sdconds?, winutes?, hours?, days?

AGGRAVATING FACTORS - Is it worse with moving, sitting,

" bending, coughing, defecating, Jaying supine, snoczlni,
s mgnstruating etc.? :

RELIEVING FACTORS - Is it relieved by application of heat,
use of analgesics or antacids, with bedrest, leaning
forvard aetc.? ’

.

MANAGEMENT TO PRESENT

- SELF MANAGEMENT (og. analgesics, heating pad, liniment,
. girdles etc.

- TREATMENT (.g. medical/surgical, acupuncture, msssage,
chiropractor etc.) and TESTS (eg. spinal x-ray,
myelogram) done «lsevhers and nots dates.

ASSdCIAT!D SYMPTOMS - REVIEW PERTINENT SYSTEMS

- Are any of these symptoms also present? - Urinary
incontinence, inability to void, pain or numbress in
buttocks or legs, abdominal pain, hip pain, dyfuria,
urinaty frequency, hematuria, fever or chills, \nausea,
weight loss, CVA tenderness, vaginal discharge,’or sexuval
impotence? Lo o

MEDICAL HISTORY - Is there a history of malignancy, recant.
surgery or lpinai fracture, chronic bronchitia, cough,
emphysena, \hypertension, diabetas mellitus, angina,
gallstones,  alcoholism or peptic ulcer?

MEDICATIONS - Any mddications used regularly? On PRN basis?

Especially nite use of adrenal steroids or anticoagulants.

.
.
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SUMMARY OF THE PHYSICAL EXAMINATION OF PATIENTS WITH LOW BACK PAIN

m—

The patieat STANDS for the éltlt half of the jxamination and LIES N
SUPINE on the examining table for the uocégg/:Alf. Remenber your
patient 1s in pain. Don't make he or lho Jusp o nd off tha

table unnecessarily. R

Note GENERAL APPEARANCE - facial expression, body build, atc.

Note POS E AND GAIT - limping, listing to one side, l&lit.d
' . . bagk, hip or leg movements, trouble breathing, difficulty.
. disrobing, walking, bending, sitting etc..

! . Take VITAL SIGNS - T, P, R and BP

Wk kbR rdd o .\*\‘

PATIENT STANDING
Wit et s el ol o

MUSCULOSKELETAL SYSTEN J

Intpce: BACK ALIGNMENT
1) Normal spive viewed lsterally has cctvicnl~4nd lumbar
concavities and thoracic cog¥exity. Look for flatteming
: of the lumbar curve oftan associated with suscle spasm.
' 2) Kyphosis - or hunchback - is an abhiormal saccentuation of
the forward flexion at the thorax.

. 3) Lordosis - ox swayback ~ is an accentuation of the lLumbar
curvae.
. h) Scoliosis is a lateral curvature of tho spine. The height .
- of the iliac crests gnd the shoulders is often unequal. . ‘F\\\
¢ Jnspect back for bruises, swelling, muscle spasm, muscle vasting.

Q

Check TENDER AREAS by having the patient point them to you.
‘Palpate the non-tender areas first. Cover the spinil
'ﬁ column, .lover ribs, iliac crests, sacrum and coccyx.
Muscle spasm feels like & firm mass over a 3 to 4 cm.
. arsa. Crepitus can mean there is an ugderlying bons
’ fracture or subcutaneous emphyssma.

- Percuss the lpingl coluan.

Cheack for COSTOVERTEBRAL-ANGLE TENDERNESS by biun:ly striking
sach angle firmly, but not hard, over the kidnays.

Tenderness over thi rea suggests kidnsy infection or
o . ioflimmation.

»

Assess RANGE OF MOTION B . !
1) Spine - forvard£lexion - pslpate the spinous
processas to assess their separation during flcxion -
pain in this position may mean a protruding disc or
s 0 pinched nerve. If one gide of the back is higher than the
- . other your patient may have scoliosis.
! : - backwvard sxtensiop - pain may indicate a worn
» facet joint. e —
. - lateral flexfon and rotation at the waist - o
. difficult to do vith muscle spasm or sprain. : -
- 3 Hip' and Leg - flexioa, extension, lateral movesent and

.
3
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rotation. w S .
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NEUROLOGIC SYSTEM . \ — ¢
The Dermatomes raughly shov the lkin bands 1un¢rvut.d by thc .

sensory or polt.ttor nerve roots.’

Check MOTOR FUNCTION-by : //J . \J

, 1) walking on toes to test the fitst sacxral nerve root,
2) walking on haels to tast the !outth and fifth Llumbdar
_ nerve root.

v '/‘I
WRRARAARNRENRARRANEN AR RN RIS s
PATIENT LYING SUPINE ON EXAMINING TABLE : . ¢
ﬁ***************i****i*********‘* ) “
Check SENSORY FUNCTION ) e .

1) Light touch with cottoa ball y &
« follov dermatomes bilaterally - ask patient to lndicut.
12 4t feels the same for both legs - sensatiod shoudd be °*
symmetrical
A - touch antsrior aspect of thigh and ee for L3 & L4
B - touch lateral aspect of calf .ndsixéﬁ. betveen the

- ‘great and second toes for L4 & L
C - touch the lower aspect of the legs and latesal’ .

aspect of the foot for S1 o . ‘ %,
2) Repeat A, B and C using Piapricks., N

14

‘Check DEEP TENDON REFLEXES v .

1) Patellar raflex -~ to assess tha !ourth lumbat nerve. : “
2) Achilles reflax - to check the First sacral nerve. . . Vv
v
Check MOTOR STRENGTH against your resistance
e 1) Push down as patiunt raises leg Co.
’ 2) Pull up as patient lowers leg ’ U

3) Dorsiflexion at ankles - patient pulla toct up ngnlult
your hande

4) Plantar flexion - pntitnt pushes fest dovn sgafnst
your hands

\S

* * * »* * * . *

o
“Chack CAPILLARY REFILL at toes .o

Check PULSES of both legs .
1) Femoral .o . T s
2) Posteriorx tiblalis L
3) Dorsalis pedis ’

-

o™ I T " ° . * * " M

SPECIAL TESTS designed to Illlll low bney plin.” -

4
° +

Do STRAIGHT LEG RAISES R ) ' -
1) Passively reise ons leg at a tt-c with knee fully extendaed
= try to taise the leg up 60 degrees ttc- the ' ’

.

wid
.

......
5
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table or until paio {s felt in the back or posterior
. thigh - pain may indicate tight hamstrings or possible
nerve root irritation or compression.
2) Lower leg slightly and dorsiflex foot - pain will be felt down
the posterios thigh vlth sciatic trritation. .
Check for thc BOWSTRING SIGN -~ :
Rest the patient’s foot on your shoulder with the knae
slightly flexed. Press firmly at the poplitea)l fossa with
your thumbs. Pain radiating dovun the leg or iph the back
confirms nerve roOt coaprelnionﬂ.

Hip paln can be confusad uith bnck pain - especially with elderly
watients. Check HIP RANGE OF MOTION sad then do PATRICK'S TEST to
check for hip joiot dtannlo.

Do PATRICK'S TEST by plucing the patient's heel on the opposite
knee ‘with the hip rotated externally. Stress the joint by
pressing on the opposite {liac crest and the flexed knee.
Aoy pdin with this movement indicates hip disease,

Finally do the PELVIC ROCK TIEST Lo "
Place your hands on the {liac crests and gently press
{nvard. Be careful, any laxity may {iadi{cate a pelvic
fratture. Pain may mean a nondisplaced fractures,
sacrolliac joint disease or tnjurys /

Now yot should have anough lntotlation'bo pake your nurltig
diagnosis and consult with a phynicinn. Discuss .the need for

further thtl suéh as x-rays or blood vork. Togc:hor you can coma

up with a  dlfagnosis and nnnl;encn: of your pattcn; s problnn.

-
2

S— - wg " * - e »

SUMMARY CHECKLIST &

CHECK... GENERAL APPEARANCE '
‘ POSTURE & GAIT
VITAL SIGNS

MUSCULOSKELETAL SYSTEXM
Back Alignment
. Tender Aresa
Range of Motion '

iy

NEUROLOGIC SYSTEM .

© Sensory Function

Reflax Function
! " Motor Function - i
"CARDIOVASCULAR SYSTEN - ~
Capillary Refill -
, 5ullc|
SPECIAL TESTS , S
"  Leg Raises - N
Bowstring Sign
Hip ROM & Patrick's Test
Palvic Rock Tast

M
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§lide 1 - Cartoon of voman
lifeing dady

8lide 2 - C’}taon of man
vatching TV

Slide 5 - Cartoon of man
in' bed ' ‘

8
Slide & - Title ~ Physical

Assessment of Low Dack
Pain

APPENDIX B . : '

v

A
PHYSICAL ASSESSMENT OF LOW BACK PAIN

— ‘ ('

- Music 1IN
‘. X

Music DOWN AND UNDER

¢

r

7

.

#1 -~ Cas 3 NS Marrator
with set {n bdackground

NARRATOR: ABOUT FOUR OUT OF FIVE
CANADIANS WILL HAVE A BACK PROBLEN AT
SOME TINME IN THEIR LIVES. TEN PER
CENT OF TMESE PEOPLE WILL EXPERIENCE
CHRONIC AND RECURRING PFXIN. GOOD
INITIAL ASSESSMENT AND MANAGEMENT OF

" LOV BACK PAI HELPS TO ENSURE RAPID

AND FULL RECOVERY AND MAY PREVENT
PURTHER PROBLEMS, ... THERE IS NO
SINGLE, "RIGHT™ WAY TO DO A PHYSICAL
EXAMINATION. THIS PROGRAMME WILL SHOW, .
Yap THE SYSTEMS AND SPECIAL TESTS

THAT SHOULD BE INCLUDED IN THE
ASSESSMENT OF A ?ATIENT WITH LOW BACK

- PAIN,

!

o o o = e -

« e ——— o

i‘w

e

Slidae 3 . Inspection,

.« Palpation, Percussion,

Auscultation

NARRATOR: YOU WILL SZE THAT
TECHNIQUES YOU HAVE ALREADY LEARNED
= INSPECTION, PALPATION AND o
PERCUSSIOK -- ARE THE TECHNIQUES .
USED. YOU VILL USE AUSCULTATION WHEN
TAKINC BLOOD PRESSURE.
«-1 - .



42 - Cam 3 WS Narratow (n
foreground, RN & PT to the
PR left in background

-

NARRATOR; MOST LOW BACK PAIN IS
DUE TO MUSCLE STRAIN OR SPASN. TWIS
IS OFTEN THE RESULT OF POOR BODY
MECHANICS WHEN LIPTING OR MOVING

THINGS. OTHER POSSIBLE CAUSES - SUCH ;

AS KIDNEY INFECTION, NEUROLOGICAL
DAMAGE AND TUMOURS - NUST BE

. CONSIDERED WHEN TAKING THE H1STORY

AND CARRYING OUT THE PHYSICAL
EXAMINATION. TRY TO CONGCENTRATE ON -
THE SEQUENCE OF .-TECHNIQUES IN'THE
ASSESSMENT YOU ARE ABOUT 'TO SEE.
THINK WHY EACH OF THEM HAS BEEN
INCLUDED. DON'T WORRY ABOUT TAKING
NOTES., ALL THE STEPS IN THE
EXAMINATION ARE DESCRIBED IN THE
BOOKLETS WHICH ACCOMPANY THIS
VIDEOTAPE.

#3 - Cam 2 HS RN & PT at
desk

Y

o

NURSE:~ Hell=o, I'm Fiona .
GrAffiths and this is sy patfiaent,
Suzanne. We will be demonstrating the
physical assessment of low back
pain. Throughout the examination {t .
is important to be ‘systematic, The
firdt half of the exemination should
be done while the patient s still
standing. Then ghe should iie'supine
for the second half. Remenmber your
patient s in pain. 50 doh't make
her jump on and off the exsaining
table unnecessarily,

. ! -
* —
* i
©
- 2 - "
v "
v
=
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%
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f4 - Cam 1 CU RN picking
up instruments froam desk,
shovs then & puts thenm
into labdcoat pockets

e

NURSE: Gather together your tools
beforehand. You will need a tape to
neasure leg length, a reflex hammer
to assess reflexes, and a cotton swab
and safety pin to assess sensation.

’

5 - c.-‘z MS RN & PT
standing in fromt of desk

{

NURSE: Remember your examinaition

sust reflect the information gatherad

i the patient’'s history. Right from
the beginning note your patient's :
general appearance. Look at her
posture and gait as she walks {nto
the examining room, while taking the-
history and vhen taking her vital
signs. Take note of any signs of
pain - such as lioping, listing to
one side, limited movements or
trouble breathing. Note 1f she is
obviously overweight and out of
shapes. 2

Slide 6 - Musculoskeletsal
System

L]

NARRATOR: THE FIRST SYSTEIN T0
ASSESS 1S THE MUSCULOSKELETAL SYSTEM.
(PAUSE)

kY

46 - Cam 2 WS RN & PT
standing in fromt of
examining table, PT angled
tovard camexa 80 as to
show spinal curvature

NURSE: After taking her vital
signs, have your patient stand up and
-3 -

«
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bcgin.by inspecting her back .
alignment. <Check for an abnhormal
curvature of the apine.

Slide 7 - Normal Spine

By

"NARRATOR: NORMAL BAGK CURVATURE
LOOKS LIKE THIS.

Slide 8 ~ Kyphosis

NARRATOR: KYPHOSIS - OR HUNCHBACK
= 15 AN ABRORMAL ACCENTUATION OF THE
FORWARD FLEXION AT THE THOR) H
WE SEEL NORMAL ALIGNMENT ON

Sitde 6,- Lordoais
N

NARRATOR: ABNORMAL LORDOSIS - OR:
SWAYBACK - SHOWN ON THE RIGHT - 1S AN
ACCENTUATION OF THE LUMBAR CURVE,
THIS IS OFTEN ‘PRESENT IN PATIENTS
WITH WEAK ABDOMINAL MUSCLES.

Slide 10 - Scolfiosis

¥

e o

MARRATOR: SCOLIOSIS IS A LATERAL
CURVATURE OF THE SPINE. NOTE THE .
DIFFERENRCE IK HEIGHT OF THE SHOULDERS
AND THE ILIAC CRESTS.

54 .
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) #7. - Cam 1 ¥S 0/S RN _ NURSE: Lgokj;ZY any bruises ow.
! shoving hexr opening PT's svelling, spasms or wasting of the
gown and ldoking st back ~muscles,

s . NURSE: Now palpate her back.
: . Don't torture your patient. Ask/her
. : to show you the painful areas ayd
. palpate the nontender ones f1! .
eoe Feal for tenderness, lumps or
- : signs of curvature vhich are not o
\ . ~ vigible, Be sure to cover all the
areas of the'lover back ®- especially
#8 - Cam 2 MS PT angled the spipal column, lower ridbs, iliac
towards camera pointing to crest, sacrum and coccyx., Muscle,

- tender area (right lover spasm feels like & firm mass over a 3
back) - them RN faels PT'a \ to 4 cm, arvea. Crepitus can mean
back there is an underlying bone fracture

‘%‘ . or subcutaneous emphysenma.

- ‘Q}
. . 4 J

7 \\ NURSE: Now, percuss the spinal '
RN . column., +.. Check for —
’ costovertebral-angle tenderness by
; bluntly striking esch angle firsly
‘ . +s. Dut not hard ... over the
"99 - Cam 1 MCU RN & PT - kidneys. Tenderneas over this area

; ' suggests kidney infection or
AN hics PTs niddle back ., " inflammation,

\

)
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#10 - Cam 2 MS PT bends
forvard and RN feels her
spine - then PT bends
backward towards RN

* HURSE: Assass spinal range of
motion. PFrom an upright postion, .
have your patient bend forward as far
as she can without pain. ... Palpate
the spinous processes to assess how
far they sepsrate with flexién of the
spins. ... Pain with this movement
may mean a protruding disc or pinched
nerve. If, in this position, one
side of the back {s higher than the
other, she may have scoliosis, ...
Have her extend backwards. Pain with

.this movament may indicate a worn

facet joint.

#11 - Cam 3 VS PT bending
from side to side and th'en
twists at the waist - RN
stands behind her

.NURSE: Have her Flex laterally to
both sides and then twist at the
waist. This is often difficult to do
with a4 muscle spasm or sprain,

- "

#12 - Cam 2 HS PT raises
each leg to fromt, back,
side & rotates

NURSE: Now, check hip and leg
mobility by assessing flexion,
extension, lateral movement and
rotation. (5 SECOND PAUSE)

Siide 11 - Neurologic
System

NARRATOR: BACK PAIN ASSESSMENT
DOES NOT ONLY INVOLVE EXAMINING THE
-6 - :
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MUSCULOSKELETAL SYSTEN. A NEUROLOGIC
) EXANINATION INCLUDING TESTS FOR

- , SENSORY, REFLEX AND norzn FUNCTIONS

1S NEEDED.

"

y NARRATOR: HERE WE SEE THE PATTERN
’ OF DERMATOMES. THESE ROUGHLY SHOW THE
,SKIN BANDS INNERVATED BY THE SENSORY
OR POSTERIOR NERVE ROOTS.

\

Slide 12 - Dearmatomes

NURSE: While your patient is

213" cam 2 WS'RN & PT - still standing, test the motor

PT walks towards RN on function of the firsit sacral nerve by

toes ‘ having her walk on hier toes. -
SN U NURSE: Test the fourth and fifth

#14 - Cam 1 MS 0/S RN - PT lumbar nerves by having her walk on

walks towards RN on h.ll% her heels.

_ NURSE: We are now ready to begin
‘the examination on the examining
table. s« Suzanne please lile on the
table face up. ... Remember to
continue observing for limited range
of movement.

-

.015 - Cam 2 MCU RN & PT -
PT gets on tadble

(2




#16 - Cam 3 MS RN behind

table - takes out cotton
> ball

NURSE: Use the cotton ball, to
test for sensory loss. Follow the
derratomes bilaterally., Ask your
patient to tell you {f {t feels the
same for both legs. Sensation should
be symmetrical. .

-

Yy

L

#17 - Cam 2 HCU PT waist
down

g

NURSE: Lightly touch tha anterior
aspeact of the thigh and knee for L3
and 4. ... Touch the lateral aaspect
of the calf and the space betveen the
great and second toes for L4 and 5.
+«. Touch the lower lataral aspect of
the lags and lateral aspect of the 7
foot for S1. ... Repeat this test
using pinpricks. Take {t =asy with
the safety pin. Your patient {sn't a
pincushion! .

- $#18 - Cam 1 WS RN & PT on
table RN hitting PT's -
knees with hammeér

NURSE: Daeep tendon raflexes
should also be symmetrical. First
chack the patellar refleax to assess
the fourth lumbar nerve root,

#19 - Cam 2 CU RN hitting
PT's ankles with hanmer -
try to see ankle jerk

)

NURSE: Naxt tap the achilles
tendon. A.diminished or absent ankle
jerk {odicates a problem at the first

- 8 -

O
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v . sacral root. -
\
/ . ' quné!:‘r.:e the motor sctrength of
- aach lag A;tinlt your resiscancs.
Push down on her leg-as ‘she tries to
ruilc\it And pull up as she tries to
lower f't.-" ... Test dorsiflexion at
#20 - Cam 3 MS RN & PT - the ankles by having your patient
PT ratises legs - then RN » pull up against your hands. ... Test
pu.h\. and pulls agsainst plantar flexion by asking her to pulh
PT's fest down against your hands. .
. %
. NURSE: Now check for leg length
. discrepancies. Use the tape to
#21 - Cam 2 WS RN measuress measure the distance from the
leangth from PT's belly umbilicus to the medial malleolus of
button to ankle both laegs.
\
tqi .
. . NARRATOR: NOW CHECK THE
g“d' 13 - Cardiovascular CARDIOVASCULAR SYSTEM, (PAUSE)
ystem
- U
‘ NURSE: Squeeze her toes to assess
< - 2 capillary refill. This decraases ths
_#22 - Can 2 ?S RN blood flow and makes the tissue turn
squeazing PT's tossp pale.
-9 -
1
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#23 - Cam 3 CU PT's toas

<

60

4
NURSE: Normal colour should
return -within 3 seconds. It takes . 4
longer with poor circuldtion. Note

any abnormalities in skin colour or
temperaturas.

&

#24 - Cam 2 WS RN takas
PT's pulse at groin, ankle
& foot

¢ -

NURSE: Check the pressure and »
amplitude of the pulses of both
legs. ... The femoral. ... The
posterior tiblnlil«\ «so And the
dotsalis pedis. -/

Slide 14 - Special Tests

3

NARRATOR: THE LAST PART OF THE -
ASSESSMENT INVOLVES SPECIAL TESTS.

.YOU PROBABLY HAVEN'T ENCOUNTERED

THESE TESTS BEFORE. THEY ARE USED
SPECIFICALLY FOR ASSESSING LOW BACK .
PAIN. (PAUSE) ’

#25 - Cam 3 WS RN raiasass
PT's legs (RN at- foot of -

., table) '

(2

NURSE:s Next perform passive
straight leg raisas, otie leg at a . 9
tize. The knee should be fully
extended. Try to raise the leg up &0
degrees from the table or until pain:
1s felt fn khe back or posterior
thigh. ..HPain may.indicate tight . -
hamstrings &r possible nerve root :
- 10 ~
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frritation or compression.

s - .
o .

#26 - Cam 2 M5 RN lowers
PT's legs and flexes foot
- then puts PT's fool on
her shouldar and presses
behind knee ..

‘ 3

NURSE: Next you lower her leg
slightly and dorsiflex her foot.

With sciatic irritation she will fsel

pain down the posterior thigh. ...
Check for the Bowstring sign by
resting her foot om your shoulder
with her knea slightly flexed. Now
press firmly at the popliteal fossa
with your thumbs. Pain radiating
down the lkeg or in the back confirms
nerve root compression.

N .

#27 < Cam I'NS RN rotates
PT's hip - then presses on
knes and ‘pelvis

] B

o

£

NURSE: Hip pain can be contus;d
with back pain - especially with
elderly patients.

for hip joint disease. Place her
hesal on the opposite knee with the
hip ro'tatsd externally. Stress the
joint by pressing on the opposite

fliac crest and the flexed knee. Any
pain with this movea®nt indicates hip

disecase.

Check hip range of
mottdh and do Patrick's test to check

;

‘ #28 - Cam 2 N5 0/S RN
prasses on PT's pelvia (RN
in front of table)

A

NURSE: Now do the pelyic rock
tast.
crests and gently press invard. Be
careful, any, laxity may indicate s
pelvic fracture. Pain may mean a
nondisplaced fracture, sacroiliac
jJoint disease or injury.

« 11 -

Place your hands on the tliac
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#29 - Cam 3 MS Narrator in
foreground and RN 6 PT {n
background

NARRATOR: THIS ENDS THE BACK AND * .
LEGS EXAMINATION QF YOUR PHYSICAL __
ASSESSMENT. DEPENDING' ON THE HISTORY
AND THE PHYSICAL PINDINGS YOU MAY -
NEED TO ASSESS OTHER SYSTEMS: IT MAY .
BE NECESSARY TO CHECK THE ABDOMEN AND ;‘
THE RESPIRATORY AND CARDIOVASCULAR =
SYSTEMS, YOU MAY NEED TO DO

CY{ECOLOGIC 'AND RECTAL EXAulnar1ous X -
AS WELL AS A MORE DETAILED NEUROLOGIC - ~
EXAMINATION. NOW LET'S REVIEW THE <

MAJOR PEATURES OF THIS ASSESSMENT. ;

-~
e

*Slide 15 - General
uppanrnncc, posture &
gait, vital signs

v

_NARRATOR: AS WITH ALL PHYSICAL
EXAMINATIONS, IT IS GOOD PRACTICE TO
NOTE THE GENERAL APPEARANCE AND TAKE
THE VITAL SIGNS OF YQUR PATIENT. POR ~
LOW BACK PAIN YOU MUST ALSO CHECK B
THEIR POSTURE AND GAIT. . T

Slide 16 - Musculoskeletal

.
-

NARRATOR: START BY EXAMINING THE . Co
HUSCULOSKELETAL SYSTEM. CHECK BACK
ALIGNMENT, NOTE TENDER AREAS AND :
ASSESS RANGE OF NOTION OF THE SPINE S .

. system P AND LEGS,
: x S - .
‘w
. 1 9 ' -
. R 1]
5 NARRATOR: "NEXT CHECX THE® ' o
. - - 12 - - .
“ .
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- “~"""\\\ |
’ N~ X o
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NEUROLOGIC SYSTEMN.

»

ASSESS THE

Slide 17 - Neurologic SENSORY, REPLEX AND MOTOR FUNCTIONS
System . OF THE BACK AND LEGS.
’ "
-~ ‘$ -
+ NARRATOR: THEN.ASSESS THE 4
) CARDIOVASCULAR -SYSTEM . CHECK

Slide 18 - Cardlavascular CAPILLARY REFILL AND PULSES OF BOTH
System ¢ LEGS.

Slide 19 - Special Tests

NARRATOR: PINALLY DO THE SPECIAL
TESTS DESIGNED FOR ASSESSING LOW BACK
PAIN-

2 K3
¢ U ¥

3

#30 -

-

Can QQHCU Narrator
in foreground and.RN & PT

in background v

.g\

HusicBLOVLY UP AND UNDER
. >
T3 4 T

' NARRATOR: NOW YOU SHOULD HAVE
ENOUGH. INFORMATION*TO MAKE YOU
- NURSING DIAGNOSIS AND consubgénzga A
PHYSICIAN. DISCUSS THE NEED POR
PURTHER TESTS SUCH AS X-RAYS OR BLOQD
WORK. TOGETHER YOU CAN COME UP WITH A

*DIAGNOSIS AND MANAGEMENT OF YOUR ‘
PATIENT'S PROBLEN,

~e

. - 13 -
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APPENDIX C

DEMOGRAPHIC QUESTIONNAIRE {

1. What university do you attend?

CHECK ONEs— MeGill University
- Ugiversity of Toronto

2. Vhat year are ;bu enrolled in your bdaccalaureate nursing

pgo;rnllo1 . .
CIRCLE ONE; ;;lsr SLCOND THIRD FOURTH

Ja. Are you s gtadustc R.N. returaing to school for your

baccalaureatea degrea? N
CIRCLE ONE: YES NO

3b. If you are lltcldy a R.N,, ltlt. the number of years you have

vork.z/14 4 nurse. .

y.ar-.
4a. Have you llrcldy completed a course {n physical assessmant
skills?

]

CIRCLE ONE; Yes o ' g
4db. It th. snswerhis YES, was the assessnsnt of common patient
problems coverad To this course?

CIRCLE ONE: Yes  “uo

| -

“he. If the answer is YIS, vas th‘ﬂr’;calnont of low back pcin

included as one of these common problema?

. g .
‘ CIRCLE ONE: YES MO .

3a. In your clinical cxpcricncc huvo you ever had a' patient(s)
with low back‘plinf ~

CIRCLE ONE: YES HO

- e

. - "
Sb. If YES, did you perforam, assist with or cbserve someone Plse
(eg. aurse, physician) performing the physical assessment of the
pction:(l) low back pain? ) \ .
SCIRCLE ONE:
YZS - I performed the physical assessment

YEZS - I assisted with the issessment

- YES - I observed a nurse or physician performing the \_
asssssment

Bl

HO - I did not do 9r see the assessment p

] s’
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MODULE EVALUATION - -

a 3
s

A major part of this evaluation is to determine what features ol

the module you liked or did ‘not like. Please rats each item on a

3-point scale by cirecling £he npproprlcto ausbar and writing your

comments below. These coafants will be used to help producc .

better productionﬁ.}n the future. *

.

1) Are the stated objectives appropriate?

1t 2 3 4 T N/A
Highly Appropriate Adequate  Somewhat Highly
appropriate : . inappropriate fnappropriate

Comments:

- . -

o -

2) Does the module meet the stated objectivas? L \\C
' T 2 3" s o4 s N/A ,
Very vell’ Wall Adequataly Poorly Very poorly

Comments:

.~ - .
¢ -~

. < , . P

3) 1Is the level of difficulty of the lntntl‘l covered o
sppropriate? Specify below . if the concepts presented ate too :
difficult or too aasy.

. .
1 2 3 4 3, N/A '
Highly Approﬂ iate Adéquate Somevhat Highly
propriate . , : inappropriate inappropriats
Commeis: L o ’
‘b) Is the amount of materfal covered i{o the nxeulc appropriate?
1 ° 2 S — 3 4 X 5 N/A
Highly Appropriate Adequate Somewvhat HigRly
appropriate inappripriate lnnpptogtl‘tl .
" Comimentat . ﬁé ' . - 2

3) Is the content organized and structured to facil{itate lo;rnlngl'

Very well Vell Adequatsly Poorly Very poorly
Comments: : :

.6) Do the syntcn checklists"” (eg. musculoskeletal, '‘naurologic, etc.)
provide for optimum rcpitltlon of the main features of the physical .
examination? ’

$

e
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o A LR P

1 2 k] 4 5 N/A
Optimum Adequate Some Too little Far tooc little
repetitionrapetition repetition 0T toc much or far too auch
Comments: . '

—

Lo LS
7) The content of the videotape and the physical examination
summatry {iu the booklet overlap. The module might be just ag ° !
affactive L{f only the printed lesson booklet were produced. Does
the videotape help or inhibit learning the physical examination?
The videotaps ...

7

1 2 3 4 YA | N/A
Helps Helps Neutral ,dn Inhibits Inhibits
greatly somevhat aeffects soméwhat greatly

Comments:

’ <3

.

$

8) ls the video presentation effective in {ts use of :
lighting, background set, camera shots, graphics used etc.? (Do
not feel you must give a highly technical evaluation. Just make
a judgement s to whather the video is effective as an
educational medium.) .

1 2 3 4 s - N/A
Highly . Above Moderately Balow Ineffective
affactive avarage effective ., average
Comments:
’ \ h
9) Is the sudio intelligible? .
’
1 2 3 4 5 N/A
Highly Clearly Accsptable Barely Unintelligible
Iotelligible intelyigidble . intelligible .
Comments:
o A
10) Do the personality and behaviour of the nurse add
to or detract from the .ff‘cti:,ﬂlll of the video presentation?
t U 2 3 4 ‘ [} N/A
Adds Adds Neutral € :Detracts Detzacts
greatly someyhat in effects somevhat . greatly
Comments: :
11) Does the insertion of the narrator's voice to introduce new
segaents of the examination add to or detract from the
presentation? .
4 2 3 4 5 CN/A
Adds Adds Heutral Detracts Detracts
greatly somevhat in effects somevhat greatly
Comments: o . "

L4
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12) Is the pace of the videotape presantation appropriate?
Specify below ff {t is too fast or too slow.
1 2 3 6 5 N/A '

. Highly Appropriate Adequate Somewhat Highly .
appropriate . inappropriate inappropriate “
Couments: g . \

135 Did you enjoy the modula? ' :
B 2 3 4 s - N/A
Very much Above = Satisfactory Below Not at all
: average avarage .. L
Comments: ' ) - .
14) What is your overdll evaluation of the module?
1 2 : 3 : 4 ‘ 5 N/A
Outstanding Above - Averages Below Yery poor
: average _ average ’
Comments: . .
- ) R A Y ’ . s
15) If this module wers available at your university, would you use
it ) .
) 2 ‘Cizrcla: YES NO |
Commants: Why or why not? .
16) Would you recommend that modules on common health problcnn bs
adopted by your university? . P
Circle:s YES ‘ NO .
Comments: o
17) Do you think this videotape will help you with your phyatccl .
assessments of patients with Lg:\::;jvpnln? ' .
1 2 3 4 5 WA b0
Definitely Probably Do not know Probably Definitely
not not .
Commaents: ’ . ‘ ' R
a[ '
v / '
! hY
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ABSOLUTE AND RELATIVE FREQUENCIES OF RESPONSES TO THE
MODULE EVALUATION QUESTIONS

‘i. Are the stated objectives appropriate?

Relative

Absolute

frequency frequency
1 - Highly appropriate . 11 . 26.8
2 - Appropriate 15 " 36,6
‘3 - Adequate - 3 7.3
b - %ﬁﬁewhat inappropriate —_— 1 2.4
5 - Highly inappropriate 0 0
N/A . 11 26.8

41 100.0

2. Does the module meet the stated objectives?

—

Absolute Relative
frequency frequency
1 - Very well 13 31,7
2 - Well : 12 i 29.3
3 - _Adequately 5 . 12.2
4 - Poorly 0 0
5 - Very poorly 0 0
N/A %} 26,8
41 100.0

3. Is the level of difficulty of the material covered

appropriate?

Absolute

Relative
frequency frequency
- .
1 - Highly appropriate 5 12.2
2 - Appropriate 19 46.3
3 - Adequate 3 7.3
4 - Somewhat inappropriate- 3 7.3
5 - Highly inappropriate 0 0
N/A ’ 11 26.8
%1 100.0
4. Is the amount of material covered in the modﬁle
appropriate?
.Aﬁsolute Relative
frequency frequency
"1.- Highly appropriate 5 12.2
2 - Appropriate ' 19 . 46.3

S



3 - Adequate

4 9.8
4 - Somewhat inappropriate 2 4.9
.5 - Highly inapfropriate B 0 -
N/A : ' 11 = 26,8
417 '100.0
o

5. Is the content organized and structured to facilitate
learning? _ '

)

Absolute Relative
frequency “frequency
1 - Very well ’ 11 . 26.8
2 - Well : 15 ' 36.6
3 - Adequately ‘ 3 ' ) T3
4 - Poorly o7 ’ _ 1 : 2,4
5 - Very poorly 0 0
N/A . - 11 26.8
41 ’ . 100.0
1 ” N

6. Do the '"system checklists" (eg. musculoskeletal,

neurologic, ett.) p}hvide for optimum repetition of the
main features of the physical examination?

»

R Absolute Relative
i frequency frequency

1 - Optimum repetition 13 31.7
2 - Adequate repetition 14 34.1
3 - Some repetition ’ 3 7.3
4 -~ Too little or too much 0 0

5 - Far too little or too much 0 ’ 0

N/A . 11 . 26.8

7. The content of the videotape and the physical
examination summary in the booklet overlap. The module

- might be just as effective if only the printed lesson -

booklet were produced. Does the videotape help or inhibit

leaining the physical examination? Thé videotape ...

Absolute Relative
frequency ! frequency
1 - Helps greatly ' 17 41,5
"2 - Helps somewhat 2 - 4.9
3 - Neutral in effects 1 2.4
4 - Inhibits somewhat . .0 0 -
5 - Inhibits greatly ) 0 ]
N/A 21 51.2

41 100.0
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+"Is the video presentation effective in its use of
lighting, background set, camera shots, graphics used etc.?

) P ' Aﬁgaidée ' Relative
r frequency frequency
¢ ‘ .
1 - Highly effective 4 9.8 ]
* 2 - Above average ' 11 26.8 C
3 - Moderately effective .5 12.2
4 - Below average 0 0
5 « Ineffective ' 0 ' 0
N/A . 21 51.2
a1 100.0
9. Is the audio intelligible?
Absolute Relative
frequency frequency
1 - Highly intelligible 6 14.6
2 - Clearly intelligible . 13 f . 31.7
J - Acceptable 1 2.4
4 - Barely intelligible 0> 0 ~
, 5 - Unintelligible , 0 - . 0
N/A 21 —.. 51.2

i

1\3 41 100.0
10. Do the persona ity '‘and behaviour of the nurse add to or
detract from the effectiveness of the video presentation?

Absolute . Relative
frequency frequency
3
1 = Adds greatly 2 . 4.9
2 - Adds somewhag 8 ' 19.5.
J - Neutral in effeécts 5 12.2 ;
4 - Detracts somevwhat . ’ 5 \\% *12.2
5 - Detracts greatly ' 0 0
_N/A 21 51.2
41 100.0

—

- * *
11, Does the insertion of the narrator's voice to introduce
new segments of the examination add to or detract from the

presentation? " N
Absaolute Relative .
frequency frequency

1 - Adds greatly 3 7.3

~ 2 - Adds somewhat , 13 31.7
. 3 - Neutral in effects 3 7.3



4 - Detracts somewhat
5 - Detracts greatly

N/A

0
0
22

m————

41

72

53.7

100.0

/ . . : L
12.”1Is the pace of Q&e videotape presentation appropriate?

mbwnn—-\
] [ 3 [ ] []

N/A

13.

ZuwupHLoE
1

/A

—
ZwP W
| . ]
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Highly appropriaté

Appropriate
Adequate

Somewhat inappropriate

Highly inappropriate

Did you enjoy the module?

\

Very much
Above average
Satisfactory
Below average
Not at all

-

Absolute
frequency

Absolute
frequency.

4
12
14

0

0

11

41

¢

Relative

frequency .
)
8.4
©22.0
17.1 >
7.3

0
51.2 '

100.0

Relative
frequency

9.8
29.3
34,1
0
0
26.8

100.0

What 1is your ovgra{l evaluation of the module?

H

Outstanding
Above average
Average

Below average
Very poor

use it?

Tei

Absolute
frequency

1.
22
6
0
0
12

41

Absolute

frequency

29

—

Relative
frequency

100.0

»15. If this module were available at your university, would

Relative
frequency

70 0’7

gy
A
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2 - No ' . 1 . 2.4

N/A | 11 26.8
41 .~ _100.0

-

16. Would you re mmeud that médulea on common health
problems be adopked by your university?

Absolute Relative
frequency frequency
1 - Yes S 29 70.7
2 - No . ‘ -1 \ 2.4
N/A L ' 11 ) .26.8
a1 " . 77100.0

17. bo_yéu think this videotape will hélp you with your

>

physical asies#hehts of patients with low back pain?

Absolute 'Relapive
, e frequency" freﬂuewcy
1 - Definitely AR 9 . 22.0
2 - Probably N 3 11 26.8
3 - Do not know P’ 0o 0
" 4 - Probably not 0, ~ 0
+ 5 = Definitely not4# ' 0 0
N/A . 21 - 51,2
T 41 100.0
- !
D . <
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" APPENDIX D

TEST A - MULTIPLE-CHOICE QUESTIONS

Please circle one answer per question.

1. Patients _tsking steroid medications have greater risk ;!
suffearing from low back pain causad dy:

&
= b.
*c-

auscle strain e
gynecological diseass
vertebral fracture .
pancreatitis

urinary tract infaction

2. Which of the following is ’hnl?/ukct'y td ba found with a
patient with a kidney infection? ‘ “

..
b.
c.
*do
R

flank pain )

hematuria -
CVA tenderness

pain relleved with leaning forvard

faver

3. The Palvict Roek Tast is tvesting spesciflcally for which

diagnosls?
a,
*b.
Co
d.
e.

-

ankylosing spondylitis { ' -

pelvic fracturs

gyvecological disesase

abdominal aortic aneurysm ’
palvic tumours

. : '
4. WVhich of the following is not a koown risk factor for low

back pain?
a.

*bo

c.

dl

.I

..y

obeaicy -
short height o ) o~
advancing age .
occupation - secratary
emotional strass

i

'S, The most common causs.of low dack pain is3

a. osteoarthritis .
b. herniated intervertebral disc
¢. abnormal back alignmant
x3. nuscle striin
s. poor body mechantics

6. A patient's pain is relieved vhen he bands forwvard. His back

pain may be dues to: ¢

*a.
b.
c.
d.
e.

worn facet joint i

loss of lumbar lordosis

pancreatitis

s & c , ,

all of the above A

7. Your 68 year old patient has low back painm with upper
abdominal discomfort and absent femoral pulses, she may suffer

from:
‘.
.
*Co
! d.
..

. [ -

pancreatitis
peptic ulcar
abdominal sortic ansuryss »

ankylosing spondylitis . -

all ‘of the abava '
-1 -

[

1]
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8. Which of the following conditions is chnrnctntlz.d by no
. neurological changes? -
*a, muscle strain
b. malignant tumour
v ¢. herniated intetrvertabral disc
d. « & )
—~—— e. vertebral fracture
, 9. Which condition s suspected with a young male patient
T complaining of stiffness and low back pain?
- 8. ostecarthritis
b. herniated interviartebral dllc
c. osteomyelitis
%d. ankylosing lpondylltia
N ’ e. gonorrhea R -~

- ) 10. Pain with a protruding disc:
l. increases with extensfion of the spine
. .%b¥ increases with forvard flexion of the spine
. » ©€» decreases with forward flexion of the spine
d, a & ¢
e, b & 4 -

o 11. Tumours are especially suspected with which ono of the
following? ¢ . - .
a. stiffness °
b. pain relief with antacids .
*#c. veight loss
d. pulsatile abdominal mass '
e. dysuria '

J - . . 12, Pain radiating into the legs can be found:
' a. with herniated intervertedbral discs
b. with malignant tumours -
c. with abnormal bladder function :
d. post-trauma ' . i |~
. x 8 all of the above: - :

i3. Vhen exsmining the patient with low back pain, it 1is
important to assess {f there ara:
: as neurological deficits
o b, limitations in range of motion
o : ¢. focal tendernass
PR S d. poton:ially‘dun;eroua diseases causing the pain
w : s, a & b
“* !‘c ‘ 6 d
g € & d . o
h. all of‘the above

14, Which of the following describe -‘jor causes of back pain?
a. suscduloskeletal

b. vise 1 ‘ e
= c. neurdifogical
d. a' & ¢ _ —

% @. all o6f the adbove )

15 A 359 year old patlont comnplains of joint and low back pain

.2-‘*

L. P
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occurring after routine activitinl. The plin xldtct.a down the
right laeg to the knee and has been increasing over thae past two
days. Which of thl £olloang diagnosaes would most likely be
suspected?

a. muscle strain
b. herniated intervertebral disc .

* €.
d.
..

osteocarthritis
osteomyelitis -
vcrtcbrnl fracture

"

1%, Hhich of the following are possibla clul'l of bnck pain?

., B
b.
Co
d.

—n— . b Q.

A

tuberculosis

lax sacroiliac joints

depression @ .

shingles - -
all of the above

17. A patient complains of pain in the back above the lusbar area
which is relfeved by antacids. On examination hiha's epigastric
tenderness aand occult blood 1- detected in his stool. What -might °
be the diagnosis? ’
‘ a. pelvic Lnflanﬂktory dllcuu. }
% b. penetrating peptic ulcer
v ¢. naphrplithiasis
. d. dortic sneurysws - . o
e. pancreatitis ‘ ) - '

18. On examination, a patiant conplm&ntng of low back pltn has
limited painful range of motion of the spine, no back pntn with
straight leg raises and no neurclogical deficit. What {s mast
probable diagnosia? .

.'
b.
T Co
d.
..

o - a,
‘bl

Co

*.do

- e,

o 20. B.ck pain related to worm facet jointss

[

J ) b,
% €G-
d.
e,

N

. . ,(.'*

- denotes the correct, response) ' °-

meatastatic tumour ‘

ankylosing spondyltitis -
muscle strain

ostsomyelitis , ° «

pancreatitis . ' z

19, A patientptates that his back pain {ncresses with coughing .
snd sneazing. What diagnosis 1a this often cnloctltod with this '
. Aggravating factor? ° ' -

kidney infection

muscle strain S,
ankylosing spondylitis - ‘
herniated interveartsbral disc
osteomyalitis o

% .

increases with forward flexion of the lpin. ,
decreases with arching and straightening the spine 3
deacreases with forward flexion of the spine . k
s &b

{9 usvally: found 1n youn; uales
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TEST B - Short answer question

Imagine you af: vorking “ic an ambulatory health care-setting.

*

of. your xesponsidilities i
patientas vho come with com

history of ,this chidf

mplalnt. - You are now rgady to conduct

to perforam the initial assessmant

~

el
ol |
“
S
\ ~
: SR
\\
\
" g

n health problems. Today you have a
patient complaining of low back pain. You have completed the

physical examigatidn. List the physical features you would check

vhen examining your pstient. Try to list all the featuras of the :

examingtion in thd order you would da them.
Use both sides o!/:F}: paper 1if neces
9 [

‘) . ¢

)

I

Ty,
-

7

Ansver in point fu;r.

\
£
One
of
the
.
. .
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SCORING KEY FOR TEST B

N - . ' I &

The total possible score for Test B was 17 points. Fifteen
points were given for_ content recall ‘and two points for
correct order. Students were given one point for accurately
recalling each of the elements featured in the Summary
Checklist of the videotape and the print summary of the .
physical examination. °

~ \
LS

SUMMARY . CHECKLIST

CHECK... 'GENERAL APPEARANCE ‘
: " POSTURE '& GAIT- '
VITAL SIGNS S

HUSCULOSKELETAL SYSTEM
Back Alignment
Tender Areas ‘
Range of Motion

NEUROLOGIC SYSTEM .
Sensory . .Function .
Reflex Function ,
Motor Fdnction

- .

CARDIOVASCULAR SYSTEM
Capillary Refill
Pulses L o

SPECIAL TESTS ' o A
Leg Railses ’
Bowstring Sign ,
Hip ROM & Patrick's Test
y.Pelvic Rock Test '




’ RAW TEST SCORES BY TREATMENT GROUP
- ) '4'\
AR GROUP MULTIPLE-CHOICE SHORT-ANSWER TEST
' QUESTIONNAIRE SCORES . SCORES ‘
CONTROL 13 8.5
7 6
¢, 10 ° 6.5
, . _ v 11 4.5
. ’ A 8
/7~ 7 5
/- ) 8 4.5
— 11. 5
' 9 3
. 8 5
- 8 2.5
Y \ ’. ' ;o
PRINT ONLY 16 13
* 10 7
11 \ 12.5
14 11.5
14 10.5
15 13
14 8
. . . 7 7
9 3.5
) : - 16 13.5
‘'VIDEO ONLY 14 . .17
" . 15 9
N 10 8.5
; 10 11
. ' 14 "8
. 5 9.5
- ; v 9 8.5
- ‘ 6 -
‘ . 9.5
12
.. .. } .
> - - VIDEO PLUS PRINT 13 . 17
" ’ 10 14.5
‘ s 9 ‘9.5
) 14 13-
| L0 13 . - . 10
- o 12 - 15
- 12 "13.5
v ‘ . .. 10 13.5
v T ,/’/"' 1 - 10 15
o\ . ' .9 1235
. ‘
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