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Lumbar Spine Case Study:
Patient with Acute Facet Entrapment

by Michaela Hull, PT

Inspection

When first meeting Karen, she could barely get out of the chair and was bent over to the left.
She was unable to straighten and walked with a limp on the right and very slowly. She was
noted to be in marked pain.

History
The patient is a 32 year old female who was doing laundry at home on 7-13-98 and when she

tried to straighten up, she was stopped by severe pain in the low back. Her chief complaint is
right sided low back pain and right groin and lateral thigh aching. She is unable to stand up
straight. Her pain is aggravated by walking or standing. It is relieved by supine lying. She is
able to sleep but her pain gets worse as the day goes on. She has two young children which
she is unable to pick up and she is severely limited with all her household activities. She is a
homemaker as her main activity. She has no other medical history or previous back problems.
She saw the MD on 7-16, who diagnosed her with a severe lumbar strain. She was sent to
physical therapy and prescribed muscle relaxants and anti-inflammatories, which she had
not begun yet.

Posture

In standing, she is shifted to the left with severe lumbar left side bending and rotation to the

right and flexed forward. She has no compensation in the thoracic spine so she is significantly
(Continued on Page Eleven)
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The Swedish SBU Report
on Back and Neck Pain

An Evidence Based Review
A Reprint
Conclusion

In the previous issue, we published part one of the report from The Swedish Council on
Technology Assessment in Health Care. Originally published in Sweden in 2000, it has re-
cently been translated in English. The original report contains 21 chapters, 2000 references
and covers 800 pages. What follows is the second and concluding part of the SBU report on
neck and back pain.

Evidence for Treatment of Neck Pain [From SBU’s Summary and Conclusions]

Acute Chronic

SUTgery:

herniated disc Moderate evidence against No evidence

fusion, other No evidence No evidence
Acupuncture No evidence against Strong evidence
Traction Limited evidence against Moderate evidence against
Neck support Limited evidence against Limited evidence against
Steroid injections No evidence Limited evidence
Infrared light Limited evidence No evidence
Electromagnetic therapy Limited evidence No evidence
TENS Limited evidence No evidence
Cold spray & stretching  Limited evidence No evidence
Patient education Limited evidence No evidence
Manual therapy- alone Limited evidence No evidence
Drugs, muscle relaxants  Limited evidence Limited evidence
Laser therapy Limited evidence Limited evidence

Manual therapy program Moderate evidence for
Physical exercise Moderate evidence for Moderate evidence
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Shop the OGI’s
Online Bookstore E

http://www.olagrimsby.com

The Ola Grimsby I nstitute has teamed up with the largest internet bookstore—

Amazon.com,

Shop at discount prices for:
* Physical Therapy and Manual
Therapy textbooks from our

extensive library.

e Search for ANY author or title!
e Used Out-of-Print books!

EGETH 5 MOGEST B Tale

Appendix 1

Treatment Methods
- An overview of the Results

Level A Strong evidence -
findings concur in several,
randomized controlled trials
of high quality.

Level B Moderate evidence -
findings concur in one
randomized controlled trail of
high quality and one of more
randomized controlled trials
of low quality, or findings
concur in several studies of
low quality.

Level C Limited evidence -
based on one randomized
controlled trial (of high quality
or low quality) or

contradictory findings in
several studies.

Level D No evidence -no
randomized controlled trials
or other types of studies of
satisfactory scientific quality.

Conservative Treatment
Methods for Low Back Pain

Medication

Strong scientific
evidence shows that muscle
relaxants, (e.q.,
benzodiazepines) and anti-
inflammatory drugs
(NSAIDs) relieve pain in
patients with acute and
subacute low back problems
I.e., problems which have
existed up to three weeks or
up to 12 weeks (A). However,

anti-inflammatory drugs can
have serious side effects,
particularly in elderly people,
and muscle relaxants can
cause tiredness and
dependency, even after short-
term use. Furthermore, there
is moderate scientific
evidence that paracetamol is
effective in relieving acute low
back pain (B).

Limited scientific
evidence suggests that these
drugs are effective in treating
chronic low back pain (C). For
example, only one study was
found that compared the
effects of muscle relaxants
with the effects of placebo (i.e.,
no active treatment), but no
such  studies address
analgesics and NSAIDs in
people with chronic low back
problems.
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There are no studies on
the effects of anti-depressants
in treating acute low back
problems (D). However,
moderate evidence suggests
that these drugs do not have
any effect on pain and mobility
in patients with chronic low
back disorders (B).

Studies show that only
limited evidence supports the
treatment effects of colchicine
(medication for gout) and
cortisone in tablet form
(system steroids) on acute low
back pain (C). Serious side
effects have been reported for
colchicine, but for system
steroids such side effects
accompany only long-term
use.

Injections

Several different types
of injections are used at times
to treat both acute and chronic
back problems. The injections
reviewed were epidural
steroid injections, i.e.,
injections in the spinal cord
canal, injections in trigger
points and ligaments, and
injections in facet joints.

Limited evidence
suggests that epidural steroid
injections are more effective
than placebo for acute and
chronic low back problems
involving nerve root pain (C).
There are no studies
addressing the effects of these
injections on acute low back
problems without nerve root
pain (D). However, moderate
evidence suggests that these
injections do not have any
effects on chronic low back

pain without root symptoms
(B).

There is no evidence on
the effects of injections in
trigger points, ligaments, or
facet joints (D).

Back School

There is limited
evidence on the effects of back
school on chronic and acute
low back problems (C).

Transcutaneous Electrical
Nerve Stimulation

There is limited
evidence on the effects of
TENS on acute and chronic
low back problems (C).

Traction

Limited evidence
suggests that traction is
effective in treating acute low
back problems (C). However,
strong evidence shows that it
IS not effective in treating
chronic low back problems
(A).

Acupuncture

There is no evidence on
the effects of acupuncture in
treating acute low back pain
(D). However, limited
evidence suggests that
acupuncture is effective in
treating chronic low back pain

©).

Physical Treatment Methods

There is no evidence on
the effects of cold, heat, short-
wave diathermy, massage, or
ultrasound in treating acute
low back problems (D).

Low Back Corsets and Other
Supportive Devices

There is no evidence on
the effects of different types of
supportive devices in treating
acute low back problems (D),
and limited evidence
regarding their effects on
chronic low back problems

(©).

Back Exercises/Back Training

Strong evidence shows
that back training is effective
treatment for chronic low back
pain (A). There is also strong
evidence that most types of
specific back exercises, e.g.,
bending, traction, aerobic
training, strength training,
and stretching are not more
effective than other
interventions in treating acute
low back pain (A).

Manual Therapy
(Manipulation and
Mobilization)

Strong evidence shows
that manipulation provides
short-term pain relief for
chronic low back problems (A)
and moderate evidence that it
has corresponding effects on
acute low back pain (B). There
is also moderate evidence that
manipulation provides better
short-term relief from chronic
low back pain compared to
routine care from a general
practitioner, bed rest,
analgesics, or massage (B).
Limited evidence suggests
that manipulation is more
effective than physiotherapy
or drugs in relieving acute low
back pain (C). The long-term
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effects of manipulation are
supported only by limited
evidence (C). There is a small,
but serious, risk for
neurological complications
from manipulation therapy in
patients with progressive
neurological deficit.

Behavioral Therapy

There is limited
evidence that behavioral
therapy is effective in treating
acute low back pain (C), but
moderate evidence
concerning its effects on
chronic low back pain (B).

Multidisciplinary Treatment
Strong evidence shows
that multidisciplinary
treatment is effective in pain
relief and  functional
improvement for patients
with long-term and severe
chronic low back pain (A).

Biofeedback

Moderate evidence
suggests that EMG-based
biofeedback is not effective in
treating chronic low back
problems (B).

Health Resorts

Strong evidence shows
that intensive treatment at a
health resort reduces short-
term pain in elderly patients
with chronic low back
problems (A).

Bed-Rest

Strong evidence shows
that bed-rest is not an effective
way to treat acute low back
pain (A). The previous

perception that 1 to 2 days of
bed-rest is effective in treating
uncomplicated, acute low
back pain has been rejected in
scientific studies. Extended
bed-rest may cause
complications such as joint
stiffness, muscle atrophy,
osteoporosis, pressure sores,
and thromboembolism.

Continued Activity

Strong scientific
evidence shows that a gradual
reactivation of patients
suffering from subacute low
back pain, in combination
with treatment of pain
behavior, helps reduce chronic
functional problems and sick
leave from work (A).

Conservative Treatment
Methods
for Neck Pain

Laser Treatment

There is limited
evidence on the effects of laser
treatment for acute and
chronic neck pain (C).

Infrared Light

There is only limited
evidence that infrared light
has any effect at all on acute
neck pain (C).

Electromagnetic Therapy
There is only limited
evidence supporting the
effectiveness of
electromagnetic therapy in
treating acute neck pain (C).
Transcutaneous Electrical
Nerve Stimulation (TENS)
There is only limited

evidence on the effects of
TENS in treating acute neck
pain (C).

Steroid Injections

Limited evidence
suggests that steroid injections
are not effective in treating
neck pain (C).

Acupuncture

There is no
evidence on the effects of
acupuncture in treating acute
neck pain (D). However,
strong evidence shows that
acupuncture is not effective
treatment for chronic neck
pain (A)

Traction

Limited evidence
suggests that traction is not
effective in treating acute neck
pain (C) and moderate
evidence suggests that it is not
effective in chronic neck pain

(B).

Cooling Spray and Stretching

Only one controlled
study on patients with acute
neck pain addressed the
effects of cooling spray
combined with passive
stretching- a common
treatment method in sports
medicine. The study is of low
scientific quality and showed
no differences in outcome
between active treatment and
placebo (C).
Neck Support

Limited evidence
suggests that a neck collar is
not effective in treating acute
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or chronic neck pain (C).

Manual Therapy

There is only limited
evidence on the effects of
separate manual therapy for
acute neck pain (C), but
moderate evidence on its
effects when manual therapy
is applied as one of several
methods in a treatment
program for acute neck
problems (B). Regarding
chronic neck pain, strong
evidence  shows  that
manipulation is not more
effective than physiotherapy
methods (A), and moderate
evidence suggests that
manipulation is not effective
treatment for chronic neck
pain (B).

Other Types of Physio-
therapy (Massage, Body
Movements, and Instruction)
Strong evidence shows
that these physiotherapy
methods are not more
effective in treating chronic
neck pain than are alternative
forms of treatment, e.g., group
exercises, manual therapy,
and routine care from a
general practitioner (A).

Patient Education

Limited evidence
suggests that various types of
instruction help reduce acute
neck pain (C).

Behavioral Therapy
Limited evidence
suggests that behavioral
therapy is effective in treating
chronic neck pain (C).

Medication

There is limited
evidence on the effects of pain-
relieving drugs in treating
acute neck pain (C), and
limited evidence that muscle
relaxants are effective in
treating chronic neck pain (C).

Physical Training
Moderate evidence
suggests that active training
is more effective than passive
methods, e.g., massage, heat
therapy, and stretching, in
treating acute neck pain (B).

Surgical Methods

Strong, indirect
evidence shows that surgical
resection of herniated discs in
patients with several weeks
of pronounced, lumbar root
pain is effective (more
effective than
chemonucleolysis which in
turn is more effective than
placebo; A) However,
moderate evidence suggests
that corresponding surgery is
not effective in treating neck
problems (B). There is no
evidence concerning the
effects of fusion surgery in
treating chronic pain in the
low back or neck (D).

Psychological Treatment
Methods

Strong evidence shows
that cognitive behavioral
therapy (DBT) reduces
problems in patients with

chronic back pain (A). The
effects mainly involve
psychological and

physiological functions, pain,

and medication use. Limited
evidence suggests that CBT
influences the patient’s return
to work (C). There is no
evidence on the effects of CBT
in treating acute back or neck
problems (D).

Reports Published by SBU

Evaluating Medical
Technology and the Efficacy
of Health Care (1989)
Preoperative Routines (1989)
Bone Anchored Implants in
the Head and Neck Region
(1989)

Medical Technologies in Need
of Assessment (1989)

The Problem of Back Pain-
Conference Report (1990)
Gastroscopy-In the Diagnosis
of Dyspepsia (1990)

Vascular  Surgery for
Artreriosclerosis in the Legs
(1990)

Lithotripsy of Kidney Stones
and Gallstones (1990)

Back Pain: Causes, Diagnosis,
and Treatment (1991)

Bone Marrow Transplantation
(1991)

Surgery for Epilepsy (1991)

Prioritization and Rationing
in Health Care-Trends in the

USA (1992)
Critical Medical Analysis
(1992)

PTCA-Percutaneous
Transluminal Coronary
Angioplasty (1992)

Magnetic Resonance Imaging,
MRI (1992)

Stroke (1992)
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Rauschning Pathology Series-Lumbar Spine

Degenerated lumbar spine of a 70 year-old man with a history of long-standing low back pain.
Anteriorly at L4 a segmental artery comes into view, at L5 the left iliac artery and vein (black)
lie close to the spine. The L4-L5 disc is severely degenerated and shows loose fragments,
complete destruction of the cartilaginous endplates, vacuoles and calcification and anteriorly
projecting osteophytes (spondylosis ridges). The posterior annulus occupies the lower half of
the foramen, the upper (subpedicular) foramen portion is encroached on by redundant
ligamentum flavum. The L4-L5 facet joint is subluxed due to loss of disc height and a
meniscoid synovial fold is caught in the upper joint space (arrow). At L5-S1 the cartilaginous
endplates have partially fused, the outermost annulus projects posteriorly and lies underneath
the L5 root.

With Permission from Wolfgang Rauschning, MD, PhD
Research professor in Clinical Anatomy
Department of Orthopedic Surgery
Academic University Hospital

S-75185 Uppsala, Sweden
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Gi nsby Video Library

The Manual Therapy Lesion

Evaluation: 45 minutes
Time: 45 minutes
Cost: $60.00
Language: English
Format: VHS

Joint dysfunction is dramatically illustrated through cinema-radiography, an x-ray moving
picture of the actual patient's spine. Mr. Grimsby also demonstrates methods of examination
and functional analysis on a model. Spinal articulations and manipulations are performed as
well as many useful "how to" tips including spinal "locking" techniques which are use to
localized the treatment to the correct segment. These passive "hands-on" techniques are
then followed by a brief demonstration of how to use exercise to stabilize segmental mobility.

Manual Therapy of the Manual Therapy of the Manual Therapy of the

CERVICAL THORACIC & SACRO-ILIAC
SPINE LUMBAR SPINE | JOINTS

Evaluation: 60 minutes Evaluation: 60 minutes Evaluation: 45 minutes
Cost: $75.00 Cost: $75.00 Cost: $60.00

The evaluation begins with the initial observation, structural inspection, active
movements, passive movements, and resisted movements. Mr. Grimsby's use of cinema-
radiography (moving x-ray pictures) of actual patient dysfunctions to illustrate the
arthrokinematic foundation of the evaluation is extremely enlightening. Palpation,
neurological evaluation, and the specific segmental mobility tests are on live models with the
use of skeletal models to make the techniques even more understandable and specific.

The A a Ginsby Video Library: NeW PriCing

Cinemaradiography of the Extremities (20 minutes) - $45.00

Manual Therapy of the Cervical Spine: Evaluation (60 minutes) 1 C.E.U. - $75.00

Manual Therapy of the Lumbar and the Thoracic Spine: Evaluation (60 minutes) 1 C.E.U. - $75.00
Manual Therapy of the Sacro-iliac Joints: Evaluation (45 minutes) 1 C.E.U. - $60.00

The Manual Therapy Lesion: Histology, Radiology, Evaluation, Treatment (45 minutes) .3 C.E.U. - $60.00

Please send: Ola Grimsby's Videa

Enclosed is a check for $ payable to the Ola Grimsby Institute

Send to: Name

Address

City State Zip Telephone ( )
Send order form and payment to: Ola Grimsby Institute, 4420 Hotel Circle Ct., Suite 210, SanDiego, CA 92108
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Psychiatry-The Need for
Assessment (1992)

Genetic Diagnosis by PCR
(1993)

Diabetic Retinopathy-
Importance of Early Detection

(1993)
Literature Searching and
E v i d e n c e

Interpretation...(1993)

CABG and PTCA A Literature
Review...(1994)

Traffic Accidents (1994)
Moderately Elevated Blood
Pressure (1994)

Nursing Care-The Need for
Assessment (1994)

The Economy in Sweden and
the Healthcare Sector (1995)
Benefits and Costs of New
Medical Methods in Sweden
1960-1992 (1995)
Hysterectomy Ratings of
Appropriateness (1995)
Mass Screening for Prostate
Cancer (1995)

Bone Density Measurement
(1995)

Radiotherapy for Cancer,
Volumes 1 and 2 (1996)
Critical Issues in
Radiotherapy (1996)
Estrogen Treatment (1996)
Longer Life and Better Health-
A Report on Prevention (1997)
Treatment with Neuroleptics,
Volumes 1 and 2 (1997)
Community Intervention
Programs to  Prevent
Cardiovascular Disease (1997)
Preventing Diseases with
Antioxidants, Volumes 1 and
2 (1997)

The Economy in Sweden and
the Healthcare Sector 11 (1997)

Surgical Treatment of
Rheumatic Diseases, Volumes
1 and 2 (1998)

Smoking Cessation Methods
(1998)

Chest Pain: Surgery, Balloon
Dilation, Drugs (1998)
Routine Ultrasound
Examination During
Pregnancy (1998)

Evidence Based Nursing-
Radiotherapy in Patients with
Cancer (1998)

Prognostic Methods in Acute
Coronary Artery Disease
(1999)

The Patient Doctor
Relationship and the Art of
Medicine-An Evidence-Based
Review (1999)

Advanced Home Health Care
and Home Rehabilitation -
Reviewing the Scientific
Evidence on Costs and Effects
(1999)
Evidence-Based
Physiotherapy for Patients
with Neck Pain (1999)
Evidence-Based
Physiotherapy for Patients
with Low-Back Pain (1999)
Evidence-Based Nursing in
Treatment of People with
Depression (1999)

Evidence-Based Treatment of
Urinary Incontinence (2000)

Evidence-Based Nursing-
Treatment of People with
Schizophrenia (2000)

In Vitro Fertilization (IVF)
(2000)

Back Pain, Neck Pain (2000)
SBU Evaluates Healthcare
Technologies

SBU was established in
1987 as an independent
agency financed by the
government. About thirty
people are employed at the
SBU secretariat in Stockholm.
An additional 400 researchers
and experts are engaged
throughout Sweden in
various SBU projects. SBU
also has a wide international
network of experts.

Critical Evaluation

SBU’s task is to
critically review the scientific
basis of methods used in
health care and evaluate their
costs, risks, and benefits. The
main objective if to identify
effective and ineffective health
practices.

The SBU reports are
based on critical reviews of
the scientific literature. A
project generally takes several
years to complete. SBU also
publishes a quarterly
newsletter, Science & Practice.
The newsletter has a
circulation of 100,000 copies
per issue, and at least one
issue per year is published in
English.

To learn more about SBU and
its reports, please call+46-8-
412 32 00 or visit SBU
homepage at WWW.sbu.se.
You may also fax at +46-8-411
32 60 or e-mail your request to
info@sbu.se.
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NUTRITION IN ORTHOPEDICS

NUTRITIONAL SUPPORT FOR BONE, MUSCLES, AND JOINTS

Scientifically proven results for better patient outcome

BMJ contains: Microcrystalline hydroxyapatite = BMJ contains: Glucosamine sulfate, the nutri-
scientifically proven to increase tional substance proven, with
bone density and decrease pain the most recent scientific evi-
in osteoporosis. dence, to decrease pain and

stiffness from osteoarthritis.

BMJ contains: Vitamin D which helps in the BMJ contains: Vitamin B6 which helps support
uptake of calcium. nervous tissue and has shown by
research to help prevent kidney
stones.

- : "i-
FOR M

I§ o
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BMJ contains: Calcium, magnesium, zinc, copper and manganese in a patented amino acid chelate
(glycinate), shown by studies to be better absorbed than other forms of minerals. Magnesium is
important for bone and neuromuscular function and is also involved in energy metabolism. Zinc,
copper, and manganese are important for collagen formation.

BioPro is committed to help you implement nutrition in patient care. For
educational brochure, copies of research articles, and ordering of products,
Please call 800-883-1252.

(ContiHUYPELRBLGR5 duestions related to nutrition, we will do our best to answer them for you
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bent over. She also has
decreased weight bearing on
the right leg.

Active Range of Motion

Flexion—Ilimited and
describes a pulling sensation
in the low back

Extension—Ilimited
and severely painful

Right Side bending—
unable to get to neutral and
severely painful

Left Side bending—
limited with right leg pain

Right rotation—
limited but pain free

Left rotation—Ilimited
with severe pain

Passive Range of Motion

All were limited but
again pain was reproduced
with extension, right side
bending and left rotation.
Combined motions were not
performed due to extreme
pain with just cardinal plane
movement. No leg pain with
passive right rotation was
provoked.

Resisted Tests
Unable to test due to
pain level.

Palpation
Warm and moist over
the right Ilumbar area.

Increased muscle tone of the
right greater than left erector
spinae, multifidi, quadratus
lumborum, right gluteals,
tensor fascia lata and
piriformis. Tender over and
interspinous spaces of L4-5
interspinous spaces of L4-5

L5-S1.

Neurology
Dermatomes and

cutaneous sensation testing
was negative. Reflexes
(patellar, achilles) were equal
bilaterally and normal. Unable
to test myotomes due to pain
with resistance.

Special Tests
Straight leg raise,

Braggard, Fabere, sacroiliac
anterior and posterior
ligament stress tests were all
negative. Valsalva, Petren’s,
were negative. Kemp’s sign
was positive on the right
without much ROM in
extension and left rotation for
extreme back pain but not
nerve depolarization.

Segmental Mobility Testing
Flexion was normal.
Extension revealed a

grade 1 at L4-5 (and painful),

grade 2 at L3-4 and L5-S1.
Right side bending
revealed grade 2 at L4-5 and

L3-4 with pain.

Left side bending was
normal.

Right rotation revealed
agrade 2 and L4-5.

Left rotation revealed
grade 1 at L4-5 and grade 2 at

L3-4.

Shear testing was
negative.

Impression
Even though my

examination was not full due
to the patient’s pain level and
tolerance to activities being

limited, | feel confident the
primary tissue in lesion is
arthrogenic. | was not able to
rule out muscle/tendon with
resistive motions but given her
pain being the same both
actively and passively, this
leads to more of an
arthrogenic lesion. Due to the
mechanism of injury and the
lack of ability to close pack
the right facet, she probably
has a joint entrapment. She
has significant muscle
tenderness/pain but this is
probably due to the tonic
reflexive guarding from the
entrapment rather than the
primary cause of pain. It also
did not appear to be
discogenic due to lack of
neural signs and negative
increased intrathecal pressure
tests. Treatment should
involve soft tissue
mobilization of the above
noted muscles that are in
guarding followed by joint
mobilization at L3-4 and L4-5
that would open the right
facets at this level. Also
exercises for vascularity of
the muscles in guarding and
rotation exercises for
compression/decompression
of the facet cartilage with
combined flexion/extension
for gliding should be given
once the entrapment is
relieved.

Initial Treatment

Soft tissue mobilization
utilizing cross fiber work
both with and without joint
motion for the right side

multifidi, the quadratus
(Continued on Page Twelve)



Evaluation and Treatment of Craniomandibular and
Craniovertebral Disorders

New Coursel

By Professor Mariano Rocabado

A lecture and lab course with immediate clinical applications for Physical Therapists and Dentists
treating patients with craniofacial pain and dysfunction.

Centric relation

patient care

Advanced occipital/axis/atlas/c/v alignment

Facial symmetry and asymmetry
Functional and dysfunctional biomechanics of the craniovertebral joints

Myoaponeurotic syndromes relative to craniofacial and craniovertebral pain

Normalization approach to biomechanical dysfunction of craniovertebral joints

Normalization of Myoaponeurotic syndromes by MCS (Musculoskeletal Interfibrilar counterirritative stim.)
Current principles of reduction of disc/temporal luxations with case studies and dynamic MRI and

Tuition: $695 before 1/1/2002; $750 after 1/1/2002
$230 for one day, especially applicable for dentists

Feb. 14-16, 2002 from 8AM to 3:30PM.

(Continental breakfast, breaks and lunches included).
Call Table Mountain Inn, Golden, Colorado at 1.800.762.9898
Register with check or credit card made payable to:

Barbara Crawford
300 Nickel
Broomfield, Colorado 80020
303.460.9129

(Continued from Page Eleven)
lumborum, and erector spinae
was done. This was followed
by right rotation and left side
bending mobilizations at
L4-5and L3-4 in left side lying.
To be specific to these levels |
rotated down to L3 and
extended L5-S1 to lock from
below. She had no pain with
these mobilizations. | did just
a trial treatment of three
repetitions of each. | then gave
her a self mobilizing exercise
of lying over a pillow on her
left side with her knees bent
up and rotating to the right.
This would open the right
facet joints. | then ended the
treatment with interferential
stimulation to the right side

musculature to try to facilitate
some relaxation of the muscles
and to decrease pain. Upon
leaving, the patient was able
to stand almost erect and
reported her pain to be 50%
better.

Follow-up Treatment

I was supposed to have
seen the patient two days
later; however, she called to
tell me that she was 99%
better and able to fully bend
and rotate and stand up
straight. She reported the day
after the initial treatment she
was walking when she felt a
sudden burning sensation in
her right lumbar spine after
twisting and then a relief of

symptoms. Because of this
sudden relief of pain, | feel
my impression of a joint
entrapment was correct and
that she probably had the
entrapment fully released
when she twisted giving her
the burning sensation
followed by relief and full
range of motion. If she were
to have returned to therapy, |
would have made sure she
had full return of segmental
mobility and had given her
more exercises for gliding and
compression/decompression
of the facet cartilage to assure
full synovial movement over
the surface and rehydration
of the cartilage.
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OGI Graduates Sound Off to APTA Commission on Accreditation

Regarding entry level DPT

Michael Emery, PT, EdAD
Commission on Accreditation in
Physical Therapy Education
APTA

1111 North Fairfax Street

Alexandria, Virginia 22314

Dear Chairman Emery,

I am writing in whole-
hearted, 100% support of Norm
Madsen’s position regarding
doctoral education. | have been a
therapist for 23 years and have
taught with the Ola Grimsby
Institute in its Master and
Doctoral program for the past 12
years. | am also a clinical
education supervisor and mentor
for therapists within my region.

In  my opinion and
experience, there is absolutely
no way graduates of current
clinical doctorate programs are
clinicians able to diagnose and
treat musculoskeletal problems
at a level worthy of a clinical
doctorate. There is a significant
lack of clinical reasoning skills,
primarily based on a lack of
qualified supervisory
experience. Intensive residency
programs are required in other
fields yet ours is extremely
inadequate. It is a whole other
question as to whether these
graduates are actually able to
consistently and competently
assess problems with clear
reasoning based on anatomy,
neurophysiology, histology,
arthrokinematics, and exercise
physiology.

As far as a DPT being a
point of entry, I for one would
not trust a DPT to be able to
screen for medical

contraindications much less
produce an appropriate
differential diagnosis.

David Sheer, MOMT, PT

Dear Chairman Emery,

I am a student in the Ola
Grimsby Institute DPT residency
program. | have completed all
my course work and am
currently  finishing my
dissertation. While the past two
and half years of part-time
residency have been challenging,
I am very grateful for the
rigorous and excellent education
that | have received. | finally feel
like I am becoming a competent
physical therapist who can
evaluate and treat orthopedic
pathologies.

Recently | heard that the
APTA may begin granting
approval for entry level DPT
programs that do not require a
residency component. | believe
that our profession would be
making a great mistake if this
practice is adopted. We need to
be training and mentoring
competent therapists who will
be able to live up the title of
“Doctor.” Adding a few more
weeks to existing PT programs
without including a rigorous
residency requirement will not
produce the caliber of therapists
that will bring respect and
credibility to our profession.

I hope the APTA will re-
quire all doctorate programs to
have a residency component.

Julie Danielson, PT

Manual Therapist
Wanted!

New Heights Integrative
Therapy, Inc. is a holistic,
outpatient, orthopedic
physical therapy clinic in
Portland, Oregon and is
seeking an OGlI residency
trained physical therapist
for a position within our
dynamic company. Five
years of clinical experience
is preferred, along with
someone with marketing
and management skills for
our potential expansion.

We are offering a competi-
tive salary and incentive
programs are available.
New Heights is an aestheti-
cally pleasing, open clinical
environment complete
with all the necessary
exercise apparatus to per-
form the latest in STEP-
based treatment applica-
tions. We also have a very
diverse referral base and
patient census.

Please FAX resume to
503.236.3239.
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Next ISsue: Call to Authors!

e Clinical Case Studies The editors of Scientific Physical

= Rauschning Anatomy Slide Series Therapy request you to submit

« And More! articles, case studies or clinical pearls

(with pictures!) related to the practice

of manual therapy for future issues.

You can submit online to:
scientificpt@earthlink.net

or mail to the above address.

\_ J \_ Thank you! /
P




OLA GRIMSBY INS

2001 COURSE SERIES

Also offering the Doctor of Physical Therapy Degree.

For information on our part-time residency program, please call the Instif

For MorelnformationCall:
TheOlaGrimsby Ingtitute

(619) 298-4116 + (800) 646-6128

www.olagrimsby.com

MT-1 Clinica and Scientific Rationalefor Modern
Manual Therapy

Available on CD Rom or in Print

This course is a prerequisite for MT-2, MT-3 and MT-4.
MT-2ModernManual Therapy of theL ower Quarter
Seattle, WA ........ Jun 8-10

Participants must complete MT-1, MT-5 or MT-6 before entering this course.
MT-3Modern Manual Therapy of theUpper Quarter
Chicago, IL ........ May 4-6

Participants must complete MT-1, MT-5 or MT-6 before entering this course.

MT-4AS.T.E.PExtremities
(Sdentific, Thergpeutic Exerdse Progressons)

IndianapoalisIN (5Day) . ..., April 25-29
Atlanta, GA . .. ... June 8-10
Norfolk, NI (5Day) ..., June 13-17
Raleigh, NC ... ... ..o July 13-15
SanDiego, CA ..o July 20-22
Participants must complete MT-1, PTA-1, MT-5 or MT-6
MT-4BS.T.E.P-Spine

(Sdentific, Thergpeutic Exerdse Progressions)

Memphis, TN ... April 6-8

MT-5ModernManua Therapy of theExtremities

Seattle, WA ... e April 11-15
Atlanta, GA . ... o May 9-11
LosAngeles, CA . ... September 12-16
Chicago, IL ... October 3-7
Raleigh, NC............... ... ... October 10-14
Thiscourseisa prerequisite for MT-2, MT-3 and MT-4.

MT-6Modern Manua Therapy of the Spine

Grand Rapids, Ml ......... ... June 6-10

ITUTE

Miami, FL ... June 6-10
Pittsburg, PA . ... July 18-22
San Francisco, CA ... ... September12-16
Chicago, IL .....coviiii i September 20-24
Nashiville, TN . ...t November 7-11
St.Louiss Ml ... November 7-11

MT-9 Clinica Problem Solving
Call the Ola Grimsby office for details

MT-10Nutrition and ItsRalein Orthopedics& Sparts

Chicago, IL ... April 7
Miami, FL ... e June 9
MT-11TheShoulder inOrthopedicsand Sports

Chicago, IL ... June 23-24

MT-12KneeRehabilitationin Orthopedics& Sports
Chicago, IL ....October 13-14

MT-13Soft Tissue Course

New Orleans, LA ........ ..ot April 28-29
Pittsburg, PA ... .. June 9-10
Palm Springs,CA ........................ September 22-23

PTA-1BasicSciencesinManual Therapy for P

LosAngeles, CA . ...ooiii i June 3-4
Thiscourseisa prerequisite for PTA-2

PTA-2Clinicd Manua Therapy for P

Seattle, WA ...... August 5-6 Portland, OR .. .. October 7-8

San Francisco, CASeptember 16-171as Vegas, NV . October 14-15
Chicago, IL .. September 23-24 Dallas, TX ..... November 4-5
Kansas City, MO .. October 7-8 LosAngeles, CA November 4-5
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