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Postural Assessment  

•ALWAYS ASK permission to touch! 

•Ask and ask again – let clients know you are about 
to touch them and do not do anything that could 
make them uncomfortable.

•Watch their body language.



Postural Assessment (Source: Jane Johnson Postural 
Assessment – optional book)

• What? – Way of viewing the body to see if client is asymmetrical or how far 
away from “ideal posture” they are (see next slide)

• Why? – Establish baseline, bring out surgeries/injuries/known issues 
(chance to ask about scars, etc.), treat holistically

• When? – Initial visit (unless client is too anxious or other prevailing reasons), 
and again after several visits to re-assess

• Who? – Healthy enough, not overly anxious

• Where? Discuss privacy, informing client, staying warm

• Postural assessment is only ONE part of an assessment (verbal, visual, 
hands-on). Diet, lifestyle, gait, emotions, and more play into a client’s pain



Postural Assessment (Jane Johnson book – Chapter 1)

• “Ideal” posture might be slightly different for all of us. - Physiological 
compensations to keep us upright might vary, based on soft tissues, bone 
size/length/angle.   

• Think about how we see differences in Down Dog or Cobbler’s Pose based on 
compression/tension in different bodies. It doesn’t make one person’s down 
dog ‘wrong’ or ‘worse’ than the other persons

• Don’t miss ‘low hanging fruit’ when doing assessments. Often, an easy-to-spot 
issue is the one that will yield the most results if corrected.



What Impacts Our Posture? (Jane Johnson book – Chapter 1 )



Postural Factors (Jane Johnson book – Chapter 1)



Postural Factors (Jane Johnson book – Chapter 1)



Postural Factors (Jane Johnson book – Chapter 1)



Big 5 Assessments

We will look at what I call “The Big 5” for postural assessments. These 5 areas 
are:

• Feet/ankles

• Knee

• Lumbo-pelvic girdle

• Thoracic spine and shoulder

• Head and neck



Foot and Ankle







Feet/Ankle Assessment:  Ask Clients About

• Arthritis

• Activities (sports, gardening, etc.)

• Occupation 

• Pain?  Coincide with other pain or certain activities?

• Pain or limitations that stop them from engaging in activities?

• What makes pain go away or less intense?

Talk about WHY these things are important!



Feet/Ankle Assessment:  Cont’d



Feet/Ankle Assessment:  Cont’d



Feet/Ankle Assessment:  Cont’d



Feet/Ankle Assessment:  Cont’d
Note:  Oversupination is much more rare than overpronation and is much more 
complex.  Because of this, we wont’ focus as much on oversupination, but we do want 
to have a resource for it. 

When we get to into fascial release, we’ll cover some material that will benefit both 
overpronation and oversupination.  In the meantime, here is a good link for 
oversupination:

https://livewell.jillianmichaels.com/foot-supination-exercises-4430.html

https://livewell.jillianmichaels.com/foot-supination-exercises-4430.html


Feet/Ankle Assessment:  Cont’d

An overpronated client may abduct his foot 
because overpronation causes the knee to 
move toward the midline of the body.  
Therefore, the client may turn his foot outward 
in order to align the knee to face forward. (see 
pic on next slide)  



Feet/Ankle Assessment:  Cont’d



Feet/Ankle Assessment:  Cont’d

Exception:  The case just stated is the norm (foot turned 
away from body to compensate for overpronation to try to 
point the knee forward).  However, if a client is bow-legged 
(Genu Varum), his knee will naturally point toward the 
outside of the body.  In this case, client may turn the foot 
inward to try to line up the knee.

Summary: A client with overpronation WITHOUT Genu Varum 
will usually turn foot outward (abduct).
Client with overpronation AND bow-legged condition will 
usually turn foot inward (adduct).



Feet/Ankle Assessment:  Cont’d
Bunion:  Painful swelling on the first joint of the big toe.
Hallux Valgus: This joint is gradually subluxed (lateral deviation of the joint) 
resulting in an abduction of the first metatarsal while the phalanges adduct(often 
called one disorder – actually 2 things, but usually are together – bump and 
abduction). See next slide

Overpronation causes foot to collapse which transfers weight to center line of 
body.  This transfer of weight across the foot before it can pass over the end of 
the big toe can cause inflammation on the inside of the first joint of the big toe 
(Bunion).   

Why does overpronation sometimes cause these issues and sometimes not?
Possibly genetics.  Clients who have bunions may have a short first metatarsal 
bone and/or hypermobility of the first metatarsal bone or Morton’s toe – where 
the 2nd toe is longer than the big toe. 





Feet/Ankle Assessment:  Cont’d
Lesser Toe Abnormalities:

Hammer Toe: Bends down toward the floor at the middle toe joint. 
This causes the middle toe joint to rise up. It usually affects the 
second toe. (usually overpronation, improper footwear) 

Mallet Toe: Bends down at the joint closest to the tip of the toe. It 
often affects the second toe, but it may happen in the other toes too. 
(usually muscle imbalances, genetics, arthritis, improper footwear)



Feet/Ankle Assessment:  Cont’d
Lesser Toe Abnormalities:

Claw Toe:  Often affects the four smaller toes at the same time. The 
toes bend up at the joint where the toes and the foot meet. They 
bend down at the other joints. This causes the toes to curl down 
toward the floor. (usually improper footwear, muscle imbalance) 



Feet/Ankle Assessment:  Cont’d
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Feet/Ankle Assessment:  Cont’d



Feet/Ankle Assessment:  Cont’d



Feet/Ankle Assessment:  Cont’d



Feet/Ankle Assessment:  Cont’d

3. When you feel even pressure on thumb and forefinger, instruct 
client to hold this neutral position. Let them know neutral positon 
may feel strange to them if they are used to overpronating, as 
many of us are.

4. If available to the client, have him use his hands to feel this –
either bending down or on your ankle. 

5. Help him be able to find neutral on his own. 



Feet/Ankle Assessment:  Cont’d

• Overpronation causes the foot collapse and the heel to roll 
inward, pulling on Achilles tendon, gastrocnemius and soleus. 

• Calf muscles become sore and lose ability to function properly

• If calf can’t stretch fully, foot and ankle won’t be able to 
dorsiflex. This is why overpronation and lack of dorsiflexion are 
often seen together (see next slide).



Feet/Ankle Assessment:  Cont’d

Cont’d on next slide



Feet/Ankle Assessment:  Cont’d



Feet/Ankle Assessment:  Cont’d

• Are calf muscles atrophied?

• Calf nodules, scar tissue, sore spots?

• One calf larger than the other? (could indicate overuse on one 
side)



Feet/Ankle Assessment:  Cont’d
Calf Midline (Johnson, page 62)



Feet/Ankle Assessment:  Cont’d



Feet/Ankle Assessment:  Cont’d
Achilles tendon (Johnson, page 63)



Feet/Ankle Assessment:  Cont’d

Notice if the line from the Achilles tendon to the midline of calf is straight (center) or curved as in 
the right and left examples. This can help you see if the client is in excessive supination or 
pronation. 



Feet/Ankle Assessment:  Cont’d



Feet/Ankle Assessment:  Cont’d

To assess Plantar Fascia:  Press thumb and 
fingers into the arch and sole of the foot 
from heel to toe. 

Make note of pain/tenderness. May indicate 
areas of fascia that could benefit from 
release.



Feet/Ankle Assessment:  Cont’d



Feet/Ankle Assessment:  Cont’d



Feet/Ankle Assessment:  Cont’d: 
Sample Check List for Feet/Ankles



Knee



Knee Assessment

• Most knee pain from foot/ankle or lumbo-pelvic hip girdle 
issues

• Common Deviations include:

* Medial Displacement (problems with side-to-side   
alignment)

*Tracking issues with Flexion/extension



Knee Assessment (cont’d)



Knee Assessment (cont’d)



Knee Assessment (cont’d)
Verbal assessment
• Specifically where is pain?

• Arthritis? Surgeries?

• Activities?  

• What causes more pain?

• What relieves pain?

• Occupation?

• Pain keeping you from doing anything you want to do?



Knee Assessment (cont’d)
Visual and Hands-on 

Look for swelling, muscle size difference, scarring, 
etc.  

Perform both standing and seated

Do they stand with knees hyperextended? Could 
damage ACL and lead to pain/arthritis and 
misalignments





Knee Assessment (cont’d)
Visual and Hands-on 



Knee Assessment (cont’d)
Visual and Hands-on 

Knocked-Knee (Valgus)



Knee Assessment (cont’d)

Bow-Legged (Varus)



Knee Assessment (cont’d)

If client has severe knee pain, DO NOT ask them to do this. Just observe with both feet on the 
ground WITHOUT squatting.



Knee Assessment (cont’d)



Knee Assessment (cont’d) Single Leg Squat 
Posterior View

As client squats, center of glutes should sit 
down just to the side of the center of the 
heel. If hip moves away from center of body 
(“Salsa dance”), knee usually moves 
excessively toward midline of body, 
indicating alignment issues.



Knee Assessment (cont’d)



Knee Assessment (cont’d)



Knee Assessment (cont’d)
Assessing patella tracking



Knee Assessment (cont’d)

Any imbalances in foot/ankle or pelvis/lumbar 
region will usually impact knee health and 
alignment. You probably won’t get pain-free 
knees without addressing these issues

Notice how interrelated everything is.  For 
example, a valgus knee (knock-knee) in single 
leg squat usually shows overpronated foot, 
which causes shift in pelvis.  As knee and foot 
collapse inward, low back arches excessively, 
so the pelvis rotates anteriorly to 
accommodate.



Knee Assessment (cont’d)

Get up and try this (do so ONLY within your 
safe, pain-free limit).  Try to let your knee 
come in with a 30 degree one leg squat, and 
see what happens.  Your hip shifts outward, 
lumbar curve increases and pelvis anteriorly 
tilts.



Knee Assessment (cont’d)

Coach your client to try to find a neutral knee position.  Many 
times, simply bringing awareness and correcting overpronation 
will greatly improve knee misalignment.

When you teach your client what neutral looks and feels like, 
and give him tools and motivation to work toward neutral, your 
client’s chance of getting out of pain greatly increase.



Knee Assessment (cont’d)



Lumbo-Pelvic Girdle



Lumbo-pelvic Girdle Assessment

This is where the lumbar spine, pelvis and top of 
legs come together



Lumbo-pelvic Girdle Assessment



Lumbo-pelvic Girdle Assessment



Lumbo-pelvic Girdle Assessment
The most common misalignment of the lumbo-pelvic girdle is excessive lordosis. This is 
a ‘sway back’ that is caused by an excessively anteriorly rotated pelvis. In most clients, 
the pelvis is naturally anteriorly rotated around 10 degrees (some studies show a 
different number, but 10 is a good middle ground for our purposes). 

Another misalignment is the opposite of this and is excessive posterior tilt, which 
causes a flat lumbar spine (think “tucked”). This is not as common as lordosis, but is 
sometimes seen more often in older male clients.

Two other misalignments might be seen. One is an elevated hip (think about one hip 
being ‘hiked up’ higher on one side than the other. The other condition is a rotation of 
the hips. If you view the client from the side and one hip juts forward more than the 
other, there may be a rotation at the hip. It could also include the rib cage, so it might 
not be coming from the hip but it is possible.



Lumbo-pelvic Girdle Assessment



Lumbo-pelvic Girdle Assessment



Lumbo-pelvic Girdle 
Verbal Assessment

Ask Clients if they have pain, and where it is located (be 
specific).
Pain keeping you awake at night? (Important: Sleeping 
posture may be an issue)
Arthritis? Surgeries?
Name Activities and Occupation
When do they feel more or less pain? Causal links?
Pain preventing them from doing anything?



Lumbo-pelvic Girdle 
Visual and Hands-on Assessment

The easiest way to assess the lumbo-pelvic girdle is to view the client from the side. Do you notice excessive 
curve or flattening? Do you notice one hip jutting forward? Then, view them from the front and back to see if 
you notice one hip more elevated than the other. 

However, if you don’t trust your eyes to pick up these differences, yet, Justin Price offers some tips on the next 
slide.

Note that he refers to “rotational malalignment” to mean rotation back to front; in other words, too much 
anterior or posterior tilt. When I am talking about rotational misalignment, it is not the same as what he means 
by “rotational malalignment”.  Again, he means tilt of the pelvis. I am talking about one hip rotating forward 
more than the other hip and this can be viewed from the side of the body.

While Justin’s tips give you a starting point if you don’t yet trust your eyes, note that you have to take into 
consideration a person’s clothing and their size when using clues such as where the waist band sits or how 
many fingers you can get behind a person’s back. These are not ‘wrong’ but I simply draw your attention to this 
because it can skew your findings if you are not careful in your consideration of all factors. However, these 
methods can be very useful for beginning therapists who need a starting point and have not yet developed the 
skill to assess by looking.



Lumbo-pelvic Girdle 
Visual and Hands-on Assessment



Lumbo-pelvic Girdle 
Visual and Hands-on Assessment

Example of Excessive 
Anterior Tilt

This is more common than 
Excessive Posterior Tilt



Lumbo-pelvic Girdle 
Visual and Hands-on Assessment



Lumbo-pelvic Girdle  Excessive Lordosis



Lumbo-pelvic Girdle  Excessive Lordosis

See next slide



Lumbo-pelvic Girdle  Excessive Lordosis



Lumbo-pelvic Girdle  Excessive Lordosis



Lumbo-pelvic Girdle  Coach to find Neutral

See Next Slide



Lumbo-pelvic Girdle  Coach to find Neutral



Lumbo-pelvic Girdle   



Lumbo-pelvic Girdle   



Lumbo-pelvic Girdle   

Supine Lumbar Lordosis test does not work well 
with heavier clients



Lumbo-pelvic Girdle   



Feet Over Pronate

Ankle Collapses 
Inward

Tibia Rotates Inward

Knee Falls Inward

Femur Rotates 
Inward

Head of Femur 
(where attached in 
hip socket) moves 

BACKWARDS

Tibia, Femur, 
Acetabulum 

movements cause 
anterior pelvis shift

(Known as Excessive 
Anterior Tilt)

Excessive Lordosis



Lumbo-pelvic Girdle   



Lumbo-pelvic Girdle   



Excessive Rounding 
Upper Back

Unable to Extend 
Upper Back

Ribcage, Thoracic 
Spine, Torso not 

stacked on top of 
pelvis

Compensation to 
keep you client 

upright

Excessive Lordosis 
(trying to stack torso)

Head of Femur 
(where attached in 
hip socket) moves 

BACKWARDS

Tibia, Femur, 
Acetabulum 

movements cause 
anterior pelvis shift

(Known as Excessive 
Anterior Tilt)



Lumbo-pelvic Girdle   

Help your clients understand how each of 
the items listed in the previous slides in 
linked.  Demonstrate it and have them feel it



Help your clients understand how each of 
the items listed in the previous slides in 
linked.  Demonstrate it and have them feel it





Thoracic Spine and Shoulder Girdle



Thoracic Spine and Shoulder Girdle

Thoracic Spine - 12 vertebrae
Ribcage - 24 ribs (12 on each side) attach via cartilage to 
sternum and thoracic spine – bottom 2 sets do not attach to 
sternum and are “floating”
Sternum – t shaped, clavicles attach to sternum
Scapulae – broad, flat shoulder blade
Acromion – part of scapulae that extends into shoulder joint
Humerus – upper arm bone
Labrum – ring of cartilage on edge of scapulae which provides 
cup-shaped socket



Thoracic Spine and Shoulder Girdle



Thoracic Spine and Shoulder Girdle



Thoracic Spine and Shoulder Girdle



Thoracic Spine and Shoulder Girdle

Kyphosis – Greater than normal 
curvature of thoracic spine



Thoracic Spine and Shoulder Girdle



Thoracic Spine and Shoulder Girdle



Thoracic Spine and Shoulder Girdle



Thoracic Spine and Shoulder Girdle – Verbal 
Assessment

Pain in these areas?  Be specific.
Arthritis? Surgeries?
Tingling in hands/arms?
Carpal tunnel?
Lose of strength in hands?
Activities and Occupation?
Pain/limitations stopping you from doing any activities?
Problem/pain coincide with other issues?
Under chronic stress?
Anything make pain better or worse?



Thoracic Spine and Shoulder Girdle – Visual and 
Hands-on Assessment

Back/Heels against Wall

Coach into neutral pelvis (against wall – second knuckle position)

Look Straight Out – sight parallel to the floor

Center of shoulder (acromion) should be in line with fleshy skin that 
covers opening of front of ear (the tragus)

If acromion is further forward than tragus, indicative of excessive 
kyphosis



Thoracic Spine and Shoulder Girdle – Visual and 
Hands-on Assessment



Thoracic Spine and Shoulder Girdle – Visual and 
Hands-on Assessment

Again, I want to say that I share Justin’s methods of assessment with 
you because I want you to have a starting point, but I believe after a 
short period of practice you will be able to do most of your assessments 
by carefully looking at your client without having them go to the wall in 
most cases.

As I mentioned earlier, take into consideration all factors that might 
change your test results when you have someone come to the wall. For 
example, a person with larger buttocks may not be able to get her 
shoulders to the wall or stand with heels to the wall simply due to body 
mass. You can’t assume that if they can’t get their shoulders to the wall, 
they have a kyphotic posture, because that may not be true. But, it can 
be a valuable starting point in many cases.





Thoracic Spine and Shoulder Girdle – Visual and 
Hands-on Assessment





Thoracic Spine and Shoulder Girdle – Visual and 
Hands-on Assessment



Thoracic Spine and Shoulder Girdle – Visual and 
Hands-on Assessment



Thoracic Spine and Shoulder Girdle – Visual and 
Hands-on Assessment



Thoracic Spine and Shoulder Girdle – Visual and 
Hands-on Assessment



Thoracic Spine and Shoulder Girdle – Visual and 
Hands-on Assessment



Thoracic Spine and Shoulder Girdle – Visual and 
Hands-on Assessment

Also, place your fingers on the vertebral border 
(scapula close to spine). Is it lying flat to the back of 
the ribcage?  If it sticks out or you can easily grab 
the border of the scapula with your fingers, it 
indicates a protracted scapula.



Thoracic Spine and Shoulder Girdle – Visual and 
Hands-on Assessment





Thoracic Spine and Shoulder Girdle – Visual and 
Hands-on Assessment



Thoracic Spine and Shoulder Girdle



Thoracic Spine/Shoulder Girdle – Finding Neutral

See Next Slide



Thoracic Spine/Shoulder Girdle  

This shows 
neutral position



Ask client to stand in neutral stance (not overpronated) with 
heels at wall.

Pull head back and chin inward. Back of skull comes within 
about 1/3 of an inch of the wall without head tilting back.

Eyes remain parallel to floor.

Low back is only “two knuckles” away from the wall.

Pull shoulders and upper back toward the wall without 
changing position of head or back, without bending knees or 
collapsing feet.



Thoracic Spine/Shoulder Girdle  

This shows 
neutral position



Excessive Rounding 
Upper Back 
(Kyphosis)

Compensation to 
keep torso upright: 
Excessive lordosis 

Anterior pelvic tilt 
and internally rotated 

femur

Medial knee 
displacement

Internal rotation of 
tibia 

Overpronation of 
foot and ankle 

complex



Excessive Rounding 
Upper Back 
(Kyphosis)

Shoulder blades 
protract and elevate

Arms internally rotate Undue stress on 
neck

Head tilts back and 
up keep eyes on 

horizon

Head (chin) and Neck 
move Forward 

Lordotic curve of 
cervical spine increases













Neck and Shoulder



Head and Neck Assessment

Average head weights 9 – 12 lbs. (about 8% of body mass) 

For every inch forward of its optimal position, the weight of 
the head effectively doubles (pressure on rest of the body)



Head and Neck Assessment



Head and Neck Assessment



Head and Neck Assessment



Head and Neck Assessment



Head and Neck Assessment - Verbal

Ask about headaches, neck pain, dizziness, pain in 
top of shoulders (be specific).
Arthritis? Prior surgeries?
Activities, Occupation?
Pain limiting their activities?
Pain coincide with anything?
Anything make it better or worse?



Head and Neck Assessment – Visual/hands on

See Next Slide



Head and Neck Assessment – Visual/hands on



Head and Neck Assessment – Visual/hands on

Coach client into “2 knuckles” neutral as earlier in assessment

Ask them to pull their head to wall without changing anything in the 
back

Ask them to relax slightly so head is about 1/3 of an inch from wall

Assess their line of sight: Draw imaginary line from corner of their eye 
to center of their eyeball and out into the room.  If this is not parallel 
to the floor, they likely have excessive cervical lordosis

See next slide





See Next Slide



Head Moves Forward

Thoracic Spine 
Rounds to 

Compensate

Neck arches back –
Excessive Lordoctic 

Curve – to keep eyes 
on horizon

Hip socket moves 
back to keep body 

from falling forward

Anterior pelvic tilt

Excessive Lumbar 
Lordosis

Inward rotation of 
upper and lower leg

Knee Falls Inward and 
Foot Overpronates



Grid Lines

I find a Posture Grid very helpful. Have clients stand in front of the grid 
to help you easily spot misalignments. I purchased mine from 
https://npionline.org/products/posture_grids/posture_grid_gromets.h
tml but I’m sure there are others on the market. They are fairly self-
explanatory to use. 

https://npionline.org/products/posture_grids/posture_grid_gromets.html

