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Introducing the Most Advanced Traction,
Mobilization/Manipulation and Treatment Table Ever Made

© 3D adjustability makes the 3D ActiveTrac a
perfect mobilization/manipulation table.
e Deluxe, electric hand
control** to adjust height
and flexion/extension e Innovative, slim-line stabilization belts
position. and standard thoracic/pelvic harness
systems are included.

e Touch-screen controls**
offer easy, step-by-step = o
set-up for cervical or ‘

 Lower half of the table

lumbar traction. (i
e Armrests and extra soft actively separates to
face slot provide maximum provide unparalleled

patient comfort. traction efficiency.

* Removable
cervical traction
mechanism sets
into table. No
ropes and pulleys;
adjustable to 30°.

“Squeeze-and-release” lever system
allows smooth lateral bending and
rotation.

———

e Table height electrically

= adjusts from-23"to 35". This
. is a great mobilization and
= o Self-contained traction source - manipulation table!

* Easy-roll locking casters no rope and pulley. {
**Optional foot control switgl.gpt! wall mount touch screen

Discover how the 3D ActiveTrac can give you the widest range
of therapeutic techniques for treatment.

Leasing Options Available

Call toll free now
for a FREE brochure at

1-800-779-0670
www.3DActiveTrac.com

All dimensions are “The 30 ActiveTrac not only treats o
adjusted with easy, a wide variety of musculoskeletal IHE
one-handed wmm[s’_ disorders but at the same time SAUNDERS GROUP

The clinician controls the i ’“;;’a‘;ﬁelf””t’ﬁep:l{;’g";; stress and “ NG,
ﬁgts'g'l:;naﬁhtges;;héeﬂa’gg - satisfied 3D ActiveTrac owner

© 2002 The Saunders Group, Inc.



Help Your Patients Have the Freedom

from Incontinence They Deserve...

With Products That Carry AHCPR’s Highest Recommendation

New...

Continence Training Products for 2002:
e Pathway™ CTS 2000 Continence
Evaluation and Training System
e Perry/Pathway™ Vaginal and .
Rectal EMG/Stimulation Sensors =
e Synergy™ 3-Dimensional Software

Professional Development Courses in Aduit and
Pediatric Incontinence and Pelvic Muscle Dysfunction

Beyond Kegels: Bladder Health Urinary Incontinence -
and the Pelvic Muscle Force Field Step by Step Evaluation, Education and Exercise
Beyond Kegels II: Advanced Techniques Kathe Wallace, P.T.
and Special Procedures November 8 & 9, 2002
Janet A. Hulme, ML.A., P.T. =D
June 14, 15 & 16, 2002 Female Pelvic Floor Function, Dysfunction and Treatment
August 23, 24 & 25, 2002 Hollis Herman, M.S., P.T., O.C.S.
November 22, 23 & 24, 2002 and Kathe Wallace, P.T.
D October 17, 18, 19 & 20, 2002
EMG Biofeedback for Pelvic Floor Dysfunctions ED
Beth Shelly, P.T. Advanced Pelvic Floor Dysfunctions
June 22 & 23, 2002 Hollis Herman, M.S., P.T., O.C.S.
September 7 & 8, 2002 November 8, 9 & 10, 2002
December 7 & 8, 2002 ©»
& Pregnancy and Postpartum: Clinical Highlights
Pediatric Incontinence and Pelvic Floor Dysfunction Hollis Herman, M.S., P.T., O.C.S.
Dawn Sandalcidi, P.T., R.C.M.T. s November 23 & 24, 2002
September 28 & 29, 2002
October 12 & 13, 2002 =— The Prometheus Group™
1 Washington Street, Suite 303 e Dover, NH 03820
(800) 442-2325 » (603) 749-0733 « Fax (603) 749-0511
e-mail: info@theprogrp.com « www.theprogrp.com
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UNIVERSITY OF ST. AUGUSTINE

F O R

H E A LTH

E N CE S

Manual Therapy and Orthopaedic Seminars

2002 Seminar Calendar

$1 - Introduction to Spinal
Evaluation & Manipulation
40 Hours, 4.0 CEUs (No Prerequisite)

S2 - Advanced Evaluation &
Manipulation of Pelvis, Lumbar &
Thoracic Spine

27 Hours, 2.7 CEUs (Prerequisite S1)

S3 - Advanced Evaluation &
Manipulation of the Cranio Facial,
Cervical & Upper Thoracic Spine
32 Hours, 3.2 CEUs (Prerequisite S1)

$695
Indianapolis, IN .. ... Viti oo Jul 10 - 14
Pittsburgh, PA ...Lonneman ..... Jul17-21
Salt Lake City, UT ... .Yack .......... Jul17-21
Virginia Beach, VA .. Olson ......... Jul 17 - 21
Boise,ID .......... Smith......... Jul 27 - 31
Concord, NH ....... Lonneman . . .. .. Aug7-11
Denver, CO ........ Smith......... Aug 8- 12
Santa Ana, CA. ... .. Yack:. .. s vesed Aug 9- 13
St. Augustine, FL . .. Paris/Viti . . .. . . Aug 14 - 18
Houston, TX . ... ... . Yack ........ Aug 21 - 25
Omaha, NE . ....... Smith Aug 21 - 25
Sacramento, CA . . . .. Yack Sep6-10
Coral Springs, FL . .. .Yack . . Sep 18- 22
St. Augusting, FL . . . Paris/Viti . . .. . . Sep 25 - 29
Dallas, TX ......... Ml o o o v ied Oct2-6
Reykjavik, lceland .. .Yack........... Oct2-6
St. Augustine, FL ... .Paris/Viti .. .. ... Oct 16-20
Las Vegas, NV .. .. .. Naok: : o o 50 Oct 18- 22
Toledo, OH . . Olson......... Nov 6 - 10
Baltimore, MD .. .... Smith .. ....... Nov 8 - 12
St. Augustine, FL ... ParisiViti . ... . ... Dec4-8
Colorado Springs, CO Yack .......... Dec 6 - 10
E1 - Extremity Evaluation and
Manipulation
36 Hours, 3.6 CEUs (No Prerequisite)
Also available to OTs

$585
DesMoines, 1A . .. .. .. Turner........ Jul 25 - 28
Atlanta, GA ... .. .. {BUSBY. ses 5.5 & 9 Aug 1-4
New Orleans, LA . . . . Busby "
Troy, NY ... ........ Turner 18
Chico, CA .. ... - s v 1 Busby 25
Las Vegas, NV ....... Turner 15

St. Augustine, FL
Staten Island, NY

Washington, DC ... .. Busby 20
Indianapolis, IN . . . . .. Turner 27
St. Augustine, FL . .. . . Patla 10
Harrisburg, PA .. .. ... o7 CHR——" 17
Oklahoma City, OK .. .Turner.......Nov 14-17
Colorado Springs, CO .Turner......... Dec5-8
Sarasota, FL .. ... ... BushY: = o s | Dec 12-15

*Specifically designed to respect the Sabbath.

$450 $650
Colorado Springs, CO Irwin ... ... .. Jul19-21  Denver,CO ........ Rot........... Jul 18- 21
Cincinnati, OH . ... ... win .. Aug2-4 ‘Miwaukee, WI ... | Rot........ Aug 11-14
Pitisburgh, PA . ... ... Iwin ... Sep 27-29  Cincinnati, OH .. .. .. Smith .. ... Aug 16- 19
St. Augustine, FL .. . . . Yack ........ Sep 27-29 Baltimore, MD ...... Smith........ Sep 14- 17
DesMoines, IA i Chicago, IL......... Rot.......... Sep 26 - 29
Milwaukee, W *St. Augustine, FL . .. Paris/Rot . ...... Oct6-9
Santa Ana, CA Atlanta, GA . ...... .. Smith ........ Oct11-14
*Toledo, OH . ... . .. Yack Dec 15-17  Springfield, MO ... Rat.. . « sos o Oct 25 - 28
Las Vegas, NV . ... .. Rot.........| Nov 14 - 17
MF1 - Myofascial Manipulation Pittsburgh, PA .. .. .| Rot.......... Dec 12- 15
24 Hours, 2.4 CEUs (No Prerequisite) Orlando, FL...... .. Smith ... Dec 14 - 17
$450 $4 - Functional Analysis &
Baltimore, MD . . . . . .. Cantu .......Ju12-14 | Management of Lumbo-Pelvic-Hip
St Augustine, FL . ... Cantu.........Aug9-11 Complex 2
Washington, DC . ... . Grodin ... .... Aug 23 - 25 | 16 Hours, 1.6 CEUs (Prerequisite 1) $420
Rl s L oo 29~ 275t Augustine, FL . Nyberg ......Jun 30 Jul
Chicagé) L Canit Nov 1-3 Ha_rrisburg_. PA ...... Nyberg ......... Aug 3-4
dmSien e B Btk Chicago, IL...... .. | Nyberg ... .. .. Aug 17 - 18
Medical Diagnostics Aflanta, GA . ... ... .. Nyberg....... Sept 14 - 15
20 Hours, 2.0 CEUs (No Prerequisite) New York City, NY .. .Nyberg ... Oct 26 - 27
$425 Washington, DC . . . .. Nyberg .. ..., Nov 16-17
Reykjavik, Iceland . .Boissonnault/ . .. . . . Oct 20 - 22 CERTlFK_:AHON WEE"_( i)
Koopmeiners Preparation and Examination
= = 36 Hours, 3.2 CEUs
E2 - Extremity Integration (Prerequisites for each Certification vary)
24 Hours, 2.4 CEUs (Prerequisite E1) $750
$450
St. Augustine, FL............... Sep 30 - Oct 5
Beverly, MA......... Patlac i v s o Sep 27-29 St Augusting, FL ... ...... .. .. Jan 13 - 18, 2003
Harrisburg, PA . ... ... Varela : o v i i Octd-6
St. Augustine, FL . . . . . Patla. ... ..... Oct 25- 27 |Intermediate Cranio-Facial
Allanta, GA .. .. .. .. Varela . ....... Nov 15 - 17 20 Hours, 2.0 CEUs (Prerequisite Basic Cranio-Facial)

Spinal Instability - Whole Spine
Stabilization

7 Hours, .7 CEUs (No Prerequisite) Also available to
QT’s, PTA's & COTA's $150

$425

Chicago, IL ... ......Rocabado..... Oct 19- 21

New York City, NY ... .Paris ............ Aug 22
Beverly, MA......... Paris: i o w5 5 56 w4 Aug 24
Denver,CO......... Panis! s so 5 5o 5o Sep 19
LaJolla, CA......... Pafis: s was o 5o Sep 21

Advanced Cranio-Facial
20 Hours, 2.0 CEUs (Prerequisite Intermediate Cranio-

Facial) $425

Chicago, IL ........ Rocabado..... Oct 22 - 24

Advance Your Opportunities by Investing in Your Education
Earn Your Transitional DPT

Convenient Distance Education Format

with Online Courses
Can Earn a Certification and a DPT Degree
Clinically Relevant
Available to PT's with Bachelor’s or Master’s Degree

Call 800/241-1027 or Visit our Website www.usa.edu

Seminar dates, locations, and tuition are subject to change, please call before making any non-refundable reservations.

CONTINUING EDUCATION SEMINARS

University of St. Augustine
For Health Sciences
1 University Boulevard
St. Augustine, FL 32086-5783
Registration: 800-241-1027
FAX: 904-826-0085

lease register me for:

P
Seminars:
L

ocations:

Prerequisite information:
Seminar;
Location/Date:

Is this your first seminar with the
University? Yes No

Stanley V. Paris, PhD, PT
President

I A $50 non-refundable deposit must accompany registration !
Horm. A §200 non-refundable, non-transferable deposit is 1

required for Certification. Balance is due 30

days prior to start |

| date of the seminar. Balance can be transferred or refunded §
1 with 2 week written notice. Notice received after that time sub
1 Ject to only 50% refund. No refunds or transfers will be issued
y after the seminar begins.

:Team Discount - Two or more persons from

METHOD OF PAYMENT
Check or Money Order enclosed
lease make payable to: University of St. Augustine

Pl
Charge my:

Card #

xp.date: __

E
Amount: $
S

ignature:

1 the same facility registering for the same sem-
: inar at the same time, receive a 10% discount{

at the time of registration.

I (Advanced notice and full payment required, does not apply:

after the first day of a seminar.)

:Multiple Seminar Discount - Register and!
ypay in full for two or more seminars at the:

same time and receive a 10% discount.

(May not be combined with any other discounts or prevbousI

registrations.)
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The mission of Orthopaedic Section of the
American Physical Therapy Association is to be
the leading advocate and resource for the prac-
tice of orthopaedic physical therapy. The Section
will serve its members by fostering high quality
patient care and promoting professional growth
through:
* Advancement of education and clinical
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e Facilitation of quality research, and
* Professional development of members.

PUBLICATION STAFF

EDITOR
Susan A. Appling, PT, MS, OCS
ADVISORY COUNCIL
Karen Elton, PT
Jay Irrgang, PT, PhD,ATC
Joe Kleinkort, PT, MA, PhD, CIE
Becky Newton, MSPT
Stephen Reischl, PT, DPT, OCS
Gary Shankman, PTA, OPA-C, ATC
Gary Smith, PT, PhD
Michael Wooden, PT, MS, OCS

MANAGING EDITOR & ADVERTISING
Sharon L. Klinski
Orthopaedic Section, APTA
2920 East Ave. So., Suite 200
La Crosse, Wisconsin 54601
800-444-3982 x 202
608-788-3965 FAX
Email: sklinski@centurytel.net

Orthopaedic Physical Therapy Practice (ISSN 1532-0871)
is the official magazine of the Orthopaedic Section, APTA,
Inc. Copyright 2002 by the Orthopaedic Section/APTA.
Nonmember subscriptions are available for $30 per year (4
issues). Opinions expressed by the authors are their own
and do not necessarily reflect the views of the Ortho-
paedic Section.The editor reserves the right to edit manu-
scripts as necessary for publication.All requests for change
of address should be directed to the La Crosse Office.

All advertisements which appear in or accompany Ortho-
paedic Physical Therapy Practice are accepted on the ba-
sis of conformation to ethical physical therapy standards,
but acceptance does not imply endorsement by the Ortho-
paedic Section.

Orthopaedic Practice is indexed by Cumulative Index to
Nursing & Allied Health Literature (CINAHL).

Publication Title: Orthopaedic Physical Therapy Practice

Statement of Frequency: Quarterly; April, June, August, and December
Authorized Organization’s Name and Address: Orthopaedic Section, APTA, Inc., 2920 East Avenue South, Suite 200, La Crosse, W1 54601-7202

Orthopaedic Practice Vol. 14,3:02



Orthopaedic Section Directory

B OFFICERS
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Michael T. Cibulka, PT, MHS, OCS | Lola Rosenbaum, PT, MHS, OCS Joe Godges, DPT, MA, OCS Joe Farrell, PT, MS Gary Smith, PT, PhD
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(412) 432-1454 (FAX) Members: Col. Nancy Henderson, Michael (207) 879-4246 (FAX) randalltrc@charterbn.com
irrgangjj@msx.upme.edu T Cibulka scfm@medavittpt.com
Members: Michael Tollan, Rick Watson,
Members: Nancy Byl, Paula Ludewig, Members: Bill Boissonnaull, Joe Farrell, Pat Zerr
Lori Michen Helene Fearon, Aimee Klein, Gary Smith,
Richard Smith
FINANCE AWARDS JOSPT NOMINATIONS
Chair: Chair: Editor-in-Chief: Chair:
Joe Godges, DPT, MA, OCS Lola Rosenbaum, PT, MHS, OCS Guy Simoneau, PT, PhD, ATC William H. O’Grady, PT, DPT, OCS,
(See Treasurer) (See Vice President) Marquette University FAAOMPT
PO.Box 1881 1214 Starling Street, Apt. #1
Members: Steve Clark, Stuart Platl, Members: Mari Bosworth, Jerome Danoff, Milwaukee, WI 53201-1881 Steilacoom, WA 98388-2040
Pam White Nicholas Quarrier; Kim Schoensee (414) 288-3380 (Office) (253) 846-8918 (Office)
(414) 288-5987 (FAX) (253) 983-9411 (FAX)
guy.simoncau@marquette.cedu ogrady@tacoma.net
Executive Director: Members: Tim Flynn, Susan Michlovitz
Tina Vogel :
tinavogel@jospt.org
SR APTA BOARD LIAISON Orthopaedic Section Website:
OCCUPATIONAL HEALTH SIG PAIN MANAGEMENT SIG James M. Dunleavy, PT, MS p :
Deborah Lechner; PT - President Joe Kleinkort, P1, MA, PhD, CIE - President jamesdunleavy@apta.org Www_()rthopt_()rg
FOOT AND ANKLE SIG ANIMAL PT SIG i H
Steve Reischl, P1; DP1; OCS - President Cheryl Riegger-Krugh, PT - President Buﬂetln Boald feature ﬂ.lSO
PERFORMING ARTS SIG included. Check it out soon!
Jef Stenbach, PT - President

B OFFICE PERSONNEL

Orthopaedic Section, APTA, Inc., 2920 East Avenue South, Ste. 200, La Crosse, WI 546017202, (800) 444-3982 (Office), (608) 788-3965 (FAX)
Terri Dellorian, Executive Director X204 tdeflorian@centurytel.net Stefanie Snyder; Program Coordinator x 205 ssnyder@centurytel nel
lara Fredrickson, Executive Associate X203 tfred@centurytel.net Linda Calkins, Project Assistant X215 lealkins@centurytel.net
Sharon Klinski, Managing Editor J/N X 202 sklinski@centurytel.net Jessica Deal, Receptionist x 201 Jdeal@centurytel.net
Kathy Olson, Managing Editor HSC X213 kmolson@centuryltel.net Darlene Aberg, HSC Registration Coord.  x 216 daberg@centurytel.net

W

Orthopaedic Practice Vol. 14;3:02



The 2002 House of Delegates in
Cincinnati was busy as usual. The House
dispensed with all but 4 of the 68
motions on the calendar. Congratulations
to Speaker Pam Duffy for being such an
effective leader. Also, congratulations to
those elected to APTA office, especially
Orthopaedic Section members Fran Welk,
Treasurer; Janet Bezner, Connie Hauser,
and Jim Milder, Board of Directors; and
Terry Brown and Randy Walker,
Nominating Committee. The Orthopae-
dic Section is proud to have you as mem-
bers. You represent us well!

Two issues brought before the House
were proposed or cosponsored by the
Orthopaedic Section. One motion (RC
58-02) brought forth by the Orthopaedic
Section dealt with qualified exemptions
for licensure. A couple of years ago, the
Performing Arts SIG raised the question
regarding licensure and the practice of
PT by therapists traveling with dance
companies. The PASIG charged the
Orthopaedic Section Board with pursu-
ing this. As you know, each jurisdiction
sets its own laws regarding the practice
of physical therapy through practice acts
and rules and regulations. Passage of RC
58-02 resulted in a new APTA policy sup-
porting the inclusion of exemptions in
physical therapy practices acts for PTs
who are licensed in one jurisdiction but
who are temporarily providing services
to performing arts companies, athletic
organizations, or teams in another juris-
diction. While this policy does not
change any current law, it encourages
states to consider adding this exemption
when changes are pending to the prac-
tice act or through changes in the rules
and regulations.

The other motion that the Ortho-
paedic Section had a particular interest in

as RC 53-02. This motion dealt with
continuing education for individuals
other than PTs and PTAs. This issue was
first raised by the Orthopaedic Section
and the Montana Chapter in last year’s
House. This year’s revision strengthens
APTA’s stand regarding teaching of clini-
cal continuing education courses that
include elements of physical therapist
patient/client management to persons
other than PTs and PTAs. If you ever
wondered if the Orthopaedic Section
was involved in the APTA governance
process—be assured that we are. Steve
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McDavitt served again this year as Section
delegate and did a great job.

As is done every year, the House of
Delegates adopted the annual goals for
the Association. For the details, go to
APTA’s web site and to PT Bulletin
(www.apta.org/bulletin). Then, select
“view archived issues.” Next, click on the
June 12, 2002 issue (vol. 3, issue 24).
There you will find a full update on the
approved Goals of the Association, as well
as what else happened in the 2002 House
of Delegates, including Association poli-
cies that were revised or adopted.

A number of issues decided by the
House were related to membership. This
year, the House revised some existing
membership categories and created
some new ones as well—retired active
and retired affiliate and corresponding
member. The corresponding member
category is for the chapter level. This cat-
egory would allow members of one chap-
ter to be “corresponding members” of
one or more other chapters. This would
provide therapists the opportunity to be
involved in more than one chapter and
would be particularly helpful for those
therapists who live (and vote) in one
state but choose to be members of the
chapter in the state in which they work.
Each state will determine their own
requirements and dues schedule. This
category, to be implemented by 2004,
should help facilitate an increase in
involvement of members and may be par-
ticularly helpful for legislative issues. For
more information on these and other
issues decided by the House, go to APTA’s
website or contact members of your
chapter’s delegation.

This issue of OP has a wide variety of
information. Our feature articles include
one by Kelly Bronson on the evidence
supporting the use of yoga therapy as a
part of the physical therapist manage-
ment of patients. As you may remember,
we have published a couple of articles on
yoga therapy in the past year. The differ-
ence with this article is that it doesn’t talk
about how to incorporate yoga into PT,
but why that incorporation is a good
idea. The second article is by a group of
Brazilian therapists regarding the inci-
dence of low back pain among capoeira
players. I'm not spoiling this one. You'll
have to read the article to find out about
capoeira!

The SIG newsletters are also full
of information. The Animal PT SIG
is requesting comments on a draft
document of objectives to describe
clinical competency in animal rehabilita-
tion. Also, they have issued a “call for
authors” for next year’s special issue of
OP featuring Animal Rehabilitation/
Physical Therapy. The Pain Management
SIG provides us with information about
CSM programming in 2003 and a clinical
article on pain management. Performing
Arts shares information about their ongo-
ing practice analysis, as well as informa-
tion on CSM 2003. The Occupational
Health PT SIG’s newsletter gives us an
update on OSHA’s plan for ergonomic
injuries, as well as information about the
upcoming practice analysis. The Foot and
Ankle SIG gives us a glimpse of their
offerings at CSM in Tampa, as well as an
article on PT management of a person
with a total ankle arthroplasty. The SIGs
have done a great job as usual with pro-
viding us with clinically relevant informa-
tion in those specific areas of
orthopaedic practice.

If your weather is anything like mine
in August, fix yourself a tall glass of iced
tea and enjoy this issue of OP

Susan A.Appling, PT, MS, OCS
| Editor, OP



President’s Message

R e A e T e s

A Hot Time in the Old Town Tonight

Another hot summer in the Midwest.
Oh well, I should be used to it by now.
The 2002 APTA Conference and
Scientific Exposition was equally hot in
Cincinnati. Perhaps, not as hot or fiery as
APTA President Ben Massey’s strong and
clear message which he repeated over
and over again.The important message is
that physical therapists should be
allowed direct access to Medicare
patients and repeal, forever, the capri-
cious $1500 Medicare cap on physical
therapy services. Now that would make
my summer really cool. If Congress
passed a law allowing us to have direct
access for Medicare patients, the door
could open since most insurance compa-
nies often follow Medicare’s lead. Also,
getting direct access from Medicare
would give a huge boost to the remain-
ing states that have not yet achieved
direct access. Perhaps, as physical thera-
pists, destiny may finally be in our hands.
But this fight will not be easy. It will take
money, time, and the willingness and
determination of many of our members
to call their US Representative and US
Senator and convince them that the time
is right for us to have direct access.
Letters and calls from patients directly to
Congress also would be extremely help-
ful.

Physical therapy needs this legisla-
tion. Just a few minutes ago I got off
the phone with the Missouri Physical
Therapy Association’s lobbyist, who told
me that a number of physicians were
planning on putting in a bill next year
that would allow physicians to again pri-
vately own physical therapy services in
Missouri. If that ever happened, I know
I probably would not stay open for
very long. Why would any physician who
owns a physical therapy clinic send me a
patient? The playing field would defi-
nitely be in favor of the physician-owned
service. I perhaps would get my loyal
patients and some from a few loyal doc-
tors but that would probably be it. Like it
or not, money is power in our society.
Interestingly enough, I was just at my
own doctor’s office. Two drug company
representatives were in a lab area while
another was waiting (circling) outside.
My doctor told me that he is invited all
the time to dinners, given free tickets,
blanketed with gifts, all for pushing med-
icine from the drug companies. I some-
times really wonder if the drug compa-

nies have conditioned many physicians
to always expect something for a referral.
Referral for profit is still a huge problem
in physical therapy in some regions of
the country. I have heard of many gray
pecuniary deals made between referrer
and the acceptor of the referral. As a pri-
vate practice physical therapist 1 was
approached by some referring sources
and asked for favors or gifts with the tacit
acknowledgment that my inactions
could ultimately affect future patient
referral. T call this blackmail; others may
just call this doing business. To me the
best way to solve this problem is to
achieve direct access. Direct access
could eliminate much of these kinds of
problems. If patients came to us first, we
could be the referrer not the one who
receives the referral. That would be nice
if the system would work both ways, not
just one way; the tables could be turned.
Physicians may then look to us for refer-
rals, and then maybe a collegial, profes-
sional relationship of trust may then
develop. Oh, I must be dreaming again.
Finally, Medicare direct access for all
Medicare enrollees that allows full free-
dom to all physical therapy services is a
huge step in the right direction. It is not
only right, it is time.

Achieving direct access also may help
in the battle for fair and reasonable com-
pensation of services. After the most
recent HMO disaster, I have just started
to rebuild; however, I still get paid about
$200.00 per episode for many of my
patients. Now that is okay if I see them 4
or 5 times, but many are ACL repairs or
rotator cuff repairs that take 20 or more
visits. Do the math—it’s not very much.
Yes, I could give them a home program,;
however, I vowed I would do my best for
all (not just some) of my patients. [
would rather quit and do something else
than go against what I believe is best for
my patients. Direct access would give
me at least some leverage in dealing with
HMOs and other insurers. I also believe
that by achieving direct access the true
potential of our ability to hasten recov-
ery and prevent future problems will
finally be discovered and disseminated.
This can only be good for reimburse-
ment.

Call me a physical therapy jingo but I
believe the time will come when every-
one will recognize our unique ability to
look at the body and then effectively,
safely, and economically evaluate and
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treat the musculoskeletal system. Case in
point. I have recently had a glut of
patients with frozen shoulder recently
referred to me. In over 90% of the cases
they started off as a minor shoulder
strain, usually a minor rotator cuff tear,
and were given drugs by the doctor or
nurse practitioner. Three, maybe 4,
months later they were referred to my
office with a shoulder strain (often adhe-
sive capsulitis is never mentioned in the
diagnosis). The history is one of first hav-
ing full shoulder range of motion and
pain and then later developing limited
mobility. Now I know I don’t have hind-
sight, but my overwhelming feeling is
that I am seeing a lot of patients who
were not properly diagnosed or treated
correctly early on. Furthermore, I believe
that if T could have started treatment
early, most of these patients would prob-
ably never have developed a frozen
shoulder. In some of these cases, where
the patient clearly had a frozen shoulder,
they were sent to a neurosurgeon, an
orthopedist, or a rheumatologist and
then had a sundry of tests including
EMGs, multiple radiographs, thermogra-
phy, MRIs, CT scans, and various other
usually costly, often painful, and some-
times risky tests.I can’t help but wonder
what were they thinking. Why didn’t I
ever get a chance to see this patient first?
Why not me? Why a surgeon before me?
How much money could I have possibly
saved my patient? How much money
could I have saved the insurance compa-
ny (which the patient really pays in the
long run anyway)? How much pain, anx-
iety, and disability could I have eliminat-
ed? I often wonder if anyone ever
touched the patient, or maybe even less
likely, check passive shoulder range of
motion at all? Why not? I just don’t
know. After all these procedures, time
wasted, money spent, pain endured, why
wasn’t I given the first chance? We don’t
give out drugs with potential side effects
or adverse reactions. We don’t perform
surgery where a slight slip could lead to
major complications. Our craft has but
few side effects. Our hands give caring
compassion, and our simple but physio-
logically and kinesiologically sound treat-
ments help most all of our patients. I per-
sonally have never been sued in my 24
years (I better knock on wood) and have
never had any worse side effect than a
few hours of shoulder pain. And 1 ask

(continued on page 10)
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Paris Distinguished Service Award Acceptance Speech

Nancy T. White, PT, MS, OCS

This speech was presented at the 2002
Combined Sections Meeting in Boston.

Thank you all for this incredible honor.
I would especially like to thank the Board
of Directors of the Section, the Awards
Committee, and all of you who made this
possible. My time with the Orthopaedic
Section has definitely been one of the
best decisions of my career. Associating
and being friends with the best physical
therapists in the country has been such a
wonderful experience.

I must begin tonight with a few words
of thanks. First of all, I'd like to thank my
Program Chair in physical therapy
school, Marilyn Gossman, who simply
signed all of us up for APTA member-
ship—Sections and all—without even
asking! In doing so, and through her
many other actions throughout her
incredible life, she taught us that being
involved was not optional.

I'd like to thank Carolyn Wadsworth
for coming up to me 20 years ago at a
continuing education course and asking
me to get involved with the Section. I
certainly wouldn’t have had the confi-
dence to volunteer without this invita-
tion—and I learned the incredible power
of flattery,and of directly asking someone
when you need some help.

I'd like to thank Annette Iglarsh for
making me look good as Program Chair
for the Section! Her terrific ideas in the
arcas of education and programming—
the home study course, review course,
and special interest groups—generated
amazing revenues for the Section and
provided tremendous member benefits.
Because of these, the Section has been
able to support our priorities, from resi-
dency education to research. As Program
Chair, all T had to do was take up space,
and the money from Annette’s programs
kept pouring in! Twelve years later, we
are still benefiting from her ideas.

I'd like to thank Bill Boissonnault for
his friendship, for 6 great years of work-
ing together, and especially for showing
me what great leadership can accom-
plish.

I must thank one of my heroes, Stanley
Paris for whom this award is named, for
his courage in asking tough questions
and making bold statements and for
being willing to take the hits for all of us
as we sit safely and quietly on the politi-
cally correct sidelines.
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And, oh yes, my family! When I first
spoke with Lola after finding out that I
had received this award, of course I said,
“How long do I have to speak?” She said,
“Don’t worry, you can take up 20 minutes
just thanking your husband!”

Well, I won’t take 20 minutes, but 1
must take a moment to tell you what a
great husband I have. Never once in 10
years of marriage has John said “now, tell
me again why you are doing this” Not
when he pushed a screaming colicky
newborn around the Baltimore Inner
Harbor while I ran a Section continuing
education course; not when he spent an
afternoon in 180° Phoenix heat playing
putt-putt golf with the Section Board; not
when, as Program Chair, I left him for 7
days with a 4-month-old, an 18-month-
old,and all 3 were sick and stayed sick for
the entire CSM; not when I quit my pay-
ing job, and kept all my nonpaying PT
jobs; and not even when I took on a new
job that not only didn’t pay, but that I had
to pay to do!

I'd like to thank my daughters, Mary
and Elizabeth, for the pure joy they bring
to my life and for trying to teach me that
it doesn’t matter what you say as long as
it’s funny!

I'd like to thank my parents. I thank
my dad for passing on to me what my sis-
ters and brother call the “overly responsi-
ble gene” I'm the only one in my family
who got it, but I expect most of you here
tonight have one too. He taught me that
life is so much better when you're right
in the middle of things! I'd like to thank
my mom for helping me see the value of
balance in my life, and for helping me
realize that there is really nothing more
important than being kind.

And finally, I must thank myself—and
you should too—for making the motion 2
years ago as Awards Committee Chair to
decrease the length of the Paris accep-
tance speech from 1 hour to about 20
minutes!

As T mentioned earlier, I took a couple
of years off from clinical practice a few
years back. In returning to practice over
the past year, I have noticed one huge
change. Advances in technology have
made access to clinical and scientific
information so unbelievably available.
Clinical questions that before would have
meant a trip to the library, a formal Med-
Line search, pouring through text books,
or calling Dan Riddle can now be

-
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answered in minutes on my home com-
puter. A course in evidence-based prac-
tice combined with assistance currently
being provided in articles such as the
ones in Physical Therapy have made me
a whiz at searching for answers to my
questions.

I have so many questions these days!
Two days of my week are now spent sup-
ported by a grant to provide physical
therapy services at the Arlington Free
Clinic. A real surprise has been the vari-
ety of patient problems that I see—
patients with DuPuytren’s contracture,
amputations, flexor tendon repairs,
vestibular  problems, knee-bracing
issues—I could go on and on. Almost
every night, I'm searching the databases.
And guess what? There’s not a lot there.

The evidence for surgical interven-
tions, injections, and medication manage-
ment always seems to be pretty good.
But, the evidence for physical therapy
intervention is quite often weak or
absent. In most cases, this lack of evi-
dence is not because the intervention has
been proven ineffective, but because the
study has not been done or has been
poorly designed.

If this information is this accessible to
us, it is also accessible to the rest of the
world: to the physician who is looking
for the most appropriate management of
the patient with spinal stenosis, to the
patient who is looking for the best type
of practitioner to see for back pain, to the
third party payer who is making deci-
sions on reimbursement for traction or
therapeutic exercise. It’s all out there for
everyone to see. It was bad enough
when you had to go to the library!

This experience has made me more
committed than ever to getting more of
our questions answered. The good news
is that, even though it seems like it has
taken forever, we are actually in a very
strong position to dramatically change
this picture.

First of all, we have finally defined
what we need to know! Our Clinical
Research Agenda clearly spells out what
questions need to be answered. The fact
that Foundation funding only goes to pro-
jects that answer questions from the
research agenda is a critical step in
improving the relevance of the research
that we are supporting.

Second, the Hooked on Evidence pro-
ject will allow clinicians to have access



not only to relevant articles, but to cri-
tiques of these articles that give the clini-
cian a true sense of the meaningfulness
and quality of the research.

The new Clinical Research Network
will force researchers to collaborate—to
share ideas, resources, and data—and will
take us to the next level in accomplishing
our research objectives. And finally, we
now have many PT researchers who are
well positioned to receive significant
funding to answer even bigger clinical
questions.

I'd like to sidetrack for a moment and
talk about these researchers. When 1
joined the Foundation Board 4 years ago
as a representative of the Sections, I had a
mind set that I believe is similar to other
clinicians who are not researchers. 1
viewed the Foundation much in the same
way that I view vitamins. I knew it was
good for me, but I could never really see
the direct benefit.

I would look down the list of project
titles, especially the doctoral awards, and
think how little they related to what I
was interested in and needed to know.
I'd think, “when is the Foundation going
to get around to answering some real
questions—especially in orthopaedics?”
And I don’t think I was alone in my won-
dering! And although the small grants
seemed to be a step toward answering
targeted clinical questions, they seemed
too narrow in scope.

It took me forever to understand the
real value of all of these projects, and the
real secret to getting our questions
answered. It’s called leveraging, or using
other people’s money to answer our big-
ger questions, and it’s truly the untold
success story of the Foundation.

What I've learned—and all of the
researchers in the room already know
this—is that in order to obtain real dollars
for research, a track record is necessary.
Funding agencies like the federal govern-
ment do not give real money to anyone
without a proven record of success at a
lower level. A good idea alone is not
enough. In order to get a grant large
enough to address important questions in
a meaningful way, research must first
show success with small and medium
sized research dollars. The great news is
that when you look at the Foundation,
that is exactly what has happened.

Data collected in 1999 by Janet
Bezner for the 20 years between 1979
and 1999 revealed that the Foundation
had given out approximately $6,000,000
to researchers. This represented approxi-
mately 700 grants, scholarships, and
fellowships. The real news is that
those recipients went on to leverage

this  $6,000,000 into an additional
$39,000,000 in grants from outside
sources. If you do the math on this, that’s
a 750% return on our investment! These
dollars are now being spent answering
bigger questions using “other people’s
money,” and the researchers are physical
therapists who received their start with
the Foundation.

Since 1999, we have had many more
success stories. Thanks in large part to
the generous support of the Orthopaedic
Section, we have wonderful success sto-
ries in orthopaedics. Here are a few exam-
ples:

Phil McClure received $10,000 in
doctoral funding and a $40,000 small
grant funded by the Orthopaedic
Section. He has since received a
$50,000 grant from the Arthritis
Foundation and is funded as a
collaborator on 4 grants totaling
$1,500,000. Based on pilot data from
the Orthopaedic Section grant, he
will be submitting an application this
summer as the principal investigator
for a $1,000,000 NIH/NIOSH grant.

Lynn Snyder-Mackler, who re-
ceived early seed money from the
Foundation, has leveraged this
money so successfully and now has
funding of approximately $700,000
per year for each of the next 5 years.

Tony Delitto, who received
$600,000 in Foundation funding for
the Clinical Research Center (much
of this being Section money), is now
the Principal Investigator for an NIH
grant on spinal stenosis with funding
of $1,200,000. Proposals have been
submitted for several other grants
totaling several million dollars.

There are so many others I could high-
light—Kelly Fitzgerald, Irene McClay, Julie
Fritz. They all have similar success stories,
they are all doing orthopaedic clinical
research. They are all funded by outside
agencies, and they are all just getting
started. What a great investment we have
made!

We need to keep making these invest-
ments. The questions being answered are
so important to us. It’s easy for us to say,
“We've given generously for years. We
need a break” Or “let someone ¢lse take
a turn.” But, the reality is that if we want
evidence for orthopaedic physical thera-
py practice, we must be the leaders in
supporting it.

Of course, we can’t give away money
we don’t have, but we must make certain
that we maintain our financial resources
so that we can support our priorities.
The Section has long been known for its
innovation in developing non-dues rev-
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enue. Home study courses, continuing
education, and services to other compo-
nents worked wonders in the 80s and
90s. These programs were the result of
our most creative minds working to meet
the needs of our membership. We need
to pull these minds back together to
brainstorm on new ways to provide ser-
vices to members and maintain our rev-
enues so that we can fulfill the mission of
the Section.

The Section should be proud of the
investment it has made in orthopaedic
physical therapy’s body of knowledge.
We are just beginning to see the true
results of the commitment we have made
over the years. We all know in our hearts
how much our patients are helped by
what we do. We must keep working to
make sure the rest of the world knows
this too. Thank you so much.

CLINICAL
RESEARCH
GRANT
PROGRAM

The Orthopaedic Section sup-
ports its members by funding
studies to systematically exam-
ine orthopaedic practice issues.
The purpose of the grant pro-
gram is to address the urgent
need for clinical research in
orthopaedic physical therapy.

To submit an application of
request additional information:

* visit our website (orthopt.org);
you will find the clinical
research grant program
under the member benefit link

or

* contact Stefanie Snyder at the
Section office (800.444.3982)
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14th Annual Rose Excellence in Research Award Acceptance Speech

Daniel Riddle, PT, PhD

This speech was presented at the 2002
Combined Sections Meeting in Boston.
The paper was entitled, “Use of the SF-
36 and SF-12 Health Status Measures: A
Quantitative Comparison for Groups
Versus Individual Patients” published in
Medical Care 2001;39(8):867-878.

I want to begin by thanking my coau-
thors, Ms. Kang Tzu Lee and Mr. Paul
Stratford. I can assure you this work for
which we are being honored tonight was
a team effort and we all would like to
thank the Orthopaedic Section and the
Research Committee for recognizing our
work. My coauthors and I have agreed to
donate the cash award to the Foundation
on behalf of the Soderberg challenge in
its effort to fund the Clinical Research
Network. We are honored and greatly
humbled by this award. I had the good
fortune of attending the 1st Annual Rose
Award presentation in 1987 when Dr.
Steven Rose was recognized as the first
recipient. Many important papers written
by some of the most dedicated and
respected researchers in Physical Ther-
apy have been recognized. We feel a great
deal of pride to be added to this list.

Speaking of Paul Stratford, Paul and I
wrote a paper recently on the interpreta-
tion of validity indexes for diagnostic
tests using the Berg Balance Test as an
example. We talked about likelihood
ratios, sensitivity, false positive rate, and
the like. Some of you may remember it;
most of you have probably forgotten it.
Anyway, to give you an example of how
this kind of work creeps into your every
day life...my wife and I love to go to the
movies. We also like to read the movie
reviews of the local movie critic. I men-
tioned to her that many times we agree
when the critic writes a good review but
many times we disagree when the critic
pans a movie. Jane, my wife, looked at me
with a gleam in her eye and said, “That
means he has very few false positives but
a lot of false negatives!!” I realized then
that I'm bringing way too much work
home.

I have attended most of the past Rose
Award ceremonies since 1987. One of my
fondest memories of these ceremonies
was the acceptance speech presented by
Dr. Karen Hayes, the award winner in
1995. Karen’s speech had a profound
effect on me at the time and Karen and I
have become great friends as a result of
our interactions back in '95.1 wanted to
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share with you a brief part of that speech.
Karen, I hope you don’t mind.

“Thinking of my graduate students’
first venture into this sometimes fright-
ening world of research makes me think
of my daughter when she was in junior
high school. Now my daughter has never
been a risk-taker but one day, out of the
blue, she decided that she wanted to par-
ticipate in Outdoor Adventure—a sort of
Outward Bound. The fact that she regis-
tered was a surprise to me; it took a lot of
courage for her to face her fears of the
unknown.When she came home sporting
her “I survived” t-shirt, she told me about
having to walk across a gap, 20 feet above
the ground on 3 ropes—you know, the
kind that you walk on one and hold on to
the other two.About half way across, she
panicked; she couldn’t move. Her choices
were to inch backward, to inch forward,
to fall, or maybe a kind soul could come
and rescue her.After much emotional dis-
play and a great deal of support from her
friends, she conquered her fear and made
it across the ropes.”
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| operationally define a heroic
therapist as one who endures
to overcome difficult and poten-
tially life threatening obstacles
and goes on to make critically
important contributions to our
profession and its members.

»

To me, this excerpt from Karen’s
speech is all about courage and is a per-
fect segue to a topic I would like to
briefly discuss.I want to address the issue
of heroism. Not the glorified type we
associate with athletes or the gut wrench-
ing type we associate with events like
those of September 11. Rather, I want to
discuss the concept of the heroic thera-
pist.

Before you all start wondering what I
mean by this term, I thought I'd be the
good and proper scientist and define the
term for you. I know some of you would
be highly disappointed if I didn’t at least
attempt an operational definition for this
term. I operationally define a heroic ther-
apist as one who endures to overcome
difficult and potentially life threatening
obstacles and goes on to make critically

9

important contributions to our profes-
sion and its members.

The heroic therapists 1 have in mind
aren’t well publicized and do not seck
recognition.  Rather, these heroes go
about their business quietly and stead-
fastly, overcoming by looking forward
and taking one step at a time, steadily and
with support of family and friends. What
is the ideal that drives these heroes of
mine? I suspect it is the belief that con-
tributions to the greater good, by what-
ever means, is most important. The fol-
lowing simple but profound parable typi-
fies the attitudes and principles that I
believe motivate my heroic therapists.

A young man was picking up
objects off the beach and tossing
them out into the sea. A second
man approached him, and saw that
the objects were starfish.

“Why in the world are you throw-
ing starfish into the water?”

“If the starfish are still on the
beach when the tide goes out and
the sun rises high in the sky, they
will die,” replied the young man.

“That’s ridiculous. There are thou-
sands of miles of beach and mil-
lions of starfish. You can’t really
believe that what you're doing
could possibly make a difference!”

The young man picked up another
starfish, paused thoughtfully, and
remarked as he tossed it out into
the waves,“it makes a difference to
this one.”

I contend that we all need heroic ther-
apists to guide us as individuals, to moti-
vate us when we need it, and to serve as
reminders of how courage and commit-
ment can be a strong life force for all
areas in our lives, both professional and
personal. I have 4 therapist colleagues
who I look up to as heroic therapists and
who certainly have made a difference to
this one. These 4 individuals are Jill
Binkley, Susan Harris, Pam Levangie, and
Jules Rothstein. I'm not going to go into
detail about each of these individuals. It
would just serve to embarrass them fur-
ther. Suffice it to say that these 4 people
show an incredible devotion to our pro-
fession and despite what must have
seemed at times to have been an over-
whelming adversity they continue to



provide all of us, both individually and col-
lectively, with important professional con-
tributions and for me a profound and
inspiring example of quiet courage. It is all
of us who are the beneficiaries of their
commitment and their talents.

I ran across a quote from Arthur Ashe
that I believe aptly describes my therapist
heroes.Ashe had the following to say:“true
heroism is remarkably sober and very
undramatic. It is not the urge to surpass all
others at whatever cost, but the urge to
serve others at whatever cost” I believe
Ashe’s statement captures the essence of
why these 4 individuals are my heroic
therapists.

I encourage each of you to identify
your own heroic therapists.They can only
serve to enrich our lives and, simply, make
us better people. My own personal thank
you to my therapist heroes Jill, Susan, Pam,
and Jules.

“There is no limit to the good you can
do, if you don’t care who gets the
credit.”

—Anonymous (appropriately enough)

President’s Message (continued from page 6)

again, why not direct access? Let me tell
you a little secret—it is usually about the
money! Again, why not direct access? We
must have this so we can care for our
patients like we would like to be treated
ourselves—safely, fairly, compassionately,
and kindly. I firmly believe that if we
ever get direct access, our flower will
finally flourish and fully bloom. No more
physical therapist manqué.

The Orthopaedic Section has always
been a leader in promoting health care. I
hope that each and every member can
commit to making the call or write
the: letter Jto Cyour  US: Senatot | ot
Representative. It is easy; APTA’s web
page (apta.org) is set up to help you
along the way. Please take a few minutes
out of your day to urge the passage of
this very important bill. Remember that
we can make a difference only if we all
do this together. That’s why we belong
to an association. The strength is in our
numbers (sorry for being a bit pedantic).
As a physical therapist that cares about
tomorrow, I urge you to support this.
Finally, before I stop discussion, I would
like to also thank Elaine Rosen who has
been a tireless supporter and champion
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of this cause. Thank you Elaine. We must
pass this bill. Much of our future depends
on this.

Last, I would be remiss if I did not
thank a few people. First, it is farewell to
our APTA Board liaison, Randy Roesch.
Randy has been my guardian angel for
the last 18 months; I will miss her great-
ly. Second, welcome aboard James
Dunleavy, our new APTA liaison. Too bad
he’s a New England Patriots fan; oh well,
I will make do.I look forward to working
with Jim again. Last but not least, con-
gratulations to all of the Orthopaedic
Section members who received awards
(see highlighted box on page 32) at
APTA’s Annual Conference in Cincinnati
this past June.

Orthopaedically yours,
Michael T. Cibulka,
PT/MHS, OCS
President

UW Hospital and Clinics

and Meriter Hospital
Madison, WI

MAPTA

American Physical Therapy Association
Credentialed Postprofessional Clinical Residency Program

This exciting new clinical residency program is located in one of the
nation’s leading hospitals and medical training centers. Enjoy living
in Madison, home of the University of Wisconsin while you advance
your clinical abilities in orthopaedic physical therapy and accelerate
your progress toward becoming a clinical specialist.

Doctor of Science (DSc)
SPECIALIZING IN:
Cardiopulmonary ¢ Clinical Electrophysiology
* Geriatrics « Hand Rehabilitation
* Women's Health « Neurology
* Orthopedics ¢ Pediatrics ¢ Sports

Master of Science (MS)
Transitional Doctor (DPT)

e Patient centered learning approach

e Curriculum based on Description of Advanced
Clinical Practice: Orthopaedic Physical Therapy

e 1:1 mentoring with clinical faculty

e Small group tutorials to develop abilities in patient
examination, diagnosis, and clinical decision making

e Laboratory practice to refine manual therapy skills

e Critical analysis of practice procedures and scientific
literature

« Traditional Classroom Environment

* No Need to Relocate

» Evidence-Based Medical Education

12 Month - Full Time Position
Salary & Benefits

For more information contact:

Kathryn Lyons, PT, MS, OCS - Program Director
PH: (608) 265-8371 e FAX: (608) 263-6574
E-mail: km.lyons@hosp.wisc.edu

www.rmuohp.edu (801) 375-5125
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The Therapeutic Benefits of Yoga

Kelly M. Bronson, SPT

INTRODUCTION

Yoga, a literal translation from the
Sanskrit word for “union,” is a 5,000-year-
old Indian practice that seeks to unite
and create harmony between the mind,
body, and spirit. There are 40 main
schools of yoga philosophy, which all
seek the same final goal of enlighten-
ment.' Yoga is increasing in popularity in
the United States as a means of maintain-
ing health, with greater than 6,000,000
Americans practicing regularly.”  This
paper will address the scientific research
supporting the physiological and psy-
chomotor changes resulting from yoga
practice. This will provide orthopaedic
physical therapists with an initial founda-
tion of knowledge to successfully imple-
ment evidence-based practice on the
therapeutic benefits of yoga. Hopefully,
the reader will become further educated
on yoga to appropriately integrate such a
program into rehabilitation regimes to
achieve the most optimal outcome for
every client.

This paper, in accordance with popu-
lar Western practice, will focus on
Hatha (pronounced haht-ha) Yoga. This
approach, which has 8 main styles, pri-
marily uses the body to physically per-
form practices such as pranayama (pro-
nounced prah-nah-yah-mah) and asanas
(pronounced ah-sah-nah), along with
meditation.  Pranayama is defined as
breath control and is used in conjunction
with the asanas to focus the mind and
relax the body. Yogic breathing is per-
formed slowly and without strain
throughout the routine, with a brief
pause of 1 to 2 seconds after each inhala-
tion and exhalation. The body expands
with inhalation and the body contracts
with exhalation. Asanas are physical pos-
tures that are performed using isometric
contractions and held firmly from a time
that ranges from seconds to minutes.’
There are 84 basic asanas in Hatha Yoga,
which are categorized in accordance
with the movement they create in the
body.’ An example of this naming system
is the forward bend and backbend pos-
tures.' Yoga can be practiced for a vari-
ety of reasons, including physical fitness
and health maintenance, sport, and spiri-
tual discipline.” This paper will focus on
the health benefits as they relate to the
orthopaedic physical therapy clinical set-
ting.
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This will provide orthopaedic
physical therapists with an initial
foundation of knowledge to suc-
cessfully implement evidence-
based practice on the therapeutic
benefits of yoga.

»

WHOLE BODY BENEFITS

Yoga impacts the health and well
being of the entire body. These benefits
can be organized into 5 different cate-
gories. These categories are the physio-
logical, psychological, psychomotor,
cognitive, and biochemical. Decreased
pulse rate, decreased respiratory rate,
decreased blood pressure, autonomic
nervous system equilibrium with a ten-
dency towards parasympathetic domi-
nance rather the usual stress-induced
sympathetic dominance, increased mus-
culoskeletal flexibility, increased muscu-
lar strength, and increased aerobic and
muscular endurance are some of the
many reported benetfits in the physiologi-
cal domain. Improved mood, self-accep-
tance and self-actualization, decreased
anxiety, and decreased depression are a
few of the many reported psychological
benefits. The reported psychomotor ben-
efits include increased grip strength,
improved choice reaction time in which
the subject gives a response that corre-
sponds with a stimulus, improved dexter-
ity, and improved balance. Improved
attention, memory, and learning efficien-
cy are reported cognitive benefits. Lastly,
vitamin C increase, high density lipopro-
tein (HDL) cholesterol increase, low
density lipoprotein (LDL) cholesterol
decrease, and increased hematocrit are
reported biochemical benefits of yoga.®
As a result of this vast number of health
improvements that could potentially
result from yoga practice, a variety of
clients have the potential to benefit from
the implementation of this alternative
form of therapy into their treatment
plans. Although there are many proposed
health benefits resulting from yoga prac-
tice, this paper will focus primarily on
research illustrating the physiological and
psychomotor benefits of yoga as they
pertain to the orthopaedic physical ther-
apy clinical setting.
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RESEARCH REVIEWS
Yoga’s Effect on Aerobic and Anaero-
bic Muscle Power

The first research article, by
Balasubramanian et al, investigated the
cffect of yoga on the aerobic and anaero-
bic power of muscles.” Seventeen
healthy male and female medical students
with no previous yoga experience partic-
ipated in this study. Yogic training—
which consisted of relaxation, pranaya-
ma, and yogic postures—lasted 1 hour
each day for 6 weeks. Two tests were per-
formed on the subjects both before and
after the yogic training. A bench stepping
test was performed for a period of 5 min-
utes to determine aerobic power. VO,
max was predicted from the Astrand-
Rhyming Nomogram, which is a submax-
imal cycle ergometer test that uses the
heart rate immediately after the test and
the subject’s body weight. The heart rate
obtained at the end of the 5 minutes is
used in a table to estimate the maximal
oxygen uptake. Maximal oxygen uptake
is then divided by body weight, in kilo-
grams (kg), to determine maximal oxygen
uptake in mL/kg/min. The second test
involved climbing a stairway as quickly as
possible, with 3 steps taken at a time, to
determine anaerobic power. The time it
took for the subject to climb from the
third to the ninth step was recorded in
milliseconds (ms). Anaerobic power was
calculated by multiplying body weight, in
kg, and distance, in meters (m), then
dividing this value by each subject’s time,
in seconds (sec).

The results indicated an increase in
VO, max from a mean of 1.95 L/min
before yoga training to 2.29 L/min after
yoga training. This increase illustrates
improved oxygen consumption and car-
diopulmonary fitness after yoga training.
Also, parasympathetic nervous system
dominance during yoga may have caused
muscle relaxation and, consequently,
increased blood flow to the musculature.
Anaerobic power demonstrated a signifi-
cant decrease after the period of yoga
training. The results indicate a decrease
from 74.73 (kg)(m)/sec prior to yogic
training to 54.11 (kg)(m)/sec observed
after the yogic training. The authors of
this study attribute these results to the
conversion of some fast twitch muscle
fibers into slow twitch fibers during yoga
practice, thus enhancing aerobic power
and diminishing anaerobic power.*



Although this research study illustrat-
ed some important principles about
yoga’s effect on aerobic and anaerobic
muscle power, there are weaknesses in
this study that need to be addressed as
well. The number of subjects used was
quite small and fairly homogenous, mak-
ing external validity limited. The deter-
mination of anaerobic power by quickly
taking 3 steps at a time, while easily
performed by the 17 young and healthy
medical students, would be a difficult
testing technique to reproduce in a less
agile population. Also, the significance of
choosing 3 steps at a time in determining
anaerobic power was not explained.

The clinical implications of the study
may include considering yoga as a means
for accomplishing the rehabilitation goal
of increasing endurance. This would
include athletic clients that participate in
events such as marathon running, soccer,
lacrosse, or basketball. In contrast, pre-
scribing yoga for clients requiring quick
bursts of energy such as sprinters, with
the goal of improving speed, has yet to be
found scientifically valid.

Yoga’s Effect on Reaction Time, Res-
piratory Endurance, and Muscular
Strength

The second research report, by
Madanmohan et al, investigated the effect
of yoga training on reaction time, respira-
tory endurance, and muscular strength.’
The subjects consisted of 27 healthy,
male medical students. Control measure-
ments were taken before the 12 week
yoga training, which consisted of visual
and auditory reaction times, maximum
expiratory pressure (MEP), maximum
inspiratory pressure (MIP), 40 mmHg
test, breath holding time after expiration
(BHTexp), breath holding time after inspi-
ration (BHTinsp), and hand grip strength
(HGS). Yoga sessions lasted 30 minutes in
the early morning Monday through
Saturday under the direct supervision of
one of the authors, whose qualifications
were not specified. The above measure-
ments were taken for a second time at
the end of the yoga training period.
There were a variety of techniques used
to obtain the above measurements.
Reaction times for light and sound were
measured on a fast moving paper. The
visual and auditory signals were given in
front of the subjects. Greater than 10
reaction times, with no particular range
provided, were recorded and the mean of
the 3 closest reaction times was taken as
the final data. Maximum expiratory pres-
sure was measured by having the subject
blow into a mercury column after taking
in a full breath and to maintain that col-

umn at a maximum level for 2 seconds.
Maximum inspiratory pressure was deter-
mined by having the subjects maximally
inhale and hold for 2 seconds into the
mercury column, after a complete exha-
lation. The 40 mmHg test was recorded
after the subjects inhaled fully and then
exhaled into the mercury column set at a
pressure of 40 mmHg. The time, in sec-
onds, for which the subject could main-
tain the mercury level at 40 mmHg was
recorded. Breath holding time after expi-
ration was recorded by the time, in sec-
onds, that the breath could be held after
a complete exhalation. Breath holding
time after inspiration was recorded, in
seconds, after a full inhalation. The HGS
was measured on the subject’s dominant
hand wvsing a hand held dynamometer
(INCO, India).

The results indicate improvements in
all of the measured variables. Reaction
times for light prior to yoga was 270.00
ms and decreased to 224.81 ms after yoga
training. The RT for sound was 194.18 ms
initially and decreased to 157.33 ms after
yoga. These decreased reaction times
indicate improved sensorimotor perfor-
mance. Maximum expiratory pressure
and MIP before yoga were 92.61 mmHg
and 72.23 mmHg, respectively. These val-
ues increased after yoga practice to
126.46 mmHg and 90.92 mmHg, respec-
tively, thus indicating improved strength
of the respiratory musculature. The 40
mmHg test increased from 36.57 sec
before yoga to 53.36 sec after yoga,
illustrating improved cardiorespiratory
endurance, according to the authors. The
BHTexp increased from 32.15 sec to
44.53 sec after yoga. Breath holding time
after inspiration increased from 63.69 sec
to 89.07 sec post yoga training, indicating
improved cardiorespiratory endurance.
Hand grip strength increased from 13.78
kg to 16.67 kg, illustrating improved hand
muscular strength resulting from the iso-
metric contractions performed during
yoga.”

There are some limitations associated
with this research study that require con-
sideration. Only male medical students
were selected to participate, making the
subject sample homogenous. Also, the
fast moving paper technique for reaction
times was not described. The perfor-
mance of yoga under the direct supervi-
sion of the authors had the potential to
serve as a biasing factor. These factors
limit the extrapolation of this study to the
general public, thus questioning external
validity.

There are important clinical implica-
tions to be considered from this study.
Yoga is potentially beneficial for clients
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with lung dysfunction, where improved
respiratory muscular strength and car-
diorespiratory endurance would serve to
improve their function. Clients receiving
orthopaedic physical therapy postopera-
tively would benefit from the improve-
ments demonstrated in this research arti-
cle as well. Following the trauma of
surgery and a period of immobilization,
these clients are in need of the improved
sensorimotor performance, cardiorespira-
tory endurance, and strength that yoga
has the potential to provide.

Yoga’s Effect on Muscular Strength

The third research article, by Gharote
ct al, investigated the effect of yoga on
minimum muscular fitness in school chil-
dren aged 6 to 18 years.® Minimum mus-
cular fitness, as described by the Kraus-
Weber (K-W) test, is a series of 6 muscu-
lar strength tests. The test is pass/fail and
failure on any one of the 6 items indicates
a failure of the entire test. A failure was
determined by the inability to perform
the specific exercise once. The 6 mea-
sures included testing the strength of:
the abdominals and psoas muscles by
performing a situp with the legs out-
stretched; abdominals minus the psoas by
doing a sit-up with the knees bent; psoas
by holding the legs 10 inches off the
ground for 10 seconds while supine;
upper back by lifting the chest off the
ground while prone;lower back by lifting
the legs off the ground while prone; and
back and hamstring musculature length
by bending forward to touch the floor
with the fingertips while standing, for
10 seconds, with knees straight and with-
out bouncing. The 208 subjects who had
previously failed the K-W test were ran-
domly divided into 3 groups. One group
performed yoga daily, another group
repeated the K-W test once daily, and the
last group served as the control by not
participating in either yoga or the K-W
test.

The results indicate that the failures
improved, thus now passing the K-W test,
by 36.8% in the yoga group, by 20% in the
K-W test group, and by 4.76% in the con-
trol group. The failures that remained
were most commonly from the abdomi-
nals minus the psoas and the abdominals
plus the psoas tests.”

A weakness present in this research
study is that the daily duration of the yoga
and K-W test practice was not provided.
Also, the K-W test limits the quantity of
muscles tested to determine strength
increases. The 3-week training period is a
limitation because of its short duration,
thus decreasing the validity of the results.
Lastly, the data lacked precision because
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failure on a single subtest qualified as a
total failure. This does not allow for the
measurement of those failures where par-
ticipants passed more subtests after the
treatment, but still failed at least one test.

The clinical significance of these find-
ings suggest that yoga may be more
appropriate for increasing strength than
practicing the strengthening activity for
certain muscular groups; however, yoga
may not be as effective as other means for
strengthening the abdominals both with
and without the psoas muscle. Clients
with a diagnosis of low back pain in the
orthopaedic clinical setting would greatly
benefit from strengthened abdominal
and spinal musculature to improve their
core stability. In addition, this study illus-
trates that yoga may be an appropriate
form of exercise for school-aged children.

Yoga and Stress

The fourth research article, by Malathi
et al, examined the effect of Hatha Yoga
on psychophysiological measures of 75
medical students at examination time.’
The subjects were divided into 3 groups
of 25 each and participated for a period
of 3 months. One group practiced yoga 3
times a week for an hour. The second
group practiced relaxation, including
sequential deep muscle relaxation from
head to toe, 3 times a week for 30 min-
utes. The third group was the control
that met in a classroom 3 times a week
for 45 minutes. The control group was
allowed to do anything they wished, such
as reading or drawing. The following
measures were taken before the initiation
of the study, again at the end of the 3
months, which was 1 month before a
final examination, and lastly on the day of
the final examination. Anxiety level was
measured using the Spielberger anxiety
rating scale, in which the participant
rated  different statements numerically
from 1 to 4 based upon the item that was
the most accurate descriptor of the par-
ticipant. Heart rate was measured using a
digital heart rate monitoring machine for
1 minute. Blood pressure was measured
in the right upper limb while sitting
using a sphygmomanometer. Galvanic
skin resistance (GSR) was measured with
a 40-microampere current circuit and
electrodes in the palms of the hands.
Lastly, choice reaction time (CRT) was
measured with an electronic timer, which
recorded the response of hitting a button
after responding to a colored light stimu-
lus.

The results of this study are as follows.
The initial anxiety score was approxi-
mately 30 points for all 3 groups. After
the 3-month study, the yoga group
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decreased to 20 points and the relaxation
group decreased to 24 points, while the
control group scored 33 points. On the
day of the final examination a month
later, the yoga group scored approxi-
mately 30 points, the relaxation group
rose to 35 points, and the control group
was at 50 points. This indicates yoga is
most effective in reducing and control-
ling anxious responses in stressful situa-
tions. It has been proposed that yoga
releases endorphins from the brain, thus
making the subject feel euphoric. The
baseline pulse rate was approximately
78 beats/minute in all 3 groups. The
pulse rate at the end of the study in
the yoga group was 72 beats/minute,
74 beats/minute in the relaxation group,
and 77 beats/minute in the control
group. On the day of the final examina-
tion, the pulse rate was 82 beats/minute
in the yoga group, 85 beats/minute in the
relaxation group, and 104 beats/minute
in the control group. This indicates that
yoga may be effective in reducing pulse
rate as well as in minimizing the increase
in pulse rate associated with stressful sit-
uations. The mean blood pressure was
120/80 mmHg before the study in all 3
groups. The mean blood pressure at the
end of the 3-month study was 115/74
mmHg in the yoga group, 116/76 in the
relaxation group, and 121/81 in the con-
trol group. The mean blood pressures on
the day of the final examination were
125/82 in the yoga group, 126/82 in the
relaxation group, and 132/92 in the con-
trol group. This suggests that yoga may
be able to attenuate the increase in blood
pressure during stressful situations. The
GSR is an important parameter in mea-
suring sympathetic activity and anxiety
level. The lower the GSR, the more sym-
pathetic activity and anxiety the subject
is experiencing. Galvanic skin resistance
had a baseline value of 64 kilo (k)-ohms
before the study. The GSR at the comple-
tion of the study increased to 102 k-ohms
in the yoga group, 83 k-ohms in the relax-
ation group,and 67 k-ohms in the control
group. On the day of the final examina-
tion, the GSR was 90 k-ohms in the yoga
group, 67 k-ohms in the relaxation group,
and 41 k-ohms in the control group.Yoga
was able to increase the baseline GSR and
minimize the decrease in GSR during a
stressful situation to the greatest extent.
Choice reaction time had a mean baseline
measurement of 185 milli-sec before the
study began. At the conclusion of the
study, CRT was 154 milli-sec. in the yoga
group, 164 milli-sec. in the relaxation
group, and 183 milli-sec. in the control
group. A month later at the final exami-
nation time, CRT was 120 milli-sec. in the
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yoga group, 134 milli-sec. in the relax-
ation group, and 165 milli-sec. in the con-
trol group. This indicates that the yoga
group was the most attentive and quick-
est to respond to external stimuli, an
especially favorable trait for future med-
ical doctors to possess.”

There are a few threats to validity pre-
sent in this study. The exact Spielberger
anxiety rating scale used was not
described. The one provided for demon-
strative purposes in this paper is the test-
ing anxiety rating scale. Also, the 3
groups met 3 times per week for different
amounts of time which caused there to
be an increase in the variables of this
study. Also, the blood pressure measure-
ments were not all rounded up to the
nearest even number, thus decreasing the
reliability of the measurements.

This article has clinical significance in
that it suggests yoga has a positive impact
on psychological well being in addition
to physical well being. Patients with
hypertension may benefit from a yoga
program in their rehabilitation regimes.
Also, yoga may have the potential to help
patients improve performance at school
or work because of these effects. Even
under very stressful situations, yoga may
be beneficial to the body. Stress has many
detrimental physical effects on a person’s
body and recommending yoga to clients
that are experiencing increased stress
may be beneficial to their success in
physical therapy.

Yoga’s Effect on Flexibility, Coord-
ination, Equilibrium, Stamina, and
Strength

The fifth research article, by Gharote,
investigated the effect of 3 weeks of yoga
on physical fitness in 27 male and 12
female subjects." The male subjects per-
formed 8 tests related to physical fitness
both before the study and after a yoga
training period of 3 weeks. These includ-
ed extent flexibility, dynamic flexibility,
soft ball throw for explosive strength,
pull ups for dynamic strength, leg lifts for
trunk strength, cable jump for coordina-
tion, balance for equilibrium, and a 600
yard run for stamina. The female subjects
performed 4 tests related to physical fit-
ness both before and after the study.
These included extent flexibility, dynamic
flexibility, leg lifts for trunk strength, and
balance for equilibrium. A fitness index
score was determined by dividing the
total index points a subject obtained by
the number of tests given and then mul-
tiplying this value by 10.

The results indicate a mean increase
of 7.74 on the fitness index for the males
and 11.75 for the females." There are



several limitations present in this study.
They include the males and females per-
forming a different number of tests, not
explaining what each test entailed, not
explaining how each test was measured,
and not explaining how total index
points were achieved during the perfor-
mance of each test. Also, the duration of
this study was relatively short, thus
decreasing its effectiveness. The clinical
significance of this study for physical
therapists is that yoga should be consid-
ered an option to achieve the general
goal of physical fitness improvement.
Clients in the orthopaedic physical thera-
py clinic with a diagnosis such as
osteoarthritis, where extra body weight
and poor physical fitness are detrimental
to the disease process progression, would
greatly benefit from this proposed effect
of yoga.

Yogic Meditation and Balance

The sixth research article, by Dhume
ct al, examined the effect of yogic medi-
tation on balance." The medical student
subjects were divided into 3 groups of 6
including a yoga group, an amphetamine
group, and a control group. The amphet-
amine group was chosen for its perceived
positive impact on concentration. The
yoga group was trained in yogic medita-
tion, the amphetamine group received
5 mg oral capsules of amphetamine dur-
ing the first 5 days and 10 mg on the last
5 days, and the control group received a
placebo capsule. The research period
lasted for 10 consecutive days and the
amphetamine and placebo were given to
the subjects 1 hour before trial on the
balance board. Each subject’s ability to
balance on the balance board for a period
of time greater than 5 seconds, with 2 tri-
als attempted, was recorded daily.

The results were quantified by assign-
ing an error score, which was the number
of times the balance board contacted the
floor, as well as balance time to determine
the balance index. The balance index was
the sum of all the balance times and the
longest balance time, in seconds, divided
by the error score, plus 60. The optimal
balance score equated to 10 after achiev-
ing a continuous 5 minutes on the bal-
ance board without committing a single
error. The yogic meditators balance index
performance rose 27.8% as compared to
the control group, while the ampheta-
mine group declined by 40.6% in their
balance index at the conclusion of the 10
days. The yogic group increased learning
cach day with their scores steadily
improving throughout the study, whereas
the drug and placebo groups hit plateaus
and performance did not show consistent

improvement. These results show that
yoga may have a positive impact on task
performance and concentration related to
balance."

Limitations of this study include the
short duration of the research period and
the small population studied. Although
this study was comparing the effects of
yoga and amphetamine usage on balance,
the improvement of scores in the yoga
group compared to the control group
allows extrapolation into the general
population. Further research should be
performed before yoga is used as a defin-
itive means for improving balance in the
clinic.

Yoga’s Effect on Flexibility

The seventh and last research study,
by  Dhanaraj, was reviewed by
Funderburk." Flexibility was measured
in 51 male college students prior to the
initiation of training. The subjects were
randomly divided into a yoga group, a
5BX Program for Physical Fitness group,
and a control group. The yoga group
underwent 15 minutes of asanas and 2
minutes of pranayama in their training.
The 5BX training consisted of 11 minutes
for the 5BX assigned exercises and 4 min-
utes of additional exercises, which were
not described. The control group
received no exercise training and main-
tained their usual level of physical activi-
ty. After the 6 weeks of training, the study
concluded with flexibility measurements
using the Wells Sit-and-Reach Test. In this
test, the subject sits on the floor and
reaches forward slowly toward their toes.
A measuring stick is used to score the
test. The yoga group was also measured
again 6 weeks after the conclusion of the
study to determine the effects of detrain-
ing on flexibility.

The results indicate that both the yoga
and the 5BX groups showed an increase
in flexibility, with the yoga group achiev-
ing a higher magnitude of increase. The
results of the detraining period of the
yoga group illustrated a significant
decrease in flexibility from the previous
gains."”

Only a review of this research study
could be obtained, which was a weakness
because the review provided poor opera-
tional definitions, such as a description of
the 5BX sequence of exercises or the
additional exercises performed. The yoga
group performed both asanas and
pranayama in accordance with Hatha
Yoga; however, this makes it unclear
whether the results of this study are
specifically attributable to postures,
breathing, or both. This lack of specifici-
ty in describing the independent variable

is a consistent weakness in many yoga
research studies. Lastly, as was the case
for all of the previously reviewed
research reports, the subjects were
homogenously young. Further research
on an older population is merited.

The clinical implication of this study is
that yoga should be considered an option
for increasing the flexibility of clients.
Almost every client in the orthopaedic
clinical setting can benefit from
improved flexibility to achieve his or her
physical therapy goals.

YOGA WITH SPECIFIC POPULATIONS

As the above research has shown,
yoga has the potential to be integrated
into a variety of client rehabilitation
regimes. There are also a number of spe-
cific client diagnoses that have been indi-
vidually investigated and have demon-
strated improved function through yoga
practice. These diagnoses include carpal
tunnel syndrome, epilepsy, multiple scle-
rosis, asthma, chronic fatigue, diabetes,
cancer, and osteoarthritis.”” These client
populations should give the orthopaedic
physical therapist an idea of possible
client diagnoses that have the potential
to benefit from the integration of yoga
into their rehabilitation programs.

CONCLUSION

Collectively, these studies demon-
strate that yoga positively affects the
physiology of the body, thus encouraging
further research. The major collective
limitations of these studies include select-
ing a small and homogenous sample, lack
of specificity in describing the indepen-
dent and dependent variables, and using
nondescriptive measures. A longitudinal
analysis of a large, nonhomogenous pop-
ulation with improved operational defini-
tions is recommended for future investi-
gations to achieve more scientifically rig-
orous results, and enhance effective trans-
lation into physical therapy clinical prac-
tice.

More rigorous scientific applications
in future research will provide reliable
results to support external validity for
translation into clinical practice. The
studies presented in this paper, however,
should provide the orthopaedic physical
therapist with the initial foundation of
knowledge to begin to appropriately
determine which clients may benefit
from the integration of yoga into their
rehabilitation programs. It is the hope of
the author that the orthopaedic physical
therapist will become further educated
on yoga to achieve the most optimal out-
comes for every client through evidence-
based practice. Clinically,yoga may serve
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as an effective adjunct to more traditional therapeutic regimes. The
physical therapist has the responsibility to consider which clients
may benefit from yoga based on the accomplishment of desired
goals. The orthopaedic client diagnoses mentioned throughout this
paper are just a few of the numerous potential implications for
yoga in the therapeutic realm. Yoga allows clients to take an active
role in their rehabilitation and has exciting promise in the future of
physical therapy.
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INTRODUCTION

Low back pain (LBP) is a common
condition observed in both athletes and
non-athletes. It is second only to the com-
mon cold as a reason to visit a primary
care physician, and its direct medical
costs exceed $25 billion per year.!' An
estimated 80% of the population suffer at
least one episode of LBP in their lifetime,
and in as many as 50% of the cases, the
problem will recur within the following 3
years.” Those participating in sports
often have an even higher incidence,*"
and for dancers, the estimated prevalence
of LBP is approximately 12% of all
injuries.’ In more aggressive sports, the
incidence of LBP increases dramatically.®”
For example, LBP was found among 68%
of judo champions,® and in a prospective
study involving 7 national teams of
rhythmic gymnastics, the presence of
back pain complaints were documented
among 86% of the gymnasts.’

One form of dance that has increased
in popularity recently is a traditional form
of African-Brazilian martial art called
capoeira. Historically, capoeira was used
by enslaved Africans in Brazil as a weapon
of resistance against their oppressors in
the 1800s. It was outlawed by the
Brazilian Republic’s first constitution and
practiced in secret for more than
40 years."" Over the past 50 years,
capoeira has grown even more popular
in Brazil and in other nations. It was rec-
ognized as the national sport of Brazil and
has also been incorporated in many
social projects as an instrument of educa-
tion and socialization." In Brazil as part
of the culture, there is capoeira in ele-
mentary schools, universities, clubs, and
military academies."

Capoeira has developed into a ritual
activity and takes place in a circular area
called roda. Inside the circle, two
capoeiristas interact with each other per-
forming offensive and defensive move-
ments, sweepings, handstands, cart-

wheels, spinning kicks, flips, and sponta-
neous acrobatics. The music has an essen-
tial role in the ritual, as the rhythm of the
instruments dictates the pace and the
type of the game to be performed.
According to a capoeira scholar,' “the
objective of the game is for the
capoeirisia to use finesse, guile, and tech-
nique to maneuver one another into a
defenseless position, rendering them
open to a blow, kick, or sweep. Only one’s
hands, head, and feet are allowed to touch
the floor. Being swept and landing on
one’s bottom disqualifies a player. All
strikes, evasions, and counterstrikes are
woven together creatively as the game
progresses.”

_ 66

The objective of the game is
for the capoeiristato use finesse,
guile, and technique to maneu-
ver one another into a defense-
less position, rendering them
open to a blow, kick, or sweep.

»

Although there are no studies report-
ing the incidence of LBP or other injuries
among capoeira players, in 1996 the
Department of Sports Medicine of Sio
Paulo Capoeira’s Federation released a
report alerting the public to the risk of
injuries to the spine, knees, and wrists
during the practice of this sport.”
Therefore, since no prevalence data has
been collected in this area and with the
increasing popularity of the sport and the
risk of injury during its practice, the
development of research involving
capoeira practice is needed.

The purposes of this study were: (1)
to establish the prevalence of LBP among
capoeira players; (2) to correlate LBP
with gender, age, years of practice of the
sport, hours-training per week, utilization
of stretching exercises, and the practice
of physical activities other than capoeira,
and (3) based on biomechanical studies,
to demonstrate the risk of injury to the
low back by describing 5 common move-
ments in capoeira.
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METHODS
Subjects

Capoeira players residing in different
regions of Brazil and affiliated with the
Capoeira Gerais Association'® were
asked to participate in this study. The par-
ticipants were approached between
March and May 2000 at a National Annual
meeting of the Capoeira Gerais Assoc-
iation and at their training place. They
entered the study voluntarily after pro-
viding oral informed consent.

Data Collection

A survey containing 10 close-ended
questions and 1 open-ended question
was developed. See Appendix A. This
questionnaire content included the fol-
lowing topics: age; gender; presence and
location of LBP; form of treatment (if
any); type of capoeira practiced (fast
/slow); years of practice; number of hours
of training per week; utilization of
stretching exercises prior to the game;
and practice of a different kind of sport
activity. The open-ended question
requested that the capoeira players
relate their back pain with the practice of
capoeira.

Statistical Analysis

Descriptive statistics were used to
characterize the participants.The binomi-
al test was employed to determine
whether a significant proportion of par-
ticipants complained of LBP. The Kruskal-
Wallis test was used to determine the
existence of a significant relationship
between age and presence of LBP The
Fisher Exact test was used to determine
the relationship between the subjects
with or without LBP and the variables of
interest. The Cochran’s test was used to
determine whether significant differ-
ences existed between other variables.
Alpha was set at 0.05 for all analyses.

RESULTS

Ninety-seven capoeira players were
interviewed, 41 (42.3%) females and 56
(57.7%) males. Their mean age was 22.4
+5.3 years, ranging from 13 to 52 years.
The number of subjects who complained
of LBP [81 (83.5%)] was higher than the
number of patients without pain [16

Orthopaedic Practice Vol. 14,3:02



(16.5%)] (p<0.001), yet the mean age
between these 2 groups was not different
(p=0.165). See Table 1.

There was no significant difference
between those with LBP and those with-
out in terms of the practice of other
types of sports or utilization of stretching
exercises. However, there was a signifi-
cant difference between those with and
without LBP across gender. See Table 2.

For those with LBP Table 3 demon-
strates the location and occurrence of the
pain and whether treatment was
received. Ninety-two persons indicated
the lumbar area as the site of pain. Over
half reported pain during and following
their training and nearly 68% of those
with pain reported not receiving any
medical treatment.

DISCUSSION

The main objective of this study was
to provide a preliminary characterization
of the capoeira game and its association
with LBP.This form of martial art involves

a sophisticated use of the body and com-
plex sequences of movements. These
movements are often performed in pos-
tures that are biomechanically challeng-
ing for the spine. Saltzberg et al" studied
human postural adaptations when initial-
ly learning new movements. In their
study, the novices were taught a capoeira
kick because it was considered a move-
ment that involved both the upper and
lower body at a high level of balance and
coordination activity. They observed that
the novices gradually changed the initial
posture in order to facilitate both the pos-
tural adjustments and the accuracy of the
kick and that the movement of the arms,
trunk, and legs were used to dynamically
counterbalance one another.

The results of the current study
demonstrated that LBP is highly prevalent
among capoeira practitioners (83.5%).
This prevalence is similar to the one
observed among professional rhythmic
gymnasts.” Even though it was not the
objective of this study to establish a

Table 1. Characterization of the Subjects According to the Occurrence of Back Pain and Age

Back Descriptive measures
pain n p value* Variable Min | Max | Mean SD p value**
Yes 81 13.0 52.0 22.2 5.4
<0.001 Age 0.165
No 16 18.0 33.0 23.6 4.5
* Binomial Test, alpha set at 0.05.
** Kruskal-Wallis Test, alpha set at 0.05.
Table 2. Presence of Back Pain in Relation to the Variables of Interest
Variable Back pain P*
Gender Yes n(%) No n(%)
Male 41 (73.2) 15 (26.8) 0.001
Female 40 (97.6) 1(2.4)
Practice of a different kind of sports activity
Yes 53 (80.3) 13 (19.7) ns
No 28 (90.3) 3(9.7)
Utilization of stretching exercises
Yes 72 (83.7) 14 (16.3) ns
No 9 (81.8) 2(18.2)
* Fisher’s Exact Test, alpha set at 0.05.

Table 3. Frequency Table of Those with Back Pain for the Variables Location, Occurrence, and
Treatment

Frequency
Variable Outcome n (%) P value
Location of the back pain Cervical 8(9.9)
Thoracic 8 (9.9) <0.001**
Lumbar 75 (92.6)
lumbossacral 8 (9.9)
Occurrence of back pain At rest 21 (25.9)
During the training 43 (53.1) <0.001**
Up to 24hs after training 54 (66.7)
Treatment Yes 26 (32.1) 0.002
No 55 (67.9)
** Cochran Test, alpha set at 0.05.
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causal relationship between LBP and
capoeira, a closer analysis of the primary
5 movements may provide rationale for
the high prevalence of injury. Each move-
ment represents a different stress on the
spine, which may include spinal axial
rotation, hyperextension, rotation com-
bined with flexion, direct trauma or sus-
tained anterior trunk inclination.

The first movement learned in
capoeira is called ginga (Figure 1).1t is the
most common and is used as a transition
from one movement to another. During
the ginga, the trunk is sustained in a for-
ward bent posture while the limbs keep
alternating positions and weight bearing
from side to side.A flexion moment is cre-
ated at the spine by the action of gravity
on the trunk mass, and the back muscles
are required to perform an isometric con-
traction to sustain this position. A recent
study evaluated the correlation between
intramuscular pressure and tissue oxy-
genation of the paravertebral muscles in
response to isometric contractions.” The
authors found an initial decrease in the
oxygenation of the muscles at 30-40 mm
Hg pressure level, which corresponded to
20% of maximal voluntary contraction.
Another study that focused on multifidus
EMG activity determined that static flexion
of the lumbar spine is extremely imposing
on the function of viscoelastic tissues. It
can result in muscular spasms and require
long periods of rest before normal func-
tion can be re-established.”!

A second movement used in capoeira
is a kick that requires axial rotation of the
spine (Figure 2).This twisting movement
may lead to torsion forces through the
intervertebral discs or impaction of the
zygapophyseal joints. During this com-
plex combination of movements, the
impacted facets sustain both torsion and
lateral shear forces, and the capsule of the
opposite zygapophyseal joint can be
overstretched. Failure of any one of these
elements can occur if the rotary force is
sufficiently strong. Lesions that may
occur include tears or avulsions of the
capsule, fracture-avulsion of the capsule
or circumferential tears in the outer
annulus.”

The meia-lua de compasso (Figure 3)
is a complex movement that involves a
combination of anterior flexion, lateral
bending, and axial rotation. It is known
that the risk of injury to the disc is greater
if rotation is undertaken in flexion, since
flexion presiresses the annulus to a near
maximal extent, and the added rotation
can take the collagen fibers of the annu-
lus beyond their normal strain limit.*

Figure 4 depicts the movement called
macaco,which is characterized by hyper-
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Figure 1. Ginga
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Armada-1

Armada-3

Figure 2. Armada
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A

Meia Lua de Compasso-3

Meia Lua de Compasso-4

Figure 3. Meia Lua de Compasso
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extension of the spine. It is similar to the
flip-over movement used in gymnastics.
During this kind of maneuver the range
of extension is not only limited by liga-
mentous tension, but it ceases when
either the two inferior articular processes
at any level are forced against the laminae
of the vertebrae below or when the spin-
ous processes abut each other.* Mannor
and Lindenfeld,” in a study on spinal
process apophysitis in gymnasts, suggest-
ed that the occurrence of apophysitis of
the spinous process is due to hyperex-
tension impaction during landing or trac-
tion from violent and repetitive maneu-
vers during the gymnasts’ growth spurt.

A direct trauma is illustrated in Figure
5. This may result in fractures or other
macro-traumas. In this movement called
rasteira, one player is “swept” by the
other, leading to a fall on the buttocks.
Manning and Shannon,” in a study on
slipping accidents, indicated that the lum-
bosacral region was by far the most com-
mon part of the body injured.

The etiology of the LBP of the partici-
pants in this study cannot be determined
since no physical examination or diag-
nostic imaging was completed. However,
the data collected and the dynamics of
the movements performed support sug-
gestions alluding to the possible causes of
LBP. Sward et al' in their study with
Swedish top athletes, examined anthro-
pometrics characteristics, passive hip
flexion, and spinal mobility and its rela-
tion to LBP in 116 athletes representing 4
different sports (wrestling, gymnastics,
soccer, and tennis). They found that a
small sacral inclination correlated signifi-
cantly with LBP. According to DeMann,’
sacroiliac (SD dysfunction is one of the
most common causes of LBP among
dancers. He stated that the etiology of SI
dysfunction in dancers is related to both
the biomechanics of the SI joint and the
physiological demands placed on the
joint from the dynamics of dance. Studies
that focus on spondylolysis as a cause of
LBP in athletes often relate it to sports
that involve repeated extension and over-
loading of the posterior elements of the
lumbar spine, such as gymnastics, weight
lifting, and wrestling.**" In these cases,
the injury mechanism would be a fatigue
failure of the overloaded neural arches
caused by repetitive flexion and hyperex-
tension movements.* The high impact
and load that the movements of capoeira
impose on the low back may, over years
of practice, cause degenerative alter-
ations to the spine components.
However, as our sample includes only
young people, these alterations may not
be found.

Orthopaedic Practice Vol. 14;3:02



Different studies have suggested that
back problems appear to result not only
from single episodes of macrotrauma, but
also from repeated microtraumas caused
by specific impact loads."® Repetitive
movements can fatigue the supporting
structures of the lumbar spine and over-
whelm the viscoelastic protective mecha-
nism of the intervertebral discs and liga-
ments." The capoeira movements are
performed in a very high frequency in
order to obtain the adequate motor con-
trol and agility required in the game,
exposing the spine to repetitive stress.

We expected that the practice of
other physical activities and the utiliza-
tion of stretching exercises were vari-
ables that could either influence the
results by selecting subjects in better
physical condition, or expose them to
additional risks of injury. However, a cor-
relation between these additional activi-
ties and LBP was not found in the current
study. In spite of this, we believe that a
more precise description of the way
these activities are performed might
bring information for further discussion.

One interesting finding in our study
was that more females complained about
LBP than males. In a 3-year longitudinal
study correlating lumbar mobility and
LBP during adolescence, the authors
found that the predictors for LBP were
different between boys and girls.** Among
girls, decreased range of motion in the
lower lumbar segments, decreased maxi-
mal lumbar extension, and increased body
weight at baseline were predictors of LBP.
Conversely, for boys the predictors were
participation in sports and decreased
maximal lumbar flexion at the baseline.
Since no impairment measures were
taken in the current study, we cannot
establish  this kind of relationship.
Although males and females often per-
form the same movements in capoeira,
women tend to have less muscular
strength than men and this fact might
explain the higher incidence of LBP in the
female group. Participants’ comments sug-
gest that the major cause of the LBP in the
population studied was due to muscle
fatigue, spasms, or sprain. First, when the
subjects were asked to explain why they
had assumed that their pain resulted from
practicing capoeira, 36 individuals related
their pain to the ginga movement
(Figure1), the one which requires isomet-
ric contraction of the paravertebral mus-
cles and is also the most frequently used.
Second, a significant number of subjects
reported that their pain occurred during
the training and/or up to 24 hours after
the training, which may be a result of mus-
cle fatigue. Finally, we found that 67.9% of
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Macaco-4

Figure 4. Macaco
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Figure 5. Rasteira
the subjects who complained of LBP did CONCLUSION

not seek any kind of treatment. This last
information suggests that the pain was
minimal or so transient that the subjects
did not need to seek medical care.
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Low back pain is a common problem
among capoeira players. The complex
movement dynamics of capoeira might
contribute to these injuries. A higher



prevalence of LBP occurred among the
female group. This study indicated that
LBP among capoeira players might be
associated with muscle overload; howev-
er, future research is necessary to estab-
lish this assumption. Physical examina-
tion, a more precise analysis of the move-
ments, inclusion of diagnostic imaging,
and the development of a preventive pro-
gram are possible future research topics.
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Appendix A. QUESTIONNAIRE

CODE:
DATE OF BIRTH: GENDER: M( ) F(C)

HOW LONG HAVE YOU BEEN PRACTICING CAPOEIRA?
1 YEAR OR LESS

BETWEEN 1 AND 3 YEARS

BETWEEN 3 AND 6 YEARS

BETWEEN 6 AND 9 YEARS

MORE THAN 9 YEARS

AN AN -
'
NN N NS

HOW MANY HOURS PER WEEK DO YOU PRACTICE CAPOEIRA?
2 HOURS OR LESS

BETWEEN 2 AND 4 HOURS

BETWEEN 4 AND 6 HOURS

BETWEEN 6 AND 8 HOURS

MORE THAN 8 HOURS

AAAAA N
'

- THE STYLE OF CAPOEIRA YOU PRACTICE IS:
CAPOEIRA REGIONAL

CAPOEIRA ANGOLA

BOTH

~NA A
NN

4- DOYOU PRACTICE ANY OTHER KIND OF SPORTS ACTIVITY BESIDES CAPOEIRA?
( ) YES - PLEASE SPECIFY
() NO

5- DOYOU UTILIZE STRETCHING EXERCISES AT LEAST TWICE A WEEK?

() YES

() NO

6- HAVE YOU EVER COMPLAINED OF BACK PAIN RELATED TO THE PRACTICE OF CAPOEIRA?
() YES

() NO

7-  IFYOU ANSWERED “YES”TO THE PREVIOUS QUESTION, PLEASE MARK THE LOCATION OF THE PAIN IN YOUR BACK:
( ) CERVICAL

( ) THORACIC

( ) LUMBAR

( ) LUMBOSSACRAL TRANSITION

8- WHEN DID THE PAIN OCCUR?

( ) AT REST

( ) DURING THE TRAINING

( ) UPTO 24Hs AFTER TRAINING

9- DIDYOU RECEIVEANY KIND OF TREATMENT FOR YOUR BACK PAIN?

( ) YES

() NO

10- IF YOU ANSWERED “YES”TO THE PREVIOUS QUESTION, PLEASE SPECIFY THE TREATMENT:
( ) MEDICAL

( ) PHYSICALTHERAPY

( ) OTHER

11- WHAT MAKES YOU BELIEVE THAT YOUR BACK PAIN IS DIRECTLY RELATED TO THE PRACTICE OF CAPOEIRA?
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Letter to the Editor

I would like to respond to the article,
“Spinal  Manipulation and Patient
Informed Consent in Orthopedic
Physical Therapy” by Ron Scott, JD, LLM,
MSBA, MSPT, OCS in Orthopaedic
Physical Therapy Practice,Vol. 13, No.4.
In the article Mr. Scott suggested that
physical therapists should always docu-
ment that they have gotten informed con-
sent from a patient before performing
spinal manipulation. He even suggested
having patients take and sign a multiple-
choice quiz to demonstrate that they had
been duly informed.

During the past year I reviewed the
issue in response to concerns about
required informed consent that were
raised by members of the Arizona
Physical Therapy Association and by sev-
eral hospital risk managers and their
attorneys. As an APTA Chapter President,
and as a physical therapist often called
upon as an expert witness in malpractice
cases, I felt I had to explore this further.
Recognizing that legal opinions are only
that, opinions, that they often vary from
one legal expert to another, and that they
carry no weight until tested in a court of
law and upheld on appeal, I consulted
several lawyers who are involved in mal-
practice litigation. In addition I looked at
other interventions in health care that do
and do not require informed consent and
compared them with physical therapy
interventions. I also reviewed some stan-
dard informed consent documents.

Three years ago, the State of Arizona
adopted rules that included a call for
informed consent that was quite similar
to the description of informed consent
then found in many APTA documents.
That rule read:

C. A physical therapist shall obtain a
patient’s informed consent before treat-
ment. The consent shall be in writing or
documented in the patient chart and
include:

i

. The nature of the proposed interven-
ton,

Material risk of harm or complication,
A reasonable alternative to the pro-
posed intervention, and

. The goal of treatment.

Physical therapists, risk managers, and
attorneys questioned whether the whole
concept of informed consent, as used in
medicine, really applied to the practice of
physical therapy. They thought that the
policy on informed consent was unrea-
sonable and impractical. They suggested

W

N

that perhaps we had artificially created a
standard where no standard in practice
existed or needed to exist. Essentially
they were saying that it was quite possi-
ble that the term “informed consent”
and its intent did not apply to the inter-
ventions we use in physical therapy.

Following my review, I came to the
conclusion that those who were ques-
tioning the concept of informed consent
for physical therapy were probably cor-
rect. We were creating an artificial stan-
dard. Informed consent is probably not
required for physical therapy interven-
tions.

The concept of “informed consent”
is that patients, lay people, who are about
to get healthcare should be made aware
of any substantial risks they are facing and
that based on a knowledge of those risks
should be able to either consent to or
refuse care. There is certainly other infor-
mation, besides risk, the patient should be
aware of, such as the diagnosis, prognosis,
and the purpose of the intervention. All
of those are secondary to the general con-
cept of patients being allowed to make
sure that if they are putting themselves in
harm’s way, they know about it and have
a right to knowledgeably refuse to do so
or to knowledgeably accept the risk and
participate in care.

In physical therapy, there is nothing
that we do that presents a substantial risk
of material harm or complication. I sus-
pect the terminology “material risk,” and
for that matter “informed consent,” is bor-
rowed from medicine where many pro-
cedures do have a significant risk factor
that a patient should be made aware.
Doctors though, only inform patients, and
document that act of informing, for risks
that are likely to materialize about 1 in
100,000 (1:100,000) times or less. They
don’t often warn patients of complica-
tions that are less likely to happen.

For example a doctor would not warn
a patient about the risk of infection from
a routine injection and would not chart
that the patient was advised that an infec-
tion could occur. The risk is too low even
though the consequences can be quite
high if the risk is realized. The patient
consents to the procedure merely by
allowing the doctor to do it.

Likewise, a dentist does not list for the
patient all of the possible complications
of filling a cavity nor seek or document
informed consent to do it. The patient
being willing constitutes consent.
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On the other hand, the doctor does
warn the patient of any significant side
effects, such as anaphylactic shock, from
a particular injected medication because
that happens more frequently than infec-
tion. The doctor gets and documents
informed consent for that risk. The den-
tist uses anesthesia only after getting
informed consent because the relatively
high incidence of adverse effect. The neg-
ative consequences of all the interven-
tions can be equally devastating but it is
the likelihood of occurrence that dictates
the need for documented informed con-
sent for one of the procedures but not
the other.

Historically in physical therapy, the
highest risk intervention we have is
putting a patient on hotpacks. The sec-
ond most dangerous thing we do is walk-
ing a patient. Neither of these interven-
tions has an injury per occurrence ratio
as low as the medical and dental proce-
dures that don’t require informed con-
sent. The chance of a patient getting
burned is less than one in one hundred
thousand to less than one in one million
(1:100,000/1,000,000). The chance of a
patient falling and being injured during
gait training is even less than that.

When we put patients on hotpacks we
tell them why we are doing it and what to
expect. We advise them that they should
not let the hotpack get too hot because it
could burn them, and to ring to let us
know if they are having some discomfort
so that they can be repositioned. In doing
so we are certainly informing the patient
of what they have to do to participate in
their care and maximize the benefit of
physical therapy but we are not saying,
“You could get burned by the hotpack.
Are you sure you want to be put on the
hotpack?” We certainly are not expected
to document those instructions to the
patient. That is just routine standard care.
The competent patient allowing the use
of the hotpack is giving consent.

With gait training we do not say to the
patient,“If we take you for a walk, there is
always a chance that you could fall and
break your hip. Are you sure you want us
to take you for a walk?”The patient’s will-
ing participation in the intervention is
consent enough even without being
informed of the remote risk. No docu-
mentation of consent is expected or
required.

Manipulative procedures in physical
therapy do not present a high enough
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incidence of risk materializing for us to
obtain informed consent with documen-
tation. Studies show that complications
from manipulation, even high velocity
thrust techniques to the upper cervical
spine, occur well less than one in one mil-
lion (1:1,000,000) times and such low
risk does not warrant getting and docu-
menting informed consent. Certainly we
should explain to the patient what we are
about to do and tell the patient what he
or she has to do to cooperate with the
treatment. Manipulating a patient, or
doing any other intervention, without
telling the patient what you are going to
do first could be considered an assault.
We have to inform the patient about
what we are doing but there is no need to
say to the patient, “There is a possibility
that you could be paralyzed by this pro-
cedure. Is it all right for me to proceed?
If so please sign on the dotted line.”
Another area of concern is the
requirement to advise the patient of “rea-
sonable alternatives” to the proposed
intervention. The need to know about
reasonable alternatives to surgery, where
the incidence of irreversible harm is sig-
nificantly higher, has a different connota-
tion than the need to know about alter-
natives to physical therapy? Are we to tell
patients that they might want to consider
seeing a chiropractor, or an athletic train-
er or a massage therapist or going to a
health club instead of physical therapy?
Those could certainly be considered rea-
sonable alternatives if we must search for
some, but given the low risk of the phys-
ical therapy intervention there really is
no legal need to offer such alternatives.
We would all agree that it is good
physical therapy practice to inform the
patient of our findings following the tak-
ing of a history and performing a physical
examination; to advise the patient of the
purpose of the plan of care;and to advise
the patient of what their role in the entire
process must be so that they can maxi-
mize the benefits of physical therapy.

Our patients should be informed and
educated by us. This act of informing is
however not necessarily tied in with the
concept of informed consent.

The problem we are facing is com-
pounded by the requirement of some
type of documentation about informed
consent such as Mr. Scott suggests. It
should be routine practice to inform the
patient about all of the things we dis-
cussed above, absent the “material risk”
and “alternative treatments.” Given that it
is standard practice, it would be redun-
dant to have to document each time you
see patients that you have informed them
of your findings and the plan of care.
Even more problematic would be having
to document the same conversation each
time the plan of care is changed or a new
intervention, exercise, or type of ambula-
tion or manipulation is added.

A number of hospital risk manage-
ment departments looked over the termi-
nology in question and looked at recom-
mendations similar to Mr. Scott’s and
expressed grave concern that we were
un-necessarily placing the departments
and the physical therapists at risk based
on this wording. They were going to have
to create cumbersome documents that
would have little value other than to
enable them to jump through the legal
hoops that had been created with the
“informed consent” language and recom-
mendations.There would be no increased
benefit or protection for the patients.

Suggesting that obtaining documented
“informed consent” is a standard of prac-
tice in physical therapy places an undue
burden on physical therapists involved in
malpractice litigation. I have seen plain-
tiffs’ attorneys attempt to demonstrate
that a physical therapist acted below the
standard because there was no signed or
documented informed consent in the
chart even when the information given
for consideration to consent would not
have included information about the actu-
al cause of damage in the case.

In one such case the patient died as a
result of a pulmonary embolus thrown
from the leg following tibial fracture. It
did not occur during rehab.The physical
therapist was not at fault. His care was
appropriate. He was named in the suit
along with every other caregiver. At that
time, the APTA Guide for Professional
Conduct did say that informed consent
should be gotten and documented. Had
the physical therapist gone through the
motions of getting some type of informed
consent it is unlikely he would have
included the risk of thrown embolism in
his statement of information to the
patient. The plaintiff’s attorney tried to
cast the physical therapist as a bad physi-
cal therapist because informed consent
was not documented. The attorney was
just looking for anything he could find to
hang the physical therapist. The case was
dismissed despite the lack of informed
consent. In this case, and in others I have
seen, informed consent would not have
been an issue at all if it were not men-
tioned in APTA documents as they read at
the time. (The latest edition of the APTA
Guide for Professional Conduct no longer
suggests documented informed consent.
Figure 1.)

Even Mr. Scott points out in his article
that in the one case he was aware
of, (Spence v. Tadaro) where lack of
informed consent by a physical therapist
was in question, the courts ruled that
there was no duty for a physical therapist
to obtain informed consent.

I discussed the issue with a retired
superior court judge who had presided
over malpractice cases and who does
arbitration procedures. He felt that we
had in fact created a standard where no
standard in practice existed and as such
placed ourselves at unnecessary risk. He
made several suggestions for us.

He said we should first try to define
“material risk” as it applies to physical
therapy and give specific examples. He
suspected that we would find no such

prognosis.

Principle 2.4 Patient Autonomy and Consent
A. A physical therapist shall not restrict patients’ freedom to select their provider of physical therapy.
B. A physical therapist shall communicate to the patient/client the findings of his/her examination, evaluation, diagnosis, and

C. A physical therapist shall collaborate with the patient/client to establish the goals of treatment and the plan of care.

D. A physical therapist shall inform the patient/client of the benefits, costs, and substantial risks (if any) of the recommended
intervention and treatment alternatives.

E. A physical therapist shall respect the patient’s/client’s right to make decisions regarding the recommended plan of care,
including consent, modification, or refusal.

Issued by Ethics and Judicial Committee

American Physical Therapy Association

October 1981
Last Amended January 2001

Figure 1. APTA Guide for Professional Conduct
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risks that rose to the level of requiring
classical informed consent but that we
should try anyway. He said we should
give specific examples rather than be
vague. He was correct. There are no such
risks.

When I reviewed with him some of
the informed consent documents that
people told me they were using he
advised me that they were “consent
forms” but that they did not constitute
“informed consent.”

Many physical therapists may be
under the mistaken impression that they
are getting informed consent when
they are not. This may subject them to
increased exposure rather than de-
creased exposure in the event of a mal-
practice suit.

A physical therapist contacted me to
let me know that she had no problem
with getting informed consent in accor-
dance with the old APTA policy. I asked
her to let me know what ‘material risks’
she informed her patients about and to
send me a copy of the documentation
she used. She sent me the following:

“(I'm) not quite sure what your ask-

ing when you state “material risks”

however, below is the consent that
we have each patient sign.”

“I understand that I have been
referred for physical therapy to XYZ
Physical Therapy. XYZPT has
described for me my individual
treatment plan of care. I understand
that I have the right to ask and have
any questions answered prior to
receiving any treatment including
any risks or alternatives to the treat-
ment plan that has been prescribed

to me. By signing this agreement, I

consent to have XYZPT provide

treatment and care as prescribed by
my physician and/or recommended

by my therapist.”

As you can see this well-meaning ther-
apist did not know what constituted
material risk and was in fact getting a
document signed by the patient that, if
anything, said I am giving uninformed
consent. Can you imagine what a plain-
tiff’s attorney would do with this? “Ms.
PT,do you mean to tell this court that you
were aware of certain risks but were only
going to tell the patient about them if he
asked? How was the patient even sup-
posed to know to ask? You are below the
standard.”

It is helpful to put this in perspective if
we look at an example of what doctors
and hospitals do with informed consent
versus giving information and having a
patient consent to treatment. Lets look at
two documents given out by hospitals and

doctors for an invasive procedure, a
colonoscopy. The first is an informed con-
sent form (Figure 2). The second is a dis-
charge instruction sheet that is given to
the patient after the procedure (Figure 3).

In reviewing the forms you will see
that the informed consent form only lists
those risks that are likely to happen often
(1:1000 times and 2:1000 times). For
those there is a clear need for informed
consent.

The discharge instructions list many
more things that the patient might
encounter, all of which are far more like-
ly to occur than risks a patient would
encounter from any physical therapy
intervention. The physician and hospital
inform the patient about all of these after
the procedure. There is need for infor-
mation to go to the patient but not need
for informed consent.

Certainly, a physical therapist has to
respect a patient’s rights but informed
consent, as used in medicine and den-
tistry and as recommended by Mr. Scott,
is probably not necessary. The physical
therapist should advise patients about
the findings of the examination, the diag-
nosis and prognosis if any, the goals of
treatment and plan of care and what the
patient has to do to maximize the bene-
fits of physical therapy by being an active
participant in the care.The physical ther-
apist should always remember that a
patient has the right to refuse any or all of
the care outlined.

In other words, good practice does
demand that the patient be “informed”
and that the patient does have the right
to “consent” to or refuse treatment.
Putting the two words together puts
them out of context. The “informed” and
“consent” in this context are not the same
as, and do not constitute, “informed con-
sent” as it applies to truly high-risk proce-
dures.

The danger in this misguided call for
getting and documenting informed con-
sent is that it increases the exposure to
risk for physical therapists in the unlikely
event that a patient is injured during a
physical therapy procedure, whether it is
from a hot pack, a fall, or manipulation. A
statement in the patient’s chart, signed or
unsigned, would probably not be helpful
in a malpractice case. Unless the state-
ment specifically listed the exact possi-
bility that caused the harm and the exact
injury that resulted, a patient could easily
claim that he or she was not informed.
Given the nature of the few malpractice
suits in physical therapy it is unlikely that
the exact risk would be listed. To make
matters worse, the patient could then
state that had he or she known of the
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possibility of that particular unlisted bad
outcome he or she would have refused to
undergo the intervention. The documen-
tation could backfire and hurt the case.

We should also remember that even
informed consent does not free the prac-
titioner of liability in the case of true mal-
practice. Informed consent only protects
the practitioner in the event that a bad
outcome, that is known to occasionally
be the result of a given procedure, occurs
in spite of the procedure being per-
formed in accordance with acceptable
standards of practice.

If a physical therapist were to apply
an intervention like hot packs to an
insensate area and the patient were to be
burned, the physical therapist would be
liable for malpractice even if informed
consent was given and documented. A
physical therapist who injured a patient
by misapplying a manipulative procedure
for whatever reason would be held liable
whether informed consent was gotten or
not. There is no excuse for malpractice
and informed consent doesn’t mitigate
the damage.

On the other hand if a physical thera-
pist could prove that all reasonable pre-
cautions were taken and that the manip-
ulative procedure was applied properly
and performed as well as it would have
been by any other skilled, qualified phys-
ical therapist, but the patient had an
adverse outcome anyway, the physical
therapist would have a relatively good
defense. Bad outcome does not neces-
sarily constitute malpractice. This is not
to say that the physical therapist would
not get sued nor that the physical thera-
pist would definitely win the case.
Anything can happen in a court of law.
The point is that informed consent
wouldn’t and shouldn’t make any differ-
ence.

Now that the APTA Ethics and Judicial
Committee has modified its position on
informed consent and since the vast
majority of practicing physical therapists,
including orthopaedic manual physical
therapists, do not go through the formal
process of obtaining informed consent
there is, in fact, no Standard of Practice
calling for physical therapists to get
informed consent prior to performing
any procedure, including manipulation of
the spine. Suggesting that physical thera-
pists should do so might be placing us
more at risk than need be. It raises a
question where no question needs to be
raised and that may well lead to wrong
answers.

Sincerel)y,
Philip Paul Tygiel, PT, MTC
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CARONDELET HEALTH CARE GASTROENTEROLOGY LABORATORY

AGREEMENT AND CONSENT FOR: Colonoscopy with Biopsy
Colonoscopy with Polypectomy

DO YOU HAVE ANY DRUG ALLERGIES? Yes No
If yes, what are they?

Colonoscopy is a procedure in which a flexible optical instrument is passed through the anus into the large
intestine or colon.This procedure provides important information about diseases that affect the colon.

To be performed by Dr.

In experienced hands, colonoscopy has proved to be a safe and low risk procedure.The majority of patients
who undergo colonoscopy have no complications whatsoever, however, since there are certain potential
risks inherent in colonoscopy, these risks must be fully explained to you so that you will be able to give
your informed consent and allow it to be performed.

1. The most common complication of colonoscopy is the accidental perforation of the examining
instrument through the bowel wall. This rare complication may require emergency surgery to repair.

2. Bleeding may occur from passage of the instrument over portions of the bowel wall or from biopsies
taken from the bowel wall. This bleeding is usually minor and requires no treatment, but in rare cases
may be serious enough to require blood transfusion or surgery for control.

3. In the removal of a polyp via the colonoscope, perforation of the bowel or bleeding at the site of cau-
terization may occur and may require surgery for correction.

4. To facilitate passage of the instrument through the large bowel, medications are given intravenously.
These medications may, in rare instances, cause mild to serious reactions. These may include changes
in heart rate, blood pressure or respiration. Allergic reactions may occur, local inflammation of the
vein at the site of injection may occur.

All of the complications mentioned above are very rare. The occurrence rate of any one complication in
colonoscopy is approximately 1 in 1000, in polypectomy, 2 in 1000. Necessary equipment is maintained
close at hand to properly manage any complications that may arise.

I consent to the performance of procedures in addition to those now contemplated arising from presently
unforeseen conditions which the above named doctor or his associates or assistants may consider neces-
sary in the course of the procedure. My signature at the bottom of this form indicates that I completely
understand the reason for performing the procedure;that I am aware of and understand the potential risks
involved; and all questions relating to the procedure have been answered to my satisfaction.

SIGNATURE WITNESS DATE

0069204 (R 6/92)

Figure 2.
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ENDOSCOPY DISCHARGE INSTRUCTIONS

THE DIAGNOSTIC EXAMINATION/TREATMENT YOU HAVE JUST COMPLETED IS CALLED
THE PHYSICIAN WHO PERFORMED THE PROCEDURE IS Phone

PLEASE CONTACT THIS DOCTOR OR YOUR FAMILY PHYSICIAN IF YOUR CONDITION IS GETTING WORSE, OR IF IT IS NOT
IMPROVING, OR IF UNEXPECTED PROBLEMS DEVELOP, OR IF YOU HAVE ANY QUESTIONS.

ACTIVITY: __ DO NOT DRIVE ANY MOTOR VEHICLES OR OPERATE ANY MACHINERY FOR AT LEAST 24 HOURS.
__YOU MAY EXPERIENCE SOME DIZZINESS OR BALANCE PROBLEMS TODAY, RESUME YOUR NORMAL ACTTV-
ITIES AT/ON: ;

DIET: __YOU MAY BEGIN A LIGHT DIET AND PROGRESS TO YOUR NORMAL DIET UNLESS OTHERWISE STATED
HERE:

MEDICATIONS: __CONTINUE SAME MEDICATION SCHEDULE AS BEFORE UNLESS OTHERWISE STATED

HERE

__DO NOT USE ANY ASPIRIN OR OTHER NONSTEROIDAL ANTI-INFLAMMATORY CONTAINING MEDICA-
TIONS (I.E. IBUPROFEN,NAPROSYN) FOR___DAYS.

CALL PHYSICIANS OFFICETO:
__OBTAIN RESULTS OF PROCEDURE/BIOPSIES: CALL ON
__MAKE FOLLOW UP APPOINTMENT FOR DAYS/WEEKS
_ REPORT ANY SIGNS OF:
INCREASING PAIN, NAUSEA, VOMITING NEW ABDOMINAL DISTENTION (SWELLING) FEVER (CHILLS)

FOLLOW THE SPECIAL PRECAUTIONS CHECKED BELOW:

__YOU HAVE RECEIVED MEDICATION TO NUMB YOUR THROAT WHICH COULD INTERFERE WITH YOUR ABIL-
ITY TO SWALLOW, LIQUIDS SHOULD BE AVOIDED UNTIL YOUR THROAT IS NO LONGER NUMB.

__YOU MAY GARGLE WITH WARM SALT WATER OR USE THROAT LOZENGES FOR A SORE THROAT.

__DO NOT BE ALARMED IF YOU COUGH UP SMALL AMOUNTS OF BLOOD. HOWEVER, IF LARGE AMOUNTS
OF BRIGHT RED BLOOD ARE PRODUCED, OR IFYOU EXPERIENCE SUDDEN SHORTNESS OF BREATH AND/OR
CHEST PAIN CONTACT THE PHYSICIAN.

__THE VEIN INTO WHICH THE MEDICATION HAS BEEN INJECTED MAY BECOME REDDENED AND/OR SORE.
[F THIS OCCURS USE ICE FOR THE FIRST 24 HOURS AND THEN APPLY WARM, MOIST PACKS (WASH CLOTHS)
FOUR TIMES A DAY FOR 2-3 DAYS. IF THE PROBLEM PERSISTS, CONTACT YOUR PHYSICIAN.

__A FEELING OF FULLNESS OR CRAMPING FROM AIR REMAINING IN THE BOWEL IS NORMAL. MILD ACTIVI-
TY WILL HELP YOU EXPEL THE AIR. SEVERE PAIN IS NOT USUALLY SEEN, BUT IF IT OCCURS, CONTACT YOUR
PHYSICIAN.

__IFYOU NOTICE BLOODY OR BLACK STOOLS, OR IF YOU HAVE PERSISTENT PAIN, CONTACT YOUR PHYSI-
CIAN.

__REFERTO THE POST POLYPECTOMY INFORMATION SHEET.
__AVOID STRAINING WHEN HAVING A BOWEL MOVEMENT.
ADDITIONAL INSTRUCTIONS

INSTRUCTIONS RECEIVED AND UNDERSTOOD BY PATIENT OR RESPONSIBLE PERSON.

Patient or responsible person date staff signature/MD

Figure 2.
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Book Reviews
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Coordinated by Michael J. Wooden, PT, MS, OCS

Brinckmann P, Frobin W, Leivseth G.
Musculoskeletal Biomechanics. New York,
NY:Thieme; 2002, 243 pp, illus.

The aim of Musculoskeletal Biomech-
anics is to present accurately the lines of
thought and procedures in orthopedic bio-
mechanics, as well as the current state of
knowledge of the mechanical effects on the
human locomotor system. The intended
audience for this book is primarily ortho-
pedic surgeons and physical therapists.

Chapters 1 through 7 describe the fun-
damental aspects of biomechanics, includ-
ing basic concepts from physics and
mechanics, vector algebra, and material
properties of solid materials. These chap-
ters provide an excellent foundation for
understanding the remaining chapters of
the book.

Chapters 9 through 15 describe the
mechanical aspects of the hip, knee, lumbar
spine, and shoulder, as well as the mechani-
cal properties of skeletal muscle, bone, and
skin. The biomechanical principles pre-
sented in these chapters are comprehen-
sive and clinically relevant. For example,
the chapter written on the mechanical
aspects of the lumbar spine includes many
clinically relevant sections, including move-
ment and loading of the lumbar spine
through 2- and 3-dimensional models, the
role of intra-abdominal pressure, recom-
mendations for carrying and lifting,
mechanical properties of the intervertebral
discs, and the sequence of events that may
lead to low back pain and disability.

Two rather comprehensive appendixes
comprise the remainder of this book.
Appendix A, which would be particularly
useful for the practicing physical therapist,
contains sections describing loading of the
lumbar spine in sitting and standing, prima-
ry mechanical causes of lumbar disc injury,
and the influence of physical activity on
bone density. Appendix B primarily deals
with the mathematical description of trans-
lation and rotation in a plane and in 3-
dimensional space.

This book, which combines sound theo-
ry with applied biomechanical principles, is
very well written and clinically applicable.
Figures and tables are effectively used to
complement the text. Up-to-date scientific
references cited by the authors are includ-
ed at the end of each chapter. This book is
highly recommended for physical thera-
pists that practice in an orthopedic setting
and for courses in entry-level and postpro-
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fessional physical therapy programs that
discuss orthopedic biomechanics.

Michael D. Ross, PT, DHS, OCS
[J \"
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Robbins L (ed). Clinical Care in the
Rheumatic Diseases, 2nd ed. Atlanta, Ga:
American College of Rheumatology; 2001,
302 pp.

The second edition of Clinical Care in
the Rbeumatic Diseases is a valuable,
updated resource for health professionals,
rheumatologists, and primary care
providers, developed by an impressive
health care panel each of whom is a leader
in his or her clinical discipline. As a com-
prehensive text encompassing the latest
advancements in interdisciplinary manage-
ment of rheumatic diseases, this edition is
well organized and concise, including new
information from innovations in treatment,
to genetic coding, to new understanding of
patient disease coping mechanisms. The
text is an up-to-date educational resource
for any health professional involved in diag-
nosing and treating patients with a wide
variety of rheumatic conditions.

Compiling and publishing this soft
cover resource text was a collaborative pro-
ject between the Association of Rheumatol-
ogy Professionals and the American College
of Rheumatology, combining the efforts of
over 60 authors from varied clinical disci-
plines and some 52 editorial contributors.
The text has 44 chapters with 6 distinct
sections including clinical foundations,
diagnosis and assessment, common rheu-
matic diseases, clinical interventions, prob-
lem-focused management, and clinician
resources. The second edition augments a
very successful first edition by integrating
new knowledge with the standard base of
data in this dynamic field of health care.
This text is unique in that it transcends the
medical model and delves into the biologi-
cal and psychosocial aspects that deter-
mine both the course and outcome of
rheumatic conditions. If widely used as an
educational tool, this resource can only
serve to improve the quality of care for
more than 42 million individuals affected
by rheumatic diseases.

The discussion on clinical foundations is
a helpful review of basic information about
the musculoskeletal system, the epidemiol-
ogy of rheumatic diseases, basic immunolo-
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gy, inflammatory conditions, societal
impact, and genetics. The following section
on diagnosis and assessment promotes an
interdisciplinary approach to diagnosis that
enhances patient care by attention not only
to history, diagnostic testing, and objective
physical findings, but also to the patient’s
view of his or her condition. The section on
common rheumatic conditions clearly out-
lines disease-specific, multidisciplinary
approaches to care with chapters on osteo-
porosis, fibromyalgia, and polymyalgia
rheumatica added to the spectrum of dis-
eases discussed. Clinical interventions and
problem-focused management have been
expanded and updated from the first edi-
tion. New chapters discussing shoulder dis-
orders, low back and neck pain advocate
adjunctive care be delivered in concert
with aggressive and well-monitored phar-
macological interventions.

Rheumatic and musculoskeletal condi-
tions are the most pervasive disorders that
health care professionals deal with in the
United States medical market today. Clinical
Care in the Rbeumatic Diseases is a must
have resource in every clinician’s library to
enhance both knowledge base and skill sets
vital to treating these conditions more effec-
tively and improving quality of life.

Roberta L. Kayser, PT
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Edelstein JE, Bruckner J. Orthotics: A
Comprebensive Clinical Approach. Thoro-
fare, NJ: Slack Publishers; 2002, 178 pp.

Orthotics: A Comprebensive Clinical
Approach, presents orthotic management
from evaluative, prescriptive, biomechani-
cal, and psychosocial perspectives.This text
includes orthotics from the foot to cervical
spine, across all age groups. Its intended
audience is physical and occupational ther-
apists, physicians, orthotists, pedorthists,
and rehabilitation nurses. Practicing clini-
cians and students within these professions
will find this text useful in their daily prac-
tice or studies.

The book is organized into 10 chapters.
The introductory chapter describes the
personnel involved in orthotic manage-
ment, their educational background, and
their role in the prescription, design, and
implementation of orthoses. The authors
emphasize the clinic team approach to
patient orthotic management. Anatomically



based terminology, biomechanical princi-
ples involved in orthotic design, and con-
struction methods are presented, including
a detailed section on materials.

Chapters 2 through 6 cover orthoses for
the management of foot, ankle-foot, knee-
ankle-foot, hip disorders, and paraplegia.
Highlights of these chapters include an
informative section on the anatomy of a
shoe and the selection of shoe wear in
chapter 2. The section on hip disorders
includes pediatric bracing for diagnoses
such as Legg-Calvé-Perthes, congenital hip
dysplasia, and cerebral palsy.The sixth chap-
ter discusses evaluation procedures for
lower limb orthoses including both static
and dynamic evaluations, shoe and orthoses
inspection, and a convenient checklist for
gait observation.

Chapters 7 through 9 are devoted to
trunk and cervical orthoses, upper extremi-
ty,and burn and soft tissue disorders. Trunk
and cervical orthoses include various
sacroiliac,  lumbosacral, thoracolum-
bosacral, and cervical devices ranging from
a corset-type to maximum stabilization
braces such as halo orthoses. Bracing for
scoliosis and kyphosis is also included in
this section. Categories of upper extremity
orthoses include assistive, substitutive, pro-
tective, corrective, and various combina-
tions of these. Chapter 9 covers bracing and
splinting for burns and soft tissue disorders.
Included are static, dynamic, and position-
ing splints for the purpose of protection,
alignment or contracture prevention, and
management.

The final chapter deals with goal setting
and orthotic management for both the
short and long term as they relate to impair-
ments, functional limitations, and disabili-
ties. The section on care of orthotics lends
itself well to patient instructions.

Orthotics: A Comprehensive Clinical
Approach covers a substantial breadth of
information and includes excellent pho-
tographs and illustrations. Each chapter
uses “thought questions” at the end that
summarize the material in a question for-
mat. Case studies are then presented in an
innovative “point/counterpoint” format
with each author presenting their approach
and rationale to the orthotic prescription,
goals, and plan. Clinicians, faculty, and stu-
dents should benefit from this exchange
between the 2 highly qualified authors. 1
strongly recommend this as a reference text
to the physical therapist clinician, faculty,
and student. It would make a great addition
to department and educational program
libraries.

Patricia Downey, MS, PT, OCS

So¥Rs

Thompson JC. Netter’s Concise Atlas of

Orthopaedic Anatomy. Teterboro, NJ: Icon
Learning Systems; 2002, 320 pp, illus.

This anatomical textbook combines the

images from Frank Netter’'s Atlas of

Human  Anatomy and the Netier
Collection of Medical Illustrations along
with clinical information specific to the var-
ious regions of the body. The purpose of
this book is to provide the reader an easy to
use, quick reference for orthopaedic prob-
lems.The author has used 450 images from
Netter to illustrate normal anatomy, com-
mon pathologies, and some surgical and
nonsurgical procedures.

The book contains 10 chapters.The first
9 chapters cover the spine, shoulder, arm,
forearm, hand, wrist, pelvis, thigh/knee,
leg/knee, and the foot/ankle respectively.
Each of these chapters starts with a table of
contents. The anatomy is shown starting
with the topographical anatomy followed
by the osteology, the joints, ligaments, mus-
cles, nerves, and arteries. Sections covering
trauma, history and physical exam high-
lights, disorders, and surgical approaches
are included in most of the chapters.These
are displayed in a table format for quick ref-
erence. Pictures of radiographs are used to
demonstrate different pathologies and trau-
ma. The last chapter describes basic sci-
ences. In this section, bones, nerves, mus-
cles, microbiology, and imaging are
described in detail. An index defining com-
mon abbreviations is included.

One of the strengths of this book is in its
layout. Each chapter is color-coded. The
clinical information has been arranged in a
table format for quick reference. Netter’s
images are arranged on the page to allow
the reader to view all of the relevant anato-
my at one time. Cross-sectional views are
shown to assist the reader in determining
the various anatomical relationships of dif-
ferent structures.This book is an easy-to-use
reference that shows the anatomy of the
human body in detail. The illustrations are
of the appropriate size so that the reader
can visualize the detail in Netter’s images.

I would recommend this text to any
physical therapist or physical therapist
assistant student as well as any clinician.
This text would also serve as a tremendous
educational tool for patient education.

Jelf Yaver, PT

Sl

Carriere B. Fitness for the Pelvic Floor. New
York, NY:Thieme; 2002, 99 pp, illus.

This book addresses disorders of the
pelvic floor and provides exercises to treat
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dysfunctions such as incontinence, fecal
urgencies, and constipation. The book is
designed for either patient use or for the
therapist who is treating this patient popu-
lation. The book is user-friendly and avoids
excessive jargon that might confuse or
intimidate a patient who does not have a
medical background. A glossary of terms is
included as a reference.

The book is divided into 2 parts and an
appendix. The first part deals with the
anatomy and physiology of the pelvic floor.
While there is information that is more
detailed in various medical texts, this sec-
tion provides ample information about this
area of the body in a clear and concise man-
ner. Drawings are used to illustrate the
female and male anatomy in sufficient detail
for the scope of this book.The importance
of diaphragmatic breathing relative to the
pelvic floor is discussed. Bladder and bowel
diaries are discussed briefly.

The majority of the book is focused on
specific exercises that treat pelvic floor dis-
orders. These exercises are well-illustrated
with color photos and written instructions.
Colored arrows are used to show the direc-
tion desired for the exercises. Unlike larger
and more superficial muscles, the pelvic
floor muscles are difficult to feel when they
contract. The instructions and photos of the
exercises make these exercises easier to
understand. Patient examples, rather than
case studies, are used throughout the text
to demonstrate the value of the exercises.
Increasing sensory awareness by palpation,
visualization, and hearing is the focus of the
initial chapter. Other chapters incorporate
the use of Swiss balls, and resistive bands
superimposed with pelvic floor exercises. A
chapter is devoted to the importance of
proper posture and stretching exercises for
the muscles that surround the pelvic floor.
Physical therapy evaluation forms for
female and male incontinence and pre- and
post prostate surgery can be found in the
appendix.

The strength of this book lies in the
abundance of high quality photos that
depict the various exercises, body mechan-
ics, and postural tips. The descriptions of
the exercises are accurate and clear. This
book is appropriate for any patient or ther-
apist who has an interest in pelvic floor
pathology.

Jelf Yaver, PT
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ORTHOPAEDIC SECTION,APTA, INC. BOARD OF DIRECTORS

ANNUAL CONFERENCE

CONFERENCE CALL—June 3, 2002

MINUTES

Michael Cibulka, President, called a regu-
lar conference call meeting of the Board
of Directors of the Orthopaedic Section,
APTA, Inc. to order at 9:05 AM Central
Standard Time on Monday, June 3, 2002.

Present:

Michael Cibulka, President

Lola Rosenbaum, Vice President

Joe Godges, Treasurer

Joe Farrell, Director

Gary Smith, Director

Paul Howard, Education Chair

Jay Irrgang, Research Chair

Tara Fredrickson, Executive Associate

Terri DeFlorian, Executive Director
(Secretary)

Absent:
Steve McDavitt, Practice Chair

The February 22, 2002 Board of Director
meeting minutes were approved as writ-
ten.

MOTION 1= Ms. Rosenbaum moved that
the fees for purchasing a home study
course be increased as follows.
Registrants should be offered an early
bird fee for registering before a certain
date. This will be $15 less than the fees
listed below for the 6-monograph course
and 3-monograph course only.

6-monograph course:

Orthopaedic Section member $175
APTA member $250
Non-APTA member $325
3-monograph course:

Orthopaedic Section member $100
APTA member $150
Non-APTA member $200
Multiple registrant discount:
6-monograph course: $125
3-monograph course: $75
Educational discount: $110
Copyright permission: $225

($110 for purchase of the course at the
educational discount rate and $115 for
copyright permission). ADOPTED
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=MOTION 2= Mr. Howard moved that
the “Patellofemoral Education Group”
change its name to the “Knee/Patello-
femoral Education Group”. ADOPTED

=MOTION 3= Ms. Rosenbaum moved to
approve the attached CEU application
for Orthopaedic Study Groups. ADOPT-
ED

=MOTION 4= Mr. Smith moved to
approve the attached Nominating
Committee duties and responsibilities as
printed and amended. ADOPTED

=MOTION 5= Mr. Godges moved that
the Animal SIG expand its scope and mis-
sion to include:

e rehabilitation, prevention, and
intervention for injuries to ani-
mals, who support people with
disabilities;

o rehabilitation, prevention, and
intervention for injuries for own-
ers of assistance animals and
injured animals and that are relat-
ed to working with animals;

¢ rehabilitation intervention for the
person for whom a support ani-
mal is used.

POSTPONED TO NEXT CONFERENCE
CALL MEETING (July 9, 2002)

=MOTION 6= Mr. Cibulka moved to
approve the attached student assembly
liaison responsibilities. ADOPTED
AMENDMENT - Strike all letters (a, b, c,
etc.) and number 8. ADOPTED

=MOTION 7= Mr. Howard moved that
the Orthopaedic Section fund a SIG table
at CSM 2003 in addition to a table high-
lighting our Home Study Courses.
ADOPTED

=MOTION 8= Mr. Howard moved that
the revised Practice Analysis Grant
Application (attached) be approved by
the Orthopaedic Section Board of
Directors. ADOPTED

=MOTION 9= Ms. DeFlorian moved to
approve the following policy on benevo-
lent distribution:

Momney may be given to, but is not lin-
ited to, the following:

e Scholarship such as PT Fund,
Diversity 2000, PT Foundaltion,
elc.

e Political Action Commitiees (PACs)

e Donation on the death of a mem-
ber

* Donations to PT schools for a
specific purpose

o Specific requests to be considered

Distribution is at the Finance Comm-
ittee’s discretion upon Executive Comm-
ittee approval. ADOPTED
AMENDMENT - delete donation to PACs
if deemed this is illegal. ADOPTED

=MOTION 10= Mr. Farrell moved to
invite one member of the SIG Task Force
to the Fall Board of Directors meeting in
La Crosse in 2002. ADOPTED

The meeting adjourned at 11:45 AM.

Submiltted by Terri A. DeFlorian,
Executive Director (Secrelary)

Please note: because of the length of
the above-referenced attachments,
please refer to the New Information
link at the Section website at
www.orthopt.org for the annual con-
ference call minutes complete with
attachments.

WANTED

Nominations for
Orthopaedic Section Awards

The Orthopaedic Section offers
various awards. Please confact
Stefanie Snyder at the Ortho-
paedic Section office if you would
like a detailed description and cri-
teria of the awards offered.

800.444.3982
www.orthopt.org




Section News

MEMBERSHIP COMMITTEE

Membership Totals as of March 2002

[ese

\ m@mi2126

@PT Members @PTA Members O Student Members

Michael Wooden, PT, MS, OCS
Membership Chair

EDUCATION/PROGRAMMING
COMMITTEE

Another great CSM is being planned
for February 12-16, 2003 in Tampa,
Florida. The committee is hard at work
organizing an outstanding line-up of pro-
grams for the meeting. Some of the ten-
tative topics being planned at this time
include: “What Conditions of the Foot
and Ankle Should a Physical Therapist
Treat” Getting to ZeroLift and Staying
There: Lessons from the Washington
State Initiative” “The Pain Reflex: The
Anatomical and Physiological Basis of
Treatment;” and “Noncontact Anterior
Cruciate Ligament Injuries: Risk factors,
Relevant Biomechanics and Prevention.”

In addition to the regular CSM pro-
gramming, we will have 4 preconference
courses at CSM 2003 that are being joint-
ly cosponsored by the SIGs and the
Orthopaedic Section. Information con-
cerning these courses will be forthcom-
ing.

Also, we will once again have all hand-
outs for the regular CSM programming
available before CSM on the Section web-

site. You will be able to download and
print the handouts of presentations you
plan on attending before you leave for
CSM. Handouts will not be available on-
site at CSM.

Besides working on CSM program-
ming the committee recently updated
the Practice Analysis Grant Application
with the assistance of Joe Godges. This
updated document is available from the
Section office.

The Education Committee Chair is
also serving on the SIG Presidents Task
Force. Two conference calls were com-
pleted since CSM 2002 when the group
was formed.

Finally we'd like to announce that
Orthopaedic Study Groups may now
apply for CEUs for their programming
through the Section. Contact the Section
office for the details related to this new
member benefit.

Paul D. Howard, PT, PhD, Cert MDT
Education/Programming Commitlee
Chair

Section Members in the News
S e A e O T R e P S T

Association leaders, PTs, and PTAs gathered at a recogni-

Chattanooga Research Awards:

tion ceremony during Annual Conference to honor and thank
their colleagues for their contributions and commitment to
practice, research, and education. Congratulations to the fol-
lowing Orthopaedic Section members who received honors:

Catberine Worthingbam Fellows of APTA:
Gail Jensen, PT, PhD, FAPTA

Leslie G. Portney, PT, PhD, FAPTA

Stanley Paris, PT, PhD, FAPTA

Lucy Blair Service Awards:
Carl P De Rosa, PT, PhD
Carole B. Lewis, PT, PhD, GCS

Eugene Michels New Investigator Award:
Christopher M. Powers, PT, PhD

Dorothy Briggs Memorial Scientific Inquiry Awards:
Claudia A. Knight, PT, MPT
Michael E. Cox, PT, MPT

Scott K. Stackhouse, PT, MSPT
Lynn Snyder-Mackler, PT, ScD, SCS

Golden Pen Award:
Richard P. DiFabio, PT, PhD

FA Davis Award for Outstanding Physical Therapist
Assistant Educator:
James M. Smith, PT, MA

Mary McMillan Scholarship Awards: physical therapist pro-
fessional education students—

Jennifer M. Benton

Sean Berman

Sarah M. Kiernan

Michael Vance McKinnie, Jr.

Minority Scholarship Awards for Academic Excellence:
physical therapist professional education students—
Michael Vance McKinnie, Jr.
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UPDATE ON OSHA'S COMPREHENSIVE PLAN
FOR ERGONOMIC INJURIES
Kenneth J Harwood, PT, PhD, CIE

On April 5, 2002 the Occupational Safety and Health
Administration (OSHA) released their plan to reduce
ergonomic injuries, or work-related musculoskeletal disor-
ders (WR-MSD), through a combination of industry-target-
ed guidelines, workplace outreach, and research. The plan
also outlines an enforcement strategy to identify and correct
significant ergonomic problems in industry. This action con-
tinues the long history of governmental response to the
effects of musculoskeletal disorders in the workplace.

The first component of the plan is to develop industry and
task-specific guidelines to reduce and prevent work-related
musculoskeletal disorders. These guidelines will be devel-
oped through a cooperative agreement between OSHA,
industry representatives, and workers. OSHA intends to dis-
tribute the guidelines as best practices for the specific indus-
try. Soon after the plan was released, Labor Secretary Elaine
L. Chao announced that the first guidelines to be developed
would be for the nursing home industry. A draft guideline is
expected by early fall. In addition, guidelines for the retail
grocery store and poultry processing industries will follow by
year’s end. All guidelines will be published in the Federal
Register and be open for comments.

The guidelines will be developed for those industries that
are at high risk for ergonomic injuries. OSHA will use the
Bureau of Labor Statistics (BLS) data for determining risk.
The BLS data is easily retrieved from the website at
www.bls.gov.

It is important to note that the guidelines will be voluntary
in that industry will not be required to enact the recommen-
dations. OSHA will continue to investigate industry with
numerous documented MSDs caused by poor ergonomics.
OSHA will use the authority of the General Duty Clause as
an enforcement strategy. The General Duty Clause is section
5(a)(1) of the Occupational Safety and Health Act. The
clause requires employers to provide work and work envi-
ronments free from recognized hazards that are causing or
likely to cause death or serious physical harm.

The plan will also include workplace outreach and assis-
tance. OSHA will make available compliance assistance
tools that will aid in preventing MSDs. Some of these tools
are already available at the OSHA website (www.osha.gov).
OSHA will establish specialized training programs for pre-
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vention and will provide information to the public on each
guideline. In addition, OSHA will publish details of success-
ful ergonomic programs to be used as examples.

The final component of the plan is to foster research in
ergonomics. To this end, OSHA will work with the National
Institute for Occupational Safety and Health to encourage
research. Representatives from OSHA reported that specif-
ic actions for this component of the plan will be detailed in
the near future.

Finally, Secretary Chao announced the formation of a
OSHA

believes that a National Advisory Committee is necessary for

National Advisory Committee on Ergonomics.

the comprehensive plan to be successful. The committee will

advise John L. Henshaw, Assistant Secretary of Labor for

Occupational Safety in the following areas:

1) information related to various industry or task-specific
guidelines;

2) gaps in the existing research related to applying ergonom-
ic principles to the workplace;

3) current and projected research needs and efforts;

4) methods of providing outreach and assistance that will
communicate the value of ergonomics to employers and
employees; and

5) ways to increase communication among stakeholders on
the issues of ergonomics.

The Committee will consist of not more than 15 members
from a broad-based applicant pool. The Agency hopes to
attract representatives with specialized scientific or medical
expertise related to ergonomics or others who have knowl-
edge or experience concerning these issues. The committee
will be charted for 2 years.

The American Physical Therapy Association and the
Occupational Health Physical Therapy Special Interest
Group (OHSIG) continue to be active in this arena. Written
and verbal testimony have been presented to the Department
of Labor and the US Senate by an APTA member on the role
of physical therapists in the ergonomic standard. In addition,
comments on the proposed ergonomic plan and a draft con-
struction guideline were provided. Most recently, the APTA
submitted 2 nominations for the National Advisory
Committee. It is our hope that the important contribution of
the physical therapist in preventing MSDs will be encom-
passed in all pending legislation.

Ken Harwood, PT, PhD, CIE




REQUEST FOR NOMINATIONS FOR SUBJECT
MATTER EXPERTS FOR THE OCCUPATIONAL
HEALTH PHYSICAL THERAPY SPECIAL INTER-
EST GROUP (OHPTSIG) PRACTICE ANALYSIS

The purpose of a practice analysis is to develop an accu-
rate description of current practice in a specialty or subspe-
cialty. A practice analysis identifies the core knowledge and
critical work functions that are common across all practition-
ers within a field. Hence, the outcome of a practice analysis
is a written description of the skills, knowledge, and abilities
required of a practitioner.

Presently, approximately 800 members of the Orthopedic
Section of the American Physical Therapy Association iden-
tify themselves as Occupational Health Physical Therapists
(OHPT). The dynamic nature of this emerging field within
physical therapy and the greater social recognition of
ergonomics, wellness, and prevention have resulted in the
need for a better understanding of OHPT practice. The
Occupational Health Physical Therapy Special Interest
Group (OHPT-SIG) has recognized this need and is in the
process of conducting a practice analysis for OHPT.

A first step in the practice analysis is to select interested
practitioners who will assist in preparing the description of
current OHPT practice. The subject matter experts (SMEs)
will be called upon as resources to identify pertinent docu-
ments, research, and curricula that describe OHPT practice;
identify the responsibilities and knowledge areas required of
a practitioner; assist in describing current clinical practice;
and oversee the conduct of the study. Their responsibilities
would be to attend one meeting to assist in developing a
national job analysis survey instrument, review the results of
the survey, and review the final document describing current
practice.

The SMEs should be composed of individuals who repre-
sent a cross section of all practitioners. The individuals
should represent practitioners who differ in some or all of the
following areas:

a. Geographical location

b. Practice area (ergonomics, work hardening, etc)

c. Educational Background

d. Number of years practicing

e. Demographics (culture, gender, etc)

f. Practice setting (industry, private practice, education-
al institution)

Any interested practitioner is invited to submit his/her or
another’s individual’s name to be a subject matter expert.
The Practice Analysis Task Force, the OHPT-SIG Board of
Directors, and an outside consultant will make the selection
of SMEs. Please submit the nomination to:

Kenneth J Harwood, PT, PhD
Columbia University, Program in Physical Therapy
710 West 168th Street, 8th Floor
New York, NY 10032
tel: (212) 305-1649, fax: (212) 305-4569,
email: kh111@columbia.edu

OHSIG Officer Listing

PRESIDENT

VICE PRESIDENT

TREASURER

SECRETARY

PRACTICE &

REIMBURSEMENT

RESEARCH

EDUCATION

NOMINATING

MEMBERSHIP

Deborah Lechner, PT, MS
ErgoScience, Inc

15 Office Park Circle, Ste 214
Birmingham, AL 35223

Ph: 205 879-6447, ext. 204
Fx: 205 879-6397

Email: deborahlechner@ergoscience.com

Bonnie Sussman, PT, MEd

Ciolfredi & Associates Physical Therapy
PO Box 727

Lebanon, NH 03766

Ph: 603 643-7788

I'x: 603 643-0022

Email: bsussman@tpl.net

Mark Blankespoor, PT
1316 N Prairie St

Pella, TA 50219-1383
Ph: 641 621-0230

F'x: 641 621-0319

Email: worksystems@lisco.com

Karen J. Elton, PT, MA

Therapeutic Associates of Central Oregon
2600 NE Neff Road, Ste B

Bend, OR 97701

Ph: 541-388-7738

I'x: 541-388-7785

Email: kelton@taiweb.com

Kenneth J. Harwood, PhD, PT, CIE
Columbia University

710 West 168th St, 8th FI

New York, NY 10032

Ph: 212 305-1649

Fx: 212 305-4569

Email: kh111@columbia.edu

Frank Fearon, PT, DHSc, OCS, FAAOMPT
North Georgia College & State University
Barnes Hall-Department of Physical Therapy
Dahlonega, GA 30597

Ph: 706 864-1899

Fx: 706 864-1493

Email: ffearon@ngesu.edu

Deirdre Daley, PT, MSHOE
ProActive WERC Center
1211 Treleand Drive, Ste 11
Fayetteville, NC 28304

Ph: 910 678-8085

Fx: 910 678-8683

Email: kanandarqu@aol.com

Allen Wicken, PT, MS

Wellness Program Director

Rangeley  Region  Physical  Rehabilitation
& Wellness Pavillion

PO Box 722

Rangeley, ME 04970-0722

Ph: 207 864-3332

Fx: 207 864-9062

Email: allenwicken@yahoo.com

Scott Duesterhaus Minor, PT, PhD
Washington University School of Medicine
4444 Forest Park Blvd., Box 8502, Room 1101
St. Louis, MO 63108

Ph: 314 286-1432

Fax: 314 286-1410

Email: minors@msnotes.wustl.edu

Orthopaedic Practice Vol. 14:3:02



FOOT ANKLE

SPECIAL INTEREST GROUP
ORTHOPAEDIC SECTION, APTA, INC.

Hello to All:

Over the past months, there has been a very successful
push for communication between the various SIGs in the
Orthopaedic Section. 1 wish to thank the following
Presidents in assisting in the forming of a set communication
format between the SIGs and the Section. Those Presidents
are:

Performing Arts SIG:  Jennifer Gamboa, MPT, OCS—
past President

Jeff Stenbach, PT, OCS —current
President

Pain Management SIG:  Joe Kleinkort, PT, MA, PhD, CIE
Occupational Health SIG: Deborah Lechner, PT, MS
Animal PT SIG: Cheryl Riegger-Krugh, PT, ScD

I also wish to thank Joe Farrell, PT, MS who was the liai-
son with the Board of Directors of the Orthopaedic Section.
Through this group, several policies were set in place that
will guide the SIGs in their role in the Orthopaedic Section.

EDUCATION/VICE PRESIDENT

Mark Cornwall, PT, PhD, CPed has been the Vice
President for the past 4 years. His major focus is the devel-
opment of the education sessions at CSM. In 2003 he will
end his term and I want to acknowledge the excellent pro-
gramming over his term. In his final year, Mark is planning
several educational programs.

The FASIG is planning a preconference course for
Combined Sections Meeting 2003 in Tampa, FL. The title of
the course is: Foot Orthotic Management of Comunon Foot and
Ankle Conditions: An Advanced Problem-based Approach. The plan
of the course is to present several common clinical conditions
and present background and treatment of these conditions.
A full description will be coming in the next issue of OP with
speakers and topics.

The Orthopaedic Section continues to give us 4 hours of
programming at CSM along with our Business Meeting.
These sessions are usually standing room only and lead to
lively question and answer sessions. EXPECT THE SAME
IN 2003.

SECRETARY/TREASURER
Steve Paulseth, PT, MS has submitted the budget to the
Orthopaedic Section.

CALL FOR NOMINATIONS

The Foot and Ankle Special Interest Group will be elect-
ing a Vice Chair. The position is for 3 years starting in
February 2003. Those interested can contact Byron Russell,
PT who is Chair of the Nominating Committee. His address
and email is in the officer listing on page 38.
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GENERAL INFORMATION

Please take time to browse the FASIG website. I encour-
age you to take the time to register under the “Find a Foot
and Ankle Physical Therapist.” This makes your name avail-
able to be reached by the general public and other PTs who
need a referral.

In this issue of Orthopaedic Practice, there is a paper by
Gallagher, Driskell, and McPoil on a case presentation of the
postoperative treatment of a patient who underwent total
ankle arthroplasty. This case describes the treatment of this
patient and uses the Foot Function Index (FFI) as an out-
come measure. Those who remember the failures of the ear-
lier versions of TAA wait for the long-term follow-up on these
new implants.

FOOT & ANKLE OFFICER LISTING

CHAIR:

Stephen F. Reischl, PT, DPT, OCS
2650 Elm Ave, Ste 214

Long Beach, CA 90806-1600

(562) 427-2225
(562) 427-5656 FAX
reischl@earthlink.net

VICE CHAIR:
Mark Cornwall, PT, PhD, CPed

Northern Arizona University

(5620) 523-1606
(520) 523-9289 FAX
Dept of Physical Therapy mark.cornwall@nau.edu
NAU Box 156105

Flagstaff, AZ 86011

SECRETARY/TREASURER:
Stephen G Paulseth, PT, MS
2040 Ave of the Stars Ste P104
Los Angeles, CA 90067-4708

(310) 286-0447
(310) 286-1224
paulsethpt@earthlink.net

NOMINATING CHAIR:
Byron Russell, PT

EWU Dept PT 353 PAU
526 5th Street

Cheney, WA 99004-2431

(5609) 623-4306
(509) 623-4321 FAX

bryon.russell@mail.ewu.edu

PRACTICE CHAIR:

Joe Tomaro, PT, MS, ATC
490 East North Ave, Suite 501
Pittsburgh, PA 15212

(412) 321-2151
(412) 434-4909 FAX
tomaro@dug3.cc.edu




Total Ankle Arthoplasty: A Case Study
Gad Gallagher, BS

Cythnia Driskell, PT, GCS

Thomas McPoil, PT, PhD, ATC

INTRODUCTION

In 1970 the first recorded ankle replacement was per-
formed using a hip prosthesis to replace an ankle joint. This
procedure was not successful and the patient ultimately under-
went a triple arthodesis of the involved ankle. Although
numerous ankle joint prostheses have been designed since that
time, the majority have failed until recently.'” In 1985,
Hamblen wrote that the ankle joint could not be replaced.®
Kitaoka and Patzer reviewed their experience with the “Mayo”
ankle implant and stated that they did not recommend anlkle
arthroplasty and the constrained Mayo implant for rheumatoid
arthritis or osteoarthritis of the ankle.! Similarly, Bolton-
Maggs et al reviewed the London Hospital experience and
noted that in light of the high complication rate as well as the
generally poor long-term clinical results, arthrodesis was the
treatment of choice for the painful, stiff arthritic ankle regard-
less of the underlying pathological process. Based on these
clinical reports, most orthopaedic surgeons selected not to per-
form total ankle joint replacements and used ankle arthrodesis
as the surgical treatment of choice for the management of end-
stage degenerative joint disease of the ankle. In the late 90s,
total joint replacements were again introduced as more effec-
tive prosthetic designs were developed.

This case study illustrates the plan of care that was used
with a patient who underwent a total joint arthroplasty using
the Agility Total Ankle System (ATAS) developed by DePuy,
Inc. The ATAS is an uncemented, nonconstrained, congruous
design that requires fusion of the tibio-fibular syndesmosis.
The result is a hinge joint capable of dorsiflexion and plantar
flexion postsurgery. This case study documents the changes
that occurred in muscle strength, endurance, and propriocep-
tion that lead to an improved level of functional status allowing
the patient to lead a more normal and productive life after

surgery.

CASE HISTORY

On April 19, 2001 a 62-year-old retired male was seen for
physical therapy evaluation and management following a total
joint arthroplasty of the right ankle using the ATAS. The
surgery occurred 10 weeks prior to his first visit to physical
therapy. The patient’s preoperative history included: a spiral
fracture to the right fibula in January 1957, a complete spiral
fracture to the right tibia in April 1960, and multiple episodes
of right ankle sprains while participating on gymnastics and
swimming & diving teams as an undergraduate student. Later
as a graduate student, he continued to have chronic sprains of
the right ankle while participating in recreational athletic activ-
ities. In May of 1974, he sustained a compound fracture of the
right talus, calcaneus, tibia, and fibula as a result of a motor
vehicle accident. This continual pattern of chronic and acute
trauma led to the development of degenerative joint disease of
the right talocalcaneal joint and the tibal plafond, which
included osteophyte overgrowth. Because intervention was
delayed until a successful total ankle prosthesis was developed,
the degeneration was so severe that the talocalcaneal joint was
near physiological fusion. Physiological fusion is defined as a
significant narrowing of the joint space between the tibia, fibu-
la, and talus along with osteophytes throughout this area lead-

ing to a marked limitation in talocrural joint dorsiflexion and
plantar flexion range of motion.

Although this patient had been seen by many physicians
and orthopaedic specialists who recommended ankle arthro-
plasty over the past 30 years, he was not comfortable with the
surgical procedure since the reported outcomes were so poor.
When the patients’ current orthopaedic surgeon discussed
recent improvements in the surgical procedure and outcomes,
the patient decided to have surgery. Prior to surgery, the
patient was not receiving any therapy or rehabilitation services
for this or any other injury.

Immediately following the total ankle joint replacement, the
patient was hospitalized for 36 hours and then discharged
home in a plaster cast for 6 weeks with instructions to use
crutches and not bear any weight on the right lower extremity
during this time. Six weeks after surgery, he was placed in a
boot-cast and instructed to continue the nonweight bearing
status on the right lower extremity. Ten weeks following
surgery, the patient was placed ina lace-up brace and instruct-
ed to initiate full weight bearing on the right LE. In addition,
he was also told to use ankle wraps to decrease swelling, wear
the lace-up brace for support during ambulation, not to run or
jump, and to begin physical therapy.

INITIAL EXAMINATION

Upon reporting to physical therapy, the patients’ chief com-
plaint was limited range of motion due to swelling and lack of
muscle strength in his right ankle and lower leg. Visual Inspec-
tion revealed that the patient stood with his right forefoot in a
more inverted position. It was hypothesized that this position-
ing of the forefoot allowed the medial aspect of the forefoot to
be unweighted during standing and possibly during walking.
Marked edema was noted around the level of the malleoli. A
5-inch surgical scar was noted at the midline of the forefoot
and a second surgical scar was observed approximately one
inch in length on the lower third of the medial posterior aspect
of the calf. The patient also stated that he could only ambulate
30 feet before pain started in his right ankle. Manual muscle
test grades were limited by ankle pain. The Foot Function
Index (FFI) was selected as the outcome measure to determine
the success of the intervention selected.” A summary of the ini-
tial examination findings are listed in Table 1.

Based on the findings of the initial examination, the patient
was placed into musculoskeletal practice pattern 4H." The
impairments listed for musculoskeletal practice pattern 4H
include impaired joint mobility, motor function, muscle perfor-
mance, and range of motion associated with joint arthroplas-
ty.! The patient’s impairments included decreased range of
motion, muscle weakness, and pain, although it should be
noted that pain was greater preoperative than postoperative.
Based on the patient’s history and examination, a plan of care
was initiated that consisted of physical therapy intervention 2
to 3 times per week for 5 weeks.

The patient’s goals were to increase ambulation tolerance to
2 miles a day with a pain rating of 2/10 or less and to gain the
necessary strength and range of motion (ROM) in the right
ankle joint to be independent in activities of daily living
(ADLs) without restriction.

TREATMENT

The main objectives of the treatment program were to: (1)
increase ROM in dorsiflexion and plantar flexion, (2) increase
general strength of the ankle, and (3) increase proprioception.
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As Neufeld stated, arthrodesis leads to a loss of proprioception
that may contribute to a sense of imbalance and loss of stabili-
ty."! These objectives are therefore, important, in order for the
patient to be independent in ambulation, ADLs, and recre-
ational activities.

The first one-third of the patient’s visits focused on increas-
ing ROM in dorsiflexion and plantarﬂexion, improving scar
mobility, as well as decreasing ankle edema. These goals were
met by prescribing exercises that created minimal muscle resis-
tance yet permitted movement through the full range of
motion. Soft tissue and scar mobilization techniques were used
at each treatment session in order to prevent scar adhesion and
decrease swelling. Therapeutic exercise consisted of using a
wobble board in sitting to facilitate dorsiflexion and plan-
tarflexion while barefoot. This was immediately followed by
the use of the Prostretch device to enhance plantarflexion and
dorsiflexion mobility while in a seated position. The Ankle
Isolator device was used in the supine, prone, and seated posi-
tions with the knee flexed to 90° with the patient performing
dorsiflexion and plantarflexion to isolate and strengthen mus-
cles in the lower extremity while increasing proprioception.
The patient was provided with a home exercise program that
consisted of walking, plantarflexion and dorsiflexion assisted
exercises with theraband, and theraband resisted heel pull-
backs to strengthen the gastrocnemius and soleus muscles.

The second one-third of the visits focused on mobility and
endurance. Upon arrival the patient pedaled on a recombinant
cycle ergometer as a gentle ROM warm-up exercise. Next,
scar mobility was performed, followed by therapeutic exercise
in order to optimize the work capacity of this new ROM. At
this point in time, the number or repetitions of each exercise
was increased in order to facilitate improvement in muscle
endurance.

During the third portion, the visits focused on propriocep-
tive awareness and muscle strength. The patient progressed to
standing on foam while performing plantarflexion and dorsi-
flexion. This exercise was used to facilitate proprioceptive
awareness as well as muscle strength. Because this exercise
was done in weight bearing, it assisted in increasing the bone
fusion where the prosthesis, talus, tibia, and fibula meet. By
the end of the fifth week of care, the patient had reached the
expected outcomes for his surgical procedure and was dis-
charged from physical therapy.

OUTCOMES

At the conclusion of 11 physical therapy visits over a
5-week period, the patient demonstrated marked improve-
ment. The FFI score had decreased from 47.45% at the time
of the initial examination to 14.19% at the completion of formal

Table 1. Physical Therapy Examination Findings

physical therapy intervention. This confirmed the clinical find-
ings of fewer restrictions in ankle range of motion. The patient
was also able to walk for 1/2 mile with a pain rating of less than
9/10. He could also ambulate stairs independently without a
risk for falls. His weight bearing ROM improved to 4° of dor-
siflexion and 25° of plantarflexion. Circumference at the later-
al malleolus (23.25 c¢m) and forefoot (24.25 cm) remained
unchanged since the initial visit. This was attributed to the fact
that the tibial prosthetic component had a greater circumfer-
ence than the or‘iginal ankle.

At 6 months post-op, after continuing the use of his home
exercise program, the FFI score was further reduced to 9%.
Thus, only 9% of his foot dysfunction could be attributed to
pain and disability. The patient also reported that he could
now walk 2 to 3 miles per day with a pain rating of no more
that 2/10. Finally, his right ankle range of motion had
improved to 48° plantarflexion and 6° dorsiflexion.

CONCLUSION

This case study illustrates the effectiveness of physical ther-
apy intervention following a total ankle joint replacement. In
addition to typical physical therapy tests and measurements,
such as goniometry, circumferential measurements, and muscle
testing, this case study also highlights the importance of using
an outcome assessment tool to evaluate the patient's level of
pain and disability associated with this particular and less-
common surgical procedure.
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Initial Examination At Final Physical Therapy Visit Six Months after Surgery
Left Right Left Right Left Right

Range of Motion

- Dorsiflexion 12° 12’ 4° 12° 6°

- Plantarflexion 50° 4-10° 50° 25 50° 48°
Muscle Strength 5/5 3/5 5/5 4/5 5/5 4+/5
Circumference

- Ankle joint 22.50 cm 23.25 cm 238.25 cm

- Forefoot 24.50 cm 24.25 cm 24.25 cm
Walking Distance 30 feet prior to pain 1/2 mile prior to pain 2 — 3 miles prior to pain
Foot Function Index 47.5% 14.19% 8.82%
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MESSAGE FROM THE PRESIDENT
Hello everyone! Your PASIG Board has been extra hard

at work over the last several months. We are deep into plan-

ning the general programming for CSM 2003, which is being
held in Tampa, Florida. We are also working diligently on
our preconference course that (while it still doesn’t have a
I believe this
introductory to intermediate level course will be an excellent

formal title) will focus on dance medicine.

vehicle to assist those of you interested in getting on board in
the world of dance medicine and will help pave the way for
other PASIG coursework. The course is intentionally geared
for the physical therapist who is considering becoming
involved in dance medicine, as well as the therapist who has
already begun and would like a basic overview course to help
them solidify their familiarity with the world of dance. The
wonderful thing about preconference courses is that they
occur when you are already attending another conference
(CSM) and provide needed CEUs at the same time. You
would have to travel again to take another course. This way
you don't need to expend more time and expense getting
away to an off-site course. The fact that the subject matter
happens to also be right in line with our group’s interests is
an added bonus. We'd like to see everyone at CSM this year
getting involved at the ground level. Many of you have
expressed interest in the arts and yet have also said you're not
sure about how to get started. Well, this course is just for you
and I would encourage you to take advantage of the oppor-
tunity. We have intentionally included material that is imme-
diately applicable to dance populations and can be incorpo-
rated as actual usable tools when you return home. The
dance-related general programming at CSM is being planned
on an intermediate level so that those of you who attend the
preconference course will also take away new information
from our general programming. Those of you unable to
attend preconference programming will be able to participate
in this intermediate level general CSM programming.

I finally have news regarding our Practice Analysis! Our
funding to complete what we have already begun has been
approved and we are moving swiftly to make the analysis a
reality!  Our survey will most likely appear in your mail in
September. Please respond quickly once you have received

A %Y
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your survey —we both want and need your response. I apol-
ogize for the long wait, but we are staying on top of this issue
as it is important to all and I believe the wait will, ultimately,
be worth it. Many thanks to all of you for your patience.
Know that your feedback is critical now for the survey results
to have any real meaning. If you know of another physical
therapist treating performing artists, please encourage them
to contact the Orthopaedic Section or me to obtain a survey
for them. Again, the more surveys we complete, the more
accurate our results will be.

As usual, my message again addresses our ongoing need
for each of you to consider stepping forward to get involved.
[t is not so important that you have a huge practice brimming
with either dancers or musicians. Each of us has something
to offer and we can all learn something from each other’s
involvement. Networking with your fellow special interest
group members places you on the front lines and can help
grow this area of your practice. Freeing up a great deal of
time is not required, but your ideas and enthusiasm are.
Ultimately, we NEED your help. Keep a lookout for adver-
tisements about our preconference course. We look forward
to seeing you at CSM 2003, so begin planning your trip to
Tampa, Floridal! Tampa and the surrounding areas offer
many activities for vacationing families. As always, I wel-
come your comments, positive or negative.

Yours in the arty,

Jeffrey T. Stenback, PT, OCS
President, Performing Arts Special Interest Group

GET INVOLVED IN THE PASIG AND THE
FUTURE IS YOURS !

Join your fellow PASIG members in becoming an ambas-
sador for the Performing Arts! The PASIG wants to encour-
age all our members to become actively involved by serving

as committee members, regional directors, officers, and by
offering your input at business meetings and through com-
munication with other PASIG members. Remember, when
you give of your time and energy to the PASIG, it’s like giv-
ing a gift to yourself! The PASIG is only as strong as its

members.
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PASIG Resources
Let PASIG help you MARKET your services!

—~
PASIG BROCHURES AND LOGO PINS are available to help you \
advertise and build your performing arts patient base. You can use the ¢
BROCHURES to market yourself to the performing arts community, ’ \ )

the medical community, and to colleagues
in the physical therapy community. You may proudly wear the PASIG Logo Pin to increase professional
exposure.

The PASIG MEMBERSHIP DIRECTORY is an excellent resource for referrals, especially when your
patients travel out of state. It includes state-by-state and alphabetical listing of PASIG members, as well
as a Student Affiliation Site List. And don'’t forget, we still have DANCE / MUSIC GLOSSARIES avail-

able to assist you and your colleagues in communication with your performing artist patients. ORDER

NOW!

PASIG PINS $5.00
PASIG DIRECTORIES $3.00
PASIG BROCHURES $15.00 (package of 25)
GLOSSARIES $2.00

TO ORDER: Call the Orthopaedic Section at 1-800-444-3982.
All proceeds benefit the PASIG.

Performing Arts Special Interest Group
MEMBERSHIP FORM:

To be a PASIG member, you must also be a member of the Orthopaedic
Section. You may use this form for new membership, change of address, or updating your information.

Name

Address

City State Zip Phone Email

APTA member number: Are you interested in serving as a mentor to other physical

therapists or physical therapy students interested in the

. ) ) o treatment of performing artists?
What percent of your patient population are performing

arts patients? Physical Therapists Yes No
Dancers Gymnasts Skaters Students Yes No
Musicians Singers Circus Performers

Are you interested in serving on any of the PASIG
i o ) o Committees?
If you are affiliated with any performing arts schools, com- Practi
panies, or groups, please list them: e
Public/Media Relations
Education
Regional Director

Do you accept Student Affiliations? Research

Yes No Membership
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PASIG EXECUTIVE COMMITTEE

President:

Vice President:

Treasurer:

Secretary:

Jeff Stenback, PT, OCS

Orthopedic Rehabilitation Specialists
8720 North Kendall Dr, Ste 206
Miami, FL 33176

Ph: 305.595.9425 / FAX: 305.595.8492

Email: jsptocs@aol.com

Lynn E. Medoff, MPT, MA

1428 Mariposa Rd.

Flagstafl, AZ 86004

Ph: 928.853.4747 / FAX: 928.527.8601

Email: Imedoff@hotmail.com

Jennifer (Adrienne) McAuley, PT, OCS
7830 Old Georgetown Rd., Ste C-15
Bethesda, MD 20814-2432

Ph (W): 301.656.0220 / FAX:
301.654.0333

Ph (H): 301.608.9030

Susan C. Guynes, MHS, PT
Department of Physical Therapy

LSU — Health Sciences Center

1900 Gravier Street, 7th Fl.

New Orleans, LA 70112-2262

Ph: 504.568.3434 / FAX: 504.568.6552

COMMITTEE

Education Committee Chair:
Lynn Medoff, MPT, MA
(contact information at left)

Practice Committee Chair:

Marshall Hagins, PT, PhD

Division of Physical Therapy

Long Island University

Brooklyn, NY 11201

Ph (W): 718.488.1489 / FAX: 718.780.4524
Ph (H): 718.398.1897

[E-mail: mhagins@titan.liu.edu

Nominating Committee Chair:

Shaw Bronner, PT, MHS, OCS

Soar Research at Long Island University

122 Ashland PL. #1A

Brooklyn, NY 11201

Ph (W): 718.246.6377

FAX: 718.246.6383

E-mail: sbronner@liu.edu

Members: Julie O'Connell, PT; Amy Frank, PT

Public/Media Relations Committee Chair:
Jennifer (Adrienne) McAuley, PT, OCS

(contact information at left)

Regional Directors
(Subcommittee of Membership Committee)

Northeast (CT, MA, ME, NH, NY, RI, VT)
Marshall Hagins, Marijeanne Liderbach
Mid-Atlantic (DE, DC, MD, NC, NJ, PA, VA, WV)
Tara Jo Manal, Laura Schmitt

South (AL, FL, GA, KY, LA, MS, SC, TN)

Iidie Shinde, Jeff Stenback

Central (AR, 1L, IN, IA, KS, MI, MN, MO, OH, OK,
WI)

Mark Erickson, Julie O’Connell

Northwest (ID, MT, NB, ND, OR, SD, WA, WY)
Cheryl Ambroza

West (AK, AZ, CA, CO, HI, NV, NM, UT, TX)
Needs volunteers

Membership Committee Chair:
Susan C. Guynes, MHS, PT

(contact information at left)

Research Committee Chair:
Lisa Sattler, PT

1140 First Ave. Apt. 6

New York, NY 10021-7961
Ph: 212.838.6847

Members: Scott Stackhouse

Email: sguyne@lsuhsc.edu

<"« 7. Integrating Yoqa
Therapy Into
Rehabilitation

m y bal a nce
B

This seminar introduces rehabilitation professionals to
the principles and techniques of creating a mindful
clinical setting. The benefits and applications of yoga
are presented with clinical and experiential evidence.
Take advantage of current mind-body science to foster
a conservative, but wholistic, integral practice.

Matthew J. Taylor, MPT, RYT

Ongoing 2-day seminar dates nationwide.

Better yet, combine work with adventure on
these exciting vacation/seminars!

Aspen, CO Ski weekend Dec. 6 -8
Costa Rica Vacation/seminar Jan. 4 - 11

Greek Island Tour/seminar  June 2003

Call toll free (877) 697-3422 for more information.

www.yogatherapy.com

Integrated Pain Management is
searching for a Physical Therapist to
help develop a rehabilitation program
with a multidisciplinary team includ-
ing several physiatrists. The appropri-
ate candidate should be able to reha-
bilitate injured workers with lumbar
and cervical spine problems. An abili-
ty to help motivate patients and a
grasp of techniques utilizing spinal
stabilization and patient education is
required. Ability to work collabora-
tively with physicians is necessary.
Remuneration excellent for the right
applicant.

Contact Information
marcie77@earthlink.net
Fax: 925 691-9807
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SPECIAL INTEREST GROUP o

MANAGEMENT

ORTHOPAEDIC SECTION, APTA, INC.

President’s Message
Joe Kleinkort, PT;, MA, PhD, CIE

Joint Pain — Nutritional Secrets Unlocked

The pain of the many types of arthritis can be at times
frustrating to disabling. Exercise, as we all know as thera-
pists, is a good start to regaining the proper condition to the
joint and maintaining the balance of nutrition. From the med-
ical arena we have heard that NSAIDs should be the first line
of defense with inflammatory reactions such as arthritis. The
use of these medications, however, can cause various side
effects, not the least of which is gastrointestinal bleeding and
in some cases even death. Elderly patients using NSAIDs are
4 times more likely to die from ulcers and internal bleeding
than those who don’t use the drugs. The use of these over the
counter drugs can also cause the disruption of the protective
mucous lining and intestinal flora in the lower bowel leading
to what we know as “leaky gut syndrome.” This allows
abnormally large proteins to pass through the walls of the
intestine into the bloodstream. These proteins can trigger
allergic reactions that cause inflammation and exacerbation
of symptoms associated with rheumatoid arthritis. It has also
been shown that NSAIDs can block certain prostaglandins
which are necessary to help regulate blood pressure.

Since the early 1990s we have heard of the tremendous
benefits of glucosamine sulfate combined with chondroitin
sulfate for the renewal of the joints in many cases.
Glucosamine works by building proteins that make up
healthy cartilage. These proteins bind with water, which is
critical for proper joint lubrication. Stiffness and aching in
your joints can be signs that these essential proteins are
breaking down and that your cartilage is starting to break
down. Chondroitin provides a constant supply of nutrients
needed to repair the damaged protein and build new protein.
The use of these 2 nutritional aides is only a start to healthy
joints. It is also important to note that the use of these two
supplements will take at least 6 to 8 weeks before an effect is
noticed. The use of bovine and shark cartilage has a complete
mix of all the mucopolysaccharides; however, unless
processed correctly with enzymes, they can lose many of the
beneficial properties from deactivation of the protein compo-
nents. Since sulfates can be difficult to break down, the use
of enzymes such as bromelain and papain can be helpful to
properly absorb the components of the sulfates. Bromelain
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inhibits the formation of prostaglandins and has powerful
anti-inflammatory effects. One of the leading enzyme prod-
ucts in Europe is wobenzyme. It also is a major stimulant to
the immune system.

Some herbs that also claim to relieve joint pain have been
used over the years. These include yucca, white willow bark,
feverfew, devil’s claw, celery, and boswellia. Four herbs that
more recently have come into the forefront are lemon myrtle,
aniseed myrtle, mountain pepper, and wild rosella. Lemon
myrtle is a potent source of lemon oil or citral. It seems to
work specifically on removing painful toxins from the joints,
thereby eliminating the source of pain and inflammation.
Aniseed myrtle also has some of these antipathogenic com-
pounds as well. Mountain pepper seems to have anti-inflam-
matory properties. Wild rosella has a similar effect as lemon
and aniseed myrtle.

The use of various supplements along with a regular exer-
cise regime can go a long way to prevent chronic joint inflam-
mation in many people. The ability to manage pain requires a
comprehensive enlightened approach from a wide variety of
sources that touch mind, body, and soul. As we embark on
this new century we will see a rapid rise in chronicity due to
the destructive effects of managed care and a lack of preven-
tive care. We must all be prepared for the surge in chronicity
and the ways to best effect control of these ailments.

I eagerly invite you to submit short papers that clearly aim
toward the management of pain. We must stretch to meet the
new challenges of a changing scene of patient care. Each of
you who read this is integrally important to growing our SIG
and our body of knowledge. You can contribute a great deal
to our profession by helping others better understand ways in
which you address pain management.

CSM 2003-Tampa

We will be having a tremendous one day preconference
course this coming year with the morning session focusing on
the Neuroplasticity of Pain with Russ Foley, PT, MS and the
Psychology of Pain with Dr G. Frank Lawlis, one of the fore-
most authors in the world on the subject of chronic pain and
author of the Dallas Pain Questionaire and multiple texts. He



will be a guest in 5 sessions of the new Dr. Phil Show airing
this fall on TV. Our 4-hour course during CSM will intro-
duce us to a new technique, Pain Reflex, by a gifted therapist
John lams, PT, MS. So as you can see, there are a lot of
wonderful programs in store for us. We are also looking for
nominees to serve as treasurer, education chair, nominating
chair, and practice chair. Please submit your names to me or
others you think will be interested. This is your SIG and
together we can make it and the Orthopaedic Section all it
can be.

Transcranial Microcurrent Electrical Stimulation For
Pain Control

Jobn Garzione

Microcurrent electrical stimulation uses current in the
microamperage range of 1000 times less than that of tradi-
tional TENS units and below sensation threshold. The pulse
width (length of time that the current is delivered) is about .5
seconds per pulse, which is 2500 times longer than the pulse
of a typical TENS unit (60-400 microseconds)."” The current
is applied through the head via ear clips stimulating the
Auditory nerve (Cranial Nerve 8) that communicates direct-
ly into the brain. Microcurrent stimulation was developed in
1954 in the USSR and spread through the former Eastern
Bloc and into Europe and Japan. The technique arrived in
the US in the 1960s, where it was researched in both animal
and human subjects at several US university medical schools.
Research reviews were also conducted in 1980 and again in
1995 summarizing progress of Cranioelectrotherapy
Stimulation (CES) in Medicine.” The uses for CES include
treatment for rehabilitation of addicted persons, mood eleva-
tion for patients with paraplegia and quadriplegia, closed
head injury, spastic CP and chronic pain. It is not the scope
of this article to discuss other uses for CES other than the
treatment of chronic pain.

We all have noticed that many patients report that when
they have more emotional stress, they have more pain.
Research on the use of CES for patients with fibromyalgia
postulated that if one could reduce the stress levels in patients
with chronic fibromyalgia, their pain levels would also
decrease.”

A double-blind placebo-controlled study done in 1999
showed that people who have had fibromyalgia on the aver-
age of 10 years showed a significant reduction in pain with
improvements in sleep, a feeling of well being and an increase
of their quality of life." The subjects used the CES unit for
1 hour per day for 3 weeks at .5 Hz, modified square waves,
biphasic pulses with intensity set at subsensation levels of 100
micro amps with 50% duty cycle. A 70% improvement was
also noted in patients with fibromyalgia who had intractable
headaches. The treatments were given at 20 minutes, 4 times
per day for 1 month.®

42

MECHANISMS OF ACTION

It is not entirely clear why putting microcurrent electrical
stimulation across the head would reduce pain in the body.
Studies did not confirm an increase of endorphins in the
blood. One study found an increase of serotonin® and one
found an increase of MAO-B and GABA.” Animal studies
indicate that CES may bring neurotransmitters back into a
homeostatic balance. When normal homeostatis shifts into a
stress pattern, it causes an increase of cortisol, which increas-
es pain perception.® CES may shift the balance back to nor-
mal.

There is also evidence that there is a central pain neuro-
matrix in the cortex of the brain which processes pain mes-
sages throughout the body even in the absence of perceptible
pathology, such as phantom limb pain. Ronald Melzack the-
orized that the pain neuromatrix may be important in pro-
ducing chronic pain states.” It is known that CES stimulates
every area of the brain, which would also include where the
neuromatrix resides.!’

The CES has also been shown to smooth out and normal-
ize the EEG spectrum of people who had pain from DJD."
Pain and degeneration seem to be marked by significant ele-
vations from the normally smooth 2-minute FFT (Fast
Fourier Transforms) spectral curve. Alpha stimulation of
patients studied caused a smoothing of the FFT spectral
curves with a significant decrease in reported pain on the

5 point VAS from 4.5 to 2.1.

Patient treatment

Clean earlobes with mild soapy water and dry. Place felt
pads to ear clips and saturate the electrodes with saline solu-
tion. Place ear clips on each ear lobe as high as possible to
the cartilage (have patient remove earrings). Turn on unit,
set time for at least 20 minutes, set pulse rate at .5 Hz and
turn up output until patient feels stinging at electrodes, dizzi-
ness or nausea. Immediately reduce output until symptoms
decrease. Itis acceptable if the patient feels some current. At
the end of treatment, remove the electrodes. We use treat-
ment times of 20 minutes, 3 times per week; CES can be used
while other localized treatments are also being done. Do not
use CES in conjunction with short wave diathermy.

The patient may feel relaxed or light-headed, which will
decrease within the next few hours.

Contraindications
There have not been any significant harmful side effects.

Use caution with stimulating directly over carotid sinus when
used during pregnancy, when used with a demand type pace-
maker, or when operating complex machinery or driving
shortly after treatment.
This unit is manufactured and distributed by:

Electromedical Products International, Inc.

2201 Garrett Morris Parkway

Mineral Wells, TX 76067

Phone #: 1-800-367-7246
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3. The APTA has a web site that lists all of the State Practice
Acts: www.apta.org/advocacy/state/state-practice.

ISSUES OF CLINICAL COMPETENCY IN ANIMAL
REHABILITATION
This is a working document.

The collaborative effort to provide rehabilitation for ani-
mals had led to the need for further training, which is differ-
ent for veterinarians, physical therapists, veterinary techni-
As APTA’s vision
2020 states, a physical therapist is the provider of choice

cians and physical therapist assistants.

when providing physical therapy, no matter who the patient
is, human or animal. However, this does not mean that phys-
ical therapy training for humans prepares a clinician to pro-
vide high quality rehabilitation care for animals. In an
attempt to define roles and delineate appropriate skill train-
ing for the participating professionals, we have developed a
draft list of clinical competency criteria/objectives for a train-
ing program in animal rehabilitation. The use of “animal” is
distinctive for one animal (dogs, horses, cats, etc.) Training in
rehabilitation for one animal would not provide rehabilitation
training for another animal population. We are asking you to
review these objectives and send any feedback to Carrie
Adamson at the following address. Thank you for your com-
ments.

Please send feedback to: carolineadamson@juno.com

or
CCSMRC
9870 E. Alameda Ave.
Denver, CO 80231
ATTN: Carrie Adamson
Caroline Adamson, MS, PT
Canine Sports Medicine/
Rehabilitation Clinic
Alameda East Veterinary
Hospital
9870 E. Alameda Ave.
Denver, CO 80231
Chair, Committee on Practice
Animal SIG

VETERINARIANS
TITLE: Certificate Program in Animal Rehabilitation for Veterinarians

At the completion of this certificate program, the veterinarian will be able to:
U

Cheryl Riegger-Krugh, ScD, PT
University of Colorado Health
Sciences Center

Physical Therapy Program
Campus Box C244

4200 East Ninth Ave.

Denver, CO 80262

President, Animal SIG

Overall objective: Recognize the veterinarian as the team leader / case

manager for the animal’s care

1. Describe the benefits of physical therapy, what it can bring to a veteri-
nary practice and what it can provide for animal patients

2. Explain when to refer patients (orthopedic, neurologic, others) to a
physical therapist for physical therapy

3. Adopt terminology from a physical therapy perspective

Orthopaedic Practice Vol. 14;3:02



16.

L7
18.

19)

List physical therapy procedural interventions (for example, manual
therapy, assistive devices, functional mobility training, airway clearance
techniques, and integumentary repair and protective techniques) and
their benefits

Describe the effects of immobilization for various pathologies and on
various tissues

Paraphrase the method/format of a physical therapy examination and
evaluation as outlined in the Guide to Physical Therapist Practice
Explain exercise physiology geared for a veterinary audience as related
to animal rehabilitation

Explain animal biomechanics

Cite the mechanism, uses, benefits and contraindications for physical
agents

. Define mechanical modalities (ie, ultrasound, e-stim), their benefits,

contraindications and risks

. Define the concepts of therapeutic exercises and the concepts of appro-

priate exercise progression

. Cite the concepts of physical therapy tests and measures and their mod-

ified application to animals

. Explain different types of rehabilitation and mobility equipment, their

pros and cons and pricing differences

. Define rationale of a physical therapy treatment plan of care for specif-

ic pathologies

. Define the rationale of individualized home care programs according to

specific pathology

Define and demonstrate proper body mechanics when handling animals
Cite the method of documentation of physical therapy outcome measures
Define the rationale of how reliability is ensured in measuring physical
therapy outcomes

Cite the regulatory issues pertaining to the practice of “physical thera-
py”, including supervision of a PTA by a PT

20. Describe business concepts, developed in collaboration with physical

therapists, as related to establishing a physical therapy program (insur-
ance, marketing, equipment, contract vs. employee physical therapist)

. Describe the education and skill level of a licensed physical therapist and

licensed physical therapist assistant

2. Define the roles of veterinarians, physical therapists, physical therapist

assistants, and veterinary assistants in the collaboration of animal reha-
bilitation and in regards to each one’s education and skill level

. Cite the legal and practice issues surrounding animal rehabilitation
. Cite the legal and practice issues concerning the practice of physical

therapy and the supervision of the PTA by a PT

. Cite regulatory issues pertaining to the practice of “physical therapy”

and to the practice of veterinary medicine

PHYSICAL THERAPISTS (PT)
TITLE: Certificate Program in Animal Rehabilitation for Physical Therapists

At the completion of this certificate program, the physical therapist will be

able to:

o

[$21

Overall objective: Recognize the veterinarian as the case manager for
the animal's overall care and the physical therapist as the rehabilitation
coordinator: Primary role in examination and evaluation of movement
dysfunction of animals and in developing the rehabilitation intervention
and plan of care.

Describe and have a working knowledge of the animal anatomy and
physiology as related to rehabilitation

Adopt terminology from a veterinary medical perspective to effectively
communicate total care

Describe and have a working knowledge of common orthopedic and
neurologic pathologies of the dog as related to rehabilitation care
Describe and have a working knowledge of tissue responses to injury
and elfects of immobilization for animals

Describe and have a working knowledge of time frames for tissue heal-
ing in animals

Describe and have a working knowledge of wound healing for dogs and
various methods of treatment

Describe animal behavior and safety issues when working with animals
Describe and demonstrate correct safety precautions / techniques for
both self and animal [towel-walking, weight-bearing status, underwater
treadmill, Passive Range of Motion (PROM)]

Orthopaedic Practice Vol. 14,3:02
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18.
19:

20.
21
22

23.

. Describe and have a working knowledge of physical therapy procedur-

29.
30.

32.
33.

34.
35.

36.
37.
38.
39,
40.

Describe and demonstrate basic handling, restraint techniques, and ban-
daging of animals

. Recognize pain/discomfort and normal vs. abnormal clinical presenta-

tions, including how to take vital signs

. Describe various types of splints and orthotics and the pros and cons of

eac h

. Explain different types of rehabilitation and mobility equipment, their

pros and cons and pricing differences

. Describe the physiology behind anesthesia, basic types of anesthesia and

their effects on recovery

. Describe and have a working knowledge of common medications, vac-

cination protocols, basic parasitology and radiology

. Describe and demonstrate proper body mechanics when handling ani-

mals

Describe and have a working knowledge of basic medical management
for common canine pathologies

Describe and have a working knowledge of basic surgical techniques as
related to rehabilitation

Describe basic exercise physiology as related to animals

Explain the requirements (training, skills, etc.) of animal athletes and
working animals with their respective jobs

Perform a history taking examination gathered from the animal’s owner,
including functional status

Perform a basic physical, neurologic and orthopedic examination of the
animal and be able to recognize a problem or potential problem

“xplain animal biomechanics

Evaluate an animal’s gait and other functional movements

al interventions as modified for animals (manual therapy, assistive
devices, functional mobility training, airway clearance techniques, and
integumentary repair and protective techniques

. Describe and have a working knowledge of physical agents as modified

for animals including contraindications and risks

. Describe and have a working knowledge of mechanical modalities (ie,

ultrasound, electrical stimulation), as modified for animals including
their contraindications and risks

. Demonstrate correct basic therapeutic exercise techniques, as well as

when to start intervention or progress intervention as needed

. Clip and prepare an animal for a treatment (ie, Electrical-stimulation,

ultrasound)

Describe and properly collect fecal/urine samples

Describe business concepts, developed in collaboration with physical
therapists, as related to establishing a physical therapy program (insur-
ance, marketing, equipment, contract vs. employee physical therapist)

. Describe the roles of veterinarians, physical therapists, physical thera-

pist assistants, and veterinary assistants in the collaboration of animal
rehabilitation and in regards to each one’s education and skill level
Describe legal and practice issues surrounding animal rehabilitation
Describe legal and practice issues concerning the practice of physical
therapy and the supervision of the PTA by a PT and a veterinary tech-
nician by the veterinarian

Describe regulatory issues pertaining to the practice of “physical thera-
py” and to the practice of veterinary medicine

Demonstrate the development and progression of a plan of care for ani-
mal patients

Deliver / supervise rehabilitative interventions

Devise and progress home care programs

Establish outcome goals for physical therapy for animals

Document correct and complete daily notes

Coordinate communication between the client and the veterinarian with
rehabilitation protocols and follow-ups

VETERINARY TECHNICIANS
TITLE: Certificate Program in Animal Rehabilitation for Veterinary

Technicians

At the completion of this certificate program, the veterinary technician will
be able to:

Overall objective: Recognize the physical therapist as the rehabilitation
coordinator: Role in responding to the veterinarian as team leader and
role in assisting the physical therapist in carrying out the rehabilitation
pl‘()gl‘i\n]



1. List and verbalize benefits and goals of physical therapy

2. List indications for referral to physical therapy

3. Adopt terminology from a physical therapy perspective

4. Define basic animal anatomy and physiology as related to rehabilitation
care

5. List common orthopedic and neurologic pathologies of the animal as
related to rehabilitation care

6. Define tissue response to injury and effects of immobilization for animals

7. Cite time frames for tissue healing for animals

8. Define wound healing for animals and various methods of treatment

9. Cite the relevance of basic surgical tecniques as related to rehabilitation

10. Define basic exercise physiology geared for a technician audience as

related to animal rehabilitation

11. Define and demonstrate proper body mechanics when handling animals

12. Recognize pain/discomfort and normal vs. abnormal clinical presenta-

tions

13. Define and demonstrate correct safety precautions / techniques for both

self and animal (towel-walking, weight-bearing status, underwater
treadmill, PROM)

14. Define physical agents, their benefits and contraindications

. Define basic mechanical modalities, their risks, contraindications and
benefits

. Explain and physically demonstrate correct application of basic modali-
ties (ie, ice, PROM, massage)

. Define the types of physical agents and mechanical interventions, as well
as when, with supervision, to start an intervention, progress an inter-
vention as needed and carry out interventions as outlined by the physi-
cal therapist

- Define basic therapeutic exercise techniques, as well as, with supervi-
sion, when to start intervention or progress intervention as needed

19. Clip and prepare an animal for a modality treatment (ie, electrical-stim-
ulation, ultrasound)

. Cite legal and practice issues surrounding animal rehabilitation

21. Cite legal and practice issues concerning the practice of physical thera-
py and the supervision of the PTA by a PT

- Define regulatory issues pertaining to the practice of “physical therapy”
and to the practice of veterinary medicine

. Define the roles of veterinarians, physical therapists, physical therapist
assistants, and veterinary assistants in the collaboration of animal reha-
bilitation and in regards to each one’s education and skill level

24.

25.

Document correct and complete daily notes
Perform follow-up phone calls/ visits under the guidance of a physical
therapist

PHYSICAL THERAPIST ASSISTANTS (PTA)

TITLE: Certificate Program in Animal Rehabilitation for Physical Therapist
Assistants

At the completion of this certificate program, the physical therapist assistant

will be able to:

## Opverall objective: Recognize the physical therapist as the rehabilitation

coordinator: Role in responding to the veterinarian as team leader and

role in assisting the physical therapist in carrying out the rehabilitation

program

Adopt terminology from a veterinary medical view

Define basic canine anatomy and physiology as related to rehabilitation

List common orthopedic and neurologic pathologies of the animal as

related to rehabilitation care

List the requirements (training, skills, etc.) of animal athletes and work-

ing animals with their respective jobs

CHEEIE

25

Define tissue response to injury and effects of immobilization for animals
Cite time frames for tissue healing for animals
Define wound healing for animals and various methods of treatment

oo Fleations

Define basic medical management of common animal pathologies

9. Define basic surgical techniques as related to rehabilitation

. Define basic exercise physiology as related to animals

11. Define and demonstrate proper body mechanics when handling animals

- Define and demonstrate basic handling, restraint techniques, and ban-
daging of animals

. Recognize pain/discomfort and potential problems (normal vs. abnormal
clinical presentation, know normal vitals)

14. List animal behavior and safety issues when working with animals
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. Define and demonstrate correct safety precautions / techniques for both
self and animal (towel-walking, weight-bearing status, underwater
treadmill, PROM)

16. Physically and verbally demonstrate knowledge and correct application

of physical agents and mechanical interventions under supervision and

carry out interventions or progress interventions as requested by the
physical therapist

- Define correct basic therapeutic exercise techniques, as well as carry out
interventions and/or progress interventions as requested by the physical
therapist

. Demonstrate proper progression of therapeutic exercise under the
supervision of a physical therapist

. Clip and prepare an animal for a modality treatment (ie, Electrical-stim-
ulation, ultrasound)

. Cite and demonstrate proper technique when collecting fecal/urine sam-
ples

21. Define legal and practice issues surrounding animal rehabilitation

- Define legal and practice issues concerning the practice of physical ther-
apy and the supervision of the veterinary technician by the veterinarian

. Define regulatory issues pertaining to the practice of “physical therapy”
and to the practice of veterinary medicine

- Define the roles of veterinarians, physical therapists, physical therapist
assistants, and veterinary assistants in the collaboration of animal reha-
bilitation and in regards to each one’s education and skill level

. Document correct and complete daily notes

. Perform follow-up phone calls/ visits under the direction/guidance of a

physical therapist
\ ® @ ® ® ®
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Call for submissions for a future Newletter featuring the
SIG

In 2003, one edition of the Orthopacdic Physical Therapy
Practice (OP) publication will feature the Animal Physical
Therapist Special Interest Group. We would like to welcome
various types of submissions for this edition and future
newsletters. Types include a review article of some aspect of
animal rehabilitation, original case studies, and abstracts of
published articles related to rehabilitation for animals. This
process will help bring information and published research
literature to readers and help in the process of assessing the
scope of the practice of rehabilitation for animals.

Suggested criteria for selecting articles to include in a

review article or to abstract:

1. Does the article have scientifically valid content

2. Does the article contribute useful knowledge, such as
professional direction, insightful point of view, patient
care recommendations, cost efficiency of patient care,
insight into mechanism of pathology or injury

3. Does the article addresses a current and relevant problem
or issue

General criteria for the selection a featured literature

review article

1. The topic is clearly defined

2. The topical outline is inclusive and relevant

3. The content is clearly referenced by literature or by clin-
ical opinion

Format for Abstracts for Published Research Reports

Purpose, question, hypothesis, or problem

Brief statement of the literature background and why the
study was needed

Methods (number and kinds of subjects, study design,

Orthopaedic Practice Vol, 14;3:02



instrumentation, measurements taken, procedures used,
relevant aspects such as time frame, validity, reliability,
objectivity, feasibility, sensitivity, meaningfulness)
Data reduction and analysis
Results
Discussion /conclusions
Clinical relevance as stated in the article
Assessment of the article by the abstractor — relevance to
personal clinical practice known to the abstractor, rele-
vance to contribution of this knowledge to basis for evi-
dence within animal rehabilitation, terms and concepts are
stated in professional language and are defined opera-
tionally
A research abstract should include the following topics with
topic headings in bold and in the format indicated below.
Title: Mechanism of Injury for Stifle Arthritis in Dogs.
Authors: Doe JD, Lake AP, and Fonton LL.
Journal: J Orthop Sports Phys Ther. 2001; 20(3): 150-
55.
Purpose:
Background:
Subjects:
Methods:
Data Analysis:
Results:
Discussion/Conclusion:
Clinical Relevance:
Abstractor assessment:

Format for Abstracts for Original or Published Case

Reports
Purpose, question or problem

Brief statement of relevant literature/clinical background /
why the study was needed
Clinically relevant description of the patient
Relevant patient history/examination, evaluation, interven-
tion/treatment procedures, outcome measures used
Results of the rehabilitation program
Terms and concepts are stated in professional language and
are defined operationally
Discussion / conclusion
Clinical relevance as stated in the article
Assessment of the article by the abstractor — relevance to
personal clinical practice known to the abstractor, rele-
vance to contribution of this knowledge to basis for evi-
dence within animal rehabilitation, terms and concepts are
stated in professional language and are defined opera-
t’ionally.
A case report abstract should include the following topics
with topic headings in bold and in the format indicated
below.
Title : Mechanism of Injury for Laminitis in a Racing
Horse.
Authors: Doe JD, Lake AP, and Fonton LL.
Journal (if published): J Orthop Sports Phys Ther.
2001; 20(3): 150-55.
Purpose:
Background:
Subject Description:
Outcome Measures used:
Evaluation /Treatment Intervention:
Results / outcomes:

Orthopaedic Practice Vol. 14,3:02
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Conclusion:
Clinical Relevance:
Abstractor assessment (if published):

Submission Requirements

Due Date: February 20, 2003

Notification of acceptance: March 30, 2003

Submit abstracts to: Cheryl Riegger-Krugh ScD, PT
Physical Therapy Program,
University of Colorado Health
Sciences Center
C244 4200 E. Ninth Ave
Denver, CO 80262
303-372-9141
cheryl.riegger-krugh@uchsc.edu

Submit the abstract on disc with the word processing appli-
cation (Microsoft Word 7.0, for example) written on the disc
with your name and title of abstract). Use Microsoft Word if
possible.

Submit the abstract in hard copy accompanied by the
Information Sheet provided below

800 word maximum

Clear, dark print with 12-point type

Use the referencing format of the Journal of Orthopaedic
and Sports Physical Therapy

Complete the Information on this Sheet and submit with
your Abstract

Name

Credentials

APTA Member Number Yes or No

Orthopaedic Section Member? Yes or No
Animal Physical Therapist SIG member? Yes or No

Address (please include Street, City, State, Zip Code)

Home Telephone

Work Telephone

Fax Number

E-mail Address

Grammatical or space requirement editing may be needed. Is

editing for grammatical or space requirement acceptable to
you? Yes or No

For any content editing questions or requests, the author will
be notified.
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THE ACCEPTED STANDARD OF PERFORMANCE

A newly available patented option eliminates the use

of flexion and rotation levers. This allows
the therapist to perform
advanced manual therapy
techniques with complete
confidence and comfort with an
ergonomically friendly design. The
unique design provides more efficient
and smooth setup while providing
superior patient comfort. The option .
enhances patient care by allowing :
unsurpassed opportunity for more
preciseness of treatment and
monitoring of segments and joints.

See for yourself these outstanding features:
Accurate localization of the vertebral segment; Precision and versatility of technique;
Absolute control of the mobilization forces; Excellent stability for manipulation.

he design and concepts make this the best

mobilization table manufactured today”
Professor Freddy Kaltenborn
Author. Int’l Lecturer in Manual Therapy

he various sections have minimum flex allow-
ing very accurate application of specific manual
therapy techniques”

Olaf Evjenth
Author, Int’l Lecturer in Manual Therapy

e e e T R

: ES! I would like to preview the 1

o ; I
l Cardon Mobilization Table. I
1 |
1 Please rush your 15 minute VHS video: 1
! [
: Name: Title: |
I Clinic/Institution: :
: Address: I
1 City: State: Zip Code: :
: Telephone: Signature: |
I |
I CARDON REHABILITATION PRODUCTS, INC.™ A
1 6311 Inducon Corporate Drive, Unit 14 I
1 Sanborn, New York 14132 1
] - Telephone: 1-800-944-7868 « Fax: 716-297-0411 I
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New “Double-Belt” is the most secure & comfortable sacroiliac support available!!!

The Active S-I Belt™

“The Active S-I Belt does work...it stabilizes the pelvic
girdle very effectively.”— David Milkos, DC,PT
Chiropractor, Physical Therapist & Multigan Concept Instructor

The Active S-1 Belt is available through these distributors!

GNR Health Systems 800-523-0912
Sammons-Preston 800-323-5547

—NOW AVAILABLE—

Versa-Strap™

¢ The versatile, adjustable stretching strap

* Use with door attachment for upper &
lower extremity exercise

e Perfect for clinic and home use

Mobilization Belt

 High-Quality Construction
e Heavy Duty Buckle

Call For Information!ll

SPECHT ORTHOPEDIC, INC.
PO. Box 23 - Swansea, MA 02777

Toll Free: 877-477-3248
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