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THE ACCEPTED STANDARD OF PERFORMANCE

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

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

ES! I would like to preview the 1
Cardon Mobilization Table.

Please rush your 15 minute VHS video:

Name: Title:

Clinic/Institution:

he design and concepts make this the best

mobilization table manufactured today” Address:
Professor Freddy Kaltenborn City: State: Zip Code:
Author, Int’l Lecturer in Manual Therapy
Telephone: Signature:

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

CARDON REHABILITATION PRODUCTS, INC.™
6311 Inducon Corporate Drive, Unit 14

Sanborn, New York 14132 l
Telephone: 1-800-944-7868  Fax: 716-297-0411 I

U |

Olaf Evjenth
- Author, Int’l Lecturer in Manual Therapy

=== === ==
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Manual Therapy and Orthopaedic Seminars

2002 Seminar Calendar

S1 - Introduction to Spinal
Evaluation & Manipulation
40 Hours, 4.0 CEUs (No Prerequisite)

$695
Indianapolis, IN ... Miti........ ... Jul 10 - 14
Pittsburgh, PA ... .. | Lonneman ... .. Jul 17 - 21
Salt Lake City, UT ... .Yack .......... Jul17- 21
Virginia Beach, VA .. Olson Jul17 - 21
Boise, ID .. ... .Smith Jul 27 - 31
Concord, NH ... .. | Lonneman . . . ... Aug7 - 11
Denver, CO . Smith Aug 8- 12
Santa Ana, CA. ... .. Yack .......... Aug9- 13
St. Augustine, FL . .. Paris/Viti . . .. .. Aug 14 - 18
Houston, TX . ... .. .. Yack......... Aug 21 - 25
Omaha, NE Smith Aug 21 - 25
Sacramento, CA . .. . . Yack . ......... Sep 6- 10
Coral Springs, FL. .. Yack....... Sep 18- 22
St. Augustine, FL . .. Paris/Viti . . ... Sep 25 - 29
Dallas, TX ......... Vit o ..0ct2-6
Reykjavik, Iceland .. .Yack . .......... Oct2-6
St. Augustine, FL ... Paris/Viti ....... Oct 16-20
Las Vegas, NV . . ... Yack ..Oct 18- 22
Toledo,OH ........ | Olsen......... Nov 6 - 10
Baltimore, MD ... ... Smith......... Nov 8 - 12
St. Augustine, FL ... ParisViti . .. .. .. Dec4-8
Colorado Springs, CO Yack .......... Dec6-10

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

27 Hours, 2.7 CEUs (Prerequisite S1)

$3 - Advanced Evaluation &
Manipulation of the Cranio Facial,
Cervical & Upper Thoracic Spine
32 Hours, 3.2 CEUs (Prerequisite $1)

E1 - Extremity Evaluation and
Manipulation

36 Hours, 3.6 CEUs (No Prerequisite)
Also available to OTs

$585
DesMoines, IA.......Tumer........ Jul 25 - 28
Atlanta, GA .. ... . ... BUSBY sy » s w5 Aug 1-4
New Orleans, LA . ... Busby ........ Aug 8 - 11
L1107 K D C— Tumer...... . Aug15-18
Chieo, CA « s v s ¢4 Busby....... Aug 22 - 25
Las Vegas, NV . CTumer. ... Sep 12 - 15
St. Augustine, FL .. . .. Patla....... .Sep19-22
Staten Island, NY . . . .. Patla ........ Oct 10- 13
Washington, DC ... . Bushy........ Oct 17 - 20
Indianapolis, IN. . . . .. Turner Oct 24 - 27
St. Augustine, FL. . . .. Patla......... Nov 7 - 10
Harrisburg, PA .. ... .. TBA......... Nov 14 - 17
Oklahoma City, OK .. .Turner....... Nov 14 - 17
Colorado Springs, CO .Turner ... ... ... Dec5-8
Sarasota, FL ... ... .. Busby ..... Dec 12-15

*Specifically designed to respect the Sabbath.

$450 $650
Colorado Springs, CO Irwin ......... Jul19-21  Denver,CO ........ Rot -Jul 18- 21
Cincinnati, OH . . . . .. . Iwin ..o Aug2-4 ‘Miwaukee, WI ... Rot...... ... Aug 11-14
Pittsburgh, PA Irwin Sep 27-29  Cincinnati, OH Smith Aug 16-19
St. Augustine, FL .. ... Yack ........ Sep 27 -29  Baltimore, MD ... .. Smith Sep 14 -17
DesMoines, 1A . ... .. Irwin......... Oct18-20 Chicago, IL......... Rot.......... Sep 26 - 29
Milwaukee, W . ... .. Yack Nov8-10 “St Augustine, FL . .. .Paris/Rot .......Oct6-9
SantaAna, CA...... Yack ... .. ... Nov 15-17  Aflanta, GA........ Smith Oct 11-14
*Toledo, OH ... ... ... Yack .. ...... Dec 15-17  Springfield, MO ... Rot.......... Oct25-28
Las Vegas, NV . . .Rot. Nov 14 - 17
MF1 - Myofascial Manipulation Pittsburgh, PA ... Rot......... Dec12-15
24 Hours, 2.4 CEUs (No Prerequisite) Orlando, FL . ... .. .. Smith . . Dec 14 -17
il $4 - Functional Analysis &
Baltimore, MD ... . . . .. Cantu ........ Jui12-14 | Management of Lumbo-Pelvic-Hip
St. Augustine, FL . . .. . Cantu......... Aug 9-11 Complex S
Washington, DC ... Grodin . . ... Aug23-25 | 16 Hours, 1.6 CEUs (Prerequisite $1) $420
e S o e 02520 st Augustive, FL.. Nyberg .. ... Jun 30-Jul 1
Chicagé IL S 'Cantu ...... Nov 1-3 Harrisburg, PA ... .. Nyberg......... Aug 3-4
— . e Chicago, IL. ... .. .. Nyberg CAug 17 -18
Medical Diagnostics Atlanta, GA.. ... ... Nyberg . .Sept 14 - 15
20 Hours, 2.0 CEUs (No Prerequisie) New York City, NY .. .Nyberg ... Oct 26 - 27
$425 Washington, DC .. . .. Nyberg ..... .| Nov 16 - 17
Reykjavik, lceland . Boissonnault/ . ... Oct20-22 | CERTIFICATION WEEK
Koopmeiners Preparation and Examination
- - 36 Hours, 3.2 CEUs
E2: EXtremlty I"teg’a"on (Prerequisites for each Certification vary)
24 Hours, 2.4 CEUs (Prerequisite E1) $750
$450
St. Augustine, FL...............Sep30-Oct5
Beverly, MA...... ... Patlai, s wos yis Sep27-29 St Augustine, FL............ Jan13-18, 2003
Harrisburg, PA .. .. ... Varela ....... ... Oct4-6
St. Augustine, FL .. ... Patla......... Oct 25- 27 |Intermediate Cranio-Facial
Allanta, GA . ... ... .. Varela - Nov 15- 17 {20 Hours, 2.0 CEUs (Prerequisite Basic Cranio-Facial)
Spinal Instability - Whole Spine $425
Stabilization Chicago, IL ... ... ... Rocabado . .. . Oct 19 - 21

7 Hours, .7 CEUs (No Prerequisite) Also available to
OT's, PTA's & COTA's $15

New York City, NY .. . .Paris

Beverly, MA......... Paris

Denver, CO....... Paris ...

LaJolla, CA....... Pars .......... ..

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

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

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

Convenient Distance Education Format

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

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

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

1 form,

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

R

Prerequisite information:
Seminar:
Location/Date:

this your first seminar with the
niversity? Yes____ No

Ca

A §200 non-refun

Stanley V. Paris, PhD, PT
President

A $50 nop-refundable degosn must accompany registration I
able, non-transferable deposit is I

I re uxred for Certification. Balance is due 30 days prior to start 1

ate of the seminar. Balance can be transferred or refunded

| W|th 2 week written notice. Notice received after that time sub-
1 Ject to only 50% refund. No refunds or transfers will be issued

aﬁer the seminar begins.

METHOD OF PAYMENT
__ Check or Money Order enclosed

Please make payable to: Unlversny of St. Augusnne
Ch

Card #

Exp.date: _ /

Amount: $

Signature

Team Discount -

Two or more persons from:

1 the same facility registering for the same sem-

: inar at the same time, receive a 10% discount!

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

1 registrations.)

n
ypay in full for two or more seminars at the

at the time of registration.

after the first day of a seminar.)

Multiple Seminar Discount - Register a

same time and receive a 10% discount.
(May not be combined with any other discounts or previous
O-APTA 6/02
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Help Your Patients Have the Freedom

from Incontinence They Deserve...

With Products That Carry AHCPR’s Highest Recommendation

New...

e Pathway™ CTS 2000 Continence
Evaluation and Training System

e Perry/Pathway™ Vaginal and
Rectal EMG/Stimulation Sensors

NOW

Beyond Kegels: Bladder Health
and the Pelvic Muscle Force Field

Beyond Kegels II: Advanced Techniques
and Special Procedures
Janet A. Hulme, M.A., P.T.
June 14, 15 & 16, 2002
August 23, 24 & 25, 2002
November 22, 23 & 24, 2002
EMG Biofeedback for Pelvic Floor Dysfunctions
Beth Shelly, P.T.
June 22 & 23, 2002
September 7 & 8, 2002
December 7 & 8, 2002
Pediatric Incontinence and Pelvic Floor Dysfunction
Dawn Sandalcidi, P.T., R.C.M.T.
September 28 & 29, 2002
October 12 & 13, 2002

Register On Line

Continence Training wPrddéucts for 2002:

e Synergy™ 3-Dimensional Software

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

Female Pelvic Floor Function, Dysfunction and Treatment

Urinary Incontinence -
Step by Step Evaluation, Education and Exercise

Kathe Wallace, P.T.
November 8 & 9, 2002

Hollis Herman, M.S., P.T., O.C.S.
and Kathe Wallace, P.T.
December 5, 6 & 7, 2002

Advanced Pelvic Floor Dysfunctions
Hollis Herman, M.S., P.T., O.C.S.
November 8, 9 & 10, 2002

Pregnancy and Postpartum: Clinical Highlights

Hollis Herman, M.S., P.T., O.C.S.
November 23 & 24, 2002

.‘
4

e

The Prometheus Group™

1 Washington Street, Suite 303 ¢ Dover, NH 03820
(800) 442-2325 « (603) 749-0733 « Fax (603) 749-0511
e-mail: info@theprogrp.com e www.theprogrp.com

o
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An Evidence-based Algorithm for Examination of the Cervical Spine
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Differential Diagnosis of Foot and Heel Pain and Treatment in Runners
Steven W, Forbush

Case Report

Work Site Analysis at Re-Winder #47: Description of Industrial Ergonomic Analysis
for the Prevention of Repetitive Trauma Among Employees

H. Donn de Yampert

Health Volunteers Overseas

CEUs for Your Study Group

REGULAR FEATURES

Editor’s Message , MISSION
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Book Reviews American Physical Therapy Association is to be
2003 CSM Tentative Program the leading advocate and resource for the prac-
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Susan A. Appling, PT, MS, OCS Sharon L. K.lnlSkl . Inc. Copyright 2002 by the Orthopaedic Section/APTA.
ADVISORY COUNCIL Orthopaedic Section, APTA Nonmember subscriptions are available for $30 per year (4
Karen E[ton, PT 2920 East Ave. So., Suite 200 issues). Opinions expressed by the ;uthors are their own
. . and do not necessarily reflect the views of the Ortho-
Jay Irrgang, PT, PhD,ATC La Crosse, Wisconsin 54601 paedic Section. The edi?or reserves the right to edit manu-
Joe Kleinkort, PT, MA, PhD, CIE 800-444-3982 x 202 scripts as necessary for publication. All requests for change

BCCky Newton. MSPT 608-788-3965 FAX of address should be directed to the La Crosse Office.

el
i Email: inski rthopt.or All advertisements which appear in or accompany Ortho-
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Michael Wooden, PT, MS, OCS RSt
, P, >
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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, WI 54601-7202
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Orthopaedic Section Directory

B OFFICERS

—

President:

Michael T. Cibulka, PT, MHS, OCS
Jefferson County Rehab &
Sports Clinic

1330 YMCA Drive, Suite 1200
Festus, MO 63028

(636) 937-7677 (Office)

(636) 931-8808 (FAX)
jerehab@jen.net

Term: 2001 - 2004

Vice President:

Lola Rosenbaum, PT, MHS, OCS
118 Shadowood Dr.

Warner Robins, GA 31088

(478) 918-0415

(478) 918-0325 (FAX)
lolarose5@cox.net

Term: 2001 - 2004

Treasurer:

godges@msn.com
Term: 2002-2005

Joe Godges, DPT, MA, OCS
Kaiser PT Residency & Fellowships
6107 West 75th Place

Los Angeles, CA 90045-1633

(310) 215-3664 (Office)

(310) 215-0780 (FAX)

Director:

Joe Farrell, PT, MS
Redwood Orthopacedic P, Ir
20211 Patio Drive, Suite 205
Castro Valley, CA 94546
(510) 537-3991 (Office)
(510) 537-2997 (FAX)
jfarrellropt@sbeglobal.net
Term: 2000-2003

Director:

Gary Smith, PT, PhD

St. Lukes Rehabilitation Institute
711 South Cowley
Spokane, WA 99202

(509) 220-5923 (Office)

(509) 473-5535 (FAX)
smithgj@st-lukes.org

Term: 2002-2005

nc.

B CHAIRS
MEMBERSHIP EDUCATION PROGRAM HOME STUDY COURSE ORTHOPAEDIC PRACTICE
Chair: Chair: Editor: Editor:

Michael Wooden, PT, MS, OCS

4770 Forestglade Court

Stonemountain, GA 30087

(770) 496-1693 (Office/FAX)
michacl.wooden@physio.strykercorp.com

Members: Brent Anderson, Wanda
Adkins, Mari Bosworth, Julia Chevan,
Jobn Childs, Matthew Crill, Michael
Knox, Mike Koford, Robert Rbodes,
Shaira Rose, Byron Russell, Kathleen
Shilue, Geri Ann Sokell, Terry Trundle,
Janey Wilding, Christopher Wise

Paul Howard, PT, PhD, CertMDT
Thomas Jefferson University
Ste 830, Edison Bldg. 130 8.9t s¢
Philadelphia, PA 19107

(215) 503-5011 (Office)

(215) 503-3499 (FAX)
paul.howard@mail.tju.edu

Vice Chair: Ellen Hamilton, PT, OCS

Members: Mark Cornwall, Dee Daley,
Bob Duvall, Kristinn Heindrichs, Joe
Kleinkort, ynn Medoff; Chris Powers,
Gary Shankman, Patty Zorn

Mary Ann Wilmarth, DPT, MS, OCS,
MTC, CertMDT

10 Nollet Dr

Andover, MA 01810-6312

(978) 682-8802

mwilmarth@attbi.com

Managing Editor: Kathy Olson
kmolson@orthopt.org
(See Office Personnel)

Susan A. Appling, PT, MS, OCS
University of Tennessee

822 Beale St., Ste. 337
Memphis, TN 38163

(901) 448-5888

(901) 448-7545 (FAX)
sappling@utmem.edu

Managing Editor: Sharon Klinski
sklinski@orthopt.org
(See Office Personnel)

RESEARCH

Chair:

James Irrgang, PT, PhD, ATC
University of Pittsburgh
Department of Physical Therapy
Sennett at Atwood Streets
Pittsburgh, PA 15260

(412) 432-1237 (Office)

(412) 432-1454 (FAX)
irrgangjj@msx.upmc.edu

Members: Nancy Byl, Paula Ludewig,
Lori Michen

ORTHOPAEDIC SPECIALTY COUNCIL
Chair:

Robert Johnson, PT, MS, OCS

406 N Brainerd

LaGrange, IL 60526

(708) 579-0423

bobjcinn@aol.com

Members: Col. Nancy Henderson, Michael
1. Cibulka

PRACTICE

Chair:

Stephen C.F. McDavitt, PT, MS
Saco Bay Orthopaedic and
Sports Physical Therapy PA

100 Foden Road, Suite 103 West
South Portland, ME 04106-4246
(207) 772-2625 (Office)

(207) 879-4246 (FAX)
scfm@mcdavittpt.com

Members: Bill Boissonnaull, Joe Farrell,
Helene Fearon, Aimee Klein, Gary Smith,
Richard Smith

PUBLIC RELATIONS

Chair:

Terry Randall, PT, MS, OCS, ATC
Somerset Physical Therapy

353 Bogle St.

Somerset, KY 42503

(606) 679-1761 (Office)

(606) 6780971 (FAX)
randalltrc@charterbn.com

Members: Michael Tollan, Rick Watson,
Pat Zerr

FINANCE

Chair:

Joe Godges, DPT, MA, OCS
(See Treasurer)

Members: Steve Clark, Stuart Platt,
Pam White

AWARDS

Chair:

Lola Rosenbaum, PT, MHS, OCS
(See Vice President)

Members: Mari Bosworth, Jerome Danoff;
Nicholas Quarrier; Kim Schoensee

JOSPT

Editor-in-Chief:

Guy Simoneau, PT, PhD, ATC
Marquette University

PO. Box 1881

Milwaukee, WI 53201-1881
(414) 288-3380 (Office)

(414) 288-5987 (FAX)
guy.simoneau@marquette.edu

Executive Director:
Edith Holmes
edithholmes@jospt.org

NOMINATIONS

Chair:

William H. O’Grady, PT, DPT, OCS,
FAAOMPT

1214 Starling Street, Apt. #1
Steilacoom, WA 98388-2040

(253) 846-8918 (Office)

(253) 983-9411 (FAX)
ogrady@tacoma.net

Members: Tim Flynn, Susan Michlovilz

SPECIAL INTEREST GROUPS
OCCUPATIONAL HEALTH SIG
Deborab Lechner; PT, MS - President
FOOT AND ANKLE SIG

Steve Reischl, PT, DPT, OCS - President
PERFORMING ARTS SIG

Jeff Stenbach, PT, OCS - President

PAIN MANAGEMENT SIG

Joe Kleinkort, PT, MA, PhD, CII - President
ANIMAL PT SIG

Cheryl Riegger-Krugh, PT - President

James M. Dunleavy, PT, MS

APTA BOARD LIAISON

jamesdunleavy@apta.org

B OFFICE PERSONNEL

Orthopaedic Section Website:
www.orthopt.org

Bulletin Board feature also
included. Check it out soon!

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

Terri DeFlorian, Executive Direclor
Tara Fredrickson, Executive Associate
Sharon Klinski, Managing Editor J/N
Kathy Olson, Managing Editor HSC

x 204 tdeflorian@orthopt.org
x 203 (fred@orthopt.org

X 202 sklinski@orthopt.org

x 213 kmolson@orthopt.org

Stefanie Snyder; Program Coordinator
Linda Calkins, Project Assistant

Jessica Deal, Administrative Assistant
Jessica Cravens, Education/Program Coo,

x 205  ssnyder@orthopt.org

x 215 lealkins@orthopl.org

X201  jdeal@orthopt.org
rdinator  x 216 jjcravens@orthopt.org
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We wouli fite s tafe thi gpportunty o thadk our 2002 contributors t
ﬁ/&féﬂ/d@//@ /Déff/aa/ 72&/&%&/ Fractize,

Claudia Ferreira Mazzoni, PT, PhD
Lynn Medoff, MA, MPT

Allyson Baughman, MPT
Brenda Boucher, PT, CHT, PhD

Elaine E Britto, PT, BS Sylvia Mehl, PT

Shaw Bronner, PT, MHS, OCS Sheyi Ojofeitimi, MPT
Kelly M. Bronson, SPT Marty Pease

Ana Maria Carvalho, PT, BS Janet Peterson, PT

Michelina Cassella, PT

Phyllis A. Clapis, PT, MS, OCS
Joseph H. Daly, PT, MA, MHS
Susan Mercik Davis, PT, MS

H. Donn de Yampert, PT, MEd, GCS
Cynthia Driskell, PT, GCS
Patricia Downey, PT, MS, OCS
Irina Dukhon, PT, MS

Erica M. Ferreira, PT, BS

Jill Floberg, PT

Steven W. Forbush, PT, MS

Gail Gallagher, BS

Jennifer M. Gamboa, MPT, OCS
John Garzione, PT,AAPM
Gayanne Grossman, PT, MEd
Zachary Guyer, PT, MS

Siri Hamilton, PT, LVMT

Teena Petree, PT

Nicholas Quarrier, PT, MHS, OCS
Daniel Riddle, PT, PhD

Kathleen A. Rockefeller, PT, ScD, MPH
Toni S. Roddy, PT, PhD, OCS, FAAOMPT
Michael Ross, PT, DHS, OCS

Deborah Gross Saunders, MSPT, OCS
Ron Schenk, PT, PhD, OCS, FAAOMPT
Kim Short, DPT

Martha Sommers, PT, MS

Heather Southwick, PT

Jeffrey T. Stenback, PT, OCS

Kim Stewart, OTR/L

Inacio Teixeira da Cunha Filho, PT, PhD
Cory Tovin, PT

Linda Tremain, PT,ATC

Kenneth Harwood, PT, PhD, CIE
Timothy S. Hilliard, PhD

Marie Janisse, PT

Roberta L. Kayser, PT

Joe Kleinkort, PT, MA, PhD, CIE
Stephen M. Levine, PT, MSHA
Thomas McPoil, PT, PhD,ATC
Tara Jo Manal, PT, OCS

Philip Paul Tygiel, PT, MTC
Barry I. Ungerleider, DO
Scott Van Epps, PT, PCS,ATP
Alison Venning, PT, MS
Nancy T. White, PT, MS, OCS

Mary Ann Wilmarth, DPT, MS, OCS, MTC, CertMDT

Jeff Yaver, PT
Kate Zalewski, PT, MS

A special thanks as well to our Advisory Council for OP:
Karen Elton, PT; Jay Irrganag, PT, PhD,ATC; Joe Kleinkort, PA, MA, PhD, CIE; Becky Newton, MSPT;
Stephen Reischl, PT, DPT, OCS; Gary Shankman, PTA, OPA-C,ATC; Gary Smith, PT, PhD;
Michael Wooden, PT, MS, OCS
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Advocacy

I recently attended APTA’s 12th Annual
State Government Affairs Forum in
Louisville, KY. What an energizing meet-
ing! There were approximately 90 people
in attendance. Some of the topics of dis-
cussion included Direct Access and
Practice Act Legislation, Federal and State
Legislative Affairs Updates, Medicare,
Manipulation Issues, Infringement Issues,
Internet Resources, Fundraising for Your
PAC, Running for Public Office, and
Effective Testifying and Letter Writing. I
came home with a much better under-
standing of the legislative process and a
better appreciation for our Government
Affairs staff at APTA. 1 have been actively
involved in Tennessee’s Legislative
Committee for more than 5 years, but this
meeting again reminded me of the impor-
tance of one voice. One PT contacting
his or her own legislator is a very power-
ful thing.

At the meeting, we heard from several
of Kentucky’s legislators. A common
theme expressed by each of them was
that personal contact by a constituent
was most important. Information sharing
from a content expert is very important,
especially on complicated issues, but peo-
ple who vote for the legislator have a lit-
tle more clout. Some legislators preferred
letters; others preferred calls or e-mails.
Regardless, they all said contact by a con-
stituent was vital. In addition, following
up with the legislator is important too.
That is, staying in contact with the legis-
lator after they do (or don’t do) what you
ask. Sending a thank-you note or express-
ing your appreciation for listening to you,
even if they don’t vote in your favor are
good ways to begin to build a relation-
ship with your legislator. Another fre-
quent comment was to build that rela-
tionship with your legislators as con-
stituents who are also physical therapists
or physical therapist assistants. These
relationships are the cornerstone of
effective lobbying and advocacy. Make
sure your Senators and Representatives
know who you are, and contact them
every session, not just when you want
something from them. Visit the Senator
or Representative at their home office, or
attend one of their town meetings.
Volunteer to work in a campaign. Elected
officials appreciate volunteers and may
be more likely to listen to your concerns

| B :
] { ™ J u.- |

Chances are, some
members of your own Chapter are
Democrats, while others are Republicans
or Independents. If a number of you vol-
unteer for different candidates or differ-

if they are elected.

ent parties, your common interests relat-
ed to physical therapy will still be heard!

When you do visit or contact an elect-
ed official’s office, remember that you
may not always have the opportunity to
talk with the official directly. If he or she
is not available, find out which staff mem-
ber handles health care issues and ask
what preferences the official has in terms
of contact. Also, remember that making
contact once is not enough. Contact has
to be regular and the message has to be
clear. Sometimes, if you can find some-
thing in common with the legislator—say
you went to the same high school, or you
treated his or her cousin for a knee
injury—you may get a little more atten-
tion from the official. You can offer to be
a resource on matters related to physical
therapy or health care in general. Again,
contact has to be regular and every year.
You can’t wait until during session when
your bill is about to be heard. Most of all
don’t be afraid to talk to your legislators.
Elected officials are the same as you and
[—just people.

Senator David Karem of Kentucky
shared a number of ‘rules for communi-
cating with legislators’ with us. The two I
remember most are (1) to be honest, and
(2) tell the whole story. Honesty about
your issues is very important. If you are
dishonest and the legislator presents your
side, chances are that someone listening
will know the truth. This would likely
result in the legislator ending up with egg
on his or her face because you didn’t tell
the truth. This is not a good way to build
a relationship, and most likely, that legis-
lator won’t support you again. It is never
a good idea to burn bridges, especially in
the political arena. The second ‘rule’ he
shared was to tell the whole story. You
want to be clear in your message, but
Senator Karem stated he liked to know
what to expect from the opposition.
Leaving out important information can
lead to surprises that elected officials
may not like. While you don’t have to
give away all of your plans or strategies,
you should be able to present both sides
of the argument—obviously being more
persuasive with your own viewpoint.

6

Mention who your supporters are and if
you have built any coalitions from other
groups for support of your position. This
also may help the legislators see your
issues as real and not just as ‘turf’ battles.
Let’s face it, advocating for direct access
is one thing. However, defending your
right to continue to perform manipula-
tion or the prescription and fabrication
of orthotics while at the same time argu-
ing that another profession cannot per-
form modalities may easily be viewed by
legislators as turf issues.

A common question that T am asked
by PTs and PTAs who are just beginning
to participate in legislative activities is
“How do I know what to say?” Good
resources for what to say on specific
issues are the “Take Action Packets” and
“Talking Points” that are available from
APTA. Also, your own component should
develop specific talking points on your
specific issues relative to the unique situ-
ations in your state. Having group dis-
cussions for PTs and PTAs, either in per-
son or by e-mail, is a great way to build
confidence in newer participants in the
legislative process. The issues you have in
your state are likely some of the same
issues that other components are facing
as well. You don’t have to reinvent the
wheel. Contact APTA’s Government
Affairs office and ask for help—that is
what they are here for. Dave Mason is
APTA’s Vice President of Government
Affairs. Justin Elliot is Associate Director
and Margaret Fenwick is Assistant
Director of State Relations in the
Government Affairs office. They all can
be reached at APTA (1-800-999-APTA or
www.apta.org). They are all wonderful
resources who are very willing to pro-
vide assistance to you and your compo-
nent.

Remember that one voice can make a
huge difference in terms of advocacy.
Whether you sing or speak, don’t be
afraid to use your voice!

Susan A. Appling, PT, MS, OCS
Editor, OP
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I would like to take the opportunity
to update Section members on some of
the many issues that the Orthopaedic
Section is facing. I just recently returned
from the Fall Orthopaedic Section BOD
Meeting in LaCrosse, Wisconsin. We met
Friday night and then most of the day on
Saturday. It was clear to me that the
Orthopaedic Section faces a number of
challenges, many of which are inter-relat-
ed. I do believe that we are on the right
path to addressing most of these issues. I
have learned that problems are always
going to occur no matter what, and that
they always seem to make us grow
stronger. As members, I believe that you
should know what important issues the
Section is facing and what we are doing
to address them.

FIDUCIARY RESPONSIBILITY

Over the last 18 months we have con-
tributed over $250,000 to different
groups including the Pediatric Section
($12,600), the Foundation for Physical
Therapy ($190,000), Diversity 2000
Scholarships ($25,000), and Allen Press
($15,000) who formerly published
JOSPT. This considerable outlay of
money coupled with the low stock mar-
ket has made cash flow very tight. We are
not earning between $60,000 and
$80,000 in interest payments from the
stock market that we used to see each
year. Much of this interest money was
used for donations to the Foundation,
diversity scholarships, benevolent giving,
etc. When we experienced cash flow
problems, we borrowed money to get us
through instead of taking money out of
the stock market when it was doing
poorly. Our financial shape has recently
improved, and we are now paying down
our line of credit.The Finance Committee
continues to do a great job monitoring
the Section’s finances.

The Orthopaedic Section’s Home
Study Course program is an area where
the Section has derived a substantial
amount of nondues revenue over the
years. Besides interest derived from the
stock market, Home Study Courses have
always been a place where we could
count on extra revenues being generated.
However, this year our registration rev-
enues are down somewhat. Therefore, we
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are not receiving the income that we
were previously accustomed to from
home study courses. The good news is
that we have a number of new and excit-
ing Home Study Courses for 2003:
Including The Patient in Therapy: The
Power of the Psyche; Evidence-based
Practice for the Upper and Lower
Quarter; and Physical Therapy for the
Cervical Spine and Temporomandibular
Joint. Mary Ann Wilmarth, our HSC Editor,
the HSC Advisory Panel, and the Section
office are working extremely hard to
insure that we not only continue to pro-
duce a great product but one that will also
generate more income from this source of
continuing professional education.

As everyone knows, the stock market
continues to be depressed, and the
Orthopaedic Section, just like many indi-
viduals and corporations have a consid-
crable amount of our reserve money
invested in the market. When will the
markets go back up? No one really
knows for sure. So what do we do? With
our investments, we are just going to try
to wait it out. These are our reserves.
Most of our investment experts suggest
that we just hang in there. Therefore,
with a decrease in revenue, the
Orthopaedic Section BOD has begun to
look at a few other options. At the Fall
Board of Directors Meeting we approved
a feasibility study to look at building the
‘footprint, the previously planned adjoin-
ing other half of the building that we
already own. One of the biggest expendi-
tures, the elevator tower, is already in
place. Why now? Interest rates are low,
and we are in a good position to sell
some land that we own in front of our
building. Also, rental income could offset
much of the costs and provide future rev-
enue security. In our existing building,
our current tenants supply us with a
good cash flow each month. In addition,
a number of new businesses are being
built in the immediate area. So, we are
currently cautiously optimistic of the
local real estate market. We will be hiring
a consultant that will look with expertise
and detail into the local real estate mar-
ket and the feasibility of building a new
addition. A report will be brought back
to the Orthopaedic Section Board of
Directors by CSM 2003.

-

FOUNDATION FOR PHYSICAL THERAPY

The Orthopaedic Section has given
$777,000 to the Foundation for Physical
Therapy over the last 7 years We have
always been a major supporter of the
Foundation and will continue to do so as
long as our resources allow it. Presently,
we are also looking into ways to lessen
the financial stress of these recurring
expenditures in supporting the Found-
ation. We absolutely want to continue
supporting the Foundation. We also want
to find a way where we would not have
such a significant recurring burden on
our annual budget, especially in these
tough financial times. We have some
good suggestions including starting an
endowment fund for the Foundation or
something similar. Also, during CSM last
year a motion was made by Nancy White,
previous Orthopaedic Section Vice Pres-
ident, and was adopted by the member-
ship to convene a task force to address
strategic planning for revenue generation
for the Section. Areas for consideration
were to include but not be limited to
innovative member services that will
generate revenue, an aggressive plan to
sell our land, and a plan for financial rela-
tionships between the SIGs and the
Section. The Orthopaedic Section Board
of Directors appointed a task force con-
sisting of Dorothy Santi, Nancy White,
Annette Iglarsh, Joe Kleinkort, Deborah
Lechner, John Childs, Leza Hatch, and Joe
Godges, as Board Liaison.The purpose of
the task force is to look into developing
new ideas to generate revenue.The task
force has come up with a number of
great ideas that we look forward to
implementing. I hope that we will find a
solution that will enable us to continue
to financially support the Foundation for
important clinical research and continue
to maintain a good day-to-day financial
picture.

JOSPT

The Journal of Orthopaedic & Sports
Physical Therapy has had a year of tran-
sition, and with transition, many obsta-
cles to overcome. A new location, a new
editor, a new editorial board, a new
President, new employees, and a new
Executive Director are an awful lot of
change for one year. With the recent



resignation of the Executive Director,
Tina Vogel, and a new Executive
Director/Publisher hired, Edith Holmes,
we hope to bring some much needed sta-
bility to the Journal office. Edie brings
good experience and is very well quali-
fied for the job.

The Orthopaedic Section is looking
into how the Journal is governed. Right
now some questions regarding gover-
nance of the Journal have yet to be
resolved. New bylaws have not yet (as of
this writing) been fully approved by both
the Orthopaedic Section and the Sports
Section. In addition, we don’t have a
revised budget. Running a Journal that is
co-owned by two Sections is like a mar-
riage, we often agree on most issues but
sometimes don’t always agree on all
issues. We hope that these issues will be
resolved soon. Our Board representa-
tives, Lola Rosenbaum and Gary Smith,
are working with other members of the
JOSPT Board to finally approve the
bylaws and complete a budget. We all

agree that the Journal is our most impor-
tant member benefit and that we both
want to continue to publish quality man-
uscripts that make an impact on the way
therapists practice orthopaedic and
sports physical therapy. We also know
that Guy Simoneau and his staff have
done an outstanding job in his first year,
especially when considering all of the
changes. As Guy gets more experience
and Edie gains confidence in her new
role, we are sure that we will see good
things happening with the JOSPT.

WEBSITE

The Orthopaedic Section’s BOD
members all realize that our current web-
site needs to be updated. At our recent
Fall BOD Meeting we approved an initial
$10,000 to start the process of updating.
The website will be revamped and mod-
ernized. We have ambitious plans, which
include the possibility of adding OP and
future, current, and past Home Study
Courses on the web;a new and improved

Rocky MounTAIN UNIVERSITY

PROVO, UT
A A A

OF HEALTH PROFESSIONS

bulletin board feature; more links; more
interaction; and more information for our
members. We are excited about the
future possibilities and hope that our
new website will give our members a
better connection to the Section and
Section activities. We are hoping to have
our new look on line by the New Year.

I have tried to present some of the
issues the Section is facing and what we
are doing to address them. We will con-
tinue to work hard to make your
Orthopaedic Section great. Any and all
suggestions are welcome.

Thank you,
Michael T. Cibulka,
PT, MHS, OCS
President
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An Evidence-based Algorithm for Examination of the Cervical Spine

Ron Schenk, PT, PhD, OCS, FAAOMPT;
Martha Sommers, PT, MS; Alison

Cervical spine pain is a common mus-
culoskeletal impairment that may affect
about 10% of the general population. The
symptoms associated with cervical spine
dysfunction may be attributed to poor
sitting posture characterized by a for-
ward head position and flexion of the
lumbar spine. Contributing factors may
include computerization of the work-
place which requires employees to sit at
a desk or computer for several hours,
making cervical spine pain more likely to
occur.

Despite the prevalence of this impair-
ment, there is a lack of evaluative tools
that accurately and objectively document
cervical spine pain.A particular problem
faced by physical therapists is the fact
that there are numerous methods for
evaluating and treating cervical spine
pain. Despite the number of existing
methods, there is a void in research sup-
porting these methods.

Cervical spine pain occurs half as
often as low back pain and slightly more
often in women than men.' According to
a study conducted by Hermann and
Reese’ cervical spine disorders account-
ed for a substantial number (26%) of
physical therapy outpatient visits each
year. Makela et al* also found that older
patients and those involved in both men-
tally and physically demanding working
environments were more likely to expe-
rience neck pain. Because of the difficul-
ty in establishing the causal factors relat-
ed to cervical spine pain, diagnosing the
condition is challenging. In addition,
neck pain in one-third of patients is not
selflimiting and may produce moderate
long-term disabilities.

PREVALENCE

Makela et al’ described the distribu-
tion, determinants, and consequences of
chronic neck syndrome in Finland’s pop-
ulation. The authors reported that there
was no single cause of neck pain, and
that it was caused by many various coop-
erating factors.

Despite the fact that the direct cause
of neck pain is often difficult to deter-
mine, patients experiencing cervical
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Because of the difficulty in es-
tablishing the causal factors
related to cervical spine pain,
diagnosing the condition is chal-
lenging.

spine impairments still require effective
evaluation and treatment procedures.
There are numerous methods for evaluat-
ing cervical spine pain with each result-
ing in a conclusion that determines the
course of treatment undertaken by the
evaluator.'  Various evaluative schemes
could theoretically diagnose various tis-
sues as the possible source of pain, and
subsequently determine inconsistent
treatment decisions. Because of this
inconsistency, a need for a reliable and
valid way of evaluating cervical spine pain
has been recognized. Also, research indi-
cates that those patients treated based on
classification were shown to present with
better treatment results than those who
were not assigned to a classification prior
to initiation of treatment.’

CERVICAL SPINE CLASSIFICATION
SYSTEMS

The reliability and validity of cervical
spine classification systems have not
been examined as critically as have the
lumbar classification systems. Riddle’
reviewed lumbar classification systems
and found no one classification system to
be more reliable than others.

The Paris classification approach
maintains that treatment of a spinal dys-
function based solely on symptoms may
be inefficient and an unreliable tech-
nique. Paris® focused his assessment and
treatment of spinal dysfunction on a
thorough history, structural examination,
assessment of active and passive motion
of the spine, and palpation. A focus of
passive assessment in this approach is
determination of passive intervertebral
motion. Passive intervertebral motion
(PIVM) tests are used to assess forward
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and backward bending, side bending, and
rotation by palpation of the spaces
between spinous processes of the spine.
The patient does not actively participate
in this portion of the assessment process.

Gonnella, Paris, and Kutner’ conduct-
ed a study assessing the reliability in eval-
uating PIVM. The results of the study
demonstrated that intratester reliability in
assessing PIVM is good in trained exam-
iners, but intertester reliability is poor.

McKenzie’s system of classification® is
based on syndrome-specific treatment
methods. The McKenzie exam includes
the patient history, observation of sitting
and standing postures, the outcome of
repeated movements, and effect of such
movements on the distribution and
intensity of the patient’s symptoms. The
McKenzie classification system describes
3 lumbar and cervical spine syndromes.
The 3 syndromes include the postural
syndrome, dysfunction syndrome, and
derangement syndrome. Whereas pathol-
ogy is described as the cause of dysfunc-
tion and derangement syndromes, no
pathology is indicated in the postural
syndrome.

McKenzie” noted that the centraliza-
tion phenomenon occurred in the cervi-
cal and thoracic spine when the appro-
priate movements were performed, and
were just as reliable as in the lumbar
spine.

DISCUSSION

An example of an algorithm to exam-
ine the cervical spine is depicted in
Figure 1. The cervical spine algorithm
incorporates several schools of thought
including McKenzie, the facet model, and
muscle imbalance.

The cervical spine algorithm requires
a subjective and structural examination
typically performed by most physical
therapists treating this condition. The
structural examination is followed by
examination of active motion with par-
ticular attention paid to both the quanti-
ty and quality of movement.

The examination begins with collec-
tion of a thorough history or subjective
examination to determine, if possible, the
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Figure 1. Cervical Spine Examination Algorithm.

source/cause of injury. The subjective
examination, along with the objective
data collected during the evaluation, aids
in establishing the origin, area, nature of
pain, and behavior of symptoms, and
guides treatment. If origin of pain is of a
non-mechanical origin (ie, presence of
Stoddard’s warning signs), the patient
should be referred to the MD for further
medical testing. In that case where pain
behavior appears to respond to mechan-
ical forces, the patient undergoes a series
of objective tests.

Initial testing includes active move-
ments of the spine (ie, flexion, extension,
side-bending, and rotation) to determine
AROM, both the quality and quantity of
movement. Next, the patient performs
repeated movements to further differen-
tiate directions that either alleviate or
exacerbate symptoms. The patient with
pain made worse or better during move-
ment and/or with pain that peripheral-
izes or centralizes is categorized into the
derangement category. Patients are clas-
sified as having a dysfunction when pain
is increased or decreased at end range
only. The repeated movements that are
assessed include protraction, retraction,
and retraction with extension in sitting.
Cervical rotation and cervical rotation
with extension are also assessed in
supine.

Patients who fit into the dysfunction
category undergo additional testing to
distinguish contractile vs. noncontractile

tissues as sources of limitation of spinal
mobility and pain. Muscle imbalances are
determined through flexibility testing
and muscle length testing of the scapulo-
humeral, glenohumeral, long neck flexor,
scalene, suboccipital, and axioscapular
muscles. Single segmental mobility test-
ing determines joint mobility (ie, hypo-
mobility or hypermobility), while break
tests (manual muscle test) determine
presence and severity of a muscle lesion.

The next 3 parts of the algorithm are
common to both the dysfunction and
derangement categories. Neurological
testing examines the integrity of the neu-
rological system (DTRs, nerve tension
tests). Palpation assesses fascial status
related to myofascial restrictions. Lastly,
special tests may be used to obtain addi-
tional objective data.

The cervical spine algorithm (CSA)
was used to develop an index for mea-
suring cervical spine function in a study
by Dukhon et al.® In this study, 8
patients with cervical spine complaints
were examined using the algorithm at
the first and third physical therapy visits.
The cervical spine index score was then
compared to the Neck Disability Index.
The two tools showed a fair to good cor-
relation with r = .26 at the first visit and
r = .77 at the third visit.

Alone, particular components of
examination approaches did not corre-
late well with the NDI. This is consistent
with Riddle’s* findings related to lumbar
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classification systems not being compre-
hensive. Table 1 depicts the findings of
this pilot study.

Table 1. Pearson Correlations (r) between the
Cervical Spine Algorithm (CSA) and Neck
Disability Index (NDI) at the first and third
physical therapy visit (n=8) (p<.05)

CSA 1

CSA2

NDI 1 .26

NDI 2 il

The classification schema used with
the McKenzie approach was not found
by Riddle’ to be exhaustive in the
description of symptom patterns and
placement of patients with encompass-
ing disease processes.Also, those patients
who did not respond favorably to the test
movements did not fit a treatment classi-
fication and were unable to be treated.

Paris’s classification system based on
PIVM was found by Gonnella et al’ to
have limited intertester reliability. The
authors suggested that the reason for this
limitation may have been due to reliance
on a subjective palpation exam and diffi-
cult judgements of small movements
within the spine. Interestingly, one classi-
fication system was not found to be supe-
rior to another. Riddle’ suggested that
this occurrence was due to the many dif-
ferences that existed between systems.
Each approach, however, was found to
have a varying degree of reliability, which
suggested that each exam method has
valuable assessment sections. By combin-
ing the significant components in the
aforementioned McKenzie, Paris, and
muscle balance approaches, as done in
the CSA, the physical therapist may be
able to attain a broader perspective of
the patient’s impairments than if the
approaches were used individually. By
synthesizing the various examination
components, the physical therapist may
then be able to make a functional diag-
nosis to indicate appropriate treatment
interventions.

The results of the pilot study demon-
strate that the CSA and the NDI had a
high correlation (» = .77) on the third
visit. The degree of correlation between
each examination component with the
NDI was also examined. An excellent
correlation was found between the
AROM and repeated movements compo-
nents and the NDI, and a good correla-
tion was found with the palpation com-
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ponent as compared to the NDI. These
relationships indicated that these exam
sections were highly related to a person’s
function. This conclusion was found to
be consistent with the literature.

In support of all 3 previously men-
tioned evaluation sections, Maher and
Adams' found manual therapy tests that
provoke patients’ symptoms to be more
reliable than judging stiffness in the
spine. In the present study, active move-
ments, repeated movements, and palpa-
tion all were performed to reproduce
patients’ symptoms.

Razmjou et al” found further support
of the repeated movement examination
section. The repeated movement portion
of the evaluation was taken from
portions of McKenzie’s classification
approach. The authors found a perfect
interexaminer agreement to be present
using Cohen’s Kappa statistic when
patients were 55 years of age or younger.
This excellent reliability is consistent
with the excellent correlation present
between the repeated movement section
and the NDI, and it suggests that repeat-
ed movements were a reliable part of the
physical therapy exam as related to
patient function.

The structural portion of the exami-
nation was also found to have a good cor-
relation with the NDI Saal et al** found
that patients with disc herniations
improved the most when given exercises
that included those stressing postural
re-education and body mechanics. There-
fore, the structural examination, which
revealed poor posture or body mechan-
ics, was found to be a reliable assessment
tool when related to patients’ functional
impairments.

Although passive intervertebral mo-
tion testing was found to have high
intrarater reliability by Gonnella et al,’
the portion of the examination with the
least correlation to the NDI was the
PIVM section.This finding was consistent
with Maher and Adams'® who concluded
that techniques assessing stiffness yield-
ed unreliable results. They also stated that
the basis for clinical decisions should be
on pain provocation tests rather than on
subjective tests that assess joint contrac-
ture, alignment, or muscle tension.
Therefore, although intrarater reliability
was established, PIVM was not found to
be as reliable of an assessment tool in
assessing patient function in this study as
other portions of the exam.This finding
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was consistent with Maher and Adams’s's
conclusions.

CONCLUSIONS

To justify physical therapy treatment
for cervical spine pain in a fluctuating
medical environment, an objective func-
tional assessment tool must be estab-
lished. It is theorized that this tool will
accurately and efficiently aid physical
therapists in providing relevant patient
treatment interventions.

The results of this pilot study showed
a correlation between the CSA and the
NDI.  An examination scheme which
incorporates several schools of thought,
such as the CSA, may relate to patient
function and may prove to be a valuable
clinical tool. The overall results of this
pilot study warrant more research on the
CSA and its components to further sup-
port it as a reliable and valid physical
therapy functional evaluation tool,

Improvements to this pilot study may
include increasing the number of sub-
jects to more accurately determine the
relationship between the CSA and the
NDI. Increased number of subjects
would improve the power of the statisti-
cal findings, allow for better generaliz-
ability of the conclusions, and allow for
easier identification of possible statistical
outliers.
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Implementing an Evidence-based Transitional Work Program

Joseph H. Daly, PT, MA, MHS

/

A transitional work program (TWP)
uses a continuum of proactive and reac-
tive interventions to identify the targeted
return to work (RTW) job and/or to iden-
tify productive alternative jobs that can
be assimilated to maximize the safe work
capacities of a worker whose ability to
perform their job competitively and safe-
ly has been temporarily compromised. A
transitional work program ‘transitions’
the worker to full duty through the
implementation of timely progressions
based on TWP performance.

HISTORICAL PERSPECTIVE

The foundations for TWP were estab-
lished in the 1960s and 1970s. Stover
Snook, PhD, working at Liberty Mutual
Insurance Co., used a laboratory environ-
ment to simulate work conditions. His
staff documented the physical demands
necessary for work capacities such as lift-
ing, pushing, and pulling. This research
data later became the basis for work
capacity testing protocols and methods-
time measurement standards as well as
the database for the manual material han-
dling guidelines for the National Institute
of Occupational Safety and Health
(NIOSH).

The federal Mental Retardation and
Developmentally Disabled programs
used assistive and/or supportive work in
their state-funded sheltered workshops.
The sheltered workshops assessed physi-
cal and social abilities to enhance job
placement. Rehabilitation and adaptive
engineers were used to make assistive
devices or to suggest job modifications.

W. Fordyce and J. Bonica, PhD Clinical
Psychologists, pioneered the multidisci-
plinary team approach to chronic pain as
well as the concept of rewarding positive
behavior and extinguishing negative
behavior to improve functional abilities
that included working. They stressed the
importance of individual responsibility
for goal attainment. ‘

The theoretical framework and the
working model for TWP were established
in the 1980s. The Model of Human
Occupation (MOHO) identified factors
that inter-relate to determine a worker’s
success or failure in relationship to work-

related strengths and weaknesses. These
factors are volition—thoughts and feel-
ings pertaining to work abilities and sat-
isfaction; habituation—processes that
maintain a pattern and routine in work
life; performance—innate capacities of
the mind-brain-body which determine
skilled performance on the job;and envi-
ronment—spaces, objects, occupations
and social groups. The Worker Role
Interview (WRID) is based on MOHO and
provides a framework for systematically
analyzing these factors, determining how
they relate to work issues, and incorpo-
rating them in treatment action plans.
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A transitional work program
uses a continuum of proactive
and reactive interventions to
identify the targeted return fo
work job and/or to identify pro-
ductive alternative jobs that can
be assimilated to maximize the
safe work capacities of a worker
whose ability to perform their job
competitively and safely has
been temporarily compromised.
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Work hardening programs used the
‘sports medicine’ approach to treatment.
Functional gains and graded/progressive
performance were incorporated in a mul-
tidisciplinary clinical environment to
address RTW issues. The Commission on
Accreditation of Rehabilitation Facilities
established standards for work hardening
programs and continues to accredit them
as Comprehensive Occupational Rehab-
ilitation Programs.

PHILOSOPHICAL PERSPECTIVE

The employer and the TWP provider
must have a clear understanding of the
TWP process so fundamental concepts
can be incorporated in the implementa-
tion of the TWP. Ownership in the TWP
process must be established by all team
members. Each team member must take
responsibility for their actions. Resourc-
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es, information, education, and a clear
path to decision-making authority must
be available in order to accomplish mutu-
al goals. The TWP is organized to empha-
size the needs of the worker and to max-
imize their participation. Therefore TWP
services provided at the work-site are
designed to improve continuity of care,
quality of care, and operational efficien-
cy. Cross-training to produce multiskilled
TWP providers and a decentralization/re-
deployment of TWP provider services is
inherent. The continuum of long-term
TWP services is ensured through part-
nerships. All team members must
respect each other’s contributions and
fulfill all ownership obligations. Team
member interaction should be nonadver-
sarial. Negotiation is an integral part of
TWP. Coworkers must accept a TWP
worker in production, supervisors must
decide on the job assignment, and
employers must establish eligibility crite-
ria, often within the framework of a
union contract. Production is paramount
to the employer. The TWP providers
need to factor this into account when
assessing worker fit into the production
schedule. The short- and the long-term
impact on quotas, quality,and production
processes as well as the effect on the
clinical status of the worker must be con-
sidered.

TWP OBJECTIVES

A comprehensive TWP is well planned
and involves all of the available resources
of the employer and of the provider. It
provides organization, structure, and
accountability to the RTW process. The
TWP conveys the corporate philosophy
regarding RTW issues and provides a
clear vision and the expectations of the
RTW process. It reorganizes the employ-
er’s and the worker’s responsibilities so
that a maximization of the worker’s safe
work capacities can be achieved, allow-
ing the worker to contribute to produc-
tion competitiveness. The TWP provides
case resolution within the medico-legal
system using the multidisciplinary team
approach. Closure is important and all
goals should be met or redirected in a
defined time frame. The emphasis of the
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TWP is on safe and long-term productive
RTW and should not be seen as a ‘quick
fix’ for RTW issues. The TWP prevents an
impairment (a medical condition that
results in a quantifiable loss) from becom-
ing a disability (loss of capacity to engage
in gainful employment).

CLINICAL PERSPECTIVE

As a physical therapist implementing
a TWP, it is important to have the appro-
priate clinical background. Clinical
expertise in orthopaedics, chronic pain
management, and in the sports medicine
approach to RTW issues is fundamental.
Because the TWP is provided in an indus-
trial environment, certification in CPR
and universal first aid is advised. The
Guide to Physical T herapist Practice
describes the elements of generally
accepted physical therapist practice,
defines standardized terminology, and
delineates preferred practice patterns.
familiarity  with  the Orthopaedic
Section’s Occupational Health Special
Interest Group Guidelines for Legal and
Risk Management and Injury Preven-
lion is advised. Best practices can be
rescarched through the APTA’s Hooked
on Evidence project that allows mem-
bers to post summaries of clinical studies
with outcome data from peer-reviewed
articles on an online database. The use of
scientific basis methods (systemized
knowledge derived from observation,
study, or the collection of information
that is used for making RTW decisions),
critical pathways (optimal sequencing
and timing of interventions that are
developed by a multidisciplinary team
and are designed to reduce delays and
duplications of services and to stream-
line resource use) and algorithms (stan-
dards for appropriate care and decision-
making based on research, expert opin-
ion and varying practice environments),
allows for the collection of functional
outcomes (standardized tests or func-
tional tools that relate pain, strength,
RTW issues, etc to a quantifiable scale) to
establish evidence-based TWP protocols.

INDUSTRIAL PERSPECTIVE

Not as familiar to the physical thera-
pist is the industrial expertise necessary
for credibility in the TWP. The ‘out of clin-
ic’ experience mandates exposure to
production processes, personal protec-
tive equipment, tools/machines, work
shifts, and federal/state/union workplace
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regulations and policies (eg, Family
Medical Leave Act, Occupational Safety
and Health Administration (OSHA),
Bureau of Workers’ Compensation).
Journals that can be reviewed for specif-
ic industrial information include
Ergonomics, Hiu-man Factors, Work

Study, and the International Journal of

Ergonomics. The TWP physical therapist
must have a working knowledge of 2
federal enactment’s, OSHA Ergonomic
Guidelines and the Americans with
Disabilities Act (ADA). In 2002 OSHA is
developing a comprehensive ergonomics
plan designed to reduce ergonomic
injuries through the development of
industry-specific voluntary guidelines,
enforcement measures, workplace out-
reach, and research. The nursing home
industry will be one of the first industries
to be involved. Also this year, the ambi-
guities of the ADA are being addressed by
the Supreme Court to make the law more
workable and practical. Decisions in
2002 have included that a condition may
not be disabling unless it keeps one from
performing tasks of importance to most
people’s daily lives, that workplace
seniority systems can not be circumvent-
ed by disabled workers in order to get
suitable jobs, and that a company does
not have to place a disabled worker in a
job that it believes will jeopardize the
worker’s health or safety.

IMPLEMENTING A TWP

The TWP modifies physical therapy
documentation such as initial/discharge
reports, progress reports and exercise
programs, adding to them TWP-specific
information. The TWP also includes doc-
umentation that provides information
regarding the worker’s abilities, attitude,
and behavior. These are the RTW
Forcefield Analysis (or similar tool),
Functional Capacity Evaluation (FCE),
Job Demands Analysis (JDA), Worker
Profile, and Work Log.

The RTW Forcefield Analysis—The
RTW research recognizes that the pro-
cess is multivariate. The TWP must assess
the nonphysical and psychosocial factors
such as satisfaction, depression, hysteri-
cal personality, aging, dependent/ imma-
ture personality, substance abuse, sec-
ondary gains, sociopathy, learned help-
lessness, fear-avoidance, motivation,
locus-of-control, life stressors, and self-
depreciation for successful RTW closure.
This can be accomplished with the use
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of assessment tools such as the Modified
Work Apgar, RTW Forcefield Analysis,
WRI, Behavioral Health Inventory, North
American Spine Society’s Outcome
Questionnaire, or Oswestry/Modified Os-
westry Questionnaire. The RTW Force-
field Analysis asks the worker to respond
to a series of questions in the areas of
medical management, symptom manage-
ment, emotional status, financial status,
job satisfaction, system conflict, sec-
ondary gains, chemical dependency, com-
pliance,and confidence levels. The work-
er’s responses are weighted and assigned
positive or negative forcefields. The
forcefields are then assigned to the
appropriate team member so they can be
incorporated into the TWP as either a
strength or a weakness for RTW.
Interventions for TWPs for nonphysical
and psychosocial factors focus on stress
management, learned behavioral skills
such as assertiveness, rational/emotive
therapy, and pain/crisis management.

Functional Capacity Evaluation
(FCE)—The FCE is an objective measure-
ment of the worker’s strength, endur-
ance, positional tolerance, kinesiophysi-
cal tolerance, and physiological status.
The FCE documents the worker’s capaci-
ty to perform competitive work through
an assessment of whole body motions,
safe work practices, kinesiophysical
responses, and work behavior responses.
In TWP, the FCE is used to assess the
match between the worker’s capabilities
and the essential functions of a specific
job.The FCE’s performed at the work site
can be used during the TWP to update
the worker’s competitive physical capac-
ities so adjustments in their work perfor-
mance levels can be made as the worker
progresses towards full duty.

Job Demands Analysis (JDA)—The
JDA  collects information from the
employer, the worker and the worksite
regarding the targeted job in the TWP
Information is compiled regarding essen-
tial/non-essential functions, reasonable
accommodations, work schedules, work
postures/methods, physical demands (eg,
weight, frequency, and work levels), train-
ing/certification, equipment/vehicles/
tools, environment, vision and hearing,
temperament, and work station design.
InTWP the JDA is used to make the initial
functional match of the worker to the job
or to specific components of the job and
to assess and implement ergonomic mod-
ifications. Throughout the TWP, the JDA is



used to direct job placement as work per-
formance levels improve and/or resolve.

Worker Profile—The Worker Profile
integrates information from the initial
report, the FCE, the JDA, the RTW
Forcefield Analysis (or similar tooD), and
the physician to establish the TWP entry
level of work performance (ie, job
assignments). These are negotiated with
the supervisor. The Worker Profile is
updated throughout the TWP to reflect
the changes in strength, endurance, and
safe work practices and job assignment.

Work Log—The Work Log collects
information regarding pain levels/loca-
tion, work performance/tolerance, safe
work practices,and job assignments. It is
completed daily by the worker through-
out the TWP. The information obtained
through the Work Log is used for
progress reports to the various TWP team
members and to direct TWP progression.

A successful TWP incorporates goals
and action plans identified by the RTW
Forcefield Analysis (or similar tool) so
that a realistic direction for TWP resolu-
tion can be achieved. The TWP team
assigns a program manager to facilitate
TWP action plans. The program manager
oversees the implementation, modifica-
tion and monitoring of the action plans
throughout the TWP.

PROGRAM EVALUATION

To establish the effectiveness of the
TWE, outcome-based objective data is col-
lected. Sources for the collection of data
include goal sheets (pre and post rat-
ings), work logs (tolerances, pain levels,
performance levels), satisfaction ques-
tionnaires (employer, physician, worker,
case manager, Supervisor), program man-
agement reports (action plans), OSHA
300 logs, Workers” Compensation billing
records, medical/health records, and dis-
charge summaries (case resolution, case
velocity, RTW Forcefield Analysis).

Outcome-based objective data to be
collected includes but is not limited to
lost time days, restricted days, productiv-
ity levels, RTW rate, number of claims,
incident rates, total recordable injuries,
severity rates, medical costs, reinjury
rates, legal costs, and nonphysical psy-
chosocial tool scores. This multivariate
data can then be analyzed to determine
such factors as cost-effectiveness, worker
retention, case velocity, programmatic
content, and TWP critical pathways/algo-
rithms.

TWP BENEFITS

The benefits of a TWP are program
specific, but all TWPs should realize most
of the following benefits if the program is
implemented appropriately. ATWP facil-
itates the employer’s management of the
work environment by maximizing inter-
nal policy and procedures, thus meeting
ownership and partnership obligations.
Corporate competitiveness is enhanced
due to the improvement to the bottom
line and the availability of productive
workers. A TWP promotes early and/or
proactive interventions emphasizing the
determination of a specific diagnosis
with concurrent specific treatment with-
in 4 to 6 weeks of date of injury. This
results in appropriate care by the appro-
priate health care provider at the appro-
priate time. A TWP improves the man-
agement of external resources by provid-
ing a common ground for addressing
RTW issues and an awareness of avail-
ability of these resources (networking).
A TWP improves workforce morale and
protects worker employability through
ADA and OSHA Ergonomic Guidelines
compliance. It promotes labor-manage-
ment collaboration in the RTW process,
thereby reducing the adversarial nature
of the work injury. Finally a TWP pro-
motes worker locus-of-control in the
RTW process by identifying the strengths
and weaknesses for RTW and incorporat-
ing the worker as an active TWP team
member to resolve any issues.

TWP OUTCOMES

The following outcome-based data
was collected from 2 central-Ohio based
companies that have an evidence-based
TWP.  Each program has specific TWP
policies and procedures, a long-standing
work-site physical therapist that is pre-
sent 1 to 3 times per week, a relationship
with an occupational medicine facility, a
network of consultant/treatment health
care providers, an external case manager,
and the support of management to
implement proactive interventions.

Steel Foundry
Columbus, Oh

1999 2000 % Change
Incident Rates 24.02 21.36 -11%
Total Recordable Injuries 340 246 -28%

Severity Rates 970.09 68236 -29%

Total Lost and Restricted
Work Days

Total Lost Work Days
Medical Costs

13,730 7,864 -43%
11,706 5,948 -49%
Proprietary Information -38%
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Honda Supplier
Canal Winchester, Oh
1991 1992 1993
Carpal Tunnel Disability
Costs $87,605

$50,570  $44,678
WORK STRATEGIES 2010

The workforce of the new millenni-
um will continue to change. The Bureau
of Labor Statistics describes a workforce
that is currently 55% female (a large pro-
portion single mothers), multi-ethnic,
and poorly educated. The current busi-
ness environment responds to a service-
oriented economy that continually
expands and contracts. The end result is
a decreasing number of skilled trade
workers and an increasing utilization of
temporary/leased workers. In many sec-
tors of business (eg, steel industry, car
manufacturing), the workforce is aging.
The seniority system has its advantages
but it also brings with it the normal phys-
iologic changes associated with the aging
process and the subsequent co-morbidi-
ty’s associated with working lifestyles. In
other business sectors (eg, technology)
there is evidence of a new work ethic.
One that values a balance and synergy
between work and family, considers
work as a ‘noble cause, strives for per-
sonal growth and development, builds a
partnership and trusting relationship
with the employer, and fosters a commu-
nity spirit at work.

The challenge for a TWP is to devise a
new work strategies paradigm that will
benefit the evolving workforce. There
are many data sources available to con-
struct and validate a new paradigm. The
federal government has specific initia-
tives to address the work environment.
Healthy People 2010 has been pursued
over the past 2 decades. Healthy People
2010 is grounded in science, built
through public consensus and designed
to measure progress. Its goals are to
increase the quality and years of healthy
life and to eliminate health disparities.
These goals are supported by specific
objectives in 28 Focus Areas. Focus Area
20 is Occupational Safety and Health.
The goal of Focus Area 20 is to promote
the health and safety of people at work
through prevention and early interven-
tion objectives. There are 11 specific
objectives in Focus Area 20, which
include 20-2: reducing work-related
injuries resulting in medical treatment;
lost time from work or injury; and illness
cases involving days away from work due
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to overexertion or repetitive motion. The
OSHA Ergonomic Guidelines will contin-
ue to be formulated through consensus
among labor, government, business,
health, and legal representatives. 0* NET
is being developed as a replacement for
the Dictionary of Occupational Titles.
O*NET classifies physical demands
through subjective assessment and may
be unsuitable for the purposes of reha-
bilitation and disability determination
(eg, FCE, JDA). Legal issues such as the
recent ADA rulings and the use of genet-
ic testing (eg, sickle cell anemia, carpal
tunnel) will influence TWP as well as the
administration of post-offer/essential
functional testing.

Evidence-based disability guidelines
are increasingly being used to facilitate
and validate the RTW process. The 4
major guidelines are the Official Disabil-
ity  Guidelines (Work Loss Data
Institute), the Medical Disability Advisor
(Reed Group), the Health Management
Guide-lines (Milliman and Robertson),
and the Occupational Medicine Practice
Guideline (American College of Occupa-
tional and Environmental Medicine). The
new TWP work strategies paradigm dic-
tates that disability guidelines are to be
based on objective data and take into
account all of the factors affecting RTW
(eg, type of intervention, severity, type of
job).

Research for occupational safety and
health is being pursued by NIOSH and by
the American Physical Therapy Assoc-
iation’s Research arm, the Foundation for
Physical Therapy. The National
Occupational Research Agenda was
established by NIOSH in 1996 targeting
21 areas (eg, low back disorders: muscu-
loskeletal disorders of the upper extrem-
ity; intervention effectiveness research;
and illness and injury surveillance
research methods) for specific research
priority. Research in physical therapy has
established evidence-based treatment
protocols for modalities such as ultra-
sound and electrical stimulation. A TWP
will need to incorporate as much infor-
mation as possible from research to effec-
tively resolve RTW issues.

Education and certification require-
ments will effect the TWP. The emer-
gence of the Doctor of Physical Therapy
and the board certifications by the
American Board of Physical Therapy
Specialities in areas such as orthopaedics
and neurology ensures that a more quali-
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fied TWP provider will be available, espe-
cially in states that have direct access.
Other professional certifications that
enhance TWP provider expertise include
ergonomics (Board of Certification in
Professional Ergonomics), FCE (various
systems), and OSHA (coursework).

The Behavior-based Safety Coaching
process uses a systematic approach to
develop and sustain safe work practices.
The TWP process can implement this
model by identifying at risk behaviors,
writing observable behavior definitions,
installing interventions, monitoring per-
formance, and providing immediate feed-
back. The benefits of using a behavior-
based approach to TWP include increas-
ing the worker’s involvement, allowing
the worker locus-of-control, promoting
team work and partnering, improving
communication, reinforcing  desired
behavior, changing undesirable behavior,
and maximizing TWP efficiency.

SUMMARY

The goal of TWP is to conserve work-
force productivity and health in order to
promote corporate competitiveness. To
accomplish this, implementing evidence-
based interventions and protocols, using
research and professional resources, and
a grounding in medicallegal-business
issues will ensure the delivery of validat-
ed and effective work strategies.
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Differential Diagnosis of Foot and Heel Pain and Treatment in Runners

Steven W. Forbush, PT, MS

/

INTRODUCTION

During the course of training for any
event or even sometimes in the process
of just conditioning, a runner often starts
to experience foot and ankle problems.
This would be expected, as typical run-
ners putting in 50 training miles per
week may have 3,000,000 foot contacts
per year.! Some of the time, these prob-
lems are just from over training, sock
folds, shoes that don’t fit properly, or
generally from too much time on the feet
on a particular day. They will generally
respond well to rest and reducing activi-
ties for a few days. At other times, these
problems don’t quickly resolve with rest,
adaptation, or with changes in equip-
ment. They may need other intervention.

The first stop for most of these run-
ners is the local family practice physician
or the orthopaedic/sports medicine
physician’s office. Doctors are accus-
tomed to seeing runner’s foot and ankle
problems and will quickly look for all of
the serious problems that may be pre-
sent—fractures, soft tissue lesions, and
other anomalies—Dby using the diagnos-
tic testing available in most modern clin-
ics. More often they will deem the prob-
lem less severe and will either refer the
runner to another practitioner (sports
medicine specialist or podiatrist) or will
send the runner home with a minor diag-
nosis and a set of home exercises. The
most common diagnoses given to these
runners in Gainesville, Florida are either
plantar fasciitis or heel spurs. Heel spurs
occur in up to 25% of the population.’
Treatment rendered in the physician’s
office may involve invasive injections or
expensive orthotics. However, both of
these diagnoses have problems when
challenged. 1 hope to give some general
information on why there are questions
concerning each of these diagnoses,
impart some alternate theories as to
what else might be happening in the run-
ner’s foot, and give some suggestions my
clinic uses to keep a runner from having
some of these problems.

THE CLINIC
[ have had the unique opportunity to
treat multiple foot pain problems with

medical and podiatric physician diag-
noses of plantar fasciitis and heel spurs.
During the course of a normal year our
clinic may receive as many as 150 refer-
rals with these diagnoses from about 3 or
4 practitioners in our area. Our clinic has
been the source of information on reha-
bilitation of plantar fasciitis and has been
used by our most active podiatric referral
source for 2 major research activities due
to our success with treating these condi-
tions. We spend much of our time differ-
entiating between the many choices of
diagnoses that may be confused with
heel spurs or plantar fasciitis and this
allows us to spend our time working
specifically on the proper dysfunction
and to be more successful in treatment.
Many of the referrals are for runners that
participate in 2 of the major track orga-
nizations in our city. For the rest of this
article, I will try to explain the thought
process, differential diagnosis, and treat-
ment we use so effectively in our clinic.

THE DIAGNOSIS OF PLANTAR FASCI-
ITIS

The diagnosis of plantar fasciitis has
been the most popular reason for foot
pain in both the active and the sedentary
individual for years, not only in the litera-
ture but in orthopaedic physician and
podiatric offices around the states.” We
know the plantar fascia is a dense band
of connective tissue that contains the tis-
sues of the sole of the foot.” It is not an
actively contracting tissue, is minimally
plastic, and has a blood supply primarily
from the connective tissue and vessels
feeding the muscular tissues beneath the
fascia.? All of this would make the fascia
unlikely to experience a tear. The most
common symptom of plantar fasciitis, if
applied properly, is a burning of the
superficial aspect of the sole of the foot
or at the plantar attachment on the cen-
tral calcaneus.® Acute fascial tears are
found in athletes and usually are
described as severe burning in the cen-
tral arch area with diminished ability to
weight bear on the foot or dorsiflex the
toes in normal or athletic activities. The
most common symptom of a runner with
heel pain is of a sharp pain or bruised
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feeling in the area of the medial heel on
the plantar surface.’ Obviously these
symptoms are in conflict with each
other. This diagnosis should be rarely
found in runners who use a solid and
firm running surface when exercising or
training and who do not exceed the nor-
mal progression of increasing mileage
within their training schedule.

THE HEEL SPUR

The diagnosis of heel spur is even
more problematic. Research has shown
that 25% of normal, pain free individuals
in the United States have a heel spur on
one or both feet.> In 2 very busy podi-
atric offices here in Gainesville, heel
spurs are found with X-rays as often on
the nonpainful foot as on the painful
foot.” The question becomes, when does
the heel spur actually cause the pain or is
it a normal wear and tear change in the
foot? Archeologists have known for years
that bones with more ridges and osteo-
phytes belong to individuals that are
more active and are under more loads. In
fact, one of the prime determinants in
designating the social context of a set of
remains is the bone’s size, shape, and
extent of ridges, as royalty had less dense
and ridged bones while heavy laborers
were found to have the opposite.

DIFFERENTIAL DIAGNOSIS OF THE
FOOT PAIN

In my practice, as an orthopaedic out-
patient based physical therapist, after dif-
ferentially evaluating the foot in detail,
I find most of these pain problems to
not fall in either of these diagnostic cate-
gories. The problems diagnosed in most
of these patients instead include ten-
donitis, soft tissue lesions related to
weakness of the controllers of the foot,
diminished length of the tissues around
the foot and ankle, or neurological irrita-
tions.

The therapist needs to differentiate
between heel spurs, plantar fascial irrita-
tion, tendonitis of the flexor hallucis
longus, the abductor hallucis, or the pos-
terior tibialis, lumbar radiculopathy, or
neurological irritation. Each of these
diagnoses can cause pain in the heel area
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of the foot. There are definitive differ-
ences that will be present in each of
these diagnostic problems.

Diagnosis and Treatment of the Heel
Spur

The heel spur, if causing pain, should
have the pain localized in the heel area
and should correlate with chronic pain
versus acute irritation (after all, the spur
didn’t grow overnight). The central focus
of the tenderness should be over the cen-
tral calcaneus on the plantar aspect of
the foot. The pain is obviously worse
with weight bearing or increased heel
contact. Ultrasound, phonophoresis, and
iontophoresis have been suggested as
tools that will reduce the size of spurs,
but no research has demonstrated any
significant effect from these treatments
used as a primary tool. Treatment should
emphasize stretching or strengthening,
as appropriate, of the tissues attached to
the plantar calcaneus (flexor hallucis bre-
vis, flexor digitorum brevis, or quadratus
plantae). The therapist also should con-
sider padding the area of bony contact
with the ground if the bone is tender and
sensitive to weight bearing.

Diagnosis and Treatment of Plantar
Fascial Irritation

With plantar fascial irritation, tender-
ness and irritation should be in more
areas than just the heel. If just in the
heel, the pain should be localized to the
attachment of the fascia on the heel. The
tenderness should be rather superficial
as the tissue resides just below the skin
of the plantar foot. As already mentioned
the fascia is a heavy noncontractile sup-
port structure and is not very plastic
under stretch. Treatment should concen-
trate on stretching and enhancing circu-
lation to improve healing potential.

Diagnosis and Treatment of Tendon
Problems

The differential diagnosis is only as
good as the evaluation of the foot and
ankle. Another area to differentiate in the
process of evaluation and determination
of a physical therapy diagnosis is the ten-
don structures. There should be no argu-
ment that there are many support ten-
dons in the foot area and all need to be
strong and long to take the stresses that
the thousands of foot contacts impart
while running, or in other active or ath-
letic activities. If the foot were tired,
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tight, or overworked, these tendons
would be expected to have minor tears
and other injuries. It is important to have
a differential diagnosis of which tissues
have been injured in order to better treat
the problem that has occurred. The ther-
apist needs to fully evaluate the flexor
hallucis longus, the abductor hallucis, the
posterior tibialis, and the flexor hallucis
brevis. Each tendon needs to be evaluat-
ed for length and strength limitations.
The fascia should also be evaluated and
checked for length disorders, as strength
is not an issue with a noncontractile tis-
sue. Treatment should be specific to the
tissues with dysfunction and emphasize
returning the tissue to full function and
control through all activities. Localized
Symptoms over the tendon would be pre-
sent in a case of tendonitis, and the ten-
don can be traced from the muscular
connection to the bony attachment. The
muscle might test weak or tight. The
flexor hallucis longus is commonly ten-
der over on the plantar surface of the sus-
tentaculum tali, the point of greatest
angulation and stress of the tendon. This
is one of the tendons that would be ten-
der over the common tendon area of the
medial heel, with the other being the
abductor hallucis. The posterior tibialis is
usually tender in the medial ankle reti-
naculum, over the navicular, or at the
attachments of the tendon over the
tarsals and metatarsals deep in the plan-
tar foot. Tendons usually heal slowly due
to less than dynamic circulation in the
tissue, but respond best to moderate
stretching, moderate strengthening, and
constant motion and activity. Activity of
the foot and toes throughout the day,
while on the feet and at rest, helps to
improve blood supply and promote heal-
ing.

Diagnosis and Treatment of Lumbar
Pain Referred to the Foot

Pain described in the foot without the
presence of any localized tenderness
might be referred from the lumbar
region. Lumbar radiculopathy as a cause
of foot pain is a common diagnosis found
in our clinic. There are no tender points
in the foot or ankle, the function of the
foot and ankle are near normal in all
areas, and positional change of the lum-
bar spine such as flexing the lumbar
spine, reduces the pain in the foot and
ankle. The pain usually resides in areas
associated with a myotome or a der-
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matome. Evaluation of the lumbar area
usually reveals segmental lumbar dys-
function like segmental lumbar tender-
ness, facilitation of the lumbar muscula-
ture, and motion dysfunction, and treat-
ment is centered on the dysfunctions in
this area.

Diagnosis and Treatment of Neural
Irritation

The most common reason differen-
tially found in the patients in our clinic,
for the complaint of foot and heel pain is
neural irritation. This irritation originates
from many different locations. The tibial
nerve can be irritated at the tarsal tunnel,
the posterior medial calf tissues where
the tibial nerve comes through the
soleus tissues, in the proximal gastrocne-
mius, in the sciatic notch due to piri-
formis irritation, or from lumbar root irri-
tation. Differentiation can be done by
following the neural channel from the
medial foot and heel up the ankle and leg
to the lumbar area. I find many podiatric
referrals, with the doctor’s diagnosis of
heel spurs and plantar fasciitis, are actu-
ally found to be neural irritation through-
out the entire sciatic and tibial nerve
channels to the arch of the foot. It is also
common to find tenderness between the
rays of the distal foot such as with
Morton’s neuroma. However, the tender-
ness is between all of the rays, which
would be uncommon for neuromas.
Weakness might occur in multiple tissues
depending on the extent of neurological
irritation. Treatment would be depen-
dent on the physical therapist diagnosis
of the functional problems associated
with the spine and pelvis, the muscular
problems in the neural track, or the prob-
lems associated with the tarsal tunnel.
Soft tissue mobilization, neural tension
techniques, lumbar spine stretching,
mobilization, strengthening, or stabiliza-
tion, and ankle stabilization or stretching
for the tarsal tunnel are all used in my
clinic depending on the associated prob-
lem.

Treatment for Runners

Treatment would vary depending on
the diagnosis. In the runner population,
all runners should learn to make their
foot more active during the day. This
activity should include toe scrunches in
and out of the shoes with emphasis on
the big toe to activate the flexor hallucis
longus, and heel-to-toe rocking while
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standing and sitting. This makes the foot
much more active and increases general
blood supply during the day. The runner
should also intermittently stretch the
forefoot and Achilles tendon against
objects in their environment throughout
the workday. This allows better general
flexibility and the ability to adapt to envi-
ronmental stresses more readily while in
training. Finally, the runner should be
making the great toe push down into the
floor and the arch lift up with the same
action. The person should also make a
concerted effort to push off while walk-
ing. All of these activities cause the foot
to respond better to stresses and there-
fore be more ready for running activities,
no matter where they are placed in the
day. Therapeutic intervention in the clin-
ic should work on the things the patient
cannot perform on their own. Modal-
ities, deep tissue work, isolated stretch-
ing, and functional muscle and gait train-
ing should be a great portion of the ses-
sions. In my clinic, we use orthotics as a
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temporary splint for a very acute foot or
as a permanent splint only in feet with
severe and non-rehabable dysfunction.
After all, we do not usually use perma-
nent splints on any other joint or soft tis-
sue problem in other areas of the body,
so why do we so readily use a splint for
long periods of time in the foot and
ankle.

CONCLUSIONS

There are many different dysfunctions
and problems that can relate to pain at
the plantar foot and heel. When observ-
ing any population, including runners, a
differential diagnosis of the condition
must be rendered by the physical thera-
pist. This is important, even if there is a
specific diagnosis already given by the
physician. As mentioned in this article,
most of the diagnoses brought by
patients to our clinic from the referring
physician are inconsistent with the
eventual physical therapist diagnosis.
Treatment must be consistent with
the proper diagnosis and dysfunction

device.

18

FOOT MANAGEMENT

When Close Enough is Not Good Enough!

Q& We work off cast and
contour computer scans. r~ A

& We do custom
accommodations.

& We make a full contact

& We work in
millimeters.

Q& We store your scanned
cast on file indefinitely.

Does your Lab do all this for you?

1-800-HOT-FOOT

www.footmanagement.com

E-mail: info@footmanagment.com

whether rendered by the physician or by
the physical therapist. Whether the prob-
lem exists in runners, with participants
in other sports, or with inactive individu-
als, treatment should be consistent for
the diagnosis or dysfunction. The
anatomical and physiological properties
of the foot do not differ, just the amount
and types of stresses endured by the indi-
viduals.
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Case Report

Work Site Analysis at Re-Winder #47: Description of Industrial Ergonomic
Analysis for the Prevention of Repetitive Trauma Among Employees

H. Donn de Yampert, PT, MEd, GCS

\

This case report was completed as
required course work for Clinical
Research II at Creighton University in
March 2002.

HISTORY/INTRODUCTION: BUILD-
ING A CASE FOR A REAL PROBLEM
Nearly 1,000,000 people each year
report taking time away from work to
treat and recover from musculoskeletal
pain or loss of function due to overexer-
tion or repetitive motion either in the
low back or upper extremities.' Although
there is risk of long-term disability in
both types of disorders, the majority of
individuals return to work within 31
days.? The Worker’s Compensation
System provides for the care of these
injuries/disorders which could amount
to an estimated $13 to $20 billion annu-
ally depending on whose figures one
cites. However, in order to determine the
total economic burden, indirect costs
related to such factors as lost wages, lost
productivity, and lost tax revenues must
be added to the cost of compensation
claims, leading estimates as high as $45
to $54 billion annually for musculoskele-
tal disorders reported as work-related.?
Several studies suggest that many dis-
orders that could be attributed to work
are not reported and therefore are not
counted in any existing databases.>
According to Praemer, Furner, and Rice,
data collected in 1995 show that when
non-occupationally related disorders are
included, the economic burden is as high
as $215 billion.* In the workplace, the
multiplicity of factors that may affect
reported cases—including work proce-
dures, equipment, and environment; orga-
nizational and social factors; physical and
psychological characteristics of the indi-
vidual; and workplace reporting prac-
tices—has led to an ongoing debate
about the causes, nature, severity, and
degrees of work-relatedness.? In
response, the National Institute for
Occupational Safety and Health (NIOSH)
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published an extensive review of the lit-
erature describing the epidemiology of
musculoskeletal disorders of the back
and upper extremities.’ This review of
the literature summarized the results of
studies examining ‘causal links’ between
physical tasks in the workplace and mus-
culoskeletal disorders. There also was
evaluation of the psychosocial factors
(workload, social support, job control,
outside activity) included in this summa-
ry. A strong case was made suggesting
that a combination of repetitive motion,
force, and posture on elbow and
hand/wrist disorders were causal factors.

The National Academy of Sciences/
National Research Council reviewed the
literature on effects of a variety of ‘poten-
tial’ contributing factors and interactions.
They reported that although the strength
of the evidence varied, some broad con-
clusions could be drawn.* Other re-
searchers interpret the research differ-
ently and have stated that there is insuffi-
cient evidence to pinpoint a causal rela-
tionship between work tasks and muscu-
loskeletal disorder occurrence.®” Their
supporting argument states methodolo-
gy used in most of the literature is inap-
propriate, resulting in skewed data. The
National Academy of Sciences/National
Research Council reviewed the same lit-
erature and agreed with this contention
calling for sound conclusions from valid
data and developed rigorous criteria eval-
uating the research literature. A panel on
Musculoskeletal Disorders and the
Workplace was created by the National
Research Council (NRC) and the Institute
of Medicine (IOM) in January 1999 to
conduct a 2-year study of the contribu-
tion of workplace physical and psy-
chosocial factors to the occurrence of
musculoskeletal disorders of the low
back and upper extremities and to exam-
ine the effectiveness of various preven-
tion strategies. The panel was composed
of 19 experts representing the fields of
biomechanics, epidemiology, hand
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surgery, human factors engineering, inter-
nal medicine, nursing, occupational med-
icine, orthopaedics, physical medicine
and rehabilitation, physiology, psycholo-
gy, quantitative analysis, and rheumatol-
ogy. The impetus for the study was a
request from Congress to examine the
causation, diagnosis, and prevention of
musculoskeletal disorders (House Report
105-635). This panel performed 12 com-
prehensive scientific literature reviews
with results published in book form
entitled Musculoskeletal Disorders and
the Workplace: Low Back and Upper
Extremities (ISBN 0-309-07284-0 pub-
lished by National Academy Press, 2001).

In the profession of physical therapy,
we have 2 primary journals noted in
Index Medicus.Within these two journals
there are limited research studies and
case studies related to onsite physical
therapy within the confines of corporate
America on a proactive basis. This case
report is an attempt to share an onsite
industrial analysis and problem solving
intervention by a physical therapist. Both
physical and occupational therapists are
highly educated in examination, diagno-
sis, prognosis, intervention, and out-
comes.* It is the hope that both physical
therapists and occupational therapists
will be more comfortable leaving the
confines of traditional health care and
proactively providing for the needs of
workers and corporate America while
still participating within the health care
team. The aging worker who has sus-
tained decades of repetitive trauma read-
ily demonstrates symptoms so frequently
that his primary care provider routinely
will state the cause is aging and prescribe
long-term medication use.The surgeon is
content with providing procedures for
carpal tunnel release, acromioplasty,
laminectomy, total knee replacement,
and coronary arterial bypasses. The
orthotist provides orthotics while the
physical therapist provides modalities
and exercise. All of these professionals



then send the patient/client back to their
regular occupational arenas to develop
exacerbations of the original problem
and start the reactive health care cycle all
over again.

This physical therapist provides
onsite physical therapy service needs for
a large paper company. The paper com-
pany consists of 3 mills and 1500
employees. Each mill has re-winder oper-
ations that prepare 2500 to 5200 pound
rolls of paper for shipment in railroad
cars and tractor trailers for delivery to
their customers. The employees working
in re-winder operations have presented
with multiple physical complaints.These
physical complaints are primarily located
at the wrist, elbow, and shoulders. One
such employee recently was referred to
me. The client had received an
orthopaedic consultation and had been
diagnosed with shoulder impingement
and with acromioclavicular joint osteo-
phytes. His physician told him that if he
did not change the methodology of his
work activities that he would have
increased symptoms and surgery would
be the only alternative at that time.The
client contacted his union safety repre-
sentative and they examined the work
procedures in his area and requested a
work site analysis by a physical therapist.

Chaffin, Anderson, and Martin® have
indicated that there are 3 different
approaches to identifying potential or
existing musculoskeletal problems. The
first approach relies on the requirement
in most industrialized countries that
detailed reports be kept for work-related
or otherwise serious injury. A second
approach, sometimes used when medical
reports are not very complete or when
fewer numbers of workers are involved
in performing a job, is to initiate active
surveillance.A second type of data under
this surveillance heading is the use of dis-
comfort surveys (passive surveillance)
with the purpose of systematically docu-
menting the type and prevalence of mus-
culoskeletal problems in a work group.
The third approach is doing a literature
search regarding identification of poten-
tial musculoskeletal problems for jobs in
the planning stages.” There is a disparity
of information from the traditional
reporting sources of the accident infor-
mation form (AIF) which is transcribed
into the occupational injury reports
(OIR) on a monthly and quarterly basis
and submitted to the Occupational Safety

and Health Administration (OSHA). The
Standardized Nordic Questionnaire for
Analysis of Musculoskeletal Symptoms by
Kuorinka et al was selected for use." The
‘pain survey’ was discussed as a basis of
information and to make the employees
aware of the nature and extent of their
pain complaints. Both company adminis-
tration and union labor agreed to allow
and support the use of the pain survey.

Employee demographics for the
paper mill indicated an average age of 48
years (predominately men and were
employed for at least 20 years). Some of
the employees have been working with-
in the mill for approximately 40 years.
Mill #4 is the newest of the 3 mills. The
union contract allows the senior workers
to ‘bump’ the younger workers to move
to whatever area of the mill they desire.
Mill #4 has the highest amount of pain
complaints of the 3 mills. Mill #1 has the
youngest workers and is the oldest in
regards to technology, lighting, and
appearance.

On June 1, 2001, the Kuorinka dis-
comfort survey was distributed to the
coater, super, and winder areas of mills 1,
3,and 4.There were 46 respondents from
an assigned worker pool of 100. Focus of
the survey was: to increase awareness of
work-related physical complaints; to cre-
ate constructive criticism dialogue; and
to implement changes in work habits,
procedures, and technology. In mill #4,
the following physical complaint areas
were noted from the survey: 11/46 right
shoulder (23.9%), 4/46 left shoulder
(8.6%), 17/46 both shoulders concurrent-
ly (36.9%); 5/46 right elbow, 3/46 left
elbow (6.5%), and 9/46 both elbows
(19.5%); wrists/hands right 4/46 (8.6%),
left 2/46 (4.3%), both wrists/hands 17/46
(36.9%); upper back 10/46 (21.7%);
lower back 27/46 (58.6%).

A union safety representative from
mill #4 requested that the physical thera-
pist schedule time to perform a work-site
analysis and discuss work-related activi-
ties with the area employees of re-winder
#47. The re-winder #47 area employees
indicated verbal agreement to having the
physical therapist perform on-site work
analysis, to participate in the analysis, and
to be photographed in the performance
of work-related activities. A work-site
analysis was performed on June 13,2001
from 1100 to 1300 hours. There were 3
helpers and 1 operator in attendance.
Equipment used for the work-site analy-
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sis included a: digital camera, digital
movie camera, force dynamometer, and
measuring tape. Procedures viewed
included: roll changing and setup, slab-
bing, core transport, plug box transport,
plug fixation within core, and core rack
movement. Procedures practiced but
were not witnessed included shafting 2
rolls of paper and core removal from roll

paper.

DEFINITIONS

Re-winder Operator: tends machine
that winds paper from one roll to anoth-
er to form compact rolls of specified
footage or diameter prior to cutting;
threads end of parent roll feeding mech-
anism of machine and adjusts friction
brake by hand to maintain tension on
paper; slides rewind cores on shafts and
starts machine, using hand tools; removes
wound roll from shaft and places it on
conveyor; may cut defects from paper
and splice cut ends together, using tape.
Strength rating is medium (lifts/carries or
exerts forces) occasionally 20-50 pounds;
frequently 10-25 pounds; constantly neg-
ligible weight to 10 pounds (The
Dictionary of Occupational Tilles,
Volume 1I, 4th ed, Revised 1991:585).
Mead Job Description indicates the oper-
ator initiates operation of re-winder; with
the helper’s assistance, completes carry-
over splice of a new log and slab logs as
needed:; sets slitters to desired width for
proper cuts; records completion of roll
creation. Non-essential tasks performed
are listed as: with helper’s assistance, pre-
pares log splice and initiates the removal
of log via overhead crane; creates roll
tickets via computer and replenishes
supply as needed; changes filters and V-
belts as needed; reloads winder and work
with operator panel. Equipment used:
computer, re-winder control panel, over-
head crane, roll ticket printer, small hand
tools, overhead crane, and tape.
Employee must lift 37 pounds under 30
minutes, 5-25 feet; 25-500 pounds, under
30 minutes, 30 feet.

Re-winder Helper #1: Mead Job
Description indicates the worker assists
the operator with splice; calls core room
to assure the cores are delivered on time;
threads the winder with paper and slab
remaining paper off mandrel; hammers
plugs into rolls, marks and stencils them;
assists the operator in taping new rolls of
paper onto the core; pushes rolls onto
conveyor belt and loads cores into the
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drum for re-winder. The non-essential
tasks performed are: keep a safe and
clean working environment. Equipment
used: core plugs, stamper, crayon, ham-
mer, utility knife, tape, crow bar,and over-
head crane. Employee must lift 37
pounds, one hour, 25 feet; 22 pounds,
under 30 minutes, 15 feet.

Re-winder Helper #2: Mead Job
Description indicates the worker picks
up logs via overhead crane;loads the logs
into the winder; takes the empty mandrel
off and slabs remaining paper off man-
drel; hammers plugs into rolls, marks, and
stencils each individual roll; pushes rolls
onto a conveyor belt; once the roll is
spliced, the 2nd helper tapes the roll
then carries and places it into a push
cart. Non-essential tasks: keep safe and
clean working environment. Employee
must lift 37 pounds, 1 hour, 25 feet; 22
pounds, under 30 minutes, 10-25 feet.

ASSESSMENT

This physical therapist performed
active surveillance of 4 employees with-
in mill #4 at re-winder #47 performing
essential features of their job on June 13,
2001, from 1100 to 1300 hours. Of par-
ticular interest were all activities that
were performed at shoulder level and
above on a frequent basis (activity or
condition exists for 1/3 to 2/3 of the
time) as these activities may lead to
development of neck-shoulder patholo-
gy. To achieve this mobility, stability is
sacrificed. One empirically determined
specification of arm work requirements
is that the hands should not have to
reach frequently or be held above shoul-
der height for sustained periods." Jobs
that require such elevated arm activities
have been shown to lead to ‘degenerative
tendinitis’ in the biceps and supraspina-
tus muscles. '

Those activities performed with fre-
quent repetitive gripping/pinching of
cores with hands and fingers tend to
cause increased pressure buildup at the
carpal tunnel with resultant swelling,
decreased circulation, nerve impairment,
reduced grip strength, and pain/tingling
in hands and fingers. In Chaffin’s
Occupational Biomechanics they state,
because of the anatomy of the hand, any
tool that must be forcefully squeezed
should be designed with handles that
avoid concentrating grip forces on a cou-
ple of fingers or in the center of the
palm." Structures in the palm and wrist
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commonly affected would be the median
nerve, local arteries, and synovial cover-
ings of finger flexor tendons within the
carpal tunnel. Imrhan"” examined the
effects of different wrist positions on
maximum pinch force. The results
showed that all of the deviated wrist posi-
tions reduced the observed pinch
strength, with palmar flexion having the
greatest effect and radial deviation having
the least."™ Repeated grip forces concen-
trated in the center of the palm also are
known to cause injury of these fragile tis-
sues and must therefore be avoided.”
Frequent hammering performed with a
short arc of motion will cause excessive
pressure on the elbows and wrists,
increasing the incidence of tennis elbow
and carpal tunnel syndrome. Marshall,
Mozrall, and Shealy demonstrated that the
combination of wrist-forearm posture
had significant effects on wrist range of
motion.” Pryce studied the effects on
wrist posture and maximum grip
strength.” Wrist strength was most
impaired when positioning in ulnar devi-
ation and grip force was greatest in neu-
tral positioning. The accompanying prob-
lems were noted during active surveil-
lance and recommendations are noted
below. Both labor and management were
asked to pay close attention to the noted
high-risk activities and suggestions for
remediation. Labor and management
were asked to invite the physical thera-
pist to provide a 45-minute presentation
regarding repetitive injury at one of the
safety meetings held each month.

AT RISK ACTIVITIES AND SUGGES-

TIONS FOR REMEDIATION

High Risk for Acute/Repetitive Injury

*  Pushing rolls of paper by one per-
son oul of conveyor requires 95 3/,
pounds average effort.

Use two persons to fabricate a lever
to move the roll and reduce forces
required. There are special roll pushing
pneumatic devices available in some
areas of the mill but not in mill #4, re-
winder 47 area. The pneumatic device
would be the best alternative.

*  Pushing/pulling core rack by one
person resulls in an increased risk
of back and shoulders problems as
the rack will swivel and center of
mass beight is higher than the per-
son operating, causing twisting
and increased back and shoulder
momnients.

Use 2 persons to manipulate the core
rack together with hand placement
between shoulder and hip heights.

*  Hammering core plug requires 1 (o
5 impacts, due to variable core
diameter, variable plug diameter;
notching present/not present on
cores, limited bammer swing range
with increased moments on wrist,
elbows and shoulders.

Use 2 persons to spin roll and allow
increased swing with hammer; quality
control of core diameters; quality control
of plug diameters; using the notched
core theory on all cores; alternative use
of straight handle or curved handle mal-
lets as it should only take one hit with
minimal to moderate force. Elimination
of the core plugs from the paper roll
preparation process would be an optimal
change which would eliminate the need
to hammer with the wrist held in a flex-
ion and ulnar deviation for a short arc
moment impact.

* Slabbing residual paper off of man-
drel is performed with inconsistent
hand-knife  placement techniques,
inconsistent cuts with knife into
paper; inconsistent coefficient of
Jriction for feet, and employees
using body momentum to drive the
knife through the mandrel length.

Knives that are appropriately sharp-
ened are most important. Slabbing tech-
nique instruction by trainers for the new
and old employees is important. Taking
cuts of less than '/, inch would reduce
the forces on the hand-wrist complex.
Elimination of the slabbing practice and
providing a mechanical slabbing device
or an unwinder device would be best.
Slabbing is performed essentially at
shoulder height when a mandrel of
paper is placed on the floor or above
shoulder height when it is placed on
racks 3-4 feet above the ground.

*  Transporting more than 1 roll of
paper core at a time by hand,
employees carry 2 (17-40%) to 3
(25.5-60#) per band increasing
Jorces on the carpal tunnel of the
wrist and wrist extensors at the
elbow.

Locating core racks closer to each
winder area; carry less cores at a time;
use rubber palmed gloves to decrease
need to grip harder via increased coeffi-
cient of friction.



o Carrying beavy and bulRy plug
boxes.

Use core cart to transport boxes;
order core plugs in smaller boxes lessen-
ing weight and bulkiness of box for
human transport.

o Climbing onlo equipment during
threading procedure supervised Dy
operator; limited space to apply a
ladder or step up stand.

Disallow climbing on equipment
unless supported by a ladder, footstool,
or harness. Build appropriate access to
equipment if regular need to access the
area.

Moderate Risk for Acute/Repetitive

Injury

e Holding core in place with one
bhand while dies insert into the core
increases opportunity for wrist,
elbow, and shoulder injury.

Hold core with 2 hands and use a foot
pedal to approximate dies into the core
as is done in re-winder for mill #1.

o Reaching at shoulder beight or
abouve to pull paper through winder
increases chance for shoulder, necr,
and back injury.

Improve access to shoulder and over-
head height areas with appropriate lad-
der, footstool, or build appropriate access
to equipment when regular access is
required.

o Pushing rolls of paper away from
winder towards conveyor on
decline increases occurrence of
degenerative disc disease pathology
in neck, upper back, and lower
back.

Two people push to lessen forces on
the spine.

Minimal Risk for Acute/Repetitive

Injury

e Pushing/pulling core cart over even
surfaces.

o Pushing/pulling broke baskel over
even surfaces.

CONCLUSION

The paper mill employees and man-
agement were given summaries of the
survey, the physical therapy ergonomic
assessment, and recommendations. The
physical therapist was invited to present
the report and recommendations to the
Safety Committee Meeting consisting of
union representatives, management, and
administrative officials. Following the

analysis and presentations, the superin-
tendent for mill #4 began discussions
with the foremen and superintendents of
mills #1 and #3 that lead ultimately to the
discontinuance of hammering core
plugs. The employees became more
aware of the effect of their work on
hand/wrist positioning and began using
cut resistant Kevlar type gloves with rub-
ber palms to increase the coefficient of
friction and decrease the grip/pinch
force needed for transport of cores.
When the need to implant core plugs via
hammering was discontinued, so was the
need to transport boxes of plugs by
hand. The problem of performing activi-
ties at and above shoulder height
remains unchanged. Slabbing remains a
significant concern but employee and
management awareness of the problem
has heightened. Each mill's educational
trainer teaches the importance of a sharp
knife and slabbing technique. Slabbing
technique has become more important
to the employees and management. Roll
pushing has been discouraged but is
allowed by the mill administration. A sec-
ond survey needs to be administered to
document change in pain complaints.
The physical therapist has noted a dra-
matic change in hand and wrist com-
plaints from the re-winder areas during
clinical hours.

The plight of the aging worker in this
environment to perform his daily work in
an efficient and safe manner will depend
on the collaboration of the employee,
union representatives, professional staff,
and health care personnel working
together. The increased rate of techno-
logical development of recent decades
has created the need to consider human
factors early in the design phase and in a
systematic manner. Use of scientific liter-
ature to project for material stress-strains,
stabilization, and employee interface
with equipment and task activities will
make the biggest difference in employee
health, safety, and productivity. The proac-
tive approach and intervention by the
physical therapist described above can
be effectively used in the health care and
industrial environments by all therapists.
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Congratulations to Lola Rosenbaum, PT, MHS, OCS. Lola was recently elected to the position of District
| Director for The Physical Therapy Association of Georgia. Lola is also the current Vice President of the

Limbs. Philadelphia, Pa: Taylor &
Francis; 1988.

Marshall MM, Mozrall, JR, Shealy JE.
The effects of complex wrist and
forearm posture on wrist range of
motion. Human Factors. 1999:41:
205-213.

. Pryce J. The wrist position between

neutral and ulnar deviation that facil-
itates the maximum power grip
strength. J Biomechanics. 1980;13:
505-511.

e e |

N2

NSU NOVA SOUTHEASTERN UNIVERSITY NSU

TWO POST- GRADUATE PHYSICAL THERAPY PROGRAMS: Ph.D. and DPT
DISTANCE EDUCATION FORMAT

GAIN YOUR DEGREE WHILE CONTINUING YOUR PRACTICE AS A PHYSICAL THERAPIST
PROGRAMS ACCREDITED BY THE SOUTHERN ASSOCIATION OF COLLEGES AND SCHOOLS (SACS)

Qualifications for Programs Admission Include:
Master’s degree (with undergraduate degree in Physical Therapy), Entry-Level Master’s Degree,
or a Bachelor’s degree in Physical Therapy

N2

Ph.D., PT

and needs.

Specialty courses offered in:
e Clinical Practice

Education
Public Health

Research Emphasis
Tailor your degree to your interests

Administration and Consulting
Computing Technology in Education

DPT
Clinical Emphasis

Courses offered in:

e Advanced Differential Diagnosis

e Evidence Based Practice

e Contemporary Issues in Physical
Therapy Practice

e Patient / Client Management,
including: Neuromuscular,
Musculoskeletal, Geriatric, Pediatric
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nova.edu/pt

For more information call 1-800/356-0026, ext. 1662 and ask for Dr. Nof, Director, Ph.D.
Dr. Blackinton, Director, DPT Program

Program; or
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Health Volunteers Overseas

’

Health Volunteers Overseas (HVO)
was founded in 1986 to improve global
health through education. Since then,
over 3,800 health professionals have
donated their time and expertise to pro-
vide training and education to local care
providers in the least developed nations
of the world. In the past 16 years, HVO
has grown to include more than 1,900
members, 375 annual volunteers, over 50
program sites, and 10 active training divi-
sions. More than 150 volunteers based in
the United States and Canada serve on a
variety of advisory committees, as pro-
gram directors and as technical advisors.
The HVO sponsors, 10 of the bestknown
professional associations in the health
care arena, provide the organization with
critical financial support, as well as visi-
bility and credibility within their com-
munities. In recent months, HVO has
been recognized with a Daily Points of
Light Award and with the American
Society of Association Executive’s AAA
Award for Excellence.

Each year a growing number of health
specialists volunteer at HVO program
sites in Latin America and the Caribbean,
Eastern Europe, Africa, and Asia. They are
volunteers in the truest sense of the
word—they pay their own travel and liv-
ing expenses, which average $2,000 per
trip. Many also forgo income while away
from their practices.Yet, one third of vol-
unteers return annually. Volunteers are
accepted in 10 specialties: anesthesia,
dentistry, hand surgery, internal medi-
cine, nurse anesthesia, nursing, oral and
maxillofacial surgery, orthopaedics, pedi-
atrics, and physical therapy.

The HVO Physical Therapy Overseas
(PTO) division was established in 1995
with the generous support of the
American Physical Therapy Association.
Currently, 7 PTO sites are recruiting vol-
unteers for training programs in Bhutan,
El Salvador, Haiti, St. Lucia, South Africa,
Suriname, and Vietnam. Assignments
range in duration from 2 weeks to 1
month with a few sites requiring longer

CEUs for Your Study Group

time commitments.The primary focus of
all PTO programs is to provide training
and education for local physical therapy
providers. In Haiti, for example, PTO vol-
unteers work in partnership with the
Healing Hands for Haiti Foundation in
the country’s first physical therapy train-
ing program. Through this program, 25
rehabilitation technicians are trained
each year in a 6-month curriculum. The
PTO volunteers provide lectures, demon-
strate techniques, and give problem-solv-
ing examples to improve the skills of
their Haitian students. As a result of
HVO’s efforts, Haiti now has 50 trained
physical therapy providers prepared to
treat the country’s sizable disabled popu-
lation.

For more information about Health
Volunteers Overseas and the Physical
Therapy Overseas division, please con-
tact us at (202) 296-0928 or info@
hvousa.org. Visit the HVO website at
www.hvousa.org.

’

Have you ever considered receiving
CEUs for your Orthopaedic Study Group
programs? Did you know the
Orthopaedic Section awards CEUs for
these programs? Here’s an example of
how simple the process is to receive
CEUs. Seven months ago 2 physical ther-
apists, Karen Clements and Lola
Rosenbaum, decided to form a study
group. The first meeting was held in
March 2002 and attended by 11 PTs and
PTAs. Since then there have been 3 other
meetings where topics such as McKenzie
progression, 0steoporosis, and evi-
dence-based modality use have been
presented. Attendance at the meetings
rose to new levels when the Orthopaedic
Section began to administer continuing
education units (CEUs) for study groups.
Participants enjoy the opportunity to
interact with peers and earn CEUs with-
out travel costs.

The process of obtaining CEUs for
your study group meeting is a simple
one. Prior to each meeting, the chair of
the study group sends the required
paperwork to the Orthopaedic Section
office. The Section Education Program
Chair reviews the paperwork for
approval. After the meeting, the chair
sends the sign-in sheet and any money
owed to the Orthopaedic Section. The
CEUs are at no cost to Orthopaedic
Section members of your study group. A
$5.00 fee is charged for non-Section
members. The CEU certificates are then
sent to attendees from the Section office.

The Orthopaedic Section supports
the formation of Orthopaedic Study
Groups. In addition to CEUs, the Section
also provides website space for listing
study group information and upcoming
meeting dates. A study group list is also
published in Orthopaedic Physical
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Therapy Practice, the Section’s maga-
zine. Study groups provide an excellent
opportunity for peers to learn from each
other in an interactive group.The added
bonus of earning CEUs makes this a win-
ning combination.

ATTENTION
ALL STUDY GROUPS

The Orthopaedic Section list of
Orthopaedic Study Groups is
currently out of date. Please help
us update our Study Group infor-
mation. For more information,an
application, or to add your Study
Group to our list, please contact
Stefanie Snyder at 800.444.3982
or ssnyder@orthopt.org
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Newly Approved Program

Are any of these meetings coming to a town near you?
American College of Nurse Practitioners nurse.org/acnp/

Oct 30-Nov 2, 2003 Cincinnatti
October 20-23, 2004 Philadelphia
American Academy of Physician Assistants aapa.org
May 22 — 27, 2003 New Orleans
June 1-6, 2004 Las Vegas
May 28 — June 2, 2005 Orlando
American Academy of Family Physicians aafp.org

October 1-5 2003

October 13-17, 2004 Orlando

Sept 28 — Oct 2, 2005 San Francisco
American Academy of Orthopaedic Surgeons

February 5-9, 2003 New Orleans

Mar 3-10, 2004 San Francisco

Feb 23-27, 2005 Washington, DC

New Orleans

aa0s.org

If so, you are encouraged to help spread the word on the
benefits of Physical Therapy to these potential referral
sources. The Orthopaedic Section may even pay you to do
it! Ask about our new program for speaker honorariums.
Contact Jessica Cravens at 800/444-3982, ext. 216 or
email: jjcravens @orthopt.org

Application for Speaker Honorarium

Title of Presentation:

Short Description of Content:

Type of presentation Lecture

Panel discussion
Lecture/Demonstration

List Three Learning Objectives:
1.
2,
]

Contact Hours:

Target Audience:

Conference Location:

Conference Date: / /

Contact Person from Organization sponsoring seminar:
Name: Phone:

Position:

Would you recommend that a speaker present to this
audience next year?

Orthopaedic Practice Vol. 14;4:02
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ASSISTANT / ASSOCIATE & FULL PROFESSOR
POSITIONS

e
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The Department of Physical Therapy in the College of
Health Professions at the University of Florida Health
Science Center invites applications and nominations for 3
Assistant, Associate, and/or Full Professor positions. This
ambitious, growing Department, consisting of 12 full-time
faculty, is strongly committed to developing an excellent
research program. Our primary focus is the development
of clinical and translational research programs that are
relevant to rehabilitation of individuals with injury, disease
or disabilities. To achieve this goal, the Department of
Physical Therapy has developed extensive collaborations
with the Brooks Center for Rehabilitation Studies, Evelyn
F. & William L. McKnight Brain Institute, VA Brain
Rehabilitation Research Center, Center for Exercise
Science and the Movement Disorders Center, as well as
other research centers and departments across the
University.

The  successful

Responsibilities/  Qualifications:

candidates are expected to develop or continue to develop
an active research program and compete for extramural

funding.  They will contribute to the mission of the
Department via dynamic teaching and mentoring of
graduate students, post-doctoral fellows and physical
therapy students. We are specifically seeking individuals
with expertise in  neuro-motorplasticity/magnetic
resonance  imaging, exercise physiology, neuro-
rehabilitation or biomechanics/motor control. Candidates
must hold a doctoral degree from an accredited institution.

Salary & Title: These are 12 month, full-time, tenure
track positions. Salary and title are commensurate with
qualifications of the candidates.

Deadline for application is December 1, 2002. Send a
letter of application, a full CV, and 3 letters of reference
to: Lynn R. Jernigan, Coordinator, Search Committee, UF
Dept of Physical Therapy, Box 100154, Gainesville, FL
32610 (USA)

Phone: 352-265-0680, ext. 8-9102

Email: Irj@ufl.edu

The University of Florida is an Equal Employment
Opportunity/Affirmative Action Institution and women and
minorities are encouraged to apply. If an accommodation

due to a disability is needed to apply for this position,
please call (352) 392-4621 or TDD (352) 392-7734.
AA/EA/EEQ.




ORTHOPAEDIC SECTION, APTA, INC.

Presents

HSC 13.1: Including the Patient in Therapy: The Power of the Psyche ~ **"** |

Course Description:

This course presents a unique look at some of the aspects of “the patient as a whole” and the specific physical ther-
apy interventions that result when truly “including the patient in therapy.” The monograph covers topics such as
physical therapy interviewing, diagnostic categorization of patients with mental disorders, mood disorders, person-
ality disorders and anxiety disorders, fear and avoidance in patients with low back pain, chemical dependency and
substance abuse, and dementia. Many of these topics may be familiar to you. However, we believe you will find
that the information covered in this course sheds new light at a deeper level. You will learn valuable information for
your patients having any connection with the topics that are discussed. You will not only gain greater insight, but
also practical applications that you can use immediately in your clinic. It is possible that you may never look at
your patients in quite the same way after reading these monographs.

Topics and Authors:

o 13.1.1 Diagnosis of Patients With Mental Disorders—Rennie Maeda, PT, MPT, OCS and Mark E. Jaffe,
MD

e 13.1.2 Physical Therapy Management of Fear Avoidance in Patients with Low Back Pain—Steven Z.
George, PT, PhD and Julie M. Fritz, PT, PhD, ATC

e 13.1.3 Essential Skills for Interviewing and Educating Patients With Psychological Impairments—
Michael B. Miller, PT, OCS, FAAOMPT and Joe Godges, DPT, MA, OCS

e 13.1.4 Chemical Dependency and Substance Abuse—/. Carolyn Hultgren, PT, MPH

« 13.1.5 Common Psychological Challenges to the Physical Therapist: Mood, Anxiety, Somatoform, and
Personality Disorders—G, Frank Lawlis, PhD, ABPP i

e 13.1.6 Dementia—Ruth Mulvany, PT, MS

Continuing Education Credit Editorial Staff .
Thirty contact hours will be awarded to registrants ~Mary Ann Wilmarth, DPT, MS, OCS, MTC, Cert -
who successfully complete the final examination. MDT—Editor

Registrants must apply to their individual State Li-  joe Godges, DPT, MA, OCS—Subject Matter Expert
censure Boards for approval of continuing education ' o

o Additional Questions:

gleSgOlSCglr.t?ltmn geess* N Call toll free 877/766-3452 or visit our web site at:
opaedic Section Members orthant.

$250 APTA Members WWW.OIthopL.org

$350 Non-APTA Members
Include $5.00 for shipping and handling.

: , Register online:
W1 residents add applicable state sales tax.

www.orthopt.org
#If notification of cancellation is received in writing prior to the
course, the registration fee will be refunded less a 20% adminis-
trative fee. Absolutely no refunds will be given after the start of

i MAPTA

American Physical Therapy Association

13.1: Including the Patient in Therapy: The Power of the Psyche

Name: Credentials (circle one) PT, PTA, other:
Mailing Address: City: State: Zip:
Daytime Telephone Number: ( ) APTA ID: E-mail:

For clarity, enclose a business card. Please make checks payable to: Orthopaedic Section, APTA

Please check: o o
[ Orthopaedic Section Member I'wish to join the Orthopaedic Section and Fax Registration and credit card number to: 608/788-3965
[ APTA Member take advantage of the membership rate.

ember

[ Non-APTA Memb (Note must already be an APTA Member.) Visa/MC/AmEx/Discover (circle one) #:
on-# emoer

(Wisconsin residents add applicable sales tax.) [ 1 wish to become a PTA Member ($30). Expiration Date: Amount:
[ 1 wish to become a PT Member ($50).

Signature:

Mail check and registration to: Orthopaedic Section, APTA
2920 East Avenue South, Suite 200, La Crosse, WI 54601 Toll Free 877/766-3452
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Check out the Orthopaedic Section, APTA, Inc. N
Special Interest Groups Preconference Courses

CSM 2003 - Tampa, Florida
Wednesday , February 12, 2003, 8:00 AM—5:00 PM

Foot and Ankle Special Interest Group-

Foot Orthotic Management of Common Foot and Ankle
Conditions: A Problem-based Approach

This preconference course is designed for the physical therapist
who would like to gain additional knowledge and expertise on how
best to use foot orthotics in the treatment of common foot and ankle
problems from some of the country’s top clinicians. The format of
the course will be “problem-based.” As such, the anatomy,
biomechanics, and etiology of 3 clinical scenarios (Posterior Tibi-
alis Dysfunction, Metatarsalgia, and Plantar Fasciitis) will be pre-
sented. Following this background information, 3 well-known clini-
cians will discuss how they manage the condition in question using
foot orthotics. Time has been allotted for interaction and discussion
between the clinicians and the audience.

Featured Speakers:

Mark W. Cornwall, PT, PhD, CPed
Tom McPoil, PT, PhD, ATC
Steve Paulseth, PT

Occupational Health Physical Therapist
Special Interest Group-

Developing and Marketing Prevention Programs
Based on the Evidence

This course will present a thorough review of the literature on the
evidence, which supports and/or refutes the efficacy and
effectiveness of work injury prevention programs. Administrative,
engineering, and educational interventions will be explored. The
review of the literature will be presented such that the participant
in their practice environment can immediately implement practical
application of program development, refinement, and marketing.
The presenters will integrate injury prevention program methods
with effective program implementation in small and large compa-
nies. A variety of resources will be provided to participate and
small group sessions will be incorporated such that participants
will be able to focus upon the type of industry particular to their
practice setting.

Featured Speakers:

Cheryl Mauer, PT

REGISTRATION FEES

Michael Wooden, PT, MS, OCS

Alan Darby, PT
PT Section Member

PTA Section Nonmember

APTA PT Non-Section Member
APTA PTA Non-Section Member
Nonmember

Section Student Member

APTA Student Member

Student Nonmember

Pain Management
Special Interest Group-

Neuroplasticity of Pain and

Martha Frame, PT, MBA, OCS
Early Bird ~ Advance — On Site | Brenda Greene, PT, PhD, OCS
i Deborah Lechner, PT, MS

$150 $200 $225 > :

$125 $175 $200 Frank Fearon, PT, DHS, OCS

$205 $255 $280

$165 $215 $265 =

$225 $275 $325 Performing Arts

$35 $75 $115 Special Interest Group-

$45 $ 85 $125 )

$90 $140 $165 An Introduction to

Dance Medicine

Psychology of Pain

This 1-day course includes a morning session on the neuroplastic-
ity of pain and an afternoon session on the psychology of chronic
pain. No one has to tell an experienced therapist that most patients
with pain have some level of psychological features that may be in-
hibiting the therapeutic process. The afternoon workshop will ad-
dress these issues in the following conceptual outline: the nature of
chronic pain, the nature of how a patient’s premorbid psychologi-
cal profile can be an etiological factor in pain, the nature of Psy-
cho-bio-therapy, assessing how much a patient is willing to over-
come his/her psychological “games,” and psychological strategies
of a therapist in psychological obstacles.

Featured Speakers:

Russ Foley, PT, MS
G. Frank Lawlis, PhD

This 1-day course will include descriptions of dance forms and
basic dance vocabulary of the dancer’s environment. A discussion
of dancer screening will include areas of injuries, technique, diet,
and psychological issues. The etiology of common dance injuries
and treatment interventions will be described. The session will
conclude with a discussion on how to establish a practice that
treats dancers.

Featured Speakers:

Shaw Bronner, PT, MHS, EdM, OCS
Brent Anderson, PT, OCS

Jennifer Gamboa, MPT, OCS
Marshall Hagins, PT, PhD

ik Attire: Attendees are asked to wear exercise clothing (sports bras,
t-shirts, shorts, leggings) that allows them to move. This course will
include experimental dance movement, evaluation, and treatment labs.

Want to Register?
Call APTA’s Service Center
800/999-2782 ext 3395
www.apta.org/CSM2003

Questions?
Contact Stefanie Snyder
800/444-3982 ext 205
ssnyder@orthopt.org
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Coordinated by Michael J. Wooden, PT, MS, OCS

Brown G. Gait - An Interactive Tutorial.
Thorofare, NJ: Slack, Inc.; CD-ROM, 2002.

[System requirements  for PC:
Pentium-based PC or above, Microsoft
windows 95, 98, or later, 6x CD-ROM
drive, 32 MB of RAM, 10 MB of hard disk
storage, 1 MB (or higher) SVGA video
card, 8-bit Sound Blaster-compatible
sound card, QuickTime 5.02 or higher for
windows (included). For Macintosh:
Power PC or above, 32 MB of RAM, 10 MB
of hard disk storage, Mac OS version 8.6
or later, QuickTime 5.02 or higher for
Macintosh (included).]

This CD-ROM is designed to teach the
basic components of gait analysis using
poth the Traditional and Rancho Los
Amigos methods. The author has incor-
porated the use of audio, text, video, and
diagrams to assist with instruction. Full
explanations are provided in audio form
and are supplemented with text. The CD-
ROM contains an introductory author’s
guide to the program and 3 major sec-
tions that are clearly structured and easi-
ly navigated.

The ‘Authors Guide to Using the CD’
introduces the user to the purpose and
organization of the program. An explana-
tion of the progression of the CD is pro-
vided and an overview of the type of quiz
questions offered upon completion of
the program is presented. Helpful point-
ers are given to assist with program navi-
gation.

The first major section, titled General
Information, includes 4 subsections. The
initial subsection, Gait Cycle, includes
information on the different phases of
the gait cycle,an explanation and demon-
stration of gait analysis using either the
Traditional or Rancho Los Amigos
method, and diagrammed illustrations of
the gait phases for each method. The sec-
ond subsection, Functions of Gait,
includes descriptions of shock absorp-
tion, propulsion, dynamic stability, and
energy conservation. Third, explanations
of terminology that are specific to the
Traditional and Rancho Los Amigos meth-
ods are provided. Last,a list of references
is offered.

The second major section, titled
Joints, is divided into 4 subsections. First,

an Overview is provided that includes an
introduction to the purposes of gait and
main components of gait (stance, swing,
double support). The following 3 subsec-
tions focus on the different lower extrem-
ity joints, ie, hip & pelvis, knee, and foot &
ankle. Each of these is further divided
into 3 segments: entire, stance, or swing,
which represent the portion of gait
under study. Once a segment of gait is
selected, the user can choose to access
the following types of information: kinet-
ics & kinematics, muscle activity,and inte-
grated kinetics, kinematics, and muscle
activity. All information is presented in
two tracks, gait analysis via the Traditional
approach and gait analysis via the Rancho
Los Amigos approach. The user is able to
follow one track exclusively or alternate
between the 2 tracks. Within a track,
each phase of gait is repetitively demon-
strated via video clips while an auditory
explanation is given. The kinetics & kine-
matics category reviews the definition of
each phase of gait, the percent of the gait
cycle each phase comprises, the primary
objectives of the particular phase of gait,
the position of the joint, the vector and
torques produced in each phase, and the
muscles that are the most active. The
muscle activity category provides repeti-
tive video clips of a person walking, high-
lighting the muscles that are most active.
The integrated kinetics, kinematics, and
muscle activity category incorporates
information from the previous 2 cate-
gories into 1 presentation.

The last section of the program is the
Self-Assessment Quiz, which includes
questions from the general information
section of the program and questions
specific to gait analysis using the tradi-
tional approach and Rancho Los Amigos
approach. The quiz is designed to give
immediate feedback once an answer is
selected and provides an opportunity for
the user to review information related to
each question while taking the quiz. A
total of 73 questions are included,and the
user can tally their responses at any time
during the quiz.

This CD-ROM introduces the complex
task of gait analysis. The strengths of this
program are the clear pictures, repetitive
video clips, auditory augmentation, and
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ability to study gait analysis using either
the traditional or Rancho Los Amigos
method. The author created a concise
instructional tool, which includes the
major components of gait that are rou-
tinely taught in basic gait analysis.
Educators and students should find this
product quite useful, especially with its
ability to provide repetitive visual depic-
tions of specific gait phases while audito-
ry explanations are provided. Training
the eye to analyze movement during
dynamic activities such as gait is a chal-
lenge. This program should serve to assist
the user to develop the ability to perform
a systematic gait analysis.

Brenda Boucher, PT, CHT, PhD
oo

Lee D. Imagery for Core Stabilization.
Surrey, BC, Canada: Physiotherapist
Corporation; 2002, 40-minute videotape.

You will find people talking about
‘Core Stabilization’ everywhere. It is one
of the most popular topics of the last few
years and everyone from athletes, to
office professionals, to senior citizens
wants to achieve it. This instructional
video by Diane Lee focuses on Core
Stabilization and the use of imagery to
facilitate it.

This video is the fourth of a series
about the assessment and treatment of
pelvic impairment. From the start, this
video is intended for use by the clinician,
not the patient. The video was produced
to address advances in the understanding
of core stabilization since the first video
was released in 1998. Mainly, Ms. Lee dis-
cusses 2 issues. First, that the exercise
program needs to be individually pre-
scribed since not everyone has the same
motor pattern and, second, that imagery
can be very effective when restoring the
muscle control needed for stabilization.

The video begins with a review of the
anatomy and basic function of the core
muscles: pelvic floor musculature, trans-
versus abdominus, multifidus, and the
diaphragm. The review is very thorough
but quick so if you are not already very
familiar with these muscles, you will
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probably need to watch this section a
few times. It is very important that you
feel comfortable with the anatomy and
function of these muscles in order to fol-
low the remainder of the video.

The next part of the video describes
some of the more common patterns of
dysfunction seen in patients with lumbo-
pelvic pain. Ms. Lee calls these patterns
the Inverted Pyramid and the Asymmetric
Pyramid. She also describes the Optimal
Pyramid, which, as the name implies, is
the ideal concert of functioning among
the core muscles. Aspects of the Inverted
and Asymmetric Pyramids such as com-
mon clinical findings, the effect on the
biomechanics of the pelvis and hip joint,
and common patient populations are dis-
cussed in detail. For each pattern, there
are different problems and so different
goals to achieve with exercise. The ulti-
mate goal is always functioning with the
Optimal Pyramid.

The last portion of the video demon-
strates an exercise program and progres-
sion for each dysfunction. The exercise
begins very simply by outlining the goals.
As an example, one goal is to achieve uni-
lateral control over the transversus
abdominus. Tactile cueing in conjunction
with verbal cueing are demonstrated to
help the patient establish the imagery
that will help them achieve motor con-
trol. The narration continuously speaks to
the clinician as its audience. The cueing is
very effective and emphasizes the pat-
tern as well as indications that a patient is
‘cheating. Interestingly, since one of the
core muscles is the diaphragm, the video
tells how breathing can be used to either
facilitate the motor pattern, or act as resis-
tance for strengthening. The exercises
demonstrated use of no or simple equip-
ment so they are very practical for all
types of clinical environments.As in other
sections of the video, the pace here also
is quick. It would be natural for a viewer
to watch each part at least a few times.
Unfortunately, there are times in the
video when a topic is not discussed in
great detail but reference is made to
another video in which it is more of a
focus. Because of this, the video is
stronger as a supplement to other infor-
mation that a therapist may have about
core stabilization.

This video is superb for any clinician
that has had some continuing education
in treating pelvic impairments and insta-
bility. It would be a great addition to a
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video library. For professionals new to the
topic, it will take more time and practice
in order to develop mastery and apply
techniques to patient care. The untrained
therapist might find it useful to view the
video many times and even perform the
exercises in the video with a fellow ther-
apist who also is learning. It is absolutely
too advanced for patients to watch and it
has not been produced as a patient edu-
cation tool.

Allyson Baugbman, MPT
Seis

Hawes MC. Scoliosis and the Human
Spine: A Critical Review of Clinical
Approaches to the Treatiment of Spinal
Deformity in the United States, and a
Proposal for Change. Tucson, Ariz: West
Press; 2002:147 pp.

This book is an extensive review of
the literature related to the treatment of
idiopathic scoliosis. The author is a
researcher who was diagnosed with
‘moderately severe’ scoliosis at the age of
11. After 30 years of symptoms including
pain, recurrent respiratory infections, psy-
chological distress, and physical deformi-
ty, she began an 8-year program of ‘inten-
sive mobilization therapy. Hawes reports
improved symptoms including increased
chest wall expansion and a 40% reduc-
tion in spinal curvature. It is from this
premise that she reviews the research
and refutes some of the current medical
consensus.

The purpose of this book is 2-fold: to
present a thorough review of the
research regarding the diagnosis, progres-
sion, and treatment of idiopathic scolio-
sis, and to provide rationale for a change
in the medical community’s approach to
treatment of this disorder. The extensive
literature cited in this text comes only
from peer-reviewed medical and health
journals.

The first section of the book reviews
the literature related to diagnosis along
with signs and symptoms of idiopathic
scoliosis (IS). Treatment of IS and report-
ed outcomes are covered in the second
section. Here the author presents a his-
torical perspective of treatment followed
by the current principles and practice
including observation, bracing, and
surgery. Outcomes related to these cur-
rent treatments are then presented.
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The last section of this book is titled,
‘Rationale for Change.The first 3 chapters
review the use of exercise in the treat-
ment of IS. The author quotes multiple
sources stating that exercise has not been
shown to be effective in the treatment of
scoliosis. Although Hawes acknowledges
the accuracy of the statement, she pre-
sents compelling evidence demonstrating
the paucity of research related to the use
of exercise in the treatment of IS. In the
final chapter, the author presents her
opinion as to the direction needed for the
future of scoliosis research including clin-
ical models and the need for a multidisci-
plinary approach.

Dr. Hawes has presented a very com-
plete review of the evidence related to
the treatment of idiopathic scoliosis. The
book is well organized and it includes
over 450 references. A presentation of a
matrix of hierarchical levels of evidence
would have made this book an even bet-
ter resource. With most of the citations,
the reader has no way of identifying
whether the research is a randomized
controlled trial or a case report lacking in
control. This type of schematic presenta-
tion would allow the reader to better
interpret the evidence.

Scoliosis and the Human Spine is a
text I would recommend to medical per-
sonnel and researchers who have an
interest in the history and evidence relat-
ed to idiopathic scoliosis. The book is also
written at a level such that individuals or
parents of individuals diagnosed with
scoliosis could benefit from reading it.

Patricia A. Downey, MS, PI, OCS
SoYeRo

Vacarro AR, Albert TJ. Mastercases: Spine
Surgery. New York, NY: Thieme; 2001:
533 pp, illus.

This textbook was written by physi-
cians to educate the spinal clinician in
‘typical’ patients with particular diag-
noses. The book is organized into easy to
follow, illustrated case studies. Each case
study is outlined, beginning with a histo-
ry and physical examination, radiologic
findings, diagnosis and discussion of
management, including surgical and non-
surgical treatments. Discussions include
how the surgeries were performed, post-
operative management, alternative meth-
ods of management, and complications.



Conservative methods including physical
therapy modalities and manual tech-
niques are briefly discussed but not in
depth.

The book is organized into 63 cases
and include the following areas: degen-
erative conditions of the spine (cervical
through lumbar), inflammatory disorders
(rheumatoid arthritis to postoperative
infections), metabolic diseases (Paget dis-
ease to osteoporotic fractures), trauma
(spinal cord injury to gunshot wounds),
spinal neoplasms, adult and pediatric
deformity, and miscellaneous (spinal fluid
leakage to vascular malformations).

This book can serve as a great
resource to understand standard nonop-
erative and operative treatment for a
diverse group of spinal conditions. The
presentation of each case study provides
a basis to help to understand how the
medical diagnosis of spinal conditions is
made, and to familiarize the reader with
medical options. This textbook will not
provide information related to the treat-
ment of these conditions for the physical
therapist. I recommend this textbook for
those interested in improving their
understanding of how a diagnosis is
made, and in the general management of
the spinal patient.

Sylvia Mebl, PT

S¥Rs

Curtis K. Physical Therapy Professional
Foundations: Keys to Success in School
and Career. Thorofare, NJ: Slack, Inc.;
2002:279 pp, soft cover.

Kathleen Curtis’ Physical Therapy
Professional Foundations: Keys 1o
Success in School and Career.is a com-
prehensive text designed to guide physi-

cal therapy studeats as - epare for
their professional careers . author’s
words,“this book was written to help pre-
professional students make healthy
choices about entering the field of physi-
cal therapy, to assist physical therapy stu-
dents to establish sound habits and realis-
tic expectations, and to facilitate success
for new graduates in the transition from
the academic setting to clinical practice”

Divided into 6 parts and an appendix,
this book begins with a section that intro-
duces the reader to the current and
future status of the physical therapy pro-
fession and the evolving roles of the phys-
ical therapist. The next section, entitled
‘Becoming a Physical Therapist,; summa-
rizes the challenges and expectations of
graduate education. Individual chapters
within this section are dedicated to top-
ics such as financial concerns; education-
al program requirements and expecta-
tions; student performance evaluation
and test taking strategies; standards for
professional behavior; and preparation
for presentations, papers, and collabora-
tive projects. Part Three of Physical
Therapy Professional Foundations is
devoted to successful strategies for phys-
ical therapy students. Included in this sec-
tion are subjects such as learning strate-
gies, performance anxiety, stress manage-
ment, and ethical and legal issues. The
next section offers advice and strategies
for nontraditional students, such as those
whose first language is not English, those
who are considering second careers as
physical therapists, or those who are con-
sidering re-entry into physical therapy
practice. Also within this section is an
entire chapter that describes the types of
services available to students with dis-
abilities and the requirements of the aca-
demic institution to provide those ser-
vices. Part Five, entitled ‘Planting the

Seeds for a Bright Future, is a primer on
professional issues and topics such as evi-
dence-based practice, information com-
petence, diversity and cultural competen-
cy, strategies for inter-professional collab-
oration, benefits of student involvement
in the APTA, and attending professional
conferences. The last section of this text
addresses the student’s transition from
physical therapy education to profession-
al practice. Included in this section are
chapters  entitled ‘Preparing  for
Licensure, Entering the Job Market,
‘Challenges for the New Graduate, and
‘Planning for Professional Development!
Finally, the appendix contains APTA doc-
uments such as the Model Definition of
Physical Therapy for State Practice Acts,
Code of Ethics and Guide for Professional
Conduct, Standards of Ethical Conduct
for the Physical Therapist Assistant, and
Standards of Practice for Physical Therapy
and the Accompanying Criteria.

Physical — Therapy  Professional
Foundations is written in a well-orga-
nized and user-friendly format. The
strength of this text lies in the abundance
of information it provides. With topics
that span nearly every component of the
educational process and beyond, this text
clearly meets its intended objectives and
serves as a valuable resource for students
in all phases of their professional educa-
tion. While this book is intended for
physical therapy students, it is also a
worthwhile reference for physical thera-
py faculty and clinicians.

I would highly recommend this text as
a resource for every physical therapy stu-
dent. The variety of useful tools and strate-
gies that this book provides will undoubt-
edly assist the student in navigating a suc-
cessful educational and career path.

Phyllis A. Clapis PI, MS, OCS

Did You Know...

that soon you can access OP contents on the web?
Check us out in the New Year at www.orthopt.org
and let us know what you think!
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ORTHOPAEDIC SECTION, APTA, INC.
Tentative CSM Programming
February 12-16, 2003 * Tampa, Florida

\

WEDNESDAY

February 12, 2003

8:00 AM- 5:00 PM

THURSDAY

Preconference Cour SE€S

Pain Management Special Interest Group
AM Program: Neuroplasticity of Pain, Russ Foley, PT, MS
PM Program: Psychology of Pain, G. Frank Lawlis, PhD

Performing Arts Special Interest Group

An Introduction to Dance Medicine

Shaw Bronner, PT, MHS, EdM, OCS; Brent Anderson, PT, OCS;
Jennifer Gamboa, MPT, OCS; Marshall Hagins, PT, PhD

Foot and Ankle Special Interest Group

Foot Orthotic Management of Common Foot and Ankle Conditions: A Problem-based Approach
Mark W. Cornwall, PT, PhD, CPed; Tom McPoil, PT, PhD,ATC: Steve Paulseth, PT; Cheryl Mauer, PT:
Michael Wooden, PT, MS, OCS; Alan Darby, PT

Occupational Health Special Interest Group

Developing and Marketing Injury Prevention Programs Based on the Evidence
Martha K. Frame, PT, MBA, OCS; Brenda Greene, PT, PhD, OCS;

Deborah Lechner, PT, MS; Frank Fearon, PT, DHS, OCS

February 13, 2003

12:00 PM-4:30 PM

1:00 PM - 4:00 PM

1:30 PM - 3:00 PM

1:30 PM - 4:30 PM

1:30 PM - 4:30 PM

2:30 PM-3:30 PM

3:00 PM - 4:15 PM
3:30 PM-4:30 PM

FRIDAY

Research Platforms Session A
Research Platforms Session B

Spinal Stenosis versus Osteoporosis: The Treatment Dilemma
Sara M. Meeks, PT, MS, GCS

Potential Authors Forum
Susan A. Appling, PT, MS, OCS; Mary Ann Wilmarth, DPT, MS, OCS, MTC, CertMDT;
Guy Simoneau, PT, PhD,ATC

Knee/Patellofemoral Education Group Programming
Christopher Powers, PT, PhD: Christine Pollard, MS, PT;
Susan Sigward, MS, PT,ATC; Jeff Houck, PT, PhD; Holly Silvers, PT

Yoga and Meditation: Can They Be Used in Physical Therapy?
Pradip K. Ghosh, PT, MS, DMS, PhD

Orthopaedic Certified Specialist (OCS) Exam and Description of Specialty Practice (DSP) — What's
the Deal?
Richard Ritter, PT, MA, OCS; Joe Godges, DPT, MA, OCS

Forum on Clinical Residency & Fellowship Program Development

ABPTS OCS Update
Rob Landel, PT, DPT, OCS; N ancy Henderson, PT, PhD, OCS; Robert Johnson, PT, MS, OCS

February 14, 2003

8:00AM-11:00AM

8:30AM-10:30AM
8:30AM-10:30AM
9:00 AM- 11:00 AM
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Spinal Manipulation: Evidence and Evolution in the Management of Low Back Disorders
LTC Timothy W. Flynn, PT, PhD, OCS, FAAOMPT; Julie Fritz, PT, PhD,ATC;
Robert S. Wainner, PT, PhD, ECS, OCS; Julie Whitman, PT, DSc, OCS, FAAOMPT

Research Platforms Session
Case Study Presentations

Occupational Health SIG Programming-
Moderator Dee Daley, PT

The PATH System - Applied Industrial Ergonomics
Scott Fulmer, MS
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FRIDAY

February 14, 2003 (continued)

1:00 PM - 5:00 PM

1:00 PM - 5:00 PM

1:00 PM - 5:00 PM

1:00 PM - 5:00 PM

2:00 PM - 5:00 PM

5:00 PM - 6:00 PM

5:00 PM-6:30 PM

SATURDAY

Performing Arts SIG Programming

How Faculty Technical Training Leads to Neuromuscular Faults and Injury. Evidence-based Practice. Out
in the Field

Susan Kempter, BSMA, TT, FAA; Tom Welsh, PhD; Tyressa Judge, PT; Linda Van Dillen, PT, PhD; Beth A.
Lepkowski, MSPT; Joel Dixon, MPT; Marilyn Roofner, PT;Tara Jo Manal, PT, OCS

Pain Management SIG Programming
The Pain Reflex. The Anatomical and Physiological Basis for Treatment
John Iams, MA, PT

Occupational Health SIG Programming-
Getting to Zerolift and Staying There
Barbara Silverstein, PhD; Kathy Rockefeller, PT, PhD

Foot and Ankle SIG Programming

Surgical Management of Hallux Valgus: Implications for Rehabilitation. What Conditions of the Foot and
Ankle Should Physical Therapist Treat? Surgical Treatment of Posterior Tibialis Dysfunction. Conservative
Treatment of Posterior Tibialis Dysfunction

William Fishco, DPM, MS; Cheryl Mauer, PT; Joseph Tomaro, PT, MS,ATC

PTA Education Group Programming
Richard Cohen, PhD; Brendan Green, PhD

Business Meetings

Animal Physical Therapist SIG Business Meeting
Foot and Ankle SIG Business Meeting

Pain Management SIG Business Meeting
Performing Arts SIG Business Meeting

PTA Education Group Business Meeting

Manual Therapy Education Group Business Meeting

Occupational Health SIG Business Meeting

February 15, 2003

8:30 AM - 10:00 AM
11:00AM-1:00PM
1:00 PM - 2:30 PM

1:00 PM - 4:00 PM

1:00 PM - 5:00 PM

2:00 PM-5:00 PM

2:30 PM - 3:00 PM
5:00 PM - 6:00 PM
3:00 PM - 5:00 PM
6:30 PM - 8:00 PM
8:00 PM -11:00 PM

SUNDAY

Orthopaedic Section Business Meeting
Unopposed Exhibit Hall

Research Platforms Session A
Research Platforms Session B

Manual Therapy Education Group Programming
Jack M. Stagge, PT, OCS

Animal Physical Therapist SIG Programming

Animal Rehabilitation Practice: How to Build a Successful Animal Rehabilitation Practice; Physical
Evaluation and Management of Spinal Conditions in the Dog; Physical Evaluation and Management of
Spinal Conditions in the Horse; Platform presentations

T. Neal Hughes, MEd, PT; Debbie Gross Saunders, PT, MS, OCS;

Siri Hamilton, PT, LVMT; Kevin Haussler, DVM, DC, PhD

Primary Care Education Group Programming
Michael B Koopmeiners, MD; Robert Duvall, PT, DHSc, MMSc, OCS, MTC, PSS, CSCS

Rose Research Platform

Primary Care Education Group Business Meeting
Eugene Michels Researcher’s Forum

Awards Ceremony

Black Tie and Roses Reception

February 16, 2003

8:00 - 12:00

Occupational Health SIG Board Meeting

[SF]
9]
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ORTHOPAEDIC SECTION,APTA, INC.
FALL BOARD OF DIRECTORS MEETING
LA CROSSE, WISCONSIN ¢ SEPTEMBER 20-21, 2002

MINUTES

\

Michael Cibulka, President, called a regu-
lar meeting of the Board of Directors of
the Orthopaedic Section, APTA, Inc. to
order at 8:00 AM Central Standard Time
on Saturday, September 21, 2002.

Present:

Michael Cibulka, President

Lola Rosenbaum, Vice President

Joe Godges, Treasurer

Joe Farrell, Director

Gary Smith, Director

Paul Howard, Education Chair

Jay Irrgang, Research Chair

Steve McDavitt, Practice Chair

Tara Fredrickson, Executive Associate
Terri DeFlorian, Executive Director
(Secretary)

Absent:
None

The July 9, 2002 Executive Committee
Conference Call meeting minutes were
approved as written.

The Board of Directors reviewed the
Annual Conference meeting to do items.

=MOTION 1= Mr. Godges moved that the
Animal SIG Board of Directors will
review and comment on the utility of the
following statement describing their
scope of practice: The Animal PT SIG
scope and mission includes: D
Prevention and rehabilitation of injuries
in animals, including assistance and ath-
letic animals, 2) Prevention and rehabili-
tation of human musculoskeletal disor-
ders that are related to working with
assistance and athletic animals. ADOPT-
ED (unanimous)

Mr. McDavitt informed the Board of
Directors that the APTA House of
Delegates in June 2002 passed RC 53-02:
Continuing Education for Individuals
Other Than Physical Therapists and
Physical Therapist Assistants and RC 58-
02: Interstate Reciprocity both of which
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the Orthopaedic Section was a co-spon-
SOf.

The Board of Directors reviewed the
Sections Goals and Objectives.

=MOTION 2= Mr. Farrell moved to
charge the SIG Task Force to work out
the details of orientation and communi-
cation for SIGs, Section Board of
Directors, and Section office. ADOPTED
(unanimous)

=MOTION 3= Mr. Godges moved to
rescind the following motion:
=CSM 2002 BOD Meeting MOTION 1=

Ms. Grove moved, “The priority for

adding money back into the budget

if and when it becomes available be
prioritized as follows;

a) SIG prior year funds (OHSIG
$26,041.14, FASIG $23,325.22,
Animal SIG $17,419.19, Pain SIG
$2,977.60)

b) Equipment for the Section office
- $5,000

©) Foundation for Physical Therapy -
$100,000

d) Benevolent giving to include but
not be limited to PAC funding

e) Research grants - $15,000

f) President stipend - $5,000

This list will be revisited each year.
=ADOPTED=
ADOPTED (unanimous)

=MOTION 4= Mr. Godges moved to
communicate with the Foundation for
Physical Therapy relative to the Section’s
financial commitment by letter. ADOPT-
ED (unanimous)

=MOTION 5= Mr. Godges moved that
the following fees be approved for Home
Study Courses:
6 monograph course
Orthopaedic Section Member $150
APTA Member $250
Non-APTA Member $325
3 monograph course

99

Orthopaedic Section Member $ 75

APTA Member $150

Non-APTA Member $200
Multiple registrant discount

6 monograph course $100

3 monograph course $ 75
Educational discount $110
Copyright permission $225

($110 for purchase of course at the

educational discount rate and $115

for copyright permission)
ADOPTED (unanimous)

=MOTION 6= Mr. Godges moved that
the 2003 operating budget be approved
as amended. ADOPTED (unanimous)

=MOTION 7= Mr. Godges moved to
change the Section’s mutual fund invest-
ment strategy to a more conservative
stature (ie, 60% growth stocks, 40% secu-
rities). ADOPTED (unanimous)

=MOTION 8= Mr. Godges moved that
Steve Clark continue for a full three year
term as Finance Committee member
beginning June 2003. ADOPTED (unani-
mous)

=MOTION 9= Mr. Howard moved to
approve the CSM 2003 program. ADOPT-
ED (unanimous)

The Board of Directors, by consensus,
recommended supporting the following
individuals for APTA national office; Vice
President, Janet Benzer and Janet
Downey; Director, Janet Peterson and
Richard Smith.

The Board of Directors, by consensus,
approved recommending individuals for
the APTA Signe Brunnstrom Award for
Excellence in Clinical Teaching and the
Lucy Blair Service Award.

(continued on page 34)



SECTION NEWS

f

Education/Program Committee

The Education Committee with the
assistance of Joe Godges revised the
Practice Analysis Grant Application last
spring. At the recent Fall BOD Meeting it
was decided that a 3-member panel
would be appointed to review applica-
tions received in the future.

The Orthopaedic Section has recently
developed a method for PTs to receive
CEUSs. If you have a local study group or
are interested in forming one, contact the
Section office regarding information
about receiving CEUs for your program-
ming.

CSM 2003 will be here before you
know it and what a program we have
planned for you! CSM will be held in
Tampa from February 12-16. The meet-
ing will start off with 4 one-day pre-con-
ference courses, including: Neuroplastic-
ity of Pain and Psychology of Pain;
Physical Therapy Management of the
Dancer; Foot Orthotic Management of

Fall BOD Meeting (continued from page 33)

The Board of Directors, by consensus,
assigned individuals to each recommen-
dation from the Revenue Generation Task
Force report to investigate further.
Findings are to be submitted to the Board
no later than December 1, 2002.

The Board of Directors, by consensus,
charged Lola Rosenbaum, Paul Howard,
and Steve McDavitt to write a letter to
APTA stating that the Orthopaedic
Section Business Meeting at CSM remains
on Saturday morning.

=MOTION 10= Mr. Godges moved to
appoint 3 people to an ad hoc committee
to review grant applications for practice
analysis. ADOPTED (unanimous)

The Board of Directors, by consensus,
agreed that the Specialization Chair will
be budgeted for one day lodging and
meals to attend the CSM Board of
Directors meeting each year and will be
funded every 3 years to attend the Fall
Board of Directors strategic planning
meeting.

Common Foot and Ankle Conditions: A
Problem-based Approach; and Develop-
ing and Marketing Injury Prevention
Programs Based on the Evidence. These
programs are being sponsored by 4 of
the Orthopaedic Section’s SIGs. Our 5
SIGs and 4 Education Groups also will
have outstanding programs prepared on
a wide variety of topics throughout the
conference.

In addition to the above programming
there are 4 short programs being pre-
sented that you will not want to miss.
For complete programming details check
elsewhere in OP or look in the next issue
of PT Magazine. New this year will be a
Potential Authors Forum. Come and meet
the editors of JOSPT, OP, and our Home
Study Courses. Time will be available for
questions regarding manuscripts you are
working on or considering.

Handouts for CSM will once again be
available before and after CSM at the
Section’s website (www.orthopt.org).

APTA members will be able to download
and print the handouts of presentations
they plan on attending before they leave
for CSM. Plan ahead by visiting the
Section website and obtaining handouts
that you are interested in. Handouts will
not be available on-site at CSM.

Finally I would like to thank the SIG
and Education Group Education Chairs,
our planned speakers, and Stefanie
Snyder at the Orthopaedic Section office
for all their hard work in putting togeth-
er CSM. It is only through the hard work
of many individuals that this outstanding
meeting takes place.

See you in Tampa!

Paul D. Howard, PT, PhD, OCS, Cert MDT
Education/Program
Commiittee Chair

The Board of Directors charged Lola
Rosenbaum to pursue getting an audit
done for the JOSPT for year end 2001.

=MOTION 11= Mr. Godges moved that
the following policy be adopted:

If an Orthopaedic Section Special

Interest Group requests to exhibit at a

liaison function and want to use the

Orthopaedic Section’s exhibit booth as

a display, the following steps must be

adhered to:

» The request to exhibit at a confer-
ence must be presented at the time
budgets are due to the Orthopaedic
Section office for approval by the
Executive Committee and inclusion
in the following year’s budget (by
May 1st);

o All paperwork regarding the confer-
ence exhibit booth will be processed
by the Orthopaedic Section’s Pro-
gram Coordinator;

» The Orthopaedic Section’s Program
Coordinator will need to be
informed of materials needing to be
sent with the booth at least 3 weeks
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in advance to the booth being
shipped to the exhibit location;

e It is the SIG’s responsibility to inform
the Orthopaedic Section’s Program
Coordinator of who will be in charge
of receipt of the booth once it
arrives onsite, who will be present at
the booth during the conference,
and who will be responsible for ship-
ping the booth back to the
Orthopaedic Section office;

» Should any materials not be returned
to the Orthopaedic Section office
following the conference, it will be
the applicable SIG’s responsibility to
reimburse the Section the cost for
the missing items. The same will
apply to any items returned that
have been damaged due to negli-
gence (e.g., gross errors when
repacking the exhibit display for
shipping). ADOPTED (unanimous)

The meeting adjourned at 4:30 PM.
Submitted by Terri A. DeFlorian,

Executive Director (Secretary)
(Adopted by BOD)
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THE “ZERO LIFT” PHILOSOPHY OF PATIENT
HANDLING: OVERVIEW AND KEY COMPONENTS

Kathleen A. Rockefeller, PT, ScD, MPH

Let a real mechanical device do the work. Decrease the
number of times a day the human body operates as a derrick
and decrease the number of injuries related to patient han-
dling. The premise has intuitive appeal, especially to mem-
bers of the occupational health community and nursing pro-
fession.

Caring for others can be physically and emotionally
demanding. Nursing work, in particular, involves the fre-
quent lifting and handling of patients—that is not new infor-
mation. Also common knowledge is evidence of high num-
bers of injuries to nursing personnel related to patient han-
dling. What és new, however, is the availability of modern
equipment to assist in handling patients—equipment that is
more comfortable and secure for patients as well as easier to
use and maneuver for caregivers. These devices are in stark
contrast to the older pieces of equipment frequently gather-
ing dust in health care facilities-lumbering devices with
chains operated by jerky hand-cranked mechanisms.

New equipment for patient handling is battery operated
for smooth and steady movement. Patients are supported by
slings that are securely fastened to the devices, while the
slings come in a variety of sizes and types. So-called ‘total
lifts" are available to assist in handling patients who are total-
ly dependent, while ‘sit-to-stand’ lifts are used to assist
patients who can partially and momentarily bear weight.

Increasingly, members of the nursing profession have
been encouraging the use of mechanical equipment to assist
in patient handling. The goal of using equipment is to
decrease exposure to the hazardous levels of biomechanical
forces and awkward postures inherent in patient handling.
These exposures, of course, have been associated with high
rates and severity of injuries to caregivers.

Philosophies of decreasing the amount of manual patient
handling have been termed ‘zero lift’ or ‘no lift’ or ‘low lift’ by
the industry. For example, the Royal College of Nursing in
Great Britain issued a Code of Practice for Handling
Patients that was revised in 1996 to state: “The aim is to elim-
inate hazardous manual lifting in all but exceptional or life-
threatening situations. Patients should be encouraged to
assist in their own transfers, and handling aids must be used
whenever they can reduce the risks of injury. Handling
patients manually may continue only if it does not involve
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lifting most or all of the patient’s weight....Staff should
assess the capabilities of a patient to decide on which, if any,
handling aids are suitable.”

The goal of the Code was to minimize manual patient
handling in order to decrease injury risks to both caregivers
and patients, as well as to encourage patient functional
mobility to the greatest possible extent. Various nursing fed-
erations and professional societies in Australia and New
Zealand soon followed with similar declarations.

In the Canadian province of British Columbia, a tri-par-
tite agreement between the Ministry of Health, Workers’
Compensation Board, and an association of labor unions rep-
resenting health care workers resulted in the provision of
funds for installing overhead ceiling lifts in health care facil-
ities across the province. The initiative is being managed and
evaluated by the Occupational Health and Safety Agency for
Healthcare in British Columbia (OHSAH), which maintains
an excellent web site containing a great deal of useful infor-
mation (www.ohsah.bc.ca).

In the United States, the Department of Veteran's Affairs
funded the Veteran's Hospital in Tampa to establish a Patient
Safety Center of Inquiry to focus on safe mobility
(www.patientsafetycenter.com). The Center is actively
engaged in basic and applied research on a variety of topics
related to patient and caregiver safety, and also has an excel-
lent web site. In Washington State, the Department of Labor
& Industries partnered with the nursing home industry to
study the implementation of ‘zero lift’ programs across the
State over a 3-year period (www.Inl.wa.gov/insurance/hip/).

KEY COMPONENTS OF ZERO LIFT PROGRAMS

It has been suggested that a number of key components
are critical to the success of implementing zero lift programs.
While intuitively appealing, current research is studying the
relative importance of these components.
I. Equipment

For caregivers to adopt a zero lift philosophy into daily
work practices, there must be adequate availability of assis-
tive devices conveniently available for convenient use. The
types and numbers of devices should be obtained based on
the needs of patients and caregivers in a specific facility.
Accessories, such as slings and battery packs, should be
obtained as well. Processes need to be in place to address
equipment maintenance and repair, battery charging and
replacement, and laundry requirements. Equipment should




be easily accessible for those who need to use it.
2. Commitment and Involvement

Equipment alone is not sufficient. Ideally, before equip-
ment is even purchased, a degree of management commit-
ment has been obtained and employees have been involved.
Key members of the management team (eg, administrators,
directors of nursing services, physical therapists, staff devel-
opment coordinators) should understand and support the
zero lift philosophy. Resources need to be allocated and
accountability for the program delineated.

All employees should have input into the program. Safety
committees, task forces or special working groups may be
used. Caregivers should be involved with the selection of
equipment.

3. Polices & Procedures

The use of assistive equipment for patient handling needs
to be integrated in standard daily operations. Expected
behaviors should be defined and communicated. Deviations
from expected behaviors should be investigated before blam-
ing employees, and consequences should be clear, fair, and
consistent. Information about handling policies and proce-
dures should also be shared with residents, potential resi-
dents, and their families.

4. Training

Appropriate and safe use of patient handling devices
should be integrated into the existing staff development and
training plans. As needed, individual coaching and mentor-
ing should be offered. Training should be part of initial
employee orientation, and regular refresher training should
be on-going. Training should be updated as needed. All care-
givers should be trained on the use of handling devices.

5. Medical Case Management

Accidents may still occur during patient handling tasks,
and should be investigated to better understand root causes
and contributing factors. The case management process for
injured workers should be active, not relying solely on third
party administrators. Job modifications should allow injured
workers to remain as active as possible. Medical profession-
als in the community who treat injured workers should know
of zero lift programs and available equipment for patient
handling.

ROLE OF PHYSICAL THERAPY

Physical therapists can make key contributions to the suc-
cess of zero lift programs in a variety of ways. They are often
in positions to promote both patient independence AND
increased safety for caregivers and patients. These 2 goals
should be complementary. Patients must be correctly evaluat-
ed for functional mobility and this information is critical to the
development of individual care plans. In many instances, the
creative use of handling equipment (such as sit-to-stand lifts)
can become another strategy to reach rehabilitation goals.

Therapists can offer guidance on individual techniques
for patient handling. Their input may be particularly valu-
able when brain-storming ideas for handling ‘difficult’ or
unusual patient situations. They can be valuable members of
committees or focus groups addressing issues related to
patient handling.
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Decreasing the amount and severity of injuries related to
patient handling is an important goal for both caregivers and
patients alike, and a real concern to occupational health pro-
fessionals. Improving patient functional mobility is an impor-
tant outcome as well. The use of appropriate pieces of
mechanical equipment and assistive devices may well facili-
tate both these goals.
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FOOT ANKLE

SPECIAL INTEREST GROUP
ORTHOPAEDIC SECTION, APTA, INC.

Greetings,

Much is happening in the FASIG pointing towards the
2003 Combined Sections Meeting in Tampa. The education
program is set; please review the Vice President’s report by
Mark Cornwall. Mark has planned another excellent pro-
gram with a preconference course set at Tampa on
Wednesday February 12, 2003. Review the report and see if
you want to come early to CSM in Tampa.

Nominations: A slate of candidates has been sent to each
member of the Foot and Ankle Special Interest Group. The
ballot consisted of the Vice President to replace outgoing VP
Mark Cornwall and a position on the Nominating
Committee. The results of the election will be presented at
the FASIG Business Meeting at CSM.

Please see the box for all Orthopaedic Section Members
to join us in the FASIG network. By filling out the form, you
will be placed in the directory of PTs under the “FIND A
FOOT AND ANKLE PHYSICAL THERAPIST” on the
FASIG portion of the Section website. Go to the
Orthopaedic Section website (orthopt.org) and then click on
Committees/SIGs, which will bring up the Foot and Ankle
Special Interest Group. While you are at the website, check
out the Bulletin Board, where you may want to post a ques-
tion related to a clinical problem or voice a concern in deal-
ing with our profession.

Finally we have an editorial from Tom McPoil, PT, PhD,
ATC. From textbooks, to continuing education courses,
research presentations, and multiple publications in peer-
reviewed journals, Tom McPoil has a keen insight into the
foot and ankle as related to physical therapy. As the driving
force behind the FASIG at its inception, Tom has continued
to produce meaningful research and increase the body of
knowledge and evidence related to the practice of physical
therapy in the foot and ankle. Tom offers his insights into his
ideas of future research in the foot and ankle.

The Board members of the Foot and Ankle Special
Interest Group look forward to another productive year in
2003. Please join us if you will be in Tampa. I can be reached
through e-mail at sfreischl@charter.net.

Thank you all,
Steve Reischl, DPT, OCS

Vice President Report
Mark Cornwall, PT, PhD, CPed

Foot Orthotic Management of Common Foot and
Ankle Conditions: A Problem-based Approach
Preconference Program - CSM 2003
February 12, 2003

This preconference course is designed for the physical
therapist who would like to gain additional knowledge and
expertise on how best to use foot orthotics in the treatment of
common foot and ankle problems from some of the country’s
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top clinicians. The format of the course will be problem-
based. As such, the anatomy, biomechanics, and etiology of
3 clinical scenarios will be presented. Following this back-
ground information, 3 well-known clinicians will discuss how
they manage the condition in question using foot orthotics.
Time has been allotted to allow for interaction and discussion
between the clinicians and the audience.

Clinical Scenarios

e Posterior Tibialis Dysfunction
® Metatarsalgia

e Plantar Fasciitis

Course Faculty

Mark W. Cornwall, PT, PhD, CPed (Moderator)

Tom McPoil, PT, PhD, ATC

Steve Paulseth, PT

Cheryl Mauer, PT

Michael Wooden, PT, MS, OCS

Alan Darby, CPed, PA

The Foot and Ankle Special Interest Group of the
Orthopaedic Section, American Physical Therapy Assoc-

1ation, is sponsoring this course.

In addition to the preconference course, FASIG will pre-
sent 4 hours of programming related to foot and ankle. These
presentations will be on Friday, February 14, 2003, from
1:00pm to 5:00pm.

Speaker #1
Surgical Management of Hallux Valgus: Implications for
Rehabilitation

William Fishco, DPM, MS

Phoenix, AZ

Speaker #2
Coupling of the Rearfoot and Leg and Implications for
Lower Extremity Overuse Injury

Joseph Tomaro, PT, MS, ATC

Pittsburgh, PA

Speaker #3
Surgical Treatment of Posterior Tibialis Dysfunction,
Including Rupture

William Fishco, DPM, MS

Phoenix, AZ

Speaker #4
Conservative Treatment of Posterior
Tibialis Dysfunction, Including Rupture
Cheryl Mauer, PT
Belmont, MA
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T
The FOOT and ANKLE: Future Directions for
Physical Therapy Research

Thomas G. MePoil, PT, PhD, ATC

The past decade should be recognized for improving our
understanding of foot and ankle movement and mechanics.
Published studies have led to a greater understanding of
intra-articular motions of the various joints of the foot and
ankle as a result of movements occurring during static stand-
ing.! Additional investigations have been published that
describe the patterns of movement of the rearfoot and to
some degree the midfoot during dynamic activities such as
walking.”” As our knowledge regarding the movements of the
foot has increased, these studies, which have used both 2-
dimensional and 3-dimensional analysis methods, have also
demonstrated that the foot remains in a pronated posture for
a longer period of time than was previously proposed and
that the rearfoot as well as the midfoot operate about an indi-
vidual’s resting standing posture during dynamic activities
such as walking. No doubt further study is required in this
area of research, since the majority of these studies have used
markers or electrodes that were placed on the skin and sev-
eral studies have demonstrated that skin movement can con-
tribute to error associated with marker movement."
Irrespective of the issues associated with the current method-
ologies used to assess dynamic foot movement, the current
body of knowledge regarding static intra-articular and
dynamic movement of the foot and ankle has dramatically
increased over the past 10 years.

As we enter this next century, a major issue that must be
addressed is the development of a reliable method of assess-
ing foot and lower extremity alignment. In my opinion, the
development of this reliable measurement methodology is
critical in order to permit the initiation of multisite clinical
outcome studies. The recent avocation of evidence-based
practice requires the practitioner to use measurements that
are both reliable and valid. The foot and ankle system of
evaluation and treatment proposed by Root and colleagues in
the late 60s," has been shown to have a fair level of intra-
rater reliability, but a poor level of inter-rater reliability.""
Thus, while a clinician can expect to get fairly similar results
when repeating measurements of the forefoot and rearfoot
alignment as long as they constantly practice, 2 clinicians in
different clinics will most likely get substantially different
results irrespective of their level of experience. More impor-
tantly, deformities of the forefoot and rearfoot, termed fore-
foot and rearfoot varus or valgus, have been shown not to sig-
nificantly affect the pattern of rearfoot motion during dynam-
ic movements such as walking." In order to establish multi-
site clinical-based outcome studies to assess the efficacy of
various foot and ankle interventions, it is critical that 2 or
more experienced therapists be able to compare their find-
ings from a physical examination from a series of patients
with a similar clinical diagnosis. Thus, future research activ-
ities need to focus on developing a protocol for the physical
examination of lower extremity and foot alignment that has a
high level of intra- and inter-rater reliability. In light of the
fact that experienced clinicians demonstrate poor consistency
when attempting to repeatedly position a patient’s subtalar
joint in neutral position, the use of subtalar joint neutral posi-
tion as the key alignment criteria for assessing normal foot
alignment must be avoided with the development of this rew
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examination and intervention scheme.” Most importantly,
the new scheme for assessing alignment should permit the
clinician some ability to predict foot posture at specific key
points during walking and other activities. Not until a reli-
able and valid scheme for assessing lower extremity, foot and
ankle alignment is created, can the development of multisite
clinical based studies be initiated to assess the efficacy of var-
ious interventions for the surgical and conservative manage-
ment of foot and ankle conditions.

Another important area that requires further study is the
effect of foot orthoses on the neuromusculoskeletal system.
Based on the current body of knowledge, the most common
reason for prescribing foot orthoses in the United States is
for the control of foot motion. In most of the available liter-
ature, which unfortunately is anecdotal, the foot motion
being controlled is pronation which is often characterized
as being excessive. Unfortunately, the majority of the investi-
gations that have attempted to assess the degree of motion
control provided by foot orthoses have shown that the maxi-
mum amount of pronation control achieved is rarely more
than 2°.'" Two degrees could be considered a substantial
amount of pronation control based on the fact that the aver-
age amount of rearfoot movement while walking is 6° or less.
Recent studies, however, have demonstrated that when skin
movement is taken into account, the actual amount of motion
controlled by a foot orthosis may be 1° or less.” Of further
interest is the fact that the same degree of motion control 1s
provided by foot orthoses irrespective of whether the device
is posted or total contact as well as whether rigid or soft mate-
rials were used to fabricate the foot orthoses. This being the
case, it may be that the effect of a foot orthosis is only par-
tially to provide motion control and that a more significant
effect is to influence the neurosensory system. A recent
paper by Nigg has proposed a new paradigm in which both
the shoe and the foot orthosis act as filters to modify or
dampen the sensory input acting on the body during activi-
ties such as walking and running.” If the foot orthosis acts to
filter external input to the nervous system at the skin-foot
orthosis interface during dynamic activity, this attribute must
be studied to determine if or when the nervous system adapts
to the filtering functions of the foot orthosis. If adaptation
indeed occurs, then criteria would need to be developed to
assist the clinician in determining when the device should be
removed to permit a “re-calibration” of the nervous system as
when it can be reintroduced to get the desired outcome effect.
As with any research effort, further study may delineate
other functions that foot orthoses can provide the patient or
client beyond the more traditional purpose of motion control.

The next decade promises to bring continued discovery
that will further add to the physical therapy body of knowl-
edge in the area of foot and ankle intervention strategies.
Hopefully, a true phyuical therapy approach to the examination
and management of foot ankle conditions will be developed
based on a set of reliable and valid tests and measurements as
well as sound rationale for the utilization of foot orthoses.
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MESSAGE FROM THE PRESIDENT

I hope this message finds each of you doing well. As we
all prepare for CSM in Tampa, Florida, I am reminded that
this time of year is frequently a great time to get involved in

annual screenings for either local dance groups or musician
groups. Look at participating in a screening in your commu-
nity as a great way to get going in the performing arts. You
can learn a great deal about body type, physical characteris-
tics, and injury patterns. AND as it happens, the PASIG's
preconference course (which is being offered in Tampa,
Florida, in February at CSM) will cover the basics of Dance
Medicine. If you want to grow this area of your practice, this
is an excellent opportunity and promises to be an exciting
course offering. Our web site should include the course out-
line as well as speaker bio information, www.orthopt.org.

On a related note, it is only through good feedback that
the PASIG can better serve your needs. Our Practice
Analysis has been sent out and is awaiting your input. You
should have received your survey by now. If not, please con-
tact David Murawski at Knapp & Associates International,
Inc. by telephone at (609) 921-3478 immediately. We have a
deadline to meet in order to have time to properly compile the
survey data. 1 urge you to please complete your survey
ASAP. As a result of your input, a document called the
Description of Advanced Clinical Practice will be generated that
will guide future course offerings, home study course materi-
als, mentorship, and fellowship programs. I cannot empha-
size enough the importance of doing your part by completing
AND returning your finished survey. We have tried to be
exhaustive in our mailing list for this survey, but we may have
unintentionally missed a few of you. If you, or someone you
know, are a PT that deals with performing artists (musicians,
dancers, gymnasts, circus performers, figure skaters), please
let us know if a survey is needed.

APTA has posted information on CSM activities, housing,
registration, etc on the web site. We have an exciting gener-
al program to offer you as well. Come network with fellow
colleagues and enjoy a little Florida sun! I look forward to
hearing from each of you—both at CSM and in response to
YOUR practice analysis.

Yours in the arts,

Jeffrey T. Stenback, P1, OCS

President, Performing Arts Special Interest Group
JSPTOCS@hotmail.com or by phone (305) 595-9425
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Combined Sections Meeting
PASIG Preconference Course

PERFORMING ARTS SPECIAL INTEREST
GROUP
INTRODUCTION to DANCE MEDICINE

INSTRUCTORS: Brent Anderson PT, OCS
Shaw Bronner PT, MHS, EdM, OCS
Jennifer Gamboa MPT, OCS
Marshall Hagins PT, PhD
I. Introduction to Dance:
Lecture/Interactive Demonstration
II. Preseason Screening for Dancers:
Lecture/Demonstration
IIL. Dance-specific Functional Examination and
Evaluation:
Lecture/Demonstration
IV. Treatment Essentials for Dancers:
Lecture/Lab
V. Getting Started in Dance Medicine:
Panel Presentation/Discussion

GET INVOILVED IN THE PASIG !

Join your fellow PASIG members in becoming an ambas-
sador for the Performing Arts! The PASIG wants to encour-
age all our members to become actively involved by serving
as committee members, regional directors, officers, and by
offering your input at business meetings and through com-
munication with other PASIG members. Remember, when
you give of your time and energy to the PASIG, it's like giv-
ing a gift to yourselfl The PASIG is only as strong as its
members.

ANNOUNCEMENTS
ADAM Center News

Shaw Bronner would like to announce a name change
from Soar Research to the Analysis of Dance and
Movement (ADAM) Center at Long Island University. The
ADAM Center conducts research in areas such as the bio-
mechanics of human movement, focusing on healthy and
injured dancers. The ADAM Center has a fully instrument-
ed biomechanics lab including a 3-D motion analysis system,
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force plate, telemetered EMG, and electrogoniometers.
ADAM Center physical therapists and athletic trainers also
conduct annual screening and injury prevention workshops
for dance students at Long Island University and the Alvin
Ailey School and dance companies.

For more information, please contact:

Shaw Bronner PT, MHS, EdM, OCS

Director

ADAM Center at Long Island University

Alvin Ailey Therapy Services

718-246-6377

Harkness Center News

Harkness is hosting the 12th Annual Conference of the
International Association for Dance Medicine and Science
on Oct 24-27, 2002. Over 400 registrants from every corner
of the globe are coming. Many distinguished Performing
Arts Medicine professionals are presenting papers, posters
and movement sessions, including several of our own PASIG
members.

Harkness offers thrice monthly, all day dancer injury pre-
vention screenings with one hour, free, one-on-one assess-
ment of a dancer by a highly-trained dance PT on a first
come, first served basis. By appointment, 212-598-6022.

Harkness is looking for volunteer dancers to participate in
an ACL research study. All dancers, whether ACL-intact,
ACL-reconstructed or ACL-deficient are welcome to partici-
pate in a 3-hour analysis of mobility, strength, function and
kinematic/kinetic/EMG analysis of gait, passe, saute, hop and
jete. By appointment, 212-598-6022.

Harkness annually provides preseason preventative
screenings and off-site services for: Dance Theatre of
Harlem, SUNY Purchase, De La Guarda (off-Broadway)
and many others as requested.

Please call 212-598-6022 for questions or if more infor-
mation is needed.

Thanks,
Marijeanne Liederbach
margeanne.liederbach@med.nyu.edu

COMMITTEE UPDATES

Committee objectives are formally outlined and described
below. The committees are responsible for fulfilling and car-
rying out the PASIG's purpose and objectives. All commit-
tees will meet with the President in March to develop strate-
gic plans for the year. Committee membership involves a
3-year commitment.
If you have an interest in committee involvement, please
contact the Committee Chairperson, who is listed in the
directory on the last page of this newsletter.

Some committees still need members.

NOMINATING COMMITTEE
LAST CALL FOR NOMINATIONS

There is one opening on the 3-member Nominating
Commuttee for a 3-year term. Members network the PASIG
membership to develop candidates for office and assist in

overseeing the election process. This is an excellent way to
get involved in supporting your SIG.

Orthopaedic Practice Vol. 14;4:02

Guidelines: Nominees must be PASIG and Orthopaedic
Section members. Nominees must give their consent to be
nominated before their names are put forward. Nominees
may be self-nominated. Nominees’ names should be submit-
ted to Shaw Bronner, Nominating Committee Chair: sbron-
ner@liu.edu.

UPDATE: Please begin considering nominations for the
positions of Secretary and Vice President, as both of these
positions will be up for election in 2004.

Shaw Bronner PT, MHS, OCS
Nominating Committee Chair
dbronner@liu.edu

EDUCATION COMMITTEE
Please join us at CSM in Tampa, Florida for a very excit-
ing PASIG Conference!

This year’s PASIG CSM programming has expanded to
include a 1-day preconference course on dance medicine. We
present this programming in response to the many requests
to include programming that trains the physical therapist to
treat the performing artist. We plan to present a preconfer-

ence course in 2004 on music medicine. This year’s precon-
ference course will include an introduction to dance termi-
nology and common dance injuries, preseason screening pro-
tocol, and evaluation and treatment of dance injuries.
Experienced performing arts physical therapists will guide
participants in labs to evaluate and treat common dance
problems.

The regular programming is again divided into 3 areas:
education, research, and practical issues. Two well known
performing arts educators, one in music and one in dance,
will present on how alignment and body mechanics impact
performance. The research programming will feature evi-
dence-based performing arts case studies. Shop talk features
performing arts physical therapists and how they treat back-
stage and while touring.

The programming is well rounded and designed to meet
the needs of the practitioner interested in getting started in
performing arts medicine as well as the experienced perform-
ing arts physical therapist. Hope to see you there.

CSM PROGRAMMING - 2003
Friday, February 13, 2003

How Faulty Technique Leads To Injury
(Presented by performing arts educators)

Moderator — Lynn Medoff, PT
1:00 — 2:00

Dance
Tom Welch, PhD and Tyressa Judge, PT

Misalignments, Faulty Execution, and Dance Injuries

2:00-3:00

Music

Susan Kempter, BSMA, TT, FAA
Kinesthetic Approaches to String Teaching



Research

Evidence-Based Practice

Moderator: Linda VanDillen, PT, PhD
3:00-3:15 Linda VanDillen, PT, PhD

Evidence-based Practice

3:15-4:00 Case Studies

Beth A. Lepkowski, MSPT

Treatment of Focal Dystonia with Sensory Integration in a
Professional Pianist

Tara Jo Manal, PT, OCS

Evidence-based Management of a Dancer with Knee Pain

Shop Talk
Out In The Field

Moderator: Lynn Medoff, PT

4:00-5:00

Music

4:00-4:30

Joel Dixon, PT, MPT

Daily Clinic Operation in a Touring Theater Company

Dance

4:30-5:00

Marilyn A. Roofner, PT

Backstage at Theme Parks-Insights in Treating Characters
and Performers

Lynn Medoff, PT, MA

Education Program Chatr
lemedoff@hotmail.com

FEBRUARY
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RESFARCH COMMITTEE

UPDATE: The purpose of the Research Committee is the
provision of consultation to APTA members in the clinical or
academic communities who request assistance of advisement
with research activities: to facilitate clinical research in per-
forming arts physical therapy throughout the country and to
work closely with the education committee, assisting them
with projects including staffing presentation slots at CSM.
This is a good opportunity for anyone who enjoys presenting
case studies and research in a professional forum setting. All
committee members are friendly and cooperative, sharing
ideas and information is helpful for anyone who likes to net-
The

PASIG is interested in new members who would like to write

work for information from others with experience.

abstracts of current performing arts research for publication
in JOSPT. We believe the education of colleagues through
exposure to performing arts physical therapy research will
draw attention to the specialized area and expand member-
ship. Currently the committee is also preparing extensive
references for the 2004 preconference course on Dance
Medicine. We hope to hear from you!

Lisa Sattler, PT
Research Comunittee Chair
Liattler@erols.com

PUBLIC/MEDIA RELATIONS COMMITTEE

Update: The committee has been busy updating the cur-
rent website for the PASIG. Please come visit us there and
provide us with any input to make this site work better for

you! Visit us at: www.orthopt.org

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

meauley@painpoints.com

MEMBERSHIP COMMITTEE

UPDATE: The Membership Committee is continuing to
increase the outreach to all present and potential members of
the PASIG. The present membership directory is actively
being updated and we are encouraging other PT members in
the IADMS and other performing arts organizations to con-
sider becoming a PASIG member as well. The network of
Regional Directors also are actively contacting membership
on issues such as the Practice Analysis Survey, the upcoming
CSM programming including the Preconference Course on
Dance Medicine, as well as updates on new addresses and
phone numbers of the membership. If you have not yet heard
from your Regional Director or me, please do not hesitate to
contact us with any information changes or requests you
might have in addition to your practice and how the PASIG
could better serve your professional needs or development.

Susan Clinton, PT, MHS
Membership Chair
selint@lauboc.edu
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Performing Arts Special Interest Group

MEMBERSHIP FORM:

Name

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

PERFORMING ARTS SPECIAL INTEREST GROUP ¢ APTA

& H U

Address

City State

Zip Phone

APTA member number:

arts patients?
Dancers

Musicians Singers

panies, or groups, please list them:

Do you accept Student Affiliations?
Yes No

What percent of your patient population are performing

Gymnasts Skaters

If you are affiliated with any performing arts schools, com-

Are you interested in serving as a mentor to other physical
therapists or physical therapy students interested in the
treatment of performing artists?

Students

Physical Therapists
Yes No

Email

Yes No

Circus Performers

Are you interested in serving on any of the PASIG
Committees?

Regional Director
Research

Membership

Practice
Public/Media Relations

Education

PASIG EXECUTIVE COMMITTEE

Jelf Stenback, PT, OCS

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

Ph: 305.595.9425 / FAX: 305.595.8492

Email: jsptocs@aol.com

President:

Vice President: Lynn E. Medoff, MPT, MA

1428 Mariposa Rd.

Flagstaff, AZ 86004

Ph: 928.853.4747 / FAX: 928.527.8601

Email: Imedoff@hotmail.com
Treasurer: Jennifer (Adrienne) McAuley, PT, OCS
7830 Old Georgetown Rd., Ste C-15
Bethesda, MD 20814-2432
Ph (W): 301.656.0220 / FAX:
301.654.0333
Ph (H): 301.608.9030

Email: mcauley@painpoints.com

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

LSU — Health Sciences Center

1900 Gravier Street, 7th g,

New Orleans, LA 70112-2262

Ph: 504.568.3434 / FAX: 504.568.6552

Email: sclint@lsuhsc.edu

Secretary:

COMMITTEE

Education Committee Chair:
Lynn Medoff, MPT, MA

(contact information at left)

Practice Committee Chair:

Marshall Hagins, PT, PhD

Division of Physical Therapy

Long Island University

Brooklyn, NY 11201

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

E-mail: mhagins@titan.liu.edu

Nominating Committee Chair:

Shaw Bronner, PT, MHS, OCS

ADAM Soar Research at Long [sland University
122 Ashland PI. #1A

Brooklyn, NY 11201

Ph (W): 718.246.6377

FAX: 718.246.6383

E-mail: sbronner@liu.edu

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

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

(contact information at left)

Regional Directors
(Subcommittee of Membership Committee) Chair
Susan C. Clinton, MHS, PT (contact information at left)

e Northeast (CT, MA, ME, NH, NY, RI, VT)
Marshall Hagins, Marijeanne Liederbach

e Mid-Atlantic (DE, DC, MD, NC, NJ, PA, VA, WV)

Tara Jo Manal, Laura Schmitt

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

Edie Shinde, Jeff Stenback

Central (AR, IL, IN, IA, KS, MI, MN, MO, OH, OK,

WI)

Mark Erickson, Julie O'Connell

e Northwest (ID, MT, NB, ND, OR, SD, WA, WY)
Jill Olson

e West (AK, AZ, CA, CO, HI, NV, NM, UT, TX)
Cheryl Ambroza

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

(contact information at left)

Research Committee Chair:
Lisa Sattler, PT

1140 First Ave. Apt. 6

New York, NY 10021-7961
Ph: 212.838.6847

Members: Scott Stackhouse
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ORTHOPAEDIC SECTION, APTA, INC.

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

What is the one pain syndrome that seems to cause more
problems than all other pain syndromes? Carpal Tunnel
Syndrome (CTS)!! This is a syndrome that is often misun-
derstood and overlooked and surely misdiagnosed. It has the
highest number of lost workdays of any injury at the work-
place, averaging 34! This doesn’t seem that bad until we
compare it to the number of lost work days for amputation,
which averages 14 lost work days. The main reason for the
huge number of lost workdays is that the majority of all diag-
nosed cases are treated with surgery. Approximately 28,000
cases of CTS were reported in 1999. The average cost per
case is over $13,000. The sad fact is as many as 80% of the
cases can be resolved with various treatments, the most
effective of which is augmented soft tissue mobilization
(ASTM). This ingenious way of deep tissue remodeling is
done with a variety of tools to remold collagen and reduce
inflammation. With this technique, the therapist enjoys a
near 80% efficacy rate with no real side effects. Low Level
Laser is also a very effective modality that I have found
effective for the past 25 years. I suspect the reason that some
patients don’t respond to this treatment is that as many are
misdiagnosed. I have found that many so called CTS cases
are actually cervical radiculopathies. Keyboarding is rarely
the direct cause of the disorder. Of those diagnosed with
CTS, 70% are women who have one or more of the follow-
ing characteristics: they are pregnant, menopausal, obese,
smokers, or diabetic. Those who are obese are more at risk.
In addition, diet can have a major role, especially deficiency
in vitamins B6 or C. With our skills in upper quarter assess-
ment and early evaluation of signs and symptoms, CTS is
one syndrome that our profession can almost totally elimi-
nate if we are able to treat the person early enough.

[ pray that you all have a most blessed holiday and hope
that you all have a wonderful New Year. Please keep your
thoughts and ideas coming. I hope to see you at the CSM in
Tampa in February!

H

W

Report of a New Orthotic Shoe Design with
Heel Coil Spring Assist
A New Aid to Ambulation and Lessening Effects of
Walking Shock to the Spine
Joseph A. Kleinkort, PT, MA, PhD, CIE
and Barry I Ungerleider, DO

y-
L
)
-& - __
, é Patented Orthotic Coil Spring Shoe
V (ZCOIL™ Freedom 2000)

The authors have been evaluating a new orthotic shoe
design, with a steel conical spring built into the heel of the
shoe. The purpose of the orthotic shoe and its’ coil spring
heel is to provide improved support and shock-absorbing
cushioning during ambulation. This orthotic shoe (Zcoil™
Freedom 2000 — Zcoil Inc¢, Albuquerque, NM) provides foot
support and cushioning in excess of any previously evaluat-
ed footwear in the authors combined over 50 years of reha-
bilitation work. The shoe is of a ‘double rocker’ design
according to the inventor, Al Z. Gallegos, Founder of Zcolil,
Inc. Mr. Gallegos, a 72-year-old 5-mile-a-day runner, devel-
oped loss of cartilage in both of his knees, leading him to
develop the cushioned, heel coil-spring equipped shoes.! The
goal of these shoes is to lesson the amount of shock trans-
mitted from the ground to the foot upwards to all body struc-
tures.

Studies done by Los Alamos National Laboratories,
through the auspices of their industrial partnership
office—the United States Department of Energy-showed the
apparent decrease in shock transmission to be due to a slow-
er transmission of shock proximally, when compared to the
conventional elastomer cushioned shoes in this study.” Since
force is equal to mass times velocity, slowing the velocity of
the transmitted force may also lessen the effects of the foot
and heel shock that gets transmitted upward to the rest of the
body structures.

The amount of downward excursion of the heel was also
studied by Sandia National laboratories and was found to be
more than the conventional elastomer-running shoe.” The
implication of this is a larger heel excursion, which is cush-
ioned by the shoe and allows shock absorption. The design
of the spring affects the shoe in such a manner that if a
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patient has a leg length discrepancy due to injury or other
cause such as scoliosis or other spinal imbalance, the spring
will help to balance this out. In this manner some of the lat-
eral ‘wobble’ motion of the hips and pelvis are balanced out
by the springs, and the result is more mechanical forward
efficiency in gait. The bottom line is that walking is easier,
less force is transmitted to the body, and walking is more
enjoyable and efficient.

Studies at the University of New Mexico Health Science
Center found that the Zcoil shoe had “a coil spring posi-
tioned under the rearfoot and a rocker-design with a sub-
stantially thicker EVA midsole under the forefoot than is typ-
ically found in other running shoes.™

Barry Ungerleider, DO, one of the authors, who had been
diagnosed with spinal stenosis, lumbar scoliosis, and prior
lumbar disc herniations, found that walking became difficult
after an injury at age 50. He stated, “Ambulation took on a
different meaning for me after treating patients for twenty
years, and then getting to the point where I could only walk
with difficulty after a fall in January, 2000. Ambulation aids
(canes, crutches, alpine walking sticks) were tried, and I
began to notice the footwear was of equal or more impor-
tance.” A search of available products resulted in some help,
In the summer of 2002, Dr.
Ungerleider learned of the Zcoil orthotic and called the

but not a 'leap forward.’

inventor. After a short wait, Dr. Ungerleider received his
Zcoil orthotic shoes and began his trial. He reported an ini-
tial feeling like a ‘moon-walk’ sensation. After a period of
time, he reports he got his ‘sea-legs’ and learned to adapt to
the different skills needed to ambulate with this ‘double —
rocker’ shoe with its heel spring. With the use of the shoes,
Dr. Ungerleider reported improvement in functional abilities
such as getting up from a chair, climbing steps, and walking
with less of a limp, as well as a decrease in foot and back pain.

There are precautions that the therapist and patient need
to follow when using this coil technology. The patient must
watch out for hoses or cords, which could trip the patient, if
caught in the exposed coil. Ladder rungs and barstool rungs
may also be caught in the coils. An enclosed heel version of
the shoe is available, but is not adjustable like the exposed
coil spring model. The spring is padded with a durable rub-
ber pad, which is expected to last from 2 months to 2 years
in runners, depending on the mileage and other factors. The
coil spring and heel are user-replaceable and cost about $35
for a replacement set. This is another favorable factor in
these shoes.

The interior of the shoe is well-constructed. The built-in
orthotic is adjustable, and heat moldable (a hair-dryer is the
heat source). For these reasons the inventor insists that any-
one who dispenses the shoe be trained in its’ proper fit and
adjustment, and he has built a network of professionals who
can train physical therapists in the use of this technology.' In
the professional setting, the orthotics can be prescribed, fit-
ted and dispensed, and monitored at the therapist’s clinic.
This is a new tool for the therapist to use in helping patients
with more comfortable ambulation after injury, degenerative
disease, or pre-existing orthopaedic conditions.

Orthopaedic Practice Vol. 14;4:02

Our additional impression was that this design of orthot-
ic shoe caused muscles in the lower extremity to be exercised
and strengthened due to the ‘floating’ multidirectional move-
ment of the heel design. We believe this may contribute to
enhanced circulation, and may be useful in rehabilitation of
circulatory disorders of the lower extremities. We also
believe that the fertile minds of our fellow therapists will find
uses for this orthotic shoe that we have not yet envisioned, in
order to improve the health and comfort of our patients.

CONCLUSION

In the authors’ experience and opinion (after evaluating
the orthotic shoes themselves, and consulting with the inven-
tor), these heel spring cushioned orthotic ‘double-rocker’
shoes represent an important new tool in ambulation aides
for the patients of physical therapists. Other applications of
this shoe technology are expected to be seen in competitive
sports, and in workers who must stand and walk long hours
(nurses, etc.).
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Internet Links:
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www.worldambulationfoundation.org
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The Passing of a Giant in Pain Management

It is with sadness that 1 inform you of the death of the
Director Emeritus of the American Academy of Pain
Management (AAPM), Richard Weiner, PhD on May 7,
2002 after a nearly a year-long battle with pancreatic cancer.
He, along with his wife Katherine Weiner, PhD, founded the
American Academy of Pain Management in 1988. Dr.
Weiner believed in the vision and importance of continuing
education and the sharing of knowledge between the health
care professionals who provide treatment to those in pain.

I first met Dr. Weiner in 1989. He was a caring, humble,
honest, and open man who envisioned that all health care
professionals could come together to provide care for
patients with pain. The AAPM held its 13th Annual




Conference in Reno, Nevada on September 26-29, 2002.
The theme was “Renewing Our Commitment to Multidisci-
plinary Pain Management.” The speakers included —MDs,
RNs, CRNAs, PhD psychologists, chiropractors, physical
therapists, massage therapists, dentists, and acupunctur-
ists—an excellent cross section of health care professionals
dedicated to sharing knowledge of pain relief. While in atten-
dance at the conference, titles were not used and all were
treated with equal respect. Dr. Weiner was one of 40 people
included in the UCLA Biomedical Library History of Pain
Collection for outstanding contributions to the field of pain
management. Dr. Weiner was a leader in the board certifi=
cation process for pain management of all health care pro-
fessionals through the AMA. A psychometrically valid
board certification testing system was established and has
been repeatedly validated since 1991.

The Richard Weiner Pain Education Fund has been set
up c¢/o AAPM, 13947 Mono Way #A, Sonora, CA 95370 or
call 209-533-9744.

We shall miss Dr. Weiner for his leadership, his vision,
his love, and his caring for this Academy but mostly for him
as a fellow professional and human being.

Tom Watson, PT MEJ, Fellow AAPM
and Past President of the APTA Pain Management SIG

PAIN MANAGEMENT
SPECIAL INTEREST GROUP
BOARD LISTING

PRESIDENT

Joseph A. Kleinkort, PT, MA, PhD, CIE
303 Inverness

Trophy Club, Texas 76262-8724

PH: 817-491-2339

FX: 972-887-0294

indusrehab@aol.com

VICE PRESIDENT

John E. Garzione, PT, AAPM
PO Box 451

Sherburne, NY 13460-0451
PH: 607-334-6273

FX: 607-334-8770

jgarzione@juno.com

SECRETARY

Elaine Pomerantz, PT

20 Brookwood Road
South Orange, NJ 07079
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ANIMAL PHYSICAL THERAPIST SPECIAL INTEREST GROUP
DIRECTORY OF OFFICERS & CHAIRPERSONS

Chair of Education

Kristinn Heinrichs, PT, PhD, SCS, ATC, CSCS
P.O. Box 61281

Savannah, GA 314056

Phone/FAX: 912-303-0711

E-mail: Kheinrichs@sportsperformance.org

President
Cheryl Riegger-Krugh, PT, SeD
ysical Therapy Program
C-244 4200 E. Ninth Ave

University of Colorado

Health Sciences Center

Denver, CO 8()‘)0)

kih7c@alumni.virginia.cdu
Web-site: www.sportsperformance.org

Newsletter Coordinator
Becky Newton, MSPT
1931 Pine Avenue

Alva, FL 33920
941-694-8851

jbeckyn@yahoo.com

E-mail: 1'|w|~\'].ricggmu|u'ug|1(d\uc|1sr.cdu

Vice President and International Liaison
David Levine, PT, PhD, OCS
Department of Physical Therapy
University of Tennessee at Chattanooga
615 McCallie Avenue

Chdll.m(mgd. TN 37403
3-886-1098

Home

Work: 4

E-mail: david- k\lm(ﬂ utc.edu

State Liaison Coordinator

Siri Hamilton, PT, LVT

University of Tennessee College of
Veterinary Medicine

Dept. of Small Animal Clinical Services

2407 River Drive
Knoxville, TN 37901-1071
Home: 865-573-7356
Work: 865-974-2993

E-mail: sirivtpt@utk.edu

Treasurer

Nancy Murphy, PT

PO Box 6386

Ketchum, 1D 83340

Home: 208-788-9215

Work: 208-727-8253

E-mail: nmurphy@svidaho.net

Nominations Committee

Deborah M. Gross, MSPT, OCS
P.O. Box 31

East Lyme, CT 06333

Phone: 860-227-7863

Fax: 860-739-7256

E-mail: wizofpaws@aol.com

Secretary and Public Relations
Coordinator

(Newsletter, Logo, Brochure)
Becky Newton, MSPT

1931 Pine Avenue

Alva, FL 33920

941-694-8851

jbeckyn@yahoo.com

PTA Representative

Angela D. lﬁ‘)fe-Lewe]ling. PTA

235 Douglas Dam Road

Kodak, Tennessee 37764

Work in human practice: (865) 429-6584
Work in animal practice: (865) 974-2993
KILPTA@ aol.com

Committee on Practice

Caroline Adamson, PT, MS
Colorado Canine Sports Medicine/
Rehabilitation Clinic

Alameda East Veterinary Hospital
‘)?s/(] E. Alameda Avenue

O 80231

3-366-2639

: 303-344-8150

E-mail: carolineadamson@juno.com

E-mail:

Orthopaedic Section Board Liason
Joe Godges, DPT, MA, OCS

SIG Coordinator and Off-Site
Continuing Education Coordinator
Stelanie Snyder

CALENDAR OF EVENTS

1. The home study course BASIC SCIENCE FOR ANIMAL

PHYSICAL THERAPISTS is still available. Contact 800-
444-3982 or 608-788-3982 for more information.

. 2003 Combined Sections Meeting will be held in Tampa,
Florida February 12 — 16, 2003 for information please
go to: www.apta.org/Meetings/csm2003.

There will be an evening meeting of the SIG officers, the

Committee Chairs, and newly elected SIG officers after
the Business Meeting on Friday, February 14. Details
will be provided at the Business Meeting:.
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THE ANIMAL PHYSICAL THERAPIST SPECIAL

INTEREST GROUP (ANIMAL SIG) UPDATE:

1. Orthopaedic Section member and nonmember directories
are available through the Section Office 800-444-3982
Fax: 608-788-3965 or E-malil:
There currently are 544 members.

2. State Liaisons: To date there are 33 states that have
Animal SIG Liaisons. Contact Siri Hamilton for further
information 865-974-2993 or E-mail: sirivtpt@utk.edu.

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

ssnyder@orthopt.org.

REPORT ON THE 2ND INTERNATIONAL SYMPO-
SIUM ON REHABILITATION AND PHYSICAL
THERAPY IN VETERINARY MEDICINE
by David Levine, PT, PhD, OCS

This meeting was held August 10-14, 2002 in Knoxville,
Tennessee, and was co-chaired by David Levine, PT, PhD,
OCS and Darryl Millis, MS, DVM, DACVS. The weather
cooperated beautifully, and there were 416 attendees from 22
nations. Attendees participated in daily breakfast forums,
scientific sessions, case reports, laboratories, and social
events. The proceedings can be purchased by calling the UT
conference center at 865-974-0250 (please ask for Barbara
Benjamin). The proceedings are 270 pages and contain the
notes from the meeting. The symposium once again provid-
ed a unique forum designed for veterinarians, physical ther-
apists, veterinary technicians, physical therapist assistants,
researchers, and graduate and doctoral students of these
fields to come together and exchange information. Breakfast
roundtables were an extremely popular addition and drew

over 200 people per day. The exhibit hall was the location for
several receptions and was a great place to gather. Some
exhibitors and sponsors included Animal Planet and The
Discovery Channel, Novartis Animal Health USA, lams
Company, Northeast Seminars, Ferno-Washington, Ameri-
can Canine Sports Medicine Association, WB Saunders
Publishing, and many others.

Highlights included a luncheon at the Veterinary College
followed by over 20 laboratory opportunities (participants
rotated through their 5 choices), both equine and canine.

A wonderful banquet sponsored by Animal Plant and
Alameda East Veterinary Hospital capped off the meeting
and Dr. Kevin Fitzgerald, DVM, PhD of Alameda East and
E.R. Vets on Animal Planet, provided the entertainment with
a fantastic comedy act. Discussions were held as to where
the next meeting should be and if an international association
should be formed. Both North Carolina State College of
Veterinary Medicine in Raleigh, NC and Amsterdam



(Netherlands) were possible choices that were discussed. A
vote taken indicating the majority of attendees would like to
go to NC State for the next meeting but that the Netherlands
should also host within the next 5 years... so stay tuned!

Regarding the creation of an association, the first thing
that needs to be done is the development of a vision for the
association. It’s important to do this first before moving for-
ward with trying to solve problems, make group decisions,
etc. A committee to research, draft mission and vision state-
ments, determine the scope of the association, calculate
financial needs, and then report back to everyone as a whole
is being planned.

N N

Robert Taylor, DV, Demon-
dtrating a Canine Phyaical
Examination

International Colleagues in
Antmal Rebabilitation

INTERNATIONAL

COLLEAGUES IN ANIMAL
REHABILITATION

At the 2nd International Symposium, colleagues from
numerous countries met and prepared a presentation. The
group decided to share information about education and
practice in their respective countries. Listed below is a con-
tact person and contact information from the countries rep-
resented as well as summary information about education
and practice in animal rehabilitation in the respective coun-
tries.

Argentina — Ruben Somoza, DVM, owner - veterinary and
emergency and physical therapy
emervet@fibertel.com.ar

Education: Overview of physical therapy in veterinary
school.

Practice: Veterinary physical therapy is performed by veteri-
narians, none by PTs.

Physical therapy knowledge is increasing by way of con-

ferences.

Australia — Narelle Stubbs, Physiotherapist. International
Representative and Education
narelle_stubbs@hotmail.com www.equestrianphysio.com
Australian Physiotherapy Association (APA)

Australian Animal Physiotherapy Association (AAPA),
established 1999, recognized by the APA and the AVA
(Australian Veterinarian Association)

Education: Master’s post-professional program; Master’s in

Animal Studies in Veterinary Physical Therapy
starting Jan —Feb 2003. Applications Oct. 2002.

Queenslan University — Physiotherapy School and
Veterinary School — 50/50

Pre-requisites: Physiotherapy Degree (4 years) + 2 years
of human physiotherapy practice

Distance (external) (WEB CCT) and on-site (internal)

clinic center

48

Program heads: Drs. Gwen Jull (PT) and Dr. Wayne
Brydon (Veterinary)
Overseas students are welcome.

Practice:

Physiotherapy and Veterinary both are protected titles

Veterinary Act guidelines: veterinary permission needed
pretreatment; noninvasive techniques. Act is currently
under review by the APA and AVA.

Austria — Barbara Bockstahler, veterinarian at the Veter-
inary University of Vienna, barbara.bockstahler@chello.at

Brazil — Alceu Cardoso — veterinarian and physical therapist
alceufisiovet@ig.com.br

Canada — Laurie Edge-Hughes, President, Canadian Horse
and Animal Physical Therapist Association (CHAP)
physio@fourleg.com  www.animalptcanada.com

Education: CHAP offers introductory, advanced and special
interest courses in equine and canine rehabilitation for reg-
istered physiotherapists.

Practice: Physiotherapist, physiotherapy, physical therapy
(and all related titles) for humans are protected.

Use of the terms with animal practice is under debate.
Many provincial veterinary associations opening their acts
to allow referral to physiotherapists.

England — Sara Barnes — sarab@saddletech.freeserve.co.uk

Finland — Hanna Tuominen — physical therapy
hanna.tuominen@ce.spt.fi
www.pysioterapia.net/elainfysioterapia

Education: 3.5 years training to be a licensed PT
Special studies in animal physical therapy; previously not

restricted to PTs.
2002 — special studies began at the Polytechnic of Lahti
with only PTs eligible.

Practice: Animal treatment is allowed by someone other than
the veterinarian, if the person has the education. The edu-
cation is not described. The title of animal physical thera-
pist is allowed for PT use only.

The Finnish Animal Physiotherapy Association was founded
in 1997 as a subgroup of the Finnish Physiotherapy
Association.

Germany — Andreas Zohmann, DVM
vierbeiner-reha@t-online.de

Israel — Lisi Sharon, DVM, Head of a small animal veteri-
nary clinic, in charge of opening the section of PT in the
Koret School of Veterinary Medicine Hospital of Hebrew
University. sharon@eindor.org.il drlisi@eindor.org.il

Education: Overall goal of the section is to inform and devel-
op the field through improving veterinary knowledge and
results in veterinary physical therapy.

Practice: No real PT is done with small animals — more by
veterinarians than PTs.

Italy — Caterina Vallani, DVM, physiotherapy and rehabili-
tation of small animals in a clinic for 10 years.
vallani@maganet.net

Education: no formal education but individual collaboration
of veterinarians and PTs and human physicians.

Practice: PTs are not recognized to practice with animals.

Netherlands — Anke Vaessen
info@cursuscentrum.nl
www.cursuscentrum.nl www.nvfd.nl

Education: 4-year physiotherapy degree
Animal physiotherapy (Dutch) — for registered PTs. 2 1/2

years part-time; mentorship; apprenticeship; dogs and
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horses. Registered by the Ministry of Agriculture.

International course for PTs from other countries and for
non-PTs (veterinarians and veterinary nurses).
Association: NVFD — Dutch Association for animal
physical therapy.

Practice: Animal physical therapy is a recognized profession
since 1992.

Spain — Toni Ramon, physical therapist
aramonboix@fisioterapeutes.org

Education: Postprofessional course for veterinarians and
physical therapists on equine rehabilitation of 180 hours.
Ginbernat School of Physical Therapy (autonomous

University of Barcelona).

2001 — Commission of Veterinary Physical Therapy from
the college of Fisioterapeutes de Catalunya (Profes-
sional Association of Catalonia’n Physical Therapy) —
working to develop a project in continuing education in
small animal rehabilitation and physical therapy.

South Africa — Rosanne LeJeune rkejeune@global.co.za

Education: 4-year physiotherapy degree; apprenticeship
with an experienced physiotherapist.

Annual weekend conferences, tutorials, clinical observa-
tions, and supervised time.

Discussing a master’s program.

Practice: Veterinary permission is required for all physio-
therapy assessment and treatment. Physiotherapists are
required to work within the constraints of the veterinary
act.

Sweden — Anna Bergh — licensed PT in veterinary medicine
anna.bergh@ah.slu.se  www.slu.se

Education: DVM — 5 1/2 years; PT (BSe, PT) 3 years
licensed in humans; Course in veterinary medicine for
licensed PTs at the Swedish University of Agricultural
Sciences.

Practice: a license for PTs to work on animals is under dis-
cussion by the state officials.

Anyone may treat an animal, as long as the animal does not
get hurt or suffer.

Only veterinarians can do invasive techniques.

PTs in veterinary clinics work under the veterinarian’s
responsibility.

A governmental proposition is to further regulate the
treatment of animals.

United States of America — Cheryl Riegger-Krugh, PT,
SeD physical therapy educator in a human PT Program
cheryl.riegger-krugh@uchsc.edu
www.orthopt.org  www.apta.org

Education: certification in canine rehabilitation at the Univer-
sity of Tennessee for veterinarians, physical therapists, vet-
erinary technicians, and physical therapist assistants.
Consideration of a parallel equine course sequence.
Consideration of a distance learning course sequence.
Drafting of distinctive objectives for the 4 groups in edu-

cational training.

Practice: Each state is different and most have “human” in
the practice act — for those states the PT can collaborate
with veterinarians but can not call what they do “physical
therapy.”

In a few states, only a veterinarian or veterinary technician

can treat animals (eg, NY).

Attempts have been made to have a liaison with the

AVMA.
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Animal SIG Meeting at the Symposium

During the 2nd International Symposium, there was a
meeting of the Animal Physical Therapist Special Interest
Group (Animal SIG). Cheryl Riegger-Krugh, PT, ScD
shared this information with Debbie Gross Saunders, PT,
MS, Editor of Wizard of Paw. for publication in the next issue
of Wizard of Paw.

The intended agenda for the meeting emphasized SIG
information sharing and updates regarding physical therapy
practice for animals, including legal issues and opportunities
for volunteering within the SIG. In discussion with veteri-
narians at the symposium, it became clear that some veteri-
narians wanted to attend the Animal SIG meeting.
Attendance by a number of veterinarians as well as many of
the international representatives (both DVM and PT) was
welcome and changed the focus of the meeting.

Discussion among the attending members of the APTA
and AVMA resulted in the following outcomes:

1. acknowledgement that the 2 professions need each other
to provide high quality rehabilitation care for animals;

2. a stated desire by several veterinarians to approach the
AVMA to form a complementary group to the Animal
SIG within the AVMA. This group would be composed
of AVMA members interested in physical therapy prac-
tice for animals;

3. respect by each profession for the role provided by the
other profession in rehabilitation care for animals; and

4. the suggestion by Robert Gordon, DVM that a commis-
sion be formed to study the physical therapy and veteri-
nary practice acts. The commission could consist of 3
veterinarians and 3 physical therapists, including the
presidents of the AVMA and APTA. This commission
would work out mutually acceptable language for the
practice of rehabilitation with animals. Each profession
would then pursue changes to their respective practice
acts, knowing that the Ianguage was already acceptab]e
to the other profession.

CALL FOR SUBMISSIONS FOR A ORTHOPAEDIC
PHYSICAL THERAPY PRACTICE SPECIAL ISSUE

In 2003, one edition of Orthopaedic Physical Therapy Practice
(OP) will feature the Animal Physical Therapist Special
Interest Groups similar to the OP featuring the Performing
Arts SIG in June of this year. Please review the featured sec-
tion of the 14(2) publication and OPY Instructions to
Authors in consideration of a submission. We welcome vari-
ous types of submissions for the 2003 edition as well as
future Animal Physical Therapist SIG newsletters.
Submissions may include a review article of some aspect of
animal rehabilitation, original case studies, and abstracts of
published articles related to rehabilitation for animals. This
process will help bring information and published research
literature to readers and help in the process of assessing the
scope of the practice of rehabilitation for animals. Due date

for submissions is February 20, 2003.

CASE STUDY

Deboral Gross Saunders, MSPT, OCS, Editor of Wizard of Paws
Blitz is a 3-year-old male German Shepherd dog,

employed by the State of Connecticut’s Department of

Correction. His employment responsibilities include securi-

ty and patrol within the correctional facilities in Connecticut.




In July 2001, his handler noticed he was not performing
at 100%. He was training for the Canine Olympics during
this time period. His muscle timing was off and his energy
level was diminished. A veterinarian diagnosed a muscle pull
and the condition was treated conservatively with rest and
Rimadyl. Training continued and he competed in the Canine
Olympics. He performed well, but his handler knew some-
thing was wrong. At the Canine Olympics the year prior,
Blitz took a gold medal and the performance was not close to
the quality or timing of the previous year. Blitz was taken to
an orthopaedic veterinarian and an examination and radi-
ograph revealed degenerative changes at one disc level and
traumatic changes at another disc level. Surgery was per-
formed on 10/02/01 to both disc levels. He was kept in the
hospital for 4 days, and then returned to the home of the han-
dler.

After the surgery, Blitz slowly progressed, and his han-
dler became very concerned about the lack of progress. Blitz
was unable to meet the demands of his job in January and
the handler was possibly looking at retiring the dog at his
young age and training another dog.

An initial physical therapy evaluation was performed on
January 19, 2002 after a referral from the veterinarian.

The following is a summary of his findings:

1) A functional decrease in lumbar and thoracic range of
motion; particularly noted with sit commands, defeca-
tion, and his gait patterns.

Balance and proprioceptive deficits, especially with
turns, fatigue, and postural forces.

A presence of a flexor withdrawal response, and fair-
ly good proprioceptive responses in the hindlimbs. It
also appeared, from a verbal reaction, that deep pain
was present.

Limitations in passive intervertebral mobility of the
caudal thoracic region and lumbosacral region.
Atrophy of the spinal musculature and hindlimb mus-
culature.

2)

3)

4)
5)
6) Functional deficits in running, trotting, jumping, sit-
ting, and walking on slippery surfaces.

7) Endurance deficits—Blitz became fatigued after

approximately 20 minutes of activity.

Blitz's handler was educated on a home program to be
performed daily. The program consisted of tail pulls for
unspecified lumbar traction, rhythmic stabilization exercises,
walking in snow or water, and range of motion exercises.
Treatments also consisted of joint mobilization on the affect-
ed levels to increase the passive intervertebral mobility.

Subsequent visits included theraball exercises for
hindlimb and spinal strengthening and joint mobilization.
Thoracic C-SNAGs were performed (Figure 1) to increase
thoracic extension.

Blitz demonstrated a significant increase in endurance,
had an increased attention span, and increased in strength in
his hindlimbs. He was able to tolerate approximately 15
minutes on the theraball, in addition to running activities.
He was run through a training facility and crawling was
added to his home program. The treatment sessions contin-
ue to be performed 1 time per week, with daily training by
his handler. At the most recent return visit to the
orthopaedic surgeon, the following was reported:
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1) Lumbar range of motion has been restored to normal.
Passive intervertebral motion is slightly limited at the
thoracolumbar junction (2/5, whereas 3 is normal, 5 is
hypermobile, and 0 is hypomobile).

Blitz continues to experience balance and propriocep-
tive deficits, but these deficits are improving. He is
able to take turns on nonslippery surfaces with mini-
mal deficits. He does continue to fatigue quickly and
the deficits become more apparent.

The flexor withdrawal reflex continues to be present
for the entire hindlimbs. The cutaneous trunci reflex
is also now present throughout the lower thoracic
spine. The proprioceptive reflex is slightly dimin-
ished, but this continues to improve.

The strength in his thoracic and lumbar spine and
hindlimbs continues to improve. He is now able to
transition from a down to a sit to a stand without
deficits. He is able to go under low objects for 3 to 5
repetitions without fatigue. In addition, he is able to
trot and run with minimal deficits. The right lower
extremity circumducts through the swing stage of
gait.

Endurance continues to improve. He is able to toler-
ate 30 to 45 minutes of activity. He does demonstrate
gait deviations after his therapy sessions. However,
he continues to demonstrate a drive to continue work-
ing.

After the visit, he was returned to narcotic duties at work,
but not full duty. He is unable to work on slippery surfaces
and does not have the endurance, proprioception, balance, or
strength to return. He will continue with physical therapy
and will progress appropriately with increased endurance
training, swimming, work hardening, and challenged bal-
ance and proprioceptive exercises (aquatic therapy was not
started earlier secondary to a lung infection).

2)

3)

4)

5)

Figure 1. Performing thoracic SNAGs (sustained natural
apophyseal glides) to increase thoracic extension. The therapist
is applying a sustained glide to the lower thoracic region at a 75°
angle while the handler guides the dog through thoracic exten-
sion. This is repeated 3 times on various levels.
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