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PT3
Dr. George’s email address:  jgeorge55@hotmail.com
Midterm reading assign:

Ch 1-3 Liebenson, Ch 5,6 McGill

How do you know when your  patient is better?


-decreased pain


-decr activity limitations


-decr mechanical sensitivities


-improved performance


-achievement of mutual goals

-people that hate their job don’t get better as fast, and don’t respond as well to chiropractic
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The Back Pain Revolution


-80% will experience LBP


-10% which become chronic make up 75% of the costs


-prescribing disability with rest and meds rarely fixes the problem and leads to chronic LBP instead



-Waddell, G.  Spine, 1987

Flynn – Spine 2002; 27:  2835-2843


-if patient has 4 out of 5 of following variables improved likelihood of success with manipulation from 45 to 95%:



-symptoms less than 16 days



-FABQ work subscale score less than 19 (job satisfaction)



-one hip with > 35 deg of IR



-hypomobility of lumbar spine



-no symptoms distal to knee

Does the pathology model work for back pain?


-Haldeman, Scott (1990) Spine 15: 718-724


(pathology model:  the greater the symptoms, the more the pathology)


-this model does NOT fit with LBP patients


-regardless of what you do, the patient’s symptoms will likely be better in 2-3 weeks

Hip Extension Screen


-looking for how much proximal stability in hip



-do they transfer force up into spine or opposite shoulder?


-don’t bother stretching hamstrings, but rather focus on strength of gluts and hips

Typical person sits most of the day:

-tight in hip flexors (iliopsoas) & reciprocal inhibition in glut max

-Psoas PIR

-Cat Camel Exercise


-99% of the patients can do regardless of how acute they are or how much pain they’re in


-weight is dispersed in arms and legs rather than in the spine

Mechanical LBP (non-disc)


-80-90% of patients (use wrong muscles to load joints)


-pain worse as the day passes

-dull achy pain


-difficult sit to stand (typically, they flex l/s forward first to gain momentum for standing)


-no pain below the knee


-no central provocation


-SLR, WLR negative


(the classic disc patient is actually worse in the morning)

Pain presentations


-high back pain, low back pain, sacroiliac pain

Mechanical LBP


Indications:



-symptoms not distal to knee



-fail the hip ext test



-anterior pelvic tilt in standing posture or with gait



-pain with sit to stand movements


Goals to address:



-glut max weakness



-hypertonic:  hip flexors, t/l erectors, hamstrings (secondary)




(typically let hamstrings go along for the ride, and avoid stretching them)

Clinical info from hip extension screen


-weak g max, overactive psoas, t/l erectors, hamstrings


-loading into T/L junction


-activation into shoulder complex (worst case scenario)



-this type of patient will run for two miles and then have neck pain

Lower Crossed syndrome


-tight T/L spine and hip flexors


-weak gluts and weak abdominals

Training track for a weak Gluteus Max


-brace, bridges (floor/ball), quadruped single leg raise, rocker board, 

-wobble board & balance shoes, kneeling on 2 legs, squats, lunges, reverse hyper exercise

Check for hip flexion with Thomas test


-want relaxed thigh to be parallel to table, and want knee 90 deg to thigh

Self PIR Psoas


-classic hurdler stretch

Other Soft tissue Techniques


-ART, PNF

Level One Exercise


Cat Camel



-used for mobility

G Max Bridge


-activation of G Max (ideally, want gluts to be tighter than erectors and hamstrings)


-bracing of abdominals


-monitor hamstrings and erector spinae

Ball squat


-Swiss ball against wall and l/s into ball

Split Squat Lunge

Dead Lifts


-only if patient can keep good extension L/S


-avoid dead lifts if patient is flexing their back
Side Bridge Endurance Test


-on side and holding body up with one elbow (hips off the ground)


-83-86 seconds is the normal time that a patient could hold this


-if patient can’t hold it for 10 seconds, then they fail this test


-palpate upper traps and check for tension in neck


-side bridge on knees first, then side bridge on ankles/feet

Continuum of Care


-Key advice:  in/out of chair, limit prolonged sitting and standing



-shifting positions in chair can help


-Key manipulation:  T/L junction (a lot of load in T/L junction if failed hip extension)


-Key facilitation exercises:  cat/camel, g max bridge, squats, lunges


-Key Relaxation or Stretching:  iliopsoas, rectus femoris, hamstrings
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Strong Study for Manual Therapy

(annals of Internal Medicine, 2002, Koes)


-large RCT – patients with chronic neck pain


-manual therapy showed best outcomes

Hides, Richardson, Sullivan, Hodges (Australian Physiotherapists)


-transverse abdominis (weak transverse connected with LBP)

-abdominal bracing more effective than isolation of transverse abdominis

-Posture should be the first line of questioning/evaluation

Spinal Load Profiles (don’t need to know)


-NIOSH limit for repetitive tasks:  3300N


-work demand limit:  6400N


-7000N begins to cause damage in very weak spines


-competitive weight lifters manage loads in excess of 20,000N 




-combination of strength and motor control (it is not a strength issue by itself)

The spinal column devoid of musculature structure buckles at 90 Newtons (about 20 pounds) at L5


-muscles stabilize joints by stiffening in a manner similar to the rigging on a ship

What exercises are safe?


-all exercises we learn in this class


-Birddog (2000-3000N):  activates posterior muscles including extensors of T/S


-sit-ups bent knee (3300N)


-sit-ups straight knee (3500N)


-Roman Chair exercise (>4000N)

Disc-related problems


-almost always worse in the morning


-pain past the knee


-worse with prolonged sitting (compressing the disc)


-pain worse with turning


-central provocation

Imaging for Disc Herniations?

-typical poor posture:  tight hamstrings, L/S musculature, post neck musculature

Compression tests:  if think end plate fracture:  


-have patient stand on toes and then drop down with body weight


-seated compression test:  L/S flexion

Hip Hinging


-bend with hip and not with back

Most patients sit all day


-try to stand up every 20 minutes


-if they can’t get up, then at bare minimum they should be switching positions regularly

Continuum of Care:

Key advice:  Limit prolonged sitting, flexed postures, excessive stretching, hip hinge, sit to stand

Key joints to manipulate:  T/L junction, L/S

Exercise:  QBrace, Side bridge, back extension

Key relax:  iliopsoas, neural tension

Other factors:  repetitive lifting or bending at work
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Good tests

· Posterior pelvic pain provocation test

· Supine, bend thigh and knee.  Straight down pressure

· Press on SIJ and it hurts = SI involved

· Most tested and validated test

· Hip abduction screen

· Side lie, abduct thigh

· Quality of movement

· Functional faults

· Lack of coordination

· Hip flexion

· Foot external rotation

· piriformis

· Hip hiking

· QL

· Decreased range

· Tight adductors

· Glut med should be driving this movement

· Muscles involved

· Shortened adductors ( antagonists

· Overactive piriformis ( synergist

· Inhibited glut med ( agonist

· Kinetic chain consequences

· Poor ankle, knee, hip, SI, and L/P stability

· Frontal plant dysfunction

· One leg stance test

· Arms at side, raise 1 leg off floor. Performed with eyes opened & closed. 2 chances to maintain for 30s

· Failure:

· Foot is put down/arms reach out and grasp something/stance foot hops

· Normative data: 

· 20-49 yrs: 
24-28sec

· 50-59 years: 
21 sec

· 60-69 years: 
10 sec
· qualitative data

· why does it matter?

· Hip coordination

· Foot mechanics and activation

· Predictor of LBP

· Pt with LBP showed a greater variation of reaction time and amount of co-contraction when compared to healthy controls

· Radebold, A. et al: Spine 2000

· *the knee position is “slaved” to the hip

· insidious knee pain is probably due to hip or foot

· Clam exercise

· G medius

· One leg stance matrix

· Stand on one leg, once that’s easy, start touching “around the clock”

· Continuum of care

· Key advice

· Gait/stance re-education and/or behavior modification

· Key joints

· Hip jt, SIJ, MTP joints

· Key facilitation exercises

· Clam

· one-leg stance

· key rehab or flexibility

· piriformis

· adductors

· TFL

· GL

· Iliopsoas
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Review for Midterm

Standard of care for LBP


-advice (disc vs non-disc)


-manipulation


-exercise


-Rcgp lbp guidelines

Flynn – Spine 2002; 27:2835-43


-if pat has 4 out of the 5 following variables improved likelihood of success with manipulation from 45-95%:



-symptoms <16 days  (acute problem)



-FABQ work subscale score <19 (they don’t hate their job)



-mobility in hip



-hypomobility of l/s



-no symptoms distal to knee

Understand which exercises are safe


-avoid exercises with high load on the spine


-the exercises we’ve gone over are the safe ones

Hip Extension vs Hip Abduction


-know the difference



-clinical presentation:  

-hip ext screen:  perform on LBP patients




-hip abduction screen:  when pain in hip/knee/foot



-weak muscles




-hip ext:  g max




-hip abd:  g med



-tight muscles




-hip ext:  psoas




-hip abd:  piriformis, tfl, QL



-appropriate exercise




-hip ext:  g max bridge, glut squeeze




-hip abd:  clam

Posture


-hyperpronation ( hip abd
(hip ext:  anteriorly rotated pelvis)


-lateral pelvic shift


-asymmetric knee


-asymmetric heel load


-asymmetric mm tension

-If Achille’s tendon looks like bowstring, then chronic condition

-foot pronation, Bowstring, calf asymmetric (any hip, knee, foot pblms) ( hip abduction

-understand what the exercises are trying to strengthen

-exercise (& stability) increases the capacity to handle loads (that is the goal)

-keep your patients out of L/S flexion

Lower Crossed Syndrome


-weak g max


-tight psoas


-weak rectus abdominis


-tight t/l erector sp


-weak l/s erector sp

Posture


-weak calves, tight hamstrings, weak butt, t/l erectors, weak rhomboids, and tight neck

-the brace activates more abdominal muscles (much more stable position)

-the hollow activates the transverse abdominis

1) 
 35yo F with LBP, pain worse throughout the day, no pain in morning


What clinical problem is likely?  Not disc

-if disc patient, then likely more pain in the morning & tends to get better throughout the day

2) 
Hip abduction is used as a function test, what is likely clinical presentation?



-something related to foot, knee, hip, or even the SI joint

3)
sit-ups not recommended for LBP?  b/c of high joint load



(curl up could replace the sit-up)

4)
In a patient with a disc syndrome, which is NOT likely in the clinical presentation?



-pain with lumbar extension (often lumbar ext is palliative in disc patients)


-disc patients WILL have pain worse in the morning, pain with sitting, and pain below the knee

5) 
Which of the following is NOT associated with poor stability of lumbo-pelvis?



-weak transverse abdominis



-scoliosis


-failing horizontal side-bridge test

6)
which is NOT a mechanical sensitivity?



-pain on sit to stand



-pain performing a lunge



-positive SLR



-unable to do dishes
-mechanical sensitivity = something the patient can perform in the office that reproduces chief complaint

7)
Which is suggested to be more predictive of LBP in the future?


-failed one leg stance

-scoliosis


-tight erector sp


-hyperlordotic L/S

8)
When performing hip extension screen, which of following is more complicated?



-decr ROM



-b/l lumbar ext



-l/s tension



-unilateral rotation (not good on the disc)

Midterm Reading Assignments:


-chapters 1-3 in Liebenson; chap 5-6 in McGill
------------------------------------------------------------------FINAL material -----------------------------------------------------------------
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Cervico-Thoracic Rehabilitation

-For Final, read: ch35 in Liebenson
Is there evidence for rehab of CT spine? Yes

Evidence for treatment of cervicogenic headache


-RCT for exercise and manipulative therapy for cervicogenic headache


-manipulative therapy and exercise can reduce the symptoms of cervicogenic HA, and the effects are maintained


-Jull et al, Spine, 1001; 27:1835-43.

RCT Manipulation and 2 types of exercise for CNP


-2-year follow-up


-SMT delivered by chiro physicians


-SMT plus exercise showed better outcomes


-Evans et al, Spine, 27:21, 2002

Strong Study for Manual Therapy


-large RCT study – patients with chronic neck pain


-compared manual therapy, PT and general Practitioner’s


-manual therapy showed best outcomes


-rec. manual therapy first


-Ann of Int Med, 2002, Koes et al

Deep Neck Flexor reaction time in neck pain patients


-Falla D, et al, Exp Brain Research, 2004


-people with neck pain had longer reaction time of deep neck flexors
Chronic Neck Pain and Posture


-CNP patients showed inability compared to controls to maintain neutral head posture during computer task


-2 exercise groups improved pain/disability


-cranio-cervical training improved posture control ability


-Falla, Phys Ther, vol 87

Is exercise intensity important in rehab of chronic neck pain



-the intensity of training seems to have an effect, esp in long-term


-incr intensity that produces actual muscle strength gains can also contribute to cognitive approaches to fear avoidance 
behavior


-Ylinen, Euro Medicophys, 2007;43:119-32
WAD (whiplash assoc disorders) - active education


-encouragement to continue with ADL’s had a superior outcome than prescription of sick leave and immobilization


-Borchgrevink GE, et al. Acute tx of whiplash neck sprain injuries. Spine;23:25-31, 1998.

How does fear of pain contribute to disability


-poor recovery and chronic pain correlates to incr Tampa Scale of kinesiophobia scores and decr muscle activation


-fear of movement correlates to disability and chronicity


-Nederhand, etal. Clin J Pain, 2006

Psycho-educational video and WAD


-significant reduction in medication usage, pain report, ER visits and surgery consults


-Oliveira, A., et al.  Spine, 2006:36:1632-1657

-the people who saw the video (and were educated) had significant % reduction in problematic outcomes

Assessment


-the false positive rate for imaging in the neck is as high as 75% with the asymptomatic population


-Boden, et al. “Abnormal MR scans…”, Spine

“In patients with neck pain, there is no difference in reported pain and disability levels b/n those with and those without 

evidence of c/s degeneration.” – mean age of patients: 49yo


-Peterson C, et al. “A cross-sectional study correlating degeneration of the c/s with disability and pain in UK patients”, 

Spine, 2003


-a 10-year prospective study found no predictive value of degree of cervical lordosis and future:


-neck pain


-degenerative changes


-Harrison, Bula, & Gore. “Roentgenographic findings in the c/s…”, Spine 2002 Jun 1;27(11):1249-50.
Clinical Tests of musculoskeletal Dysfunction in Cervicogenic HA


-manual exam of pain and dysfunction of the upper 3 cervical vertebra most correlative to cervicogenic HA


-Julla, et al. Spine

How do we make the rehab prescription for c/s?


-history

-posture


-functional assessment



…

What tests assess function of the CT region?


-posture


-head/neck flexion


-arm abduction


-push-up test


-upper thoracic extension


-respiration


-orofacial

What are the usual suspects?


-muscles that tend to be tight/overactive



-suboccipitals, upper traps, levator, SCM
-Muscles that tend to be inhibited/weak?


-deep neck flexors, serratus anterior, rhomboids, low/middle trapezius

*Functional Relationships C/T

Painful Joint


Faulty Posture


Faulty Movement
Cerv/Cran junct

head forward



neck flexion

Glenohumeral

Gothic shoulder


Scapulo-humeral rhythm

Upper ribs


rounded shoulder


respiration/push-up

TMJ/HA


Chin poke



mouth opening


Painful Joint


trigger point



Short Muscles

Inhibited Muscles

C/C junction


SCM




suboccip
itals


deep neck flexors


Glenohumeral

upper traps



levator scap


lower trap


Upp ribs



scalenes




pectorals


diaphragm


TMJ



lat pterygoid



masseter



digastrics

-Liebenson, Skaggs, In Whiplash, Malanga/Nadler, Hanley and Belfus, 2002.
Postural Findings – the big ones


-FHP (forward head posture)


-gothic shoulder


-Internal rotated arms (want to see thumb and index finger when patient is in neutral position)


-winged/abducted scapula


-rounded/slumped shoulders

Clinical Presentation


-neck/shoulder pain: neck pain that feeds into shoulder (vs shoulder pain that feeds into the neck)


-pain b/n shoulder blades


-worse as the day goes



-if neck pain worse in the morning (think disc)


-dull, achy


-pain with reaching


-pain after repetitive arm tasks
Gothic Shoulder

-angulation b/n neck and shoulder because upper trap is hiking the shoulder up



-unilateral is the problem (not concerned about it if bilateral)


-we want a smooth transition b/n the neck and shoulder
Arm Abduction Test

-this screening test is for neck pain that comes down into shoulder (as opposed to shoulder pain that goes into neck)


-have patient abduct the arm


-don’t want to see shoulder hike within first 60 degrees



-trap/levator is likely tight



-lower and middle trap is likely week


-secondly, we’re looking at position of scapula



-scapula shouldn’t move much during first 60 degrees

Assessment – test


-increased upper trap activity, decreased lower trap fixator activity

Continuum of Care


-key advice:  Bruegger posture - sitting, work station (ie arm rests, keyboard height)


-key manipulation:  upper t/s, and upper c/s


-key facilitation exercises: floor and wall angels, upright rows and pull downs 

-(want them to pull weight to them, rather than working the “mirror muscles” aka flexors)


-key relaxation/stretching exercises: upper traps, levator scap

LAB


-arm abduction test, PIR – lev scap, upper trap, wall/floor angel, wall angel screen, Brueggers
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Low/Mid Trap progressions (after wall angel)
1) forward shoulder flexion in side-lying position
2) side-lying external rotation (elbow 90 deg and resting on pillow on side; hold soup can or small weight in hand)

3) horizontal shoulder abduction with external rotation

4) prone shoulder extension

-Exercises 1, 2, and 3 are optimal for upper trap/low trap
-1, 2, and 4 are optimal for restoring upper/mid trap imbalances

-therefore exercise 2 (external rotation) is the ideal exercise

-angle of scapula should reach midline with complete shoulder flexion


-if scapula doesn’t get to midline, then weak serratus anterior and/or loss of extension in t/s

Upper Trap PIR

-head rotates toward side of treatment, doctor blocks the shoulder

Levator scapula PIR


-head rotates away from side of tx, doctor blocks the scapula


-for chronic cases, might need some soft tissue work to help loosen up muscles
Deep Neck Flexors


-deep cervical flexors are typically inhibited in neck pain patients

Chronic neck pain and posture


-CNP patients showed inability compared to controls to maintain neutral head posture during computer task


-cranio-cervical training improved posture control ability

In neck flexion, digastrics typically have the highest amount of activity

-digastrics should be the ones controlling a lot of the orofacial and mandible movements

Are TMJ and Neck related? Highly


-glutamate-induced jaw muscle pain causes 700% increase in neck muscle activity (Svensson, Pain, 2004)


-head extension significantly involved in normal jaw opening and closing (Eriksson, J Dent Res, 2000)


-deranged jaw-neck motor control in whiplash (WAD) (Haggman-Henrickson, Eur J Oral Sci, 2004)

Upper Crossed Syndrome


-tight pecs and upper trap, lev scap


-weak neck flexors and lower trap, serratus ant

Clinical Pressentation – Headache/Neck pain

-dull, achy


-base of skull (cervicogenic, tension-type headaches)


-HA = bilateral, temporal, all encompassing


-fairly constant


-worse as the day goes

Most commonly used non-pharm tx for headaches?


-by far (worldwide), acupuncture is the most commonly used treatment for headaches

Acupuncture


-leads to persisting, clinically relevant benefits for primary care patients with chronic HA (particularly migraine)



(article out of Cephalgia)


-laser acupuncture appears to be safe, non-invasive tx suitable for children



(Pain, 2008 137:405-12)

Posture Presentation for Headache Patients?


-anterior head carriage

-Loss of c/s curve is not as much of a concern as anterior head carriage



-not much research to support reduced c/s lordosis and chronic problems

-if see forward head carriage, then likely inhibited in deep neck flexors and tight T/S
Head/neck flexion test


-patient supine, tuck patient’s chin in, head 1cm off the table


-Failure before 10 sec:



-head raises, head lowers, chin juts up, gross initial shaking 

Cervical flexion vs Craniocervical flexion

-Cerv flexion (chin to chest):  superficial flexors (ant scalenes and SCM) have high level of activity (we don’t want this)

-Craniocervical flexion (tucking chin aka nodding “yes”): activates only the deep cervical flexors

Head/Neck Retraction Training


-one of the very few handouts given to a patient


-if hand patient a piece of paper, then likely they won’t listen/learn what we tell them


-chin tuck (out of Liebenson)

Continuum of Care (headache/neck pain)


Key advice: Bruegger (sitting), eyeglasses, glare on monitor, proper breathing


Key Manipulation: C0-C1, CT junction


Key facilitation Exercises: deep neck flexors


Key Relaxation/Stretching: SCM’s, scalenes, suboccipitals

LAB


-Bruegger’s, floor angel


-head/neck flexion test


-suboccipital PIR


-Scalene PIR


-head/neck retraction training
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*Head/Neck Flexion Test

-test for deep neck flexors

Clinical Presentation – Shoulder/Neck pain (shoulder pain that goes up into the neck)


-shoulder pain, anterior and posterior


-difficulty with ADL’s


-pushing/pulling increases pain


-cannot do repetitive lifting


-achy sometimes without activity



(dull pain at night that is not noticed during the day is almost always a rotator cuff tear)


-pain with sleeping positions


-worse as the day goes

Posture


-Serratus Anterior = winging of scapula 

-medial border of scapula pops off (if equal bilaterally, then not as concerned about it)


-pecs tight

Scapular Winging during return from shoulder flexion


-suggesting that timing of muscle relaxation, not of muscle strength, is the problem

Adducted scapula (kissing scapula sign) ( medial borders come together (tight rhomboids)

-ideally we want about 3 inches b/n the medial border of the scapula


-limited ROM and poor functioning shoulder
The push up test


-indications: winging medial border scapulae, shoulder disorders


-procedure: lower trunk from a push-up position (off the knees)


-score


-fail if:


-scapula wings, scapula abducts, shoulders shrug



(predominantly looking for winging of scapula ( serratus anterior)

PIR’s

Pec PIR

Subscapular PIR

Infraspinatus PIR

Push Up Plus Exercise (for serratus anterior)


-on hands and knees, bring shoulder blades together/apart (protract/retract scapula)

-if pain on hands and knees, then start against the wall (Wall Push Up Plus)

Shoulder/Neck Pain Track

Key Advice: avoid slumped posture
Key Manipulation: upper t/s in extension

Key Facilitation exercises: push-up with plus, serratus push-ups, scapular retractions

Key Relaxations: pecs, subscap, infraspinatus, rhomboids

Respiration

-one of the m/c faulty movement patterns


-dysfunctional respiration usually occurs with vertical chest breathing predominating over lower abdominal 

and lower rib cage horizontal breathing


-scalene and upper traps overactivity and poor abdominal function result from faulty breathing


-when take a deep breath, should NOT see vertical translation up, but rather horizontal expansion of chest wall

Test A: seated
P/F criteria:


Failure if during normal inhalation:


-observe if clavicles or shoulder elevate



-palpate if lower rib cage does not widen in the horizontal plane


Supine – test


P/F criteria:



Failure if during normal inhalation:



-observe if chest breathing predominates over abdominal breathing (minor dysfunction)




-during inhalation the abdomen moves in, rather than out (paradoxical respiration – major dysfunction)



-treat supine:  put hand on stomach and concentrate on pushing belly out with inspiration


If positive, then treatment (don’t need to know for FINAL):



-general relaxation training with belly breathing supine on floor or foam



-brueggers



-PIR scalenes



-t/s  manipulations / foam roll



-practice breathing & bracing with all core exercises

Thoracic mobility screen


-indications: poor sagittal posture


-lordosis should be between T4-8


-forward posture, round shoulders, sway back

Arm Overhead Test


-procedure: 



-standing with back against a wall



-instruct patient to raise their arms overhead


-P/F criteria:



-failure if:




-L/P junction hyperextends




-arms don’t reach vertical plane




-thoracic kyphosis remains

Foam Roll


-about 10 minutes at a time, lay on full-body foam roll (about 8” diameter), with roll vertically along the spine


-arms out to the side (externally rotated)

T4 Extension
- on knees, and hands up on a chair/couch
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Biopsychosocial Model

Spine pblm


Overemphasis biomedical approach (past treatment for back problems)



-ID structural causes:




-excess diagnostics (xray, CT, MRI)




-bed rest




-narcotics




-passive therapies




-surgeries

Under-emphasis on illness behavior


-ID functional/biobehavioral causes




-advice/education




-manipulation




-exercise

Acute LBP


-modern goal: maintain or resume normal activities as quickly as possible

-diagnostic triage ( reassurance, simple reactivation advice, manipulation, OTC meds



-red flags ( referral (infection, cancer, fracture, hemorrhage, etc)
Subacute – 4 weeks


-high risk of chronicity if not significantly improved (within one month)


-if not getting better, then new tool set:



-imaging



-functional tests



-psychosocial re-eval



-guided exercise

*Acute – first 4 weeks: risk of chronicity is low*

Subacute – weeks 4-12: risk is high ( aggressive treatment cost-effective here

Chronic – after 12 weeks: recovery halts

Natural History for LBP Summary


-for the majority, improvement begins rapidly


-complete resolution does not occur rapidly and recurrence rate is high

-the economic costs related to the minority that become chronic is enormous

Caution


-“yellow flags” help identify those patients who are at high risk



-prolonged symptoms



-positive SLR



-fear-avoidance beliefs (leads to deconditioning, which worsens their condition)



-job dissatisfaction



-sleep negatively affecting pain

LBP

-back pain etiology?


-acute becomes chronic due to psychosocial factors


-the role of self-care is vital


-“teach the patient to avoid what harms them” – Karel Lewit MD

Psychosocial factors


-Psychosocial factors have the potential to up-regulate or down-regulate the pain


-“patient with faulty beliefs, elevated anxiety and passive coping strategies will likely amplify pain and need these 

cognitive behaviors addressed … promote accurate beliefs, relaxation strategies and active coping strategies.”

Patient’s fear & worries


-high pain expectancies (catastrophizing, anxious, hypervigilent) ( (leads to):

( Activity avoidance 

( deconditioning 

( disability & chronicity

Hurt does not necessarily = harm

Two questions to ask patient:

What relieves your pain or makes it feel better? (heat, cold, meds, sleep, alcohol)
How do you know you have pain?

Is pain due to herniated discs, arthritis & other structural abnormalities?

Patients with active self-management strategies have less pain and disability

Patient-centered care


-the clinical challenge is to have expertise in a variety of approaches and be able to select which patient is responsive to 

which approach for the most expedient and effective treatment

*What patients do not recover?


Patients least likely to recover are those who limit activities based on the false notion that they should rest for pain

The chronic pain patient must be educated that seeking temporary pain relief will do little to prevent the problem from starting over again.

Flare-ups are not failures, but challenges to learn how to better self-manage the back condition.

…most patients recover from LBP episodes in a short period of time


-but the recurrence rate is 70%

Neck disability Index

Pain Intensity scales


-VAS


-NRS (numerical rating scale)

What should be in our ROF?


-pain relief – we can help


-recovery does not equal absence of pain


-warning about high recurrence rate


-focus on function to prevent recurrences



-restore joint motion



-relax and stretch tight muscles



-strengthen & stabilize “weak link”



-help themselves lead a normal life

Explain pain (what the patient wants to know):


-What is happening in my body?


-How long will it take to get better?


-What are all the options for management?


-What can I do for it?


-What can you do for it?


-Is there anything really bad requiring special attention?

Advice for patients


-act as normal, move freely


-don’t look for your pain



-stop pain behavior


-eliminate prolonged static loading



-too much of one thing (ie poor posture in front of a computer all day)
Tips

-teach hurt vs harm


-fitness is the key to prevention


-link exercise to specific functional goals


-establish realistic expectations (flare-ups are neither unexpected nor an indication of failure)

Patient-centered care


-right treatment, time, and person

Patient success:


Your treatment + pain behavior = outcome

To Know for Final Practical
Screens


-Head-Neck Flexion Test


-Push Up Test


-Arm Abduction Test

Exercises


-Wall Angel

-Floor Angel


-Brueggers


-Push Up Plus


-Head-Neck Retraction


-T4 Mobilization

PIR

-Upper Trap


-Levator Scapulae


-Pec Major


-Subscapularis


-Infraspinatus


-Rhomboid


-Scalenes


-Suboccipitals


12/11/08
Final Exam Review


-cumulative, but heavily oriented toward 2nd half of course

Liebenson Chapters 1-3, 35 (main topics)


McGill Chapters 5-6

Evidence-based guidelines


Standard of care for LBP should include (RCGP LBP guidelines 2006):



-advice, manipulation, exercise

What exercises are safe?


-exercises we went over in class are safe

2000-3000N


Intermediate birddog (intermediate exercise), curl up, G max squeeze

Know why a patient is doing an exercise


-what are you trying to strengthen?

Hip Extension vs. Hip abduction


-know the difference b/n these 2 tracks



-clinical presentation



-weak muscles



-tight muscles



-appropriate exercises


-hip extension: low back


-hip abduction:  hip

Posture


-hyperpronation


-lateral pelvic shift


-asymmetric knee load (hip abduction)


-asymmetric heel load (hip abduction)


-asymmetric mm tension (hip abduction)

Lower Crossed syndrome (linked with hip extension screen)

-weak Gmax


-tight psoas


-weak rectus abdominis


-tight T/L erectors


-weak L/S erectors

Posture


-layer syndrome



-tight hamstrings, weak gluts, tight T/L erectors, weak scapula stabilizers, tight neck
Know difference b/n brace and hollow


-hollow: activates transverse abdominis


-brace: transverse abdominis, obliques, and rectus



-prefer brace over the hollow

Hip abduction


-hip, knee pain


Which is more complicated failure, in hip extension?



-decr ROM



-b/l lumbar ext



-L/S tension



-unilateral rotation
X
Neural tension screens


-active SLR

Upper Crossed Syndrome


-weak deep neck flexors and weak lower trap and serratus anterior


-tight pecs and upper trap

Posture


Serratur anterior:  winging, seen on push-up screen (medial border of scapula pops off)


-tight pecs


-push up plus exercise to activate serratus anterior

*Functional Relationships C/T

Painful Joint



Faulty Posture


Faulty Movement
Cerv/Cran junct


head forward



neck flexion

Glenohumeral


Gothic shoulder


Scapulo-humeral rhythm


Painful Joint



Short Muscles


Inhibited Muscles

Cerv/Cran junction

suboccip
itals



deep neck flexors


Glenohumeral


levator scap



lower trap

Arm Abduction Test


-failures: early shoulder hiking, or early abduction of scapula


-if early abduction of scapula, mid/low traps are weak

-push-up screen is more for serratus

-arm abduction screen is more for low/mid trap

Upper trap & lev scap PIR


-patient’s head turns toward for trap, doctor’s hand on top of shoulder


-for levator, head turned away, doctor’s hand on spine of scapula

-high percentage of neck pain patients have weakness in deep neck flexors

Head/neck flexion test


-know failures: chin poking (suboccipitals), head raising (SCM)

Arm overhead test (T/S extension)


Procedure: standing with back against wall, and raise arms overhead


Failure: L/P junction hyperextends, arms don’t reach vertical plane, thoracic kyphosis remains

Acute LBP


-modern goal: maintain or resume normal activities


-diagnostic triage



-reassurance, simple reactivation advice, manipulation, OTC meds


-rule out red flags (infection, tumor, fracture, etc)


Acute: first 4 weeks ( risk of chronicity is low


Subacute: weeks 4-12 ( risk of chronicity is high



-aggressive treatment cost-effective here


Chronic: after 12 weeks ( recovery halts

*At which stage is the risk for chronicity the lowest?  Acute stage

Natural history for LBP summary


-for the majority, improvement begins rapidly


-complete resolution does not occur rapidly and recurrence rate is high

Caution!


“yellow flags” help identify those patients who are at high risk



-prolonged symptoms



-positive SLR



-fear-avoidance beliefs (patient avoids activities out of fear of pain)



-job dissatisfaction



-sleep negatively affecting pain

Patient’s Fears & Worries


-high pain expectations ( activity avoidance ( deconditioning ( disability & chronicity

Practice Management


	-if positive test:


		-T4-8 extension mobilizations


			-t/s manipulations


			-foam roll


			-T4 extensions


		-Bruegger


		-breathing re-education











the guy with the bow tie


