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The Institute of Physical Art

Preliminary 2001 Schedule of Courses

FO I: An Integrated Manual Therapy System - 3 1/2 Days, 30 Contact Hours ($525)

The foundation of Functional Mobilization™, Functional Orthopedics | presents a systematic manual therapy approach for the treatment of
musculoskeletal dysfunction and pain, with emphasis on soft tissue mobilization. The cutting edge aspect of FO | is the integration of STM with PNF,
joint mobilization, body mechanics training and rehabilitative exercise programs. This approach emphasizes the enhancement of function as an
avenue to effective and efficient treatment of mechanical symptomatology.

January 18-21 .............. Jacksonville, FL March 29 - April 1 ... Lake Forest (Chicago), IL September20-23 ........ San Francisco, CA
January25-28 .............. Long Beach, CA May3-6 ... Minneapolis, MN September20-23 .............. Reading, PA
February8-11 ................. Phoenix, AZ May:3-8 s s s v 5 v v ¢ o New York, NY October11-14 ................. Pomona, CA
February 22:-25" . .z s s v o Baltimore, MD May17-20 ......... Puyallup (Tacoma), WA October 18= 21" . . vews s poss s 5 Jacksonville, FL
Mareh =11 oo e nicas Steamboat Springs, CO June7-10 ..o Atlanta, GA October25-28 .................. Denver, CO
March8-11 ................. Birmingham, AL July26-29 ........... Colorado Springs, CO November1-4 ... ........... Charleston, WV
March15-18 .................. Fremont, CA July26-29 ... Milwaukee, WI November5-8 (M-Th) ........ Bay Shore, NY
March22-25 ................ Patchogue, NY August2-5 ..o Alexandria, VA

FO Il: Functional Orthopedics Il - 3 1/2 Days, 31 Contact Hours ($550)

Under the instruction of Gregory S. Johnson, PT, FFCFMT, the participant learns to identify and treat soft tissue and joint dysfunctions through
integrated mobilization techniques and utilization of Functional Movement Patterns™. Skills and procedures learned are effective for the treatment of
the symptomatic as well as contributory dysfunctions which affect the balance and motion of the entire kinetic chain.

Prerequisite: FO | and any basic mabilization course.

April5-8 ... Atlanta, GA July12-15 ... San Francisco, CA November1-4 ............... New York, NY

May 31-Juned ................. Denver, CO

FM LQ & UQ: Functional Mobilization™ Lower & Upper Quadrants - 3 1/2 Days, 32-34 Contact Hours ($550)

A unique advanced, systematic approach developed and taught by Gregory S. Johnson, PT, FFCFMT, Functional Mobilization trains the therapist in a
systematic integration of soft tissue and joint mobilization with the dynamic principles and procedures of PNF for mobilization, stabilization and
neuromuscular reeducation. The emphasis is on the integration of the tools of PNF | and FO | to assess the interrelationships of the kinetic chain and
the neuromuscular system. This approach presents concise strategies for the evaluation of each movement segment for its mechanical condition and
neuromuscular control. The participant is trained to evaluate each movement segment through the use of PNF patterns and to combine the selective
pattern into the full trunk and extremity patterns. Prerequisites: FO | & PNF | or Kaiser Vallejo Program.

LQ-March1-4 .......... Thousand Oaks, CA LQ-May3-6 ..............0 Alexandria, VA UQ-October4 -7 ............... Fremont, CA

UQ-March15-18 ..... Algonquin (Chicago), IL UQ-September 13-16 ......... Charlotte, NC
BET: Back Education and Training - 2 1/2 Days, 20 Contact Hours ($425)

Active Functional Rehabilitation which offers more than just stabilization by teaching self responsibility through five foundational principles
of efficient posture and movement. The course includes five two-hour dynamic exercise training sessions.

February 9-11 ........... San Francisco, CA June 22.- 24 .. snin senms mama s Patchogue, NY October12-14 ................ Baltimore, MD
Febriary 23 =25 ..o s svos s mns Milwaukee, WI June 29 = JUlyt s suwie v sees ses Boulder, CO October19-21 ............... Milwaukee, WI
March23-25 ................. New York, NY July27-29 ... Beverly (Boston), MA November2-4 ................. Phoenix, AZ
April20-22 .. .......... ... Jacksonville, FL September 14 -16 .......... Long Beach, CA November 16 -18 ................ Atlanta, GA
June22-24 | aianns vem s Charlottesville, VA September21-23 ............... Lockport, IL

PNF I: A Manual Neuromuscular Treatment System - 3 1/2 Days, 28 Contact Hours ($525)

The Functional Approach to PNF, offering a dynamic manual evaluation and treatment approach based on specific analysis of motor recruitment
patterns. This approach bridges the skills utilized for orthopedic and neurological care into a compact approach of functional enhancement.

January25-28 ............. Staten Island, NY April26-29 ............ Beverly (Boston), MA September13-16 ............... Atlanta, GA
February8-11 ........ Colorado Springs, CO April26-29 ... ...l Chicago, IL September 13 -16 .... Puyallup (Tacoma), WA
February8-11 ................... Mobile, AL May17-20 .................. Milwaukee, W1 September 13-16 ............ Patchogue, NY
February22-25 ........... Ft. Lauderdale, FL May17-20 .............. San Francisco, CA September20-23 ............. ... Chico, CA
February:22.-25 « : s ¢ s s 3 5 Jackson, MS JUNE 7 =10 & ¢ o s 150 = o v 5 La Jolla, CA September20-23 ............... Denver, CO
March8-11 ................. Winchester, VA JUWAI2:298 & s s v 5 v e St. Augustine, FL October25-28 ....... Libertyville (Chicago), IL
March15-18 ................ Milwaukee, WI July19-22 ... Alexandria, VA November1-4 .............. Long Beach, CA
March22-25 ............. Pomona (LA), CA August9-12 ... ...l Miami, FL November8-11 ............... Baltimore, MD
March29-Aprit 1t .............. Charlotte, NC

CFMT™: Certified Functional Manual Therapist - 6 Days. ($795)

A review and testing of material from eight courses: BET, PNF I, FO I, FO II, FM: LQ & UQ, CTl and LPI.
August6-11 .. .. Steamboat Springs, CO

I0C: Integrated Orthopedic Certification - ($750)

In collaboration with Stanley V. Paris, PhD, PT, and the Institute of Physical Therapy (IPT), this joint certification offers a review and testing of material
from four IPA courses: BET, PNF |, FO I, FO II, and two IPT courses: S-1 and E-1.  August 6 - 11 Steamboat Springs, CO

Dates and locations may change!!
Consult our web page for complete course information and the latest updated schedule.

IPA, Inc., 43449 Elk Run, Steamboat Springs, CO 80487 970-870-9521 - www.ipaconed.com




Thank you!

We would like to take this opportunity to thank our
2000 contributors to
Orthopaedic Physical Therapy Practice (OP).

Mark L. Archambault, PT, MS, CSCS
Allyson L. Baughman, MPT
Jill Binkley, PT, MSc, FAAOMPT
Edie Knowlton Benner, PT, MA, OCS
Carolyn Bloom, PT
Brenda Boucher, PT, PhD, CHT
Gordon Browne, PT
Jean M. Bryan, MPT, PhD, OCS
Phyllis A. Clapis, PT, MS, OCS, CSCS
Matthew T. Crill, PT, MS, CSCS
Robert E. DuVall, PT, MMSc, OCS, MTC, PCC, CSCS
Helene Fearon, PT
Jill Floberg, PT
Stephen McDavitt, PT, MS
Patricia Downey, PT, MS, OCS
Lauren A. Hebert, PT, OCS
Daryl Lawson, MPT
Timothy McMahon, MPT, OCS
Paul Mackarey, PT, MS, OCS
Thomas P. Nolan Jr., PT, MS
Dan Riddle, PT, PhD
Michael Ross, Capt., USAF, PT, MS, OCS
Gary Shankman, PTA, MS, OPA-C, ATC, CSCS
Matthew J]. Taylor, MPT, RYT
Brad Thuringer, PTA, BS
James A. Viti, PT, MSc, OCS
Mark Werneke, MSPT, DipMDT
Jeff Yaver, PT

A special thanks as well to our Advisory Council Coordinators, for OP.
Gary Shankman, PTA, MS, OPA-C, ATC, CSCS - Coordinator PTA Related Articles
Michael Wooden, PT, MS, OCS - Coordinator, Abstracts and Book Reviews




Sit in Comfort with
FREEDOM"® Forme

When you must sit for extended periods of time,
this new back support from AliMed® will reduce
your fatigue and discomfort. FREEDOM® Forme

cushions the spine and back muscles so that you can sit in
comfort all day long. You can use this contoured backrest on
practically any chair, and if you want to customize the fit,
simply attach or detach the lumber pillow section of the back-
rest. The FREEDOM® Forme is an economical

alternative to other full-back supports. The ;
introductory sale price is between 50% s

and 60% lower than other best-selling e
back supports.

Available in Navy or Grey.
Please specify color
when ordering.

#UF75102 FREEDOM Forme 530050y
Introductory Sale Price  $39.95 ea

Oflfer ends 10/16/00

Wﬂ Battery
) check
[ ]
On/off switch
Ma'gl‘letlc allarm and volume

adjustment
A really versatile piece of equipment—specifically
designed to be a patient monitor. The magnetic
pull switch releases from any direction. Buy "0
Convenient on/off switch, loud or soft setting and 3ml
a battery-check button with LED. Meets OSHA sa IIE!
requirements. _—

This alarm mounts to a wheelchair with Velcro”
hook and loop (included). Or, place the unit in the
holster (included), and strap it onto a bed. Cord
adjusts up to 36" in length. Alligator clip attaches
to patient’s clothes. Requires two AAA batteries.

#UF74836  Magnetic Alarm $32.00 ea
$25.60 ea (10+)

#UF74878  AAA Batteries. 12/pk 20.00 pk

#UF75042  Replacement Cords, 3/pk - 12,95 pk

Adjustable cord

& ® Order Toll Free 800-225-2610
A AllMed 781-329-2900  Fax 800-437-2966
297 High Street * Dedham, MA 02026 ¢ alimed.com
#3505 ©2000 AliMcd™ inc. All rights reserved.

2 Orthopaedic Practice Vol. 12;4:00




ORTHOPAEDIC
PHYSICAL THERAPY
e’ PRACTICE

- TABLE OF CONTENTS

IN THIS ISSUE
8 Strengthening Exercises: A Motor Learning Perspective

Gordon Browne, PT

12 What’s New in OCS - Orthopaedic Certified Specialization?
Jean M. Bryan, MPT, PbhD, OCS

14 Peer, Utilization and Claim Reviews of Physical Therapists
Carolyn Bloom, PT

15 A Revision for the Guide to Physical Therapist Practice:
Is it Mobilization or Manipulation? Yes! That is my final answer!
Stepben McDavitt, PT, MS

18 Essential Treatment of Selected Forearm Fractures
Gary Shankman, PTA, MS, OPA-C, ATC, CSCS

REGULAR FEATURES
5 Editor’s Message
6 President’s Message
7 2001 - 2004 Goals
20 Book Reviews
22 Fall Board of Director’s Meeting Minutes
24 CSM 2001 Programming

29 2001- Poster and Platform Presentations MISSION

32 Section News The mission of Orthopaedic Section of
35 Occupational Health SIG Newsletter the American Physical Therapy Association is
39 Foot & Ankle SIG Newsletter to be the leading advocate and resource for

the practice of orthopaedic physical therapy.

: The Section will serve its members by foster-
44 Pain Management SIG Newsletter ing high quality patient care and promoting

45 Animal Physical Therapist SIG Newsletter professional growth through:

IBC Index to Advertisers * Advancement of education and clinical
practice,

» Facilitation of quality research, and

¢ Professional development of members.

' PUBLICATION STAFF

41 Performing Arts SIG Newsletter

Orthopaedic Physical Therapy Practice (ISSN 1532-0871)

EDITOR . MANAGING E.DI'IjOR is the official magazine of the Orthopaedic Section, APTA,
Susan A. Appling, PT,MS, OCS Sharon L. Klinski Inc. Copyright 2000 by the Orthopaedic Section/APTA. Non-
ADVISORY COUNCIL ADVERTISING member subscriptions are available for $30 per year (4 is-
e o sues). Opinions expressed by the authors are their own and
Philip McClure, PT,PhD Classified and oot accsssatilcet ; A e

¢ sarily reflect the views of the Orthopaedic Sec-

Ann Grove, PT Short Term Courses tion. The editor reserves the right to edit manuscripts as

: i N necessary for publication.All requests for change of address
1(\;/11011218611 WEO(ICD;}T, MS, OCs Dl;}[ﬂaylAdgl('l t1§1ng should be directed to the La Crosse Office.

Ay suaniman, PTs, OPA-C, ATC artha Chapin All advertisements which appear in or accompany Ortho-
Tom Watson, PT; MEd7 FAAPM 810 E. 10th paedic Physical Therapy Practice are accepted on the ba-
Tom McPoil, PT, PhD, ATC Lawrence, KS 66044 isis of conformzu(ion to ethicall phﬂsical theragy Tzln(c)larfls,

. tacceptance does not imply endorsement by the Ortho-
Donna Ritter, PT 800-627-0932 x 261 DUt accepta
paedic Section.
Ar.lene White, PT 785—.843—1855_ FAX Orthopaedic Practice is indexed by Cumulative Index to
Michael House, PT, MS Email: mchapin@allenpress.com 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. 12;4:00 3



Orthopaedic Section Directory

www.orthopt.org

B ELECTED OFFICERS

President: Vice-President: Treasurer: Director: Director:
Bill Boissonnault, PT, MS, DPT Nancy White, PT, MS, OCS Ann Grove, PT Joe Farrell, PT, MS Gary Smith, PT, PhD
7420 Kenyon Dr. 1820 N. Hartford St. 127 Hospital Dr., #101 Redwood Orthopaedic PT, Inc. 825 W24 Ave.
Middleton, WI 53562 Arlington, VA 22201 Vallejo, CA 94584 20211 Patio Drive, Suite 205 Spokane, WA 99203-1971
(608) 263-5095 (Office) (703) 524-8011 (Office) (707) 552-8795 (Office) Castro Valley, CA 94546 (509) 220-2259 (Office)
(608) 263-6434 (FAX) (703) 524-0402 (FAX) (707) 552-9638 (FAX) (510) 537-3991 (Office) (509) 473-5535 (FAX)
boiss@surgery.wisc.edu ntwjmb@aol.com groveann@aol.com (510) 537-2997 (FAX) gjoes@uswest.net
Term: 1998-2001 Term: 1998-2001 Term: 1999-2002 jpfropt@aol.com Term: 1999-2002

Term: 2000-2003

B COMMITTEE CHAIRS

MEMBERSHIP EDUCATION PROGRAM HOME STUDY COURSE ORTHOPAEDIC PRACTICE
Chair: Chair: Editor: Editor:
Michael Wooden, PT, MS Lola Rosenbaum, PT, MHS, OCS Carolyn Wadsworth, PT, MS, OCS, CHT Susan A. Appling, PT, MS, OCS
4770 Forestglade Court 118 Shadowood Dr. Heartland Physical Therapy University of Tennessee
Stonemountain, GA 30087 Warner Robins, GA 31088 3705 River Ridge Dr. NE 822 Beale St., Ste. 337
(770) 496-1693 (Office/FAX) (912) 918-0415 Cedar Rapids, 1A 52402 Memphis, TN 38163
michacl. wooden@physio.strykercorp.com (912) 918-0325 (FAX) (319) 393-9358 (Office) (901) 448-5888
lolarose@bellsouth.net (319) 362-7858 (FAX) (901) 448-7545 (FAX)
Members: See Section News carolynwz@aol.com sappling@utmem.edu
Vice Chair: Paul Howard, PhD, PT Managing Editor: Sharon Klinski
) . . sklinski@centurytel.net
Af{ember‘s: Ellen Hamilton, Gary (See Section Office)
Shankman
RESEARCH ORTHOPAEDIC SPECIALTY PRACTICE PUBLIC RELATIONS
Chair: COUNCIL Co-Chairs: Chair:
Philip McClure, PT, PhD Chair: Helene Fearon, PT Terry Randall, PT, MS, OCS, ATC
Beaver College, PT Dept. Michael T. Cibulka, PT, MHS, OCS 3420 E.Turquoise Somerset Physical Therapy
450 S. Easton Rd. Jefferson County Rehab & Sports Clinic Phoenix, AZ 85028 353 Bogle St.
Glenside, PA 19038 430 S.Truman Blvd. (602) 997-7844 (Office) Somerset, KY 42503
(215) 572-2863 Crystal City, MO 63019 (602) 977-8020 (FAX) (606) 679-6454 (Home)
(215) 572-2157 (FAX) (636) 937-7677 ((_)ffice> Stephen McDavitt, PT, MS (606) 679-1761 (Work)
mcclure@beaver.edu (636) 931-8808 (FAX) 51 Sewall Street (606) 678-0971 (FAX)
jerehab@postnet.com Portland, ME 04102 spts@hyperaction.net
Vice Chair: Michael Wooden (207) 773-2636 (Office)
Members: Robert Johnson, Col. (207) 874-7995 (FAX) Members: Sheila Goodwin, Barbra
Members: Nancy Byl, Jay Irrgang, Nancy Henderson scfm@mcdavittpt.com Merrill, Michael Tollan, Rick Watson, Pat
Paula Ludewig, Michael Wooden, Members: Joe Farrell, Paula Milchell, Zery
Gary Smith, Marilyn Swygert, Doug M. White
FINANCE AWARDS JOsPT NOMINATIONS
Chair: Chair: Editor: Chair:
Ann Grove, PT Nancy White, PT, MS, OCS Richard P. DiFabio, PT, PhD Mary Ann Wilmarth, PT, MS
(See Treasurer) (See Vice-President) 2920 East Ave. South, Ste. 100 10 Nollet Dr.
La Crosse, WI 54601 Andover, MA 01810-6312
Members: Joe Godges, Stuart Platt, Members: Mari Bosworth, Cori (608) 788-2554 (617) 3737626
Pam White Eastwood Boyd, Mark Trimble (608) 788-4878 (FAX) (617) 373-3161 (FAX)
Editor-JOSPT@centurytel.net mawilmarth@aol.com
Production Editor: Emily Pelty Members: Mary Milidonis, Bill O'Grady
JOSPT@centurytel.net
SPECIAL INTEREST GROUPS APTA BOARD LIAISON
OCCUPATIONAL HEALTH SIG PAIN MANAGEMENT SIG Randy Roesch, PT, MBA
Deborab Lechner, PT - President Tom Watson, PT - President randyroesch@apta.org
FOOT AND ANKLE SIG ANIMAL PT SIG
Tom McPoil, PT, PhD, ATC - President Cheryl Riegger-Krugh, PT - President
PERFORMING ARTS SIG
Jennifer Gamboa, MPT - President

B SECTION OFFICE PERSONNEL

Orthopaedic Section, APTA, Inc., 2920 East Avenue South, Ste. 200, La Crosse, W1 54601-7202, (800) 444-3982 (Office), (608) 788-3965 (FAX)

Terri DeFlorian, Executive Director x 204 tdeflorian@centurytel.net Stefanie Snyder, Program Coordinator x 205  ssnyder@centurytel.net
Tara Fredrickson, Executive Assistant  x 203  Ifred@centurytel.net Linda Toedter, Project Assistant x 215 ltoedter@centurytel.net
Sharon Klinski, Managing Editor X 202 sklinski@centurytel.net Jessica Gandy, Receptionist x 201 jgandy@centurytel.net
Kathy Olson, HSC Coordinator x 213 kmolson@centurytel.net

4 Orthopaedic Practice Vol. 12;4:00



> ¥
RmettrC

“To Everything, Turn, Turn, Turn”

This time of year always gets me in a
mood of reflection. I am not sure if it
is the changing of the leaves, the antici-
pation of the holidays, or just the mark-
ing of the end of one year and the be-
ginning of the next. For me, it is a time
to reflect on what is past and anticipate
what will be in the future. This season
provides us an opportunity to consider
where we are in our own lives and in
our profession. Let us now consider
where we have been in the past year.

We started out the year in New Or-
leans with a record number of physical
therapists, physical therapist assistants,
and PT and PTA students coming to-
gether to learn and to celebrate. There
was discussion of a vision and debate
continued about the DPT. The Section
officers and Board of Directors contin-
ued their work relative to the mission
and vision of the Section. There were
many opportunities for PTs and PTAs to
interact with others with the same spe-
cial interests. There also were opportu-
nities to celebrate, including the annual
recognition ceremony of newly certified
specialists, and recognition of Section
award winners. What did we learn in
N’awlins? PTs and PTAs love CSM—we
need more space; people are passionate
about their own perspectives of a vision
for the profession; and who really needs
Mardi Gras when CSM is in town!

Later, we were in Indianapolis, where
the House of Delegates made many de-
cisions affecting the future of our pro-
fession. After much debate, the delegates
endorsed “Vision 2020.” Some believe it
is a bold statement about our future,
while others believe it is not so bold, but
where we have already begun to go.
Regardless, Vision 2020 is now our guid-
ing light. It is directional regarding en-
try-level practice. Whether it be a “clini-
cal designator” or entry-level degree, the
DPT is where we are definitely headed.
An increasing number of educational in-
stitutions are moving to the DPT entry-
level, while many others consider it.
Even more importantly, this vision makes
clear our intent to practice autono-
mously. The ever-changing health care
environment will have to be guided, at
least in part, by us for autonomous prac-
tice to become a reality. What did we

Orthopaedic Practice Vol. 12:4:00

learn in Indy? Patience is a virtue; ma-
jority rules; education, education, educa-
tion; and an environment of mutual re-
spect and cooperation is required if we
are to survive and thrive in the future.
In October, the Orthopaedic Section
Officers, Board of Directors, Committee
Chairs, and SIG Presidents met in La
Crosse for a strategic planning session.

Patience is a virtue;
majority rules;
education, education,
education; and an
environment of mutual
respect and
cooperation is required
if we are to survive
and thrive in the future.

Although it was a long day, the mission
and vision of the Section became clearer
to me as we defined our goals and ob-
jectives for the next 3 years. These goals
and objectives will guide the officers of
the Section in decision making regarding
how and when time, energy, and finan-
cial resources will be spent. We also
celebrated. We found out that, unlike
APTA and many components, our mem-
bership increased last year. It is through
the efforts of each individual Section
member that we grow. Keep up the
good work! We also recognized the ef-
forts of the Section office staff. Without
them, we would not be where we are
today! What did we learn from this ex-
perience? Knowing your destination is
required in order to get there; there are
many routes to the same location; actions
speak louder than words; and even the
softest of chairs gets hard after 8 or 10
hours.

Now, what about the future? The year
2001 marks the final year that physical
therapists will graduate from bachelor’s
degree programs. What impact will this
truly have on practice? What about the
physical therapy job market, supply and
demand issues, and the health care en-
vironment? Will reimbursement be the
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primary force that drives practice? What
is our best route to “physician status”
under Medicare? When will we achieve
autonomous practice? How can we best
teach our students to become the type
of practitioner that we believe is neces-
sary in an autonomous practice environ-
ment? These are not easy questions to
answer. But we must continue to search
and find answers. It will require each of
us to set aside personal preferences and
look to the greater good of our profes-
sion. Vision 2020 gives us a destination,
but we must create the map to get us
there. The events of the year 2000 have
set us on our way.

In this issue of OB Gordon Browne
has provided us with an insightful article
about the importance of motor learning
and motor control in orthopaedic physi-
cal therapy. Jean Bryan has written an
article to further explain the recent
changes in specialist certification require-
ments. Carolyn Bloom’s article describes
the peer review process and offers sug-
gestions to get started as a claims re-
viewer. Gary Shankman gives us an in-
formative article on forearm fracture and
rehabilitation.

In addition to our feature articles, this
issue also includes the “Practice Affairs
Corner,” which I highly recommend you
read—especially if you anticipate legis-
lative issues that will require you to de-
fend manual therapy as a part of your
practice. The SIG newletters are full of
information about what’s been going on
since Annual Conference and about what
is coming up for CSM. Each group has
some exciting plans for CSM in San An-
tonio. There is also a list of poster and
platform presentations, as well as a ten-
tative schedule for the events at CSM.

Have a safe and happy holiday season.
Enjoy your family, friends, and clients.
Begin the New Year of the third millen-
nium with peace of heart and mind and
with kindness in your soul.

Susan A.Appling, PT,MS,0CS
Editor, OP
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Building Bridges

Where has the time gone? This
President’s Message is my 22nd and final
message as President of the Orthopaedic
Section. None of the previous messages
have been particularly easy to write, but
this one is especially challenging. Where
do I start? How do I finish? How can I
adequately express my appreciation to all
of you who have been so supportive to me
personally, and to the Section since 1995?
I am still not quite sure as I sit down to
write this, but the deadline for this mes-
sage was yesterday so here we go!

As with my predecessors (and I am sure
my successor), I harbored a vision for the
Orthopaedic Section when I assumed this
position. I accepted the responsibilities of
being the President fully aware of the sto-
ried history of the Section and its tremen-
dous accomplishments since 1974. I also
was aware that some of the aspirations of
the Section’s founders had not yet been
fully realized. To finish some of the origi-
nal tasks and to successfully complete new
initiatives, I believed the Section needed
to expand its role as being THE leading
advocate for Orthopaedic Physical Thera-
pists and for Orthopaedic Physical Therapy
practice. Thanks to my predecessors, the
Section was resource-rich when I began
my first term (I am relieved to say that
even with all the resources, including
money, we have used the past 5.5 years we
are still financially solvent and secure). We
had the resources, but without the com-
mitment from members and our office
staff who were willing to invest valuable
time on behalf of the organization,
progress would not have been made on
any front. T am most proud of the fact that
we have had so many members step for-
ward and contribute to the Section. The
final necessary piece for the advocate role
that I so strongly believed in was for the
Section to build new bridges and
strengthen existing ones.

A bridge of any type allows for the flow
of traffic (communication) and resources
to occur with much greater efficiency and
effectiveness. A bridge CONNECTS one
group to another and the stronger the
connection, or the more bridges that are
built, the chances of a successful outcome
are greatly enhanced. A challenge in 1995
was to strengthen our two most important
bridges, the one connecting the Section
with membership and the other connect-
ing the Section Board of Directors (BOD)
with the office staff. I believe developing

the Mission and Vision and the strategic
plan in 1997 was a most important step
in connecting the Section as an organiza-
tion to the membership. Priorities were
now set in terms of how to allocate our
valuable resources. At our recent Fall BOD
Meeting, Dr. Jody Gandy of APTA staff once
again led us through our second long-range
strategic planning meeting. As we did be-
fore, the proposed plan will be presented
to membership at CSM 2001. Once again
your feedback will be crucial as to how
the Section allocates its resources.
Strengthening the bridge between the Sec-
tion BOD and the office staff is an ongo-
ing challenge. Due to the nature of our
organization, the Section office staff rarely
sees the BOD and vice-versa. Because of
this, extra effort on everybody’s part is es-
sential to develop the strong link that is
absolutely necessary in order for business
to be carried out effectively. Subsequently,
we made the decision to hold the Fall BOD
Meeting in our beautiful office building lo-
cated in LaCrosse, W1 every other year. In
addition, we just recently made the deci-
sion to have the newly elected President
and Vice President fly to LaCrosse for an
orientation day so they can meet with staff
and begin to understand the functions that
take place at our office. We will also de-
velop a teleconference orientation module
for newly appointed committee chairs and
members, and new Special Interest Group
officers so a quicker understanding related
to how our organizational structure is set
up and how it functions occurs.

We have made a concerted effort to
strengthen our relationship with APTA and
other components. In fact, we have com-
mitted to holding our Fall BOD Meeting at
APTA in Alexandria, VA on the off-years
when we are not meeting in LaCrosse. We
cannot afford to waste valuable resources
by reinventing wheels. We cannot afford
to have Components being unaware of
resources which are available and that are
designed to assist them with legislative
challenges. We cannot afford to have APTA
be unaware of the needs and concerns of
our membership and conversely, we can-
not afford to be ignorant of the priorities
being set at APTA and at the Chapter level.
The increased level of communication that
has taken place between the Section and
APTA and the Chapters has led to collabo-
rative efforts that have benefited the en-
tire profession. Our efforts have led to
gains being made in the areas of practice,
education, and research.
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The priority of protecting our right to
practice as it is described in the Guide to
PT Practice has led to the development of
the Manual Therapy Legislative Compen-
dium, and to the creation of the Task Force
for the Development of a Manual Therapy
Legislative Strategic Plan. This task force,
a joint effort between the Orthopaedic
Section, the APTA, and the AAOMPT, has de-
veloped a series of short- and long-range
objectives, some of which have already
been completed. An important by-product
of the Task Force’s initiatives has been the
collaboration that has developed with
other components. For example, Trish
King and I just recently spoke to the Aca-
demic Administrators SIG of the Education
Section regarding the topic of joint ma-
nipulation and physical therapy profes-
sional education, and at the House of Del-
egates 2000, every Section present co-
sponsored the RC describing the delega-
tion of joint mobilization/manipulation.
Our hope all along has been that the
manual therapy initiative, if successful,
would become a template for how to
tackle other national legislative issues. The
initial results of our efforts are very encour-
aging, and the collective response we have
received from all interested parties has
been extremely positive.

In the area of education, we remain
committed to the role of specialist train-
ing. This is one of the areas where I don’t
believe our Founders’ vision has yet been
fulfilled. Looking ahead to 2020, we are
debating how to best train doctors of
physical therapy. We seem to be ignoring
what the other health professions have
learned decades ago—that clinical resi-
dency and fellowship training are essential
elements for the development of special-
ists. Yes, we have a specialist certification
process, but there is still significant debate
and disagreement over what the term clini-
cal specialist should imply.Yes, we do have
a few clinical residency programs; but at
the rate we are developing them, it may
be 50 years before we have a residency
program located in each state. How much
longer can we wait for our profession to
agree upon a complete continuum of pro-
fessional and postprofessional training? I
believe we have a window of opportunity
available to us right now, if we ready. Our
professional education programs are mov-
ing towards the training of doctors of
physical therapy. This was occurring be-
fore the House of Delegates passed the Vi-
sion 2020 Statement, which included the
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“D” word. Since we are exploring how
to best train doctors of physical therapy,
let us revisit our specialization process.
Can we link clinical residency education,
including fellowships to our professional
education process? I believe the
mentoring which occurs in a clinical resi-
dency setting is vital to the development
of the level of clinical decision-making
skills required of doctors of physical
therapy. Can we link clinical specialist
examinations to clinical residency and
fellowship education as a way to desig-
nate who our specialists are? Now is the
time for us to consider these questions
and others as we explore doctor of physi-
cal therapy education.

Our primary contribution to research
has been through the provision of dollars
to support our research experts and
through the continued commitment to
JOSPT. The Orthopaedic Section has been
fortunate to have the ability to make sig-
nificant contributions to the Foundation
for Physical Therapy (FPT) and to support
our own small grant program. We are all
aware of the need for scientific evidence
related to physical therapy practice and
the push for evidence-based practice. The
money we have contributed is an invest-
ment to our future. The large sums (by
our profession’s standards) we have con-
tributed will not come close to meeting
the lack of evidence crisis, but we have
planted some seeds. This support must
continue if we are to continue practicing,
as we would like to practice. The chal-

lenge to our research community and the
FPT is to continue developing the appro-
priate vehicles which can produce the
type of research we need. When theses
vehicles are in place, the Orthopaedic
Section should be the largest supporter
of orthopaedic physical therapy research
if we truly are to be THE advocate for the
Orthopaedic Physical Therapist. Our com-
mitment to JOSPT as a joint effort with
the Sports Section remains strong. It is
our primary vehicle used to disseminate
scientific literature to our membership
and to others and the Journal’s reputation
as a respected scientific publication con-
tinues to grow. I believe it is important
to continue developing strong ties with
the Sports Section as we work to further
enhance JOSPT.

As an organization we have made
progress since 1995 but in many ways the
Section has simply laid a few more build-
ing blocks upon which further growth
can occur. The challenges facing Ortho-
paedic Physical Therapists will continue
to present themselves. The group effort
must continue on behalf of the Section in
order for the success to continue. The
building of new bridges must continue
while the nurturing of existing bridges
continues. Linking with groups outside
our profession will take on increased im-
portance as we face the next rash of
health care changes. One example may
be establishing dialogue with the Chiro-
practic Associations. Dr. Stanley Paris re-
cently proposed this at Annual Confer-

ence in Indianapolis. Can we find some
common ground with our long-time legis-
lative adversary? General dialogue with
the Chiropractic Associations may be the
first step towards reconciling our differ-
ences. How nice would it be if we could
begin spending time and energy on issues
other than encroachment from this group?

Serving the Orthopaedic Section as
President has been the most rewarding
professional experience I have ever had.
I will be forever grateful for the opportu-
nity you have given me. I am indebted to
the officers, committee chairs, and mem-
bers and the SIG officers that I have been
so fortunate to work with. I cannot thank
the office staff enough for their support
from day 1. I mentioned in a previous
President’s Message how honored I was to
have my picture taken with the past-presi-
dents of the Section at our 25th Anniver-
sary celebration. After the next CSM I will
be just as honored to have my name in-
cluded on the list of past presidents of the
Orthopaedic Section. Thank you and I
hope to see you in San Antonio at CSM
2001!

William G. Boissonnault,
PT, MS, DPT
President

Orthopaedic Section, APTA, Inc.

The first day of the Fall Board of Direc-
tors Meeting in La Crosse was spent up-
dating our strategic plan. We re-examined
the Section’s Mission and Vision state-
ments, as well as the current goals, objec-
tives, and strategies. The Mission and Vi-
sion were deemed appropriate, so we fo-
cused our energy on first the goals, and
then the objectives. The following is a list
of goals identified by the BOD. Please re-
view them and send us your feedback. We
are currently working on refining them, as
well as refining the objectives and strate-
gies. This will be presented formally at the
Section Business Meeting at CSM in San An-
tonio on Saturday morning and will be the
basis for our discussion. Your feedback is
important to further clarify our goals and
objectives as a Section. Thanks in advance
for your efforts!
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2001 - 2004 Goals

GOAL #1
Facilitate continued professional devel-
opment in orthopaedic physical
therapy clinical practice.

GOAL #2
Create dynamic leadership develop-
ment programs for members.

GOAL #3
Provide leadership for fostering and di-
recting clinical research to establish out-
comes effectiveness and efficacy of or-
thopaedic physical therapy.

GOAL #4
Promote knowledge of and provide sup-
port for physical therapists as an entry
point in the classification and manage-
ment of musculoskeletal dysfunction.

-

GOAL #5
Actively strive to promote orthopaedic
physical therapy presence in legislative
arenas and to protect orthopaedic
physical therapy practice.

GOAL #6
Utilize technological advancements to
educate and communicate with mem-
bership and facilitate Section gover-
nance.

GOAL #7
Generate alternate sources of revenue
to increase benefits to members, pro-
tect fiscal solvency, and control costs.

GOAL #8
Maintain current membership growth
rate of 2%.



Strengthening Exercises: A Motor Learning Perspective

Gordon Browne, PT

INTRODUCTION

As physical therapists, we use motor
learning concepts with our patients all
the time. Postural and ergonomics in-
structions are obvious examples. Body
mechanics instruction, gait training, bal-
ance training, and relaxation techniques
are further examples of motor learning
applied in a clinical setting. Joint insta-
bilities require muscular and sensory
retraining to recognize and check it
when too much movement occurs.
Manual therapy and the various body-
work methods that seek to gain collagen
mobility in joint or fascia need motor
control over that new range or direction
of movement. Some muscles need to
learn to lengthen into an unfamiliar
range while others have to learn to
contract into that same unfamiliar range.
The central nervous system (CNS) has
to change habitual firing patterns of
motor neuron inhibition and excitation.
Though a manual technique may allow
more movement somewhere, it does not
necessitate it. Motor learning comes in
here when we want our patients to
functionalize that newly available move-
ment into intentional action and com-
mon, daily activities.

We might not think of therapeutic
exercise as being a motor learning tech-
nique, but we already often use it that
way. Much of our rationale for prescrib-
ing exercises is essentially motor learn-
ing; we want our patient to move “bet-
ter” in order to improve function and
reduce tissue strain or damage. We
already use exercise to change behav-
ior—arthrokinematic, postural, and gross
motor behavior. We strengthen the ro-
tator cuff muscles to control gleno-
humeral arthokinematics and the vastus
medialis to better track the patella. We
stretch the pectoralis major in people
who protract their shoulder girdles and
stretch the illiopsoas in our patients
who hyper-extended their low backs.
These types of exercises are designed to
improve either existing but inefficient
movement and postural patterns, or in-
jury-induced abnormal patterns.The re-
mainder of this article focuses on how
we might expand our rationale regard-
ing traditional therapeutic exercise, us-
ing motor learning concepts to make
strengthening exercises more effective.

QUALITATIVE AND QUANTITATIVE
STRENGTHENING

We know how to make a muscle
stronger. We can stimulate recruitment

of more muscle fibers and improve its
efficiency. We can increase the size of
the muscle fibers and the mass of the
muscle as a whole. We can measure the
torque produced by a particular muscle
and graph where in its range it is the
strongest. This is quantitative strength-
ening, objective and measurable. When
quantitatively strengthening the gluteus
maximus, for instance, it doesn’t matter
what the orientation to gravity is,
whether the foot is on or off the floor,
what the synergists are doing, whether
the antagonists are adequately inhibited,
or whether the contraction moves the
thigh on the pelvis or pelvis on the
thigh; it is enough to have a muscle sim-
ply produce more force. From a motor
learning perspective, however, qualita-
tive strengthening is a more important
clinical goal.

Qualitative strengthening is about the
smooth recruitment of just enough
motor units to get the job done—
economy of effort. It is about firing
those motor units only when needed
and stopping the contraction when it’s
no longer needed—timing and coordi-
nation. It includes the accurate and si-
multaneous inhibition of antagonists and
the cooperation of appropriate syner-
gists in function-specific whole-body
patterns; it is integrative rather than
isolationary. Qualitative strengthening
requires a sense of purpose and an ac-
tive kinesthetic awareness on the part
of the patient in order to make informed
decisions on how and when to apply
that strength. In terms of practical clini-
cal usefulness, perhaps the main char-
acteristics of qualitative strengthening
are patient self-awareness, pattern speci-
ficity, and functional context.

PATIENT SELF-AWARENESS

The need for paying attention to ki-
nesthetic sensations when learning a
motor skill seems obvious. When hitting
a tee shot in golf, for instance, I want to
know what kinesthetic sensations are
produced. If I know and can reproduce
the feeling in my legs, pelvis, chest, arms,
head, and eyes when I hit the ball, I have
a great tool for improving my game.
Knowing and reproducing the kines-
thetic sensations created by a ball well
hit is what guides me toward refine-
ment, and knowing the sensations cre-
ated by a ball poorly hit is what helps
me avoid mistakes. Kinesthetic sensa-
tions are our guides to comparing move-
ment options, choosing whether to
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change a pattern or stay with the tried
and true, and being able to reproduce
that new pattern accurately and reliably.
These sensations include an ability to
discern joint position, direction and ve-
locity of movement, relationship to grav-
ity, and muscle effort. We cannot possi-
bly be consciously aware of every bit of
proprioceptive information coming into
headquarters and most of that informa-
tion is processed subcortically, but the
decisions based on that information are
central to motor learning.

All this proprioceptive information
flooding our CNS is to aid in motor de-
cision-making. We make decisions about
movement and postural patterns during
childhood development, after injury and
during subsequent recovery, as a mani-
festation of an emotional state, or as in-
fluenced by cultural aesthetics and
more. We make these decisions based
on internal and subjective criteria and,
once selected as a preferred pattern,
quickly turn it into a habit. We /ike that
particular way of doing things and ha-
bituate our motor instructions to cre-
ate the proprioceptive feeling associ-
ated with that preferred pattern. It is
this interweaving of motor and sensory,
this blending of early learning, emotion,
injury history, and culture, that makes
kinesthetically driven movement and
postural patterns so hard to change and
makes our work as clinicians so unpre-
dictable. Clinically, we have to per-
suade our patients to change from what
are often habitually ingrained
arthrokinematic, postural, or movement
patterns to the new way we propose—
showing them a picture, demonstrating
proper ergonomics, or handing them a
packet of home exercises is often not
enough. How then do we as clinicians
use exercise to go about changing a val-
gus knee or protracted shoulder girdle,
changing a hypermobile CO6, or an im-
pinging glenohumeral joint despite a
lifetime of endless and interwoven habit
selections?

If our goal in exercise is to change
muscle function in order to change mo-
tor behavior, we need to think about
what kind of learning environment
we're providing for our patients. Is it
reasonably quiet or is there loud music
or ongoing conversation? Are they pay-
ing kinesthetic attention while they are
doing their exercises or are they read-
ing a magazine or worrying about
work? Ignoring kinesthetic cues is easy
enough in the best of conditions; un-
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necessary distractions will make the job
even more difficult.

How do we train them for kinesthetic
acuity? We could ask them questions
about what they notice about themselves
while they move or assume a posture; we
could verbally guide them on their
search for proprioceptive clues. How do
we guide them in their decision-making
process? We could ask them to feel for
smoothness, ease, comfort, effortlessness,
and balance which lets them use their
own internal and subjective criteria and
select new patterns from a number of de-
liberately introduced choices. What do
we want them to be aware of? In addi-
tion to joint position and movement, ef-
fort sense, etc., we particularly want
them to be able to recognize patterns—
the whole-body or integrated patterns
of movement and posture that make up
our real life.

PATTERN SPECIFICITY: GLOBAL AND
DIFFERENTIATED PATTERNS

Let’s imagine the case of the
hyperlordotic patient with low back
pain. His pain is aggravated by standing,
lumbar extension, and lying on his belly
and is alleviated by lumbar flexion. A di-
agnosis might be a closed-pack facet ir-
ritation, SI strain, or even a spondylolis-
thesis, and we may give him exercises to
strengthen his hip extensors to reduce
excessive anterior pelvic tilt in standing.
Gluteal sets, prone leg lifts, or hands and
knees diagonal arm and leg lifts may be
prescribed and progressive resistance
techniques can be applied. These would
certainly quantitatively strengthen the
hip extensors, but would they necessar-
ily change the behavior contributing to
his pain? On skeletal and muscular analy-
sis, we can see that both the hip and
spine are in extension and both the hip
extensors and the back extensors are en-
gaged in shortening contractions. This
pattern of simultaneous hip and back
extension we could call a global exten-
sion pattern). Our clinical intention,
however, is for the patient to do a differ-
entiated pattern of movement, hip exten-
sion along with lumbar flexion (Figure
1).We want a contraction of the hip ex-
tensors with inhibition of the back ex-
tensors. We want the hip extensors to
work to posteriorly tilt the pelvis with-
out the lumbar extensors kicking in to
keep the low back extended in
hyperlordosis.

Try the following simple experiment.
Lie on your belly with your legs long and
comfortably spread. Keeping both knees
on the ground, slowly lift both feet 17-
2”7 off the floor and lower them back
down. Repeat many times to feel and be
aware of what happens at your pelvis
and lower back as you do this. In theory,
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Figure 1

the contraction of the hamstrings should
posteriorly tilt the pelvis and lengthen
or flex the lumbar spine. What many of
you will find, however, is that the lum-
bar extensors automatically kick in to
counteract the posterior tilting function
of the hamstrings. As you continue this
movement some of you may learn to
allow the lumbar spine to flex through
the inhibition of the back extensors.
Some others of you will be unable to
differentiate the hip and lumbar exten-
sors and allow the pelvis to flex in this
position no matter how many times you
try. This becomes an even more difficult
differentiation to make if we add in the
gluteals by lifting the knees. Try it your-
self to see if you can do it without acti-
vating the back extensors!
Developmentally, lying on our bellies
and contracting our hip extensors is das-
sociated in our CNS not with standing
(balance), but with lifting our head to
look around (orientation). When at a cer-
tain age, children will spend a lot of time
on their bellies with their head, arms,
and legs all lifted in a global extension
pattern.Try lying on your belly and lift-
ing your head to look forward without
pushing up with your hands. Feel at
what point your gluteals and hamstrings
kick in. In this situation the lumbar and
hip extensors should be working to-
gether, as they are synergists in the in-
tention to bring the head to vertical and
look around. In our hyperlordotic pa-
tient, however, we would like the hip
and lumbar extensors to be antagonists
in the desired action of posteriorly tilt-
ing the pelvis to better balance it over
the legs, reducing hyperlordosis, and its
consequent tissue strain.This requires a
differentiated pattern of movement, hip
extension with lumbar flexion. In motor
learning terms, then, there needs to be
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pattern specificity in our exercise pre-
scription. The pattern we strengthen a
muscle should look something like the
pattern of movement we are trying to
teach to our patients. In other words, we
can think of strengthening the pattern,
not just the muscle.

Let’s look at another example. Say we
have someone with a habitually slumped
sitting posture who complains of head-
aches and neck pain. We would like to
teach this patient to extend his thoracic
spine and come upright to better balance
his head and relieve muscular strain, joint
compression, or shearing in the cervical
spine. We would likely prescribe exer-
cises to strengthen the back extensors.
We may even, as in our last scenario, have
our patient do prone or hands and knees
arm and leg lifts. This again quantitatively
strengthens the back extensors...but by
combining back extension with hip ex-
tension (and upper extremity extension)
we are again teaching a global extension
pattern. Our clinical intention with this
person is for him to move in the direc-
tion of a differentiated pattern of move-
ment that involves back extension with
hip flexion (Figure 2). Here the illiopsoas
are synergists to the back extensors
while the hip extensors need to be in-
hibited and allowed to lengthen, as they
are now antagonistic in this function.

Figure 2

For some people, we may even want to
go further to differentiate the lumbar ex-
tensors from the thoracic extensors.This
would be especially true with our pa-
tients that are simultaneously extending
their low back and flexing through their
mid-back, which is another common
variation on our patient with neck pain
and headaches. Here, the challenge is to
get the thorax to extend simultaneously
with lumbar flexion. Try it out in a chair
(Figure 3), then in standing! It can be
very difficult for many people!



Figure 3

With pattern specificity in exercise
comes pattern recognition on the part of
the patient. Exercising specific patterns
of movement in a variety of positions
and orientations to gravity allows our pa-
tient to know what he is doing, to rec-
ognize the pattern of the movement, and
to apply it to real-life function. With pat-
tern specificity comes whole-body, inte-
grated patterns of movement and the co-
ordination of both local and distal syn-
ergistic muscles with the muscle we are
trying to strengthen. With pattern speci-
ficity comes the ability to simultaneously
inhibit the antagonists, using reciprocal
inhibition and progressive application of
constraints to stretch the muscles oppos-
ing our desired function. Instead of
stretching and strengthening different
muscles in isolation, we could use pat-
tern specificity to simultaneously do
stretching and strengthening exercises,
postural training, kinesthetic acuity train-
ing, and spinal stabilization and body me-
chanics instruction. Let’s look at some
simple examples to illustrate what pat-
tern specific exercise and qualitative
strengthening might look like.

We may have our first student lie on
the floor with knees bent and feet flat.
We might have him alternately lift and
press his tailbone (Figures 4, 5) or to roll
his pelvis up and down on the floor by
pushing and pulling with his legs. The
pressing of his tailbone exaggerates his
pattern and allows him to judge its famil-
iarity and comfort.This is the differenti-

Figure 5

ated pattern that causes him problems in
standing, back extension with hip flex-
ion. The lifting of his tailbone is a
nonhabitual differentiated pattern of hip
extension with lumbar flexion. It is re-
ally the classic pelvic tilt but done for
motor learning purposes with pattern
reciprocity and change of venue. Pattern
reciprocity is simply “going in both direc-
tions” instead of only going in a “thera-
peutic direction.” In the case of our
hyperlodotic patient, logic might dictate
that we want to move in the direction
of comfort only, lumbar flexion/hip ex-
tension. For pattern recognition and de-
cision-making considerations, however,
reciprocal movements are more informa-
tive, even if we can only move a small
amount into that direction of strain or
hypermobility. Reciprocating move-
ments help our CNS to map where we
are in a movement continuum and allow
us to more accurately recalibrate “neu-
tral” Reciprocating movements also help
to coordinate the antagonists pairs by
having them engage in a cooperative
“tug-of-war.”

Change of venue has to do with tak-
ing the same reciprocating patterns and
introducing an element of change. We
could change speed, orientation to grav-
ity, or intention. We might have him en-
large the movement by lifting the pelvis
off the ground and lifting and lowering
the lumbar vertebrae one at a time. We
could have his feet on the wall instead
of the floor while doing the same things
and have him progressively move his feet
closer to the floor (Figures 6, 7). We
could stand him up with his butt on the
wall, his feet away from the wall, and
leaning with his hands on his knees.
Then we could have him reciprocate
patterns here and progress by standing

Figure 6
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Figure 7

erect and moving the feet ever closer to
the wall. We could take the same basic
reciprocal patterns and do them supine,
side-lie, hands and knees, 4-point,1/2
kneeling, or sitting on the floor or a chair.
We could introduce one-sided versions of
this alternating movement and do diago-
nal patterns in addition to cardinal plane
movements.These changes of venue help
our patient with recognizing pattern
variations and allow him to extrapolate
skills learned here to similar functions,
becoming more creative and self-regulat-
ing.

We could have our slouching patient
with the neck pain and headaches roll
his pelvis deliberately forward and back-
ward and look up and down in coordi-
nation. We could progress this to leaning
back/rolling back/looking down and
leaning forward/rolling forward/looking
up (Figure 8, 9). These are again recip-
rocating differentiated patterns with the
movement into hip flexion and back ex-

Figure 8

tension being the nonhabitual pattern
we want. Movement into this direction
simultaneously strengthens the illiopsoas
and back extensors while lengthening/
stretching the hamstrings, piriformis,
gluteals, abdominals, anterior chest wall,
etc. We could progress this by rolling the
pelvis forward and back while leaning on
elbows, or with hands on the floor. We
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Figure 9

Figure 10

could turn it into a transitional move-
ment from sitting to standing (Figure 10),
or an ergonomic movement of bending
to lift (Figure 11). Clinically, we are not
just asking him to come from slouching
to erect sitting but to go beyond verti-
cal to gain competence in a non-habitual
direction of movement. It is this ability
to move “equally well” in both directions
that allows a more appropriate neutral
and balanced posture to emerge organi-
cally.

In the case of the simultaneously lor-
dotic low back and kyphotic mid-back,
we could arrange conditions in which
we can globally extend the whole spine
then constrain thoracic flexion by use of
a towel roll while tilting the pelvis pos-
teriorly and flexing the lumbar spine
(Figure 12). Changing orientation, we
could constrain lumbar extension
through extreme hip flexion and allow
wiggle room for mostly thoracic exten-
sion. Apply principles of pattern speci-
ficity and change of venue and be cre-
ative!
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Figure 12

FUNCTIONAL CONTEXT

Functional context refers to our abil-
ity to piggyback information or skills we
would like our patient to have concern-
ing posture, strength, flexibility, and kines-
thetic acuity onto real-life movements.
Consider for a moment why we move,
why we tell our muscles to move our
bones. We mainly use our muscles in or-
der to balance ourselves in a gravity field,
to orient all 5 extero-receptors but espe-
cially our eyes to our surroundings, to
locomote, to make transitions, to ma-
nipulate, to communicate, and for veg-
etative functions. We rarely infend to ex-
tend our hip joints, rotate C6 to the left,
or move our scapula. We often, however,
have the intention to stand, to look to our
left,and to reach forward. We rarely intend
to move our mandible but we do talk and
eat. We rarely intend to side-bend our
torso but may need to bend in coordina-
tion with a balance reaction. We rarely
intend to move our ribs or contract our
intercostals but always have a strong mo-
tivation to breathe.

As infants we are born with the abil-
ity to breathe, eat, digest, eliminate, and cir-
culate fluids, but little else. We progres-
sively learn to orient, balance, manipulate,
etc. in a process we call the developmen-
tal sequence.There is going on all through
development an intimate meshing, an in-
terweaving of intention, sensation, and ac-
tion. These connections remain through-
out our lives, but if we as therapists can
tap into these associations of musculosk-
eletal organization and real-life intention,
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we'll have a powerful tool for helping
correct many of the postural,
arthrokinematic, and gross motor mistcakes
that bring people to our offices in pain.
Linking our exercise to functional context
is what makes that exercise both informa-
tive and comprehensible to our CNS. In-
tentionally moving the eyes, hands, mouth,
and feet and linking them to whole-body
patterns of movement is a common strat-
egy in motor learning. Relearning move-
ment patterns first seen as part of the de-
velopmental sequence is another way of
accessing forgotten skills and applying
those skills to present-time and real-life
activities that might have grown out of
those previous steps. Breaking down a
mature function like walking or throwing
into its constituent parts and building it
back up again piece by piece is another
strategy. In summary, functional context is
both our information delivery system and
the glue that makes it stick.

CONCLUSIONS

If we as physical therapists acknowl-
edge that much of our work with patients
involves motor learning, we need to ask
ourselves about the efficacy of our motor
teaching technique. What do we want to
teach and how do we want to teach it?
Habituated motor patterns will often be
unresponsive to cerebral arguments and
an imitation and repetition style of teach-
ing. Using visual information and scien-
tific reasoning to teach kinesthetic skills
and organic intelligence may be sporadi-
cally effective but lacks subtlety,
refinement...elegance.

With some modifications in how we
use therapeutic exercise, we can further
excel in our roles as movement teachers.
Elevating patient self-awareness and en-
hancing kinesthetic acuity helps them
become better problem-solvers, self-regu-
lators, and decision-makers. Pattern speci-
ficity helps with antagonist coordination,
pattern recognition, and incorporation of
the affected part with the integrated
whole. Functional context provides rel-
evance, is consistent with how we learn
developmentally,and is the glue that helps
the CNS to functionalize exercise.

Knowledge of anatomy and pathology,
while crucial to clinical excellence, is not
by itself complete. We need to recognize
how bodies move and why. We need to
recognize how biomechanical errors hap-
pening distally to the manifested pathol-
ogy contribute to that pathology. We need
to recognize the interrelationships of
bone, joint, muscle, connective tissue, and
brain.We need a new exercise paradigm
for the new information age.

Gordon Browne, PT is in private practice in
Bellevue, Washington and teaches motor
learning seminars to PTs and other health care
practitioners.



What's New in OCS - Orthopaedic Certified Specialization?

Jean M. Bryan, MPT, PhD, OCS

Orthopaedics leads the way in the
number of board certified specialists.
There are currently 1,653 Orthopaedic
Certified Specialists, which make up
52% of all certified specialists. The
specialization process began over 15
years ago and the process continues
to evolve and change. From the begin-
ning, the American Board of Physical
Therapy Specialties (ABPTS) planned
to streamline the application process
once the psychometric properties of
the examinations were clearly estab-
lished. The application process is
much simpler today than it was even
10 years ago with less documentation
required of the applicant.

RECENT CHANGES IN ELIGIBILITY
One of the biggest changes is the
ABPTS’ decision in 1999 to change the
practice eligibility requirements to
take the specialist exam. The new re-
quirement, in effect for the 2001 exam,
is 2000 hours of direct patient care in
the specialty area within the last 10
years. At least 25% of these hours
must have occurred within the past 3
years. On the surface, this looks like
someone could apply and sit for the
exam with just 1 year’s experience;
however, this is not likely because di-
rect patient care must include activi-
ties in each of the elements of patient/
client management applicable to the
specialty area and included in the De-
scription of Advanced Clinical Prac-
tice (DACP). These elements, as de-
fined by the Guide to Physical Thera-
pist Practice, are examination, evalu-
ation, diagnosis, prognosis, and inter-
vention. Because most therapists par-
ticipate in other activities in addition
to direct patient care (ie, consultation,
administration, continuing education),
accruing 2000 hours of direct patient
care in 1 year may not be possible.

Why did ABPTS Make this Change?

Going from 5 years of practice with
3 years of orthopaedic practice to only
2000 hours of direct patient care in or-
thopaedics appears to be a radical
change. However, ABPTS’ decision was
based on the consideration of a num-
ber of factors, such as (1) no scientific
data exist to support the assumption

that increased years of physical
therapy practice improves readiness to
sit for the examination or expands the
depth or breadth of clinical experi-
ence, and (2) there are no assessment
mechanisms in place for measuring
the quality or outcomes of physical
therapy practice hours.

Are New Physical Therapists
Ready to Pass the Orthopaedic
Specialty Exam after Only 2000
Hours of Direct Patient Care Prac-
tice?

Instinctively, one might think they
were not. But in terms of passing the
exam, we do not know the answer to
this question since previously candi-
dates had to have 5 years of experi-
ence in order to take the exam. How-
ever, as mentioned above, there is no
standard as to practice hours and no
assessment mechanisms in place for
measuring quality or outcomes of
those practice hours. A candidate
could have 2000 hours of varied ex-
periences or 100 hours of experience
repeated 20 times. If the 2000 requi-
site hours are in a very limited area of
orthopaedics, the candidate may not
have sufficient clinical experience to
take and successfully pass the exam.
The certification examination assesses
a clearly defined domain of knowledge
and skills in orthopaedic physical
therapy that are beyond entry-level
practice. Candidates are certified
upon achievement of a passing score
on the examination.

Since orthopaedic physical therapy
encompasses such a broad area, it is
likely that most potential candidates
will not feel prepared to take the
exam as soon as possible, ie, the 2000
hours. Applicants are strongly encour-
aged to assess their readiness to sit for
the examination. The Self-Assessment
Tools for Physical Therapists, available
from the APTA’s Service Center or the
internet, can help potential candidates
decide when they have the requisite
experience, knowledge, and skill base
to be ready for the specialization pro-
cess. The self-assessment process can
also help candidates set up a study
program to meet their specific needs
in order to prepare for the exam.
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Who Benefits from these Changes?

Since more therapists will be eli-
gible to take the examination, we do
expect more therapists to take the
exam before they reach the previous
minimum of 5 years of practice. How-
ever, 2 groups in particular really ben-
efit from this change. One is academic
faculty who maintain only a part time
practice. Under the previous require-
ments, they often were not able to ac-
cumulate enough hours to qualify to
take the exam. As such, some of our
very best clinical specialists were pre-
cluded from the specialization process.
The same applies for therapists who
are in administration or for other rea-
sons have a limited patient load. They
will now have the opportunity to be-
come certified specialists.

What about the Passing Scores?
Will they Change?

The specialist certification examina-
tions are criterion referenced, and the
passing score for the exam is based on
the content of the exam and an analy-
sis of candidate performance. Each
specialty council forms a standard-set-
ting committee composed of individu-
als who represent the spectrum of
practitioners in the specialty and who
are diverse in the origins of their prac-
tice, theoretical approaches, practice
settings, geographic area, sex, and race.
Each standard-setting committee then
participates in a content-based stan-
dard-setting meeting conducted by
ABPTS’s testing agency. An outcome
of each committee’s standard setting
meeting is a recommendation of a
passing score for the respective spe-
cialty examination. The ABPTS care-
fully considers the standard-setting
committee’s recommendation when
making the final decisions regarding
passing scores for each of the specialty
examinations. Even though access to
the examination process has been in-
creased, the high standards for suc-
cessful completion of the examina-
tions will be maintained.

Is This Change Set in Stone?

Not necessarily. During the 2001-
2003 exam administrations, the ABPTS
and the Orthopaedic Specialty Coun-
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AAOMPT 2001 — CALL FOR ABSTRACTS

The 7" Annual Conference of the American Academy of Orthopaedic Manual Physical Therapists will be held October 19-21, 2001 in .beauufu'l San

Antonio, TX. Interested individuals are invited to submit abstracts for presentation in slide or poster format. The AAOMPT research committee chairman

must receive the abstract and 1 photocopy, by June 1, 2001. Abstracts received after this date will be returned. You will be notified of lhe_acceptance/

rejection of your abstract in July of 2001. If you have any questions call the research committee chairman at (210) 221-8410 or -6167 or email at:
Timothy.Flynn @cen.amedd.army.mil

Content. The Academy is soliciting all avenues of research inquiry from case-report and case-series up to clinical trials. The Academy is pmt.icularly
interested in research evaluating intervention strategies using randomized-controlled clinical trials. The abstract should include 1) Purpose; 2) Subjects; 3)
Method; 4) Analyses; 5) Results; 6) Conclusions; 7) Clinical Relevance.

PusLication. The accepted abstracts will be published in The Journal of Manual & Manipulative Therapy, which has readership in over 40 countries.

Susnmission Formar. The format for the submitted abstracts is as follows:

The abstract should fit on one page with a one inch margin all around. The text should be typed as one continuous paragraph. Type the title of the research
in ALL CAPS at the top of the page followed by the authors’ names. Immediately following the names, type the institution, city, and state where the research
was done. Please include a current email address where you can be contacted. Also include a computer diskette with the abstract in MS Word format.

Presentation. The presentation of the accepted research will be in either a slide or poster session. The slide session will be limited to 15 minutgs fqllowed
by a 5-minute discussion, this session will be primarily for research reports and randomized clinical trials. The poster session will include a viewing and

question answer period and will be primarily for case report/series.

RESEARCH PRESENTATION AWARD. The research platform presentation deemed of the highest quality of those presented at the annual conference will‘be
awarded the AAOMPT Excellence in Research Award. This award will consist of an award certificate and reimbursement of the conference registration fee.

Sureping. To prevent damage, insert cardboard backing in the envelope with the abstract, diskette, and copies. Mail to the AAOMPT research committee

chairman at:

3151 Scott Road, Room 1303
Fort Sam Houston, TX 78234-6138

LTC Timothy W. Flynn, PT, PhD, OCS, FAAOMPT
U.S. Army-Baylor Graduate Program in Physical Therapy
ATTN: MCCS-HMT (AAOMPT Research)

To receive notice that your abstract was received by AAOMPT, please enclose a self-addressed and stamped postcard with the abstract or preferably an email
address where you can be reached. Your abstract will be assigned a number and you will be notified electronically or via the postcard.

cil will examine applicants’ perfor-
mance on the exam based on a num-
ber of applicant characteristics. The
ABPTS will change the eligibility re-
quirements for the 2004 exam if war-
ranted. Review of the impact of the
change in eligibility requirements will
help us identify reasonable minimum
practice hours and experiences that
are likely to result in passing the OCS
exam.

WHAT ELSE IS HAPPENING IN
ORTHOPAEDIC SPECIALIZATION?
The orthopaedic specialty examina-
tion is based on the Description of Ad-
vanced Clinical Practice (DACP) in Or-
thopaedics. The current DACP is over
8 years old and undergoing review, re-
vision, and revalidation to reflect re-
cent changes in practice. A workgroup
of content experts have developed a
survey, which will be used to revise
and revalidate the DACP. The survey
is being pilot tested and will be given
to a sample of Orthopaedic Section
members, both orthopaedic certified
specialists and non-orthopaedic certi-
fied specialists. If you would like to
participate in this survey, you can con-
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tact Jean Bryan (project coordinator)
at jbryancoe@mindspring.com or call
Andrea Blake at APTA Specialization
Department, 1-800-999-APTA, ext.
3150. We value your time and input
to make the revised DACP clearly de-
scriptive of what orthopaedic special-
ists do.

WHO SHOULD YOU CONTACT
WITH QUESTIONS ABOUT ORTHO-
PAEDIC SPECIALIST CERTIFICA-
TION?

Your Orthopaedic Specialty Coun-
cil (Mike Cibulka, Chair; Robert
Johnson; and Nancy Henderson) and
the orthopaedic representative on
ABPTS (Jean Bryan) work together
with ABPTS and its other specialty
councils to maintain the integrity of
the specialist certification process.
Any of these individuals would be
happy to talk with you or answer your
questions about Orthopaaedic Special-
ist Certification.

In a recent survey of specialists,
75% indicated that specialist certifica-
tion positively affected their patients.
A recent study by Hart and
Dobrykowski (Influence of Ortho-
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paedic Clinical Specialist Certification
on Clinical Outcomes.J Orthop Sports
Phys Ther. 2000;30(4):183-193) indi-
cates that certified specialists are more
efficient compared to clinicians with-
out the OCS. Your orthopaedic repre-
sentatives are working with ABPTS to
uphold the integrity of the specializa-
tion process.

Jean M. Bryan, MPT, PhD, OCS was Chair of the
Orthopaedic Specialty Council from 1998-
2000.



Peer, Utilization and Claim Reviews of Physical Therapists

Carolyn Bloom, PT

*

Peer review is a system by which
peers (same profession and ideally the
same area of practice) assess the qual-
ity of care provided, using accepted
practice standards and guidelines.

Utilization review is a system for re-
viewing the medical necessity, appropri-
ateness, and reasonableness of services
proposed or provided to a patient or
group of patients. This can be done on
a prospective, concurrent, or retrospec-
tive basis to reduce the incidence of un-
necessary or inappropriate service.

Claims review is a process of review-
ing billing records that may result in
identification of issues that may require
medical review.

All 3 of these review processes are
important for the continued quality and
effectiveness of an individual therapist’s
care and billing practices, which blend
together to form the level of perceived
physical therapy professional care by
consumers, referral agents, insurance
representatives, and payers. Unfortu-
nately, many of us are somewhat threat-
ened by having peers review our docu-
mentation, evaluations, and patient
charts, and certainly shy from paying to
have this done. We should have more
confidence in our documentation since
it is an educational experience and not
regulatory requirement, as are JCAHO or
other reviews.

The purpose of peer review is to en-
sure adherence to professional standards
and to provide accountability to the
community for the quality of physical
therapy services provided. It leads to
the identification of the need for correc-
tive actions and gives instructive feed-
back to the therapist. Most state chap-
ters of the APTA have a Peer Review
Committee. The Minnesota Chapter has
been the most active in this area for the
longest period of time, with excellent
outcomes. Physical therapists and PTAs
are welcome to participate in all chap-
ter-sponsored Peer Review activities. A
knowledge is required of the core docu-
ments of our profession such as the
Standards of Practice for Physical
Therapy, the Guide for Physical Thera-
pist Practice, The Code of Ethics, The
Guide for Professional Conduct, Guide-
lines for Physical Therapy Documenta-
tion, the Guide for Conduct of the Af-
filiate Member and the multitude of
House of Delegate policies on supervi-

sion, delegation, and practice. It is im-
perative to thoroughly know the PT
Practice Act of your state. The Kansas
Chapter has developed a 2-page Peer
Review Tool that can be used for a fa-
cility or self evaluation. This can be
obtained by contacting the KPTA’s
Central Office at 785/233-5400 or
skearney@cjnetworks.com.

I have done claims and utilization re-
view for Medicare for 18 years, BCBS for
16 years, and periodically review claims
from other private insurance companies.
More PTs are asking me about how to
get a foot into the door in regard to per-
forming claim reviews. Here are my sug-
gestions:

e First, do your homework by attend-
ing APTA educational programs on
doing claims review, and know the
core documents and APTA’s Guide-
line for Physical Therapy Claims Re-
view.

e Update your resume or CV to in-
clude your expertise in these areas.

e Ask your state Chapter to provide
your name on a list of available re-
viewers to requesting insurance
companies.

e Write a letter of introduction per-
sonally to key persons within ma-
jor insurance and case management
companies. Offer to present a pro-
gram to their nurse/professional re-
viewer staff on any questions they
have regarding physical therapy
care, documentation, and billing.
This may lead to more questions
later, and then a claim being sent to
you for individual review.

e Determine what your charge will be
either per claim or by the hour,
which most companies prefer. It is
a bad practice to be reimbursed
based on the percentage of billings
denied.

e Offer to first review claims that
have been denied, but the provider
asked for a peerreviewed reconsid-
eration of payment. This would be
a third level of review, with staff do-
ing the first check of the correct
form and boxes, etc. Usually, nurses
do the day-to-day claims review
with only problem cases or a cer-
tain percentage of claims being sent
out for peer review, such as by the
PT.

e If you contract with an insurance
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company, you will receive a Code of
Conduct on confidentiality, gifts, fal-
sification of records, personal finan-
cial gain, ethics, etc. You must sign
a form regarding conflicts of inter-
ests.

* Read all the regulations of that in-
surance company, such as the unit
limit per procedural code and other
billing guidelines that have been
sent to the providers.

e Know the definitions of the CPT
codes and what documentation is
required to bill that code, and re-
quirements of supervised and con-
stant attendance, as well as number
of body parts treated/units billed.

When actually receiving a claim to re-
view, the insurance company staff will
send a cover letter asking for your im-
pression of the appropriateness of care
and medical necessity of care already
given (retrospective), or if more treat-
ments should be approved (concurrent),
or even if the patient’s policy exclusions
would rule out coverage (prospective).

For any denial, a complete explana-
tion is required and should be backed
by rationale from APTA core documents,
or the state’s Practice Act. Based on the
patient care document provided, the fre-
quency and duration of physical therapy
is assessed and compared to the recom-
mendations in Guide for Physical
Therapist Practice. This is why docu-
mentation is so important. Do your
current notes give enough information
that a reviewer miles away, who has
never seen your patient, can get a mern-
tal picture of your patient’s needs, treat-
ment, goals, and progress? If not, you
may not get paid, or may be asked for
clarification of documentation. Do you
have objective goals and data to substan-
tiate your billing? These are needed in
order to justify your intervention.

I personally like to have a peer re-
view of my claims by a physical thera-
pist, who actually treats patients him/
herself and has enough experience to
understand the variability of patient’s
responses to care. I also bear this in
mind when I review other therapist’s
claims. Denials should be done in an
educational manner so this information
will be forwarded to the provider
through the insurance/management
company for improvement and payment

(Continued on page 33)
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Practice Affairs Corner

A Revision for the Guide to Physical Therapist Practice: 1 it

Mobilization or Manipulation?
Yes! That is my final answer!

Stephen McDavitt, PT, MS

Both the AAOMPT and Orthopaedic
Section, APTA, Inc. have realized and rec-
ognized that mobilization and manipula-
tion are terms used interchangeably and
synonymously. Mobilization and manipu-
lation appear synonymously in various
historical descriptions and within schools
of manipulative treatment to describe and
imply a variety of manual therapy tech-
niques across a spectrum of clinically
applied amplitudes and velocities. These
clinical terms are used to describe inter-
ventions including soft tissue mobiliza-
tion, craniosacral techniques, myofacial re-
lease, joint mobilization, joint manipula-
tion, thrust, oscillations, and articulations.
The AAOMPT Descriptions of Advanced
Clinical Practice (1998) combine and
define both terms. (“Manipulation/mo-
bilization: The skilled passive movement
to a joint and/or the related soft tissies
at varying speeds and amplitudes in-
cluding a small amplitude, high veloc-
ity therapeutic movement.”)

Examples of support where manipula-
tion and mobilization are clinical terms
used interchangeably and synonymously
in various clinical descriptions are sup-
plied for reference below.

1. Gregory Grieve, FCSP, DipTP notes
the difficulty in attempting to clarify
and categorize various schools of ma-
nipulative treatment and describes
the use of manipulation and mobili-
zation in manual therapy by physical
therapists and others by using these
terms interchangeably. In: Common
Vertebral Joint Problems. Churchill
Livingstone; 1988:524. Grieve writes:

a.) “Physiotherapists tend to rely on re-
petitive persuasive and accurately lo-
calized [manipulative] techniques
which are carefully modulated ac-
cording to the highly variable nature
of the single or combined movement-
limiting factor, and particularly ac-
cording to the joint’s and the
patient’s tolerance. Specific or re-
gional single grade V thrust tech-

Orthopaedic Practice Vol. 12;4:00

niques are occasionally used. Trac-
tion techniques, either manually or
mechanically applied, are used in
their own right yet may be com-
bined with other techniques”

b.) On manipulation: Defined by the Ox-
Jord English Dictionary as, “to
handle, deal skillfully with, manage
craftily the term manipulation in the
professional sense, can be held to
cover any manual procedure applied
passively to a relaxed body part, of-
ten for restoration of joint range and
functional relationship.The idea that
force and flamboyance must accom-
pany a manipulation is quite wrong.
“A specific joint movement of short
amplitude and bigh velocity is oc-
casionally indicated, yet by far the
majority of effective manipulative
work requires only the use of sim-
pler much more gentle and less dra-
matic mobilizing procedures.”

¢.) Manipulation: An accurately local-
ized, single, quick, and decisive
movement of small amplitude, fol-
lowing careful positioning of the
patient. It is not necessarily ener-
getic, and is completed before the
patient can stop it. The manipula-
tion may have a regional or a more
localized effect, depending upon the
technique or position of the patient.
(Grieve GP, Common Vertebral Joint
Problems, Churchill Livingstone,
1981:378.)

2. Quick Reference Guide for Clini-
cians, Number 14, Acute low Back
Problems in Adults: Assessment and
Treatment, US. Dept. of Health and
Human Services, AHCPR: “Manipu-
lation, defined as manual loading of
the spine using short or long lever-
age methods.”

3. Phillip E. Greenman, DO, observed
that “There is a wide and varying
range of techniques that now fall un-

=
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der manipulation, or spinal
manipulotherapy, and if one picks
up various textbooks on the subject,
one notes whole different systems.
They vary from mild mobilization or
from very slight movements to vari-
ous forms of massage, to gross non-
specific movements using femurs
and shoulders and so on, to minute
specific kinds of adjusting tech-
niques which put a specific contact
on either a transverse or spinous
process and give a very short, sharp
thrust. So there is a great variation
in techniques by people who claim
to be spinal manipulators, and a gen-
eralization can never be made from
a single qualified practitioner to the
entire field of manipulation. Never-
theless, al/l of manipulation is often
dismissed on the basis of one
technique”(Greenman PE. Manipula-
tive therapy in relation to total
health care. In: Korr. The Neurologi-
cal Mechanisms in Manipulative
Therapy. London: Plenum Press;
1978:83.)

Manipulation/Mobilization: the
skilled passive movement to a joint
and or the related soft tissues at
varying speeds and amplitudes in-
cluding a small amplitude, bigh ve-
locity therapeutic movement.
(DACP AAOMPT 1998.Adopted Or-
thopaedic Section,APTA, Inc. 2000.)

Manipulation: is usually synonymous
with the use of thrust techniques
but, according to some authors, as
exemplified by Lewit (Lewit K. In:
Manipulative Therapy in Rebabili-
tation of the Motor System. London:
Butterworths; 1985.), the term cov-
ers all techniques applied in manual
therapy, which is a broader term.
(Blomberg S. A4 pragmatic approach
to low-back pain including
manual therapy and stevoid injec-
tions. A multi center study in pri-
mary health care. Department of



Family Medicine, Uppsala University,
Uppsala. ISBN 91-554-3030-9)

Mennell infers that manipulation is
a manual procedure to treat joint
dysfunction, which by definition, is
a loss of one or more movements of
an involuntary nature which can
occur at any synovial joint. (Mennell
JM. Back Pain. Little, Brown, and
Company; 1960:29.)

Manipulation: Simply defined as a
passive movement at a joint with a
therapeutic purpose, using the
hands. (Cyriax J. Textbook of Ortho-
paedic Medicine. Vol. 1, 6th ed.
Bailliere Tindal; 1975:701.)

Manipulation: This term is used in 2
distinct ways:

1. It can be used loosely to refer to
any kind of passive movement used
in examination of treatment.

2. In a restricted definition, it is
used to mean a small amplitude,
rapid movement (not necessarily
performed at the limit of a range of
movement); which the patient can-
not prevent from taking place.
Mobilization: This is another passive
movement but its rhythm and grade
are such that the patient can pre-
vent its being performed. (Maitland
GD. Vertebral Manipulation, 5™ ed.,
Butterworth; 1986.)

Other definitions for manipulation/

mobilization:

Mobilization: Making moveable; re-
storing the power of motion in a
joint. (Stedman’s Concise Medical
Dictionary, 2nd ed.)

Mobilization: The process of mak-
ing a fixed part or stored substance
mobile, as by separating a part from
surrounding structures to make it
accessible for an operative proce-
dure or by causing release into the
circulation for body use of a sub-
stance stored in the body.
(Dorland’s Illustrated Medical Dic-
tionary, 28" ed.)

Manipulation: Skillful or dexterous
treatment, as by the hand;in physi-
cal therapy, the forceful passive
movement of a joint beyond its ac-
tive limit of motion. (Dorland’s II-
lustrated Medical Dictionary, 28"
ed.)

Mobilization: To release (something
stored in the organism) for bodily
use. (Merriam Webster’s Collegiate
Dictionary, 10" ed.)

Manipulation: To treat or operate
with the hands or by mechanical
means, esp. in a skillful manner.
(Merriam Webster’s Collegiate Dic-
tionary, 10" ed.)

Manipulation: To operate or control
by the skilled use of the hands.
(American Heritage Dictionary)

Manipulation: The skilled passive
movement to a joint. (Paris SV,
JAPTA, 1979;49(8).)

Manipulation vs. Mobilization: The
term “mobilization” is identical in
meaning with the word “manipula-
tion.” They are interchangeable. Mo-
bilization has been the more com-
mon term in the United States due
to physical therapists wishing to
avoid the word “manipulation”
which has to some an implied asso-
ciation with chiropractic. While that
might have been true it is no longer
the case. In medical journals they
refer to manipulation and recognize
our role in it. (Spinal Manipulative
Therapy, Clinical Orthopaedics and
Related Research, Paris SV,
1983:179.)

It is evident then that typically mobi-
lization and manipulation are operation-
ally defined within the particular ma-
nipulation school or paradigm being
practiced, resulting in a synonymous use
of terms across the respective descrip-
tions and interpretations of practice.

Both the AAOMPT and the Ortho-
paedic Section, APTA, Inc. recognize, as
Paris and others have, that due to the in-
terchangeable and synonymous use of
the term’s mobilization and manipula-
tion there is difficulty in attempting to
clarify and categorize various schools
and definitions of manipulative treat-
ment. These 2 organizations have rec-
ognized and appreciated a need to bet-
ter operationally define manipulation
and mobilization in physical therapy.The
Orthopaedic Section and the AAOMPT
wish not to define manipulation and mo-
bilization according to a particular
school or paradigm but as these skilled
direct interventions are applied and de-
scribed in common physical therapy
practice and in various practice patterns
and conditions within the Guide to
Physical Therapist Practice. (ie, Manipu-
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lation/Mobilization-Pattern 4D1-9).

The present Guide (July 1999) sepa-
rates the definitions for manipulation
and mobilization by the descriptive ele-
ments of speeds and amplitudes. (See
below)

Guide to Physical Therapist Practice
American Physical Therapy Association

Manipulation 4 skilled passive hand
movement that usually is per-
Jormed with a small amplitude at a
high velocity.

Manual therapy techniques A broad
group of skilled hand movements,

including but not limited to mobi-
lization and manipulation,used by
the physical therapist to mobilize or
manipulate soft tissues and joints for
the purpose of modulating pain; in-
creasing range of motion; reducing
or eliminating soft tissue swelling,
inflammation, or restriction; induc-
ing relaxation; improving contractile
and noncontractile tissue extensibil-
ity; and improving pulmonary func-
tion.

Mobilization A skilled passive hand
movement that can be performed

with variable amplitudes at variable

speeds.
Manipulation is one type of mobi-

lization.

Appendix 1-3 Guide to Physical
Therapist Practice American Physical
Therapy Association © 1999, 1997 by
the American Physical Therapy Associa-
tion (APTA). Revised July 1999. Ameri-
can Physical Therapy Association. For
more information about other APTA
publications, contact APTA, 1111 North
Fairfax Street, Alexandria, VA 22314-
1488, or access APTA’s Resource Cata-
log online via APTA’s Web site,
wwuw.apta.org/res_cat. [Publication or
der no. P-139] ISBN 1-887759-16-6

When considering the evidence pro-
vided here both the Orthopaedic Section
and the AAOMPT proposed to the APTA
in July 2000 that it was time to revise the
definitions and glossary addressing mo-
bilization and manipulation in the Guide
to Physical Therapist Practice. Therefore,
based on what is presented here, the
AAOMPT and the Orthopaedic Section,
APTA, Inc. supported and proposed a
synonymous definition for mobilization
and manipulation for the upcoming re-
vision of the Guide to Physical Thera-
pist Practice. “Manipulation/Mobiliza-
tion: the skilled passive movement to a
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Jjoint and or the related soft tissues al varying speeds
and amplitudes including a small amplitude, bhigh ve-
locity therapeutic movement.” (DACP AAOMPT 1998)
In July 2000 the Orthopaedic Section, APTA, Inc., the
AAOMPT; and the APTA agreed on the following definition
for mobilization and manipulation for the upcoming new
revision of the Guide to Physical Therapist Practice.

Mobilization/Manipulation: a manual therapy

technique comprised of a continuum of skilled
passive movements to joints and /or related soft
tissues that are applied at varying speeds and
amplitudes, including a small amplitude/high ve-
locity therapeutic movement.

All 3 parties agreed that this definition more appropri-
ately reflected the common skilled practice of mobiliza-
tion and manipulation in physical therapy and would sup-
port the needs for use in describing and defining physi-
cal therapy practice, reimbursement, education, research,
legislation, and regulation.

Is it mobilization or manipulation? Yes! That is the fi-
nal answer, and it is about time!

Stephen McDavitt, PT, MS is Co-Chair of the Practice Committee for the
Orthopaedic Section APTA Inc. and Chair of Practice Affairs for AAOMPT.
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Essential Treatment of Selected Forearm Fractures

Gary Shankman, MS, OPA-C, ATC, PTA, CSCS
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This column is geared toward the
physical therapist assistant and is being
coordinated by Gary Shankman, MS,
OPAC, ATC, PTA, CSCS.

Four distinct types or classifications
of elbow and forearm fractures are
Monteggia fractures, radial head and neck
fractures, Galeazzi fractures, and associ-
ated Essex-Lopresti injury.

A Monteggia fracture is a fracture of
the proximal one-third of the ulna with
associated radial head dislocation. Four
classifications of Monteggia fractures
have been identified.

e Type I is a proximal ulna fracture
with an anterior radial head dislo-
cation.

¢ Type Il is a proximal ulna fracture
with a posterior radial head dislo-
cation.

¢ Type III describes a proximal ulna
fracture with the radial head dislo-
cated laterally.

* Type IV is described as the same
as a type I with an associated
proximal one-third fracture of the
radius.

Closed reduction is standard for most
cases of pediatric Montaggia fractures. In
an adult population an open reduction
of the radial head with internal fixation
of the ulna with a plate and screws is
mandatory. Complications include
malunion, nonunion, loss of motion, as
well as soft tissue and nerve interposi-
tion.The posterior interosseous nerve is
commonly involved with latent nerve
palsy.

A fall on an outstretched arm can re-
sult in fracture-dislocation of the radial
head and the proximal ulna and radius.
Radial head fractures represent approxi-
mately one-third of all elbow fractures
and nearly 20% of all elbow trauma.’
Radial head fractures are generally clas-
sified into four types:

¢ Type I: nondisplaced radial head
fracture.

e Type II: Marginal fracture with dis-
placement of the fragment.

e Type III: Comminuted radial head
fracture.

» Type IV: Radial head fracture with
dislocation.

Treatment options parallel the signifi-

cance of the injury and will dictate the
course of rehabilitation. Usually

nondisplaced type I radial head fractures
require a period of immobilization rang-
ing from 1 to 4 weeks. Early active mo-
tion is encouraged as pain subsides.

It is important to note that passive
motion and stretching is strictly contrain-
dicated during maximum and moderate
protection phases of recovery following
injury regarding all classification types of
proximal fracture dislocation of the el-
bow. Heterotopic ossification is a com-
mon complication with the use of pas-
sive mobilization during the early and
moderate phases of recovery following
elbow fracture dislocation.

Stable type I nondisplaced fractures
of the radial head usually heal with good
to satisfactory results. Typically, regaining
terminal elbow extension may prove
demanding even with Type I fractures.
Type II displaced radial head fractures
can either be treated with an ORIF or
excision of the fracture fragment. Com-
minuted Type III fractures are best
treated with excision of the radial head
and replacement with a silastic radial
head prosthetic spacer.

A modification of this classification
system includes useful clinical informa-
tion and treatment options.? Type [-A
fractures present with no mechanical
block and are treated conservatively. Type
I-B fractures are minimally displaced with
either a mechanical block or click
present. Treatment includes arthroscopy
or open exploration with excision of the
osteochondral fragment. Type II-A, al-
though displaced, present with no me-
chanical block or click.Treatment there-
fore is conservative. Type II-B fractures
present with a mechanical block or click.
Treatment is with open reduction and
internal fixation, excision of the radial
head fracture fragment or excision of the
radial head with prosthetic replacement.
Type III fractures will present with a me-
chanical block. These are comminuted
fractures requiring radial head excision
or ORIE Type IV-A fractures postreduc-
tion with no mechanical block, click, or
instability can be treated conservatively
with a posterior splint and sling. Type
IV-B fractures post reduction which
present with a mechanical block will
necessitate either an ORIF or excision
and prosthetic silastic spacer replace-
ment.

In some cases of radial head fracture
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dislocation, the radius may migrate proxi-
mally resulting in a shortened radius, dis-
ruption of the distal radioulnar in-
terosseous membrane, and subluxation of
the distal radioulnar joint (DRUJ).There-
fore if pain and discomfort is expressed
by the patient at the distal radioulnar
joint following excision of the radial
head, an Essex-Lopresti injury is consid-
ered.

Radiographic confirmation of an
Essex-Lopresti injury is made by compar-
ing radiographs of the involved DRU]J
with the radiograph of the uninvolved
DRUJ. Treatment options include ORIF of
the radial head or prosthetic radial head
replacement. Percutaneous pinning or
splinting of the forearm may be required
to reduce and stabilize the distal radioul-
nar joint. Approximately 2 months fol-
lowing prosthetic radial head replace-
ment, the implant may be removed once
the distal radioulnar interosseous mem-
brane has healed. The combination of
distal radius fracture with associated dis-
ruption of the DRU]J is classically defined
as a Galeazzi fracture. Also termed re-
verse Monteggia fracture, Piedmont frac-
ture or Darrach-Hughston-Milch fracture;
the fracture pattern is rare with an inci-
dence of 3% to 6% of all forearm frac-
tures.’ Typically poor outcomes are ex-
pected with nonoperative treatment due
to the inherently unstable nature of this
fracture pattern. It is termed a “fracture
of necessity”* due to the requirement of
open reduction and internal fixation of
the radius fracture and stabilizati