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» Certified MDT Practitioners as Educators
Amy Fletcher, DPT, Dip. MDT

After achieving one professional goal, it has been my experience that
most physical therapists quickly start thinking about what to do next. After
completing the Diploma Program, | had illusions about newfound free time,
but reality set in and | went back to work looking for my next challenge.
Certified MDT practitioners are generally invested in the McKenzie
Institute, so most of us will continue to put our energy toward further
learning and contribution. We all have different talents and passions that
enable us to contribute to our fields in different ways, so where to go next
looks different for all of us.

My personal passion is teaching and | knew | wanted to do something
more, but was not sure where to begin. | have been a clinical instructor
(CI) for the physical therapy program in my area for several years and |
have gradually and systematically refined my curriculum, and a large part
of it focuses on assessment and treatment of the lumbar spine using MDT.
By doing this, | have been able to clarify misconceptions, dispel myths,
and essentially provide students a real understanding of the McKenzie
Method, even if only one PT student at a time. Students have taken the
information back to their faculty and stimulated interest there. As a result,
| was invited to lecture on the McKenzie system to the third year PT
students. That lecture has now been expanded for the upcoming class,
and | am hopeful that | will be able to be more involved with the entry
level academic physical therapy program, thereby influencing more future
practitioners to pursue MDT certification.

An unexpected benefit of this process has been learning about what
is being taught to students in the classroom and in their other clinicals.
The good news: students are looking at some quality literature in their
evidence based medicine courses. At the PT program in my area,
students are learning about clinical prediction rules and Treatment
Based Classification. They are learning about directional exercise and
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centralization. Unfortunately, while
it's exciting that the pathoanatomic
paradigm is shifting in the schools,
| still believe there is a key piece of
history missing — MDT.

MDT practitioners possess a great

knowledge base of the MDT literature as well as other literature including
other classification systems. This is a great adjunct to what PT students
are currently learning. We can discuss the similarities and differences
between other systems and MDT. We can give students the “real story”
about MDT. We can dispel myths, misunderstandings, and inaccuracies
that may be inadvertently communicated to students and faculty alike.
| hope that we can stimulate interest in McKenzie from the ground up,
because with the current focus of academia, this will not happen if MDT
practitioners do not get more involved. We are poised to improve the
education of the students coming out of PT programs.

So if you are wondering what to do next, consider getting involved with PT
students. By being a Cl and guest lecturer, | have learned more about what
is valued and taught in the entry level academic PT world. My education
and training as a Diplomate has allowed me to develop a curriculum that
is appreciated by students and program faculty, and has reconnected me
to the academic PT world. Hopefully, the recognition of all systems and
their research by academia will open the doors for discussion and open
minds to the similarities. As a result, students, and slowly faculty, get the
real MDT story.

It is important to keep the McKenzie Institute informed if you are affiliated
with a school as a ClI or lecturer, or if you plan to be in the future. They
provide guidance and consistency between clinicians and a standard
overview presentation for certified members.
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The Americas region has two publications providing valuable information to support ongoing learning in MDT - our membership publication the International

Journal of MDT (IJMDT) and this newsletter — MDT Bulletin.

With a marked decrease in submissions to sustain IUMDT, regrettably there will only be two editions published in 2011 — June and November. Earlier this year,
our members were surveyed for a chance to comment on its future, and the results were mixed.

Resoundingly, members agree that the content is extremely valuable and are supportive of a continuation of some version of the [JMDT. Many of you
commented on the benefits of continuing with MDT case studies, literature reviews, continued discussion of implementing MDT techniques, also gaining
successful business/marketing advice. However, many were also supportive of moving to liaison with another relevant, peer-reviewed musculoskeletal journal
as it would improve the exposure of MDT. If such collaboration with a different journal occurs, the MDT Bulletin would be the future of pure MDT topics;

therefore, your input is important for our growth.

Other organizations appear to have more participation with their members sharing information. We should strive to match their success, and we seek to
understand how we together can do this better within our community of MDT learners and educators.

Being in the clinic daily with patients, you are all educators and these rich experiences are prime fodder to share with your colleagues. As the IJMDT Editorial
Board continues its investigation of its livelihood, we continue to welcome your thoughts and suggestions...and, of course, your submissions!
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» Directional Preference in the Sacroiliac Joint
Chris Chase, PT, Dip. MDT

Once you have sufficiently ruled out that the unilateral symptoms are not
referred from the lumbar spine or hip, it is time to consider examining the
Sl Joint, especially if you find that three or more S| Joint provocative tests
are positive (Laslett 2003). But how exactly do you assess the S| Joint
when the provocative tests are positive? Luckily, you can rely on your
MDT skills to develop a treatment plan to establish a diagnosis and guide
your treatment.

Most S| Joint conditions will typically present as a derangement, in
that the condition is rapidly changeable, ruling out either posture or
dysfunction syndrome. These presentations are not impossible, just less
likely. The typical presentation is sudden onset of pain, often as a result
of some sort of trauma, more often being a young female than any other
demographic. But as in any derangement, the history and presentation
can be quite variable, including no apparent reason, for the symptoms
to begin or even a longstanding chronic presentation. If based on your
assessment your provisional classification is derangement, the next
step, as in any derangement, is to establish the optimal direction and
load to reduce the derangement.

The Sl Joint rotates both anterior and posterior. Instead of relying on non-
reliable palpations or non-reliable observations regarding leg lengths,
pelvic obliquities or which ASIS or PSIS is higher, there is something
familiar to MDT trained practitioners to help you establish a directional
preference. Repetitive motion examination is the key. It is good
to first find a functional baseline that is painful. Step downs, single leg
squats, one leg hopping or even sometimes simple sit to stand can be
your baseline, but listen to your patient and choose something that they
can easily reproduce in the clinic, when possible. If there is no functional
baseline reproducible, but one of the SI provocative tests is especially
positive, then you can use that particular provocative test as a baseline.

After determining what baseline(s) you are going to use, you start by
rotating the painful SI Joint either posterior or anterior. For those of you
who attended the MDT Conference of the Americas in 2010, there were
great examples in the SI Joint workshop of various positions you can
utilize to perform these rotations given by MI Senior Instructor, Robert

Medcalf, PT, Dip. MDT. Included in the examples were unloaded, partial
loading, loaded, and examples of rotations with clinician overpressure and
mobilization. For the sake of this discussion, we will limit the examples,
but know there are a myriad of ways to increase force, adjust the load,
and apply mobilization to the Sl Joint. One of the conclusions that you
may find is if the Sl Joint has a directional preference, then there may
be a directional vulnerability in the opposite direction. At times, you learn
more by making the condition worse with one direction and then find the
opposite movement to be an effective reduction direction.

To test the effect of posterior rotation, begin with unilateral flexion of the
LE (single knee to chest) of the affected Sl Joint. You can perform this
either in standing (loaded), lunge on chair (partial loading) or supine
(unloaded.) It is important to note, many repetitions may be necessary
to elicit a symptomatic change or change to a functional baseline. To
test anterior rotation loaded, you perform a lunge with the affected leg
behind your trunk. Anterior rotation unloaded, is performed by instructing
the patient in Extension in Lying with the affected leg on the treatment
table and the opposite leg off the table. Once again, many repetitions
may be necessary to change your symptoms or functional baseline. If one
direction is increasing pain and the opposite is reducing, you very well are
on your way to establishing a treatment directional preference. It is very
common to need to add force in the form of overpressure or mobilizing the
Sl Joint to fully reduce the symptoms.

While there has not been as much material either researched or published
on the treatment of the SI Joint using MDT, there are patients that need
Sl Joint focused treatment to effectively treat their condition. Be confident
that if you use repeated movements to confirm a classification of a SI Joint
diagnosis and then provide MDT treatment guided by your knowledge of
directional preference and appropriate force application, you can provide
highly effective treatment to your patients with Sacroiliac Joint problems.

Reference

Laslett M, Young S, Aprill C, McDonald B (2003). Diagnosing painful
sacroiliac joints: A validity study of a McKenzie Evaluation and sacroiliac
provocation tests. Australian Journal of Physiotherapy, 49, pp 89-97.

CONGRATULATIONS to the following Certified McKenzie practitioners who passed their Credentialing Exam in the first half of 2011!

Mireille Charette — Kanata, ON
Adam Coyle - Calgary, AB

Tanya Foster — Saskatoon, SK

F. Bahar Javan - Toronto, ON
Alanna Magnusson — Bassano, AB
Joanna Nelken — Mississauga, ON
Mike Poling — Thunder Bay, ON
Ravi Rastogi — London, ON

Gord Routledge — Calgary, AB
Courtney Steele — Toronto, ON
Linda Wells — Brooks, AB

Allyson Alexander — Nottingham, NH
Christopher Allen — Queensbury, NY
Daniel Aima — Philadelphia, PA
Brian Anderson — Austin, TX

Binu Aramath - Irving, TX

Jeffrey Auerbach — Watertown, NY
Heather Balter — Cumming, GA
Kyle Barnett — Mount Wolf, PA

Nikki Beck — Chicago, IL

Misty Becker — Harrisburg, PA
David Berk — River Vale, NJ

Jeremy Bittel — Hornell, NY

Julie Bloom - Syracuse, NY

Joyce Boardman - Valatie, NY
Elaine Borja-Jaffe — Jersey City, NJ
Jennifer Boudreau — Oakhurst, NJ

William Boushie — Deerfield, IL

Kris Bouslough — Hummelstown, PA
Sharyn Brady — Austin, TX

Susan Butler - Lansing, Ml

Sean Campbell - Lockport, IL

Dvir Chen — Montclair, NJ

Bridget Clark — Austin, TX

Sarah Clough — Oak Forest, IL
Jessica Collins - Franklin, PA
Aaron Connell - Hixson, TN

Erica Coplen — Nashville, TN
Johnna Covey — Watertown, NY
Jennifer Cowand — Chesapeake, VA
Adrian Datu — Columbia, MD
Patricia David — Chandler, AZ
Dorene DeCecco — Mechanicsburg, PA
Ashley Delano — Austin, TX

Jaime DiOrio - Las Vegas, NV
Monika Docteur — Watertown, NY
Sarah Dowdy — South Haven, Ml
Susan Dunn — Middletown, CT
Tarek El-Gohary - Brooklyn, NY
James Elliott — St Albans, WV
Ronald Eynaud - Exeter, CA
Lorraine Fierro — Belair, MD

Katie Ganovsky — Philadelphia, PA
Kelly Gebhart — Brentwood, TN
Judy Gotts — Whittier, CA

Shawn Grant — New Boston, MI
Bryant Hall — Nolensville, TN

Phil Herr — Harrisburg, PA

Rhea Hespen — Manteno, IL

Nancy Honeycutt — Macon, GA
Heather Huckert — Bethel, AK

Donald James - New Cumberland, PA
Pooja Jani — Troy, M

Terri Johnson — Rochester, Ml
Elizabeth Jones — Nashville, TN
Alison Jordan — Brentwood, TN

Hina Joshi — Burtonsville, MD

Ari Kaplan — Wilmington, DE

Linnet Kazemi — Alpharetta, GA
Calista Kelly - East Peoria, IL

Henryk Kielsznia — Massapequa, NY
Catherine King — West Simsbury, CT
Brandy King Byrd — Lawrenceburg, TN
Kenneth Kirby, Jr. — Columbus, OH
Sangeeta Kotian — Norwalk, CT
Heather LaCasse — East Greenbush, NY
Dennis Lane - Austin, TX

Brian Lehrer — Flemington, NJ
William Lopez - Finley, CA

Traci Lopina — Shorewood, IL

Julia Lowe — Nashville, TN

Tony Lyndon — South Lyon, MI
Joseph Maccio, Jr. - Troy, NY

Colleen MacNett — Huntington, WV
Matt Magee — Lenoir City, TN

Paul Marando - Chicago, IL

Dustin Martinson — Gillette, WY
Heather Martinson — Gillette, WY
Thomas Mattingly — Winchester, KY
Calvin Mayes, Jr. — Caldwell, NJ
Sarah Mcllheran — Austin, TX
Kevin McLaughlin — Glenville, NY
Holly McWhorter — Rock Spring, GA
Katrina Mendenhall - Lizton, IN
Shaun Moore — Wilmington, DE
Ward Morrow — Stephens City, VA
Nicole Moundros — Savannah, GA
Darshana Naik - Yonkers, NY

Ben Ness — Leander, TX

Tasha Norman - Port Matilda, PA
Jennifer Palazzo - Cumming, GA
Maria Payne — Mobile, AL

Heather Peden — Grand Prairie, TX
Rachelle Peitscher — Nashville, TN
Colleen Pell - Orlando, FL
Lisamarie Puglisi — Holbrook, NY
Elaine Radley — Nolensville, TN
Jeffrey Raine — Palestine, TX
Michael Ray — Marysville, TN
Michael Rhodes — Nashville, TN
Geri Rice — West Chester, PA

Mark Roberts — Middletown, PA
Alexander Ruvinsky — Brooklyn, NY
Brenda Salisbury — Marquette, M
David Santamaria — Red Bank, NJ
Rachel Schew — Norristown, PA
Grant Schlisner — Hendersonville, TN
Scott Schrieber — Wilmington, DE
Hersh Shukla — Camp Hill, PA
Timothy Smith Il — Knoxville, TN
Scott Spencer — Chicago, IL
Braden Steffy — Downingtown, PA
John Stephen - Kalamazoo, MI
Ashleigh Stephens — Martin, TN
Kristen Strubinger — Winchester, VA
Lisa Swartz — Franklin, TN

Chelsea Teeple — Uniontown, OH
Sandra Tricomi — Niskayuna, NY
Lauren Tuck — Nashville, TN
Sandra Turner —-Severna Park, MD
Linnae Wagner —Shoreview, MN
Megan Wakefield — Fairview, TN
Lauren Whitehouse — Austin, TX
Courtney Wilder — Nashville, TN
Christi Williams — Nashville, TN
Sarah Witt - Lynnville, TN

Nicole Zabriskie - Harrisburg, PA




» MDT for the Sl Joint: A Case Report
Kim Greene, PT, Dip. MDT and Chris Chase, PT, Dip. MDT

Recently, a very interesting patient was referred to our clinic from a MDT colleague who couldn't fully reduce a patient with a difficult lumbar
derangement. Without getting into a tremendous amount of detail about her lumbar condition, the patient responded very well to treatment and
once Recovery of Function was initiated (and had been performed for over two weeks), she was recommended to return to the gym for an easy
work out to assess her response to aerobic activity, something she had been avoiding for over three months secondary to pain. What happened
next challenged us as MDT practitioners to fully utilize our MDT assessment skills to provide effective treatment.

After one session on the elliptical machine, our patient reported a sharp pain in her left upper buttock region. Lumbar flexion and extension
movements did not affect this pain and right rotation in flexion provided a mild decrease. She was instructed to perform self rotation in flexion
and return in 48 hours. She returned significantly worse, as her pain was now constant and any weight-bearing activities, especially squatting,
increased her pain.

After again thoroughly assessing her back and her hip and not finding any movement that reduced her symptoms, it was decided to perform the
Sl Joint provocative tests. Because she was in a great deal of discomfort to begin with, it was difficult to tell how positive these tests were as none
were exquisitely painful except for the thigh thrust. There was an increase of her pain with some of the tests, so it was determined to assess if
an Sl Joint derangement could be the source of her pain.

The first movement test was weight bearing posterior rotation to the painful side of her pelvis. She was instructed to stand against the wall and
perform a single knee to chest movement of her left lower extremity. This resulted in significant movement loss that was painful. On the second
repetition, there was an audible pop. It only happened one time and she thought her pain was a bit less, although her motion loss did not change
significantly. She performed a full set of about 15 repetitions and reported the stiffness decreased mildly. After performing one set, her squat was
a bit better and she reported about a 50% reduction in her pain level. After two more sets of this movement, she didn't feel any better, still only
reporting a 50% reduction of symptoms and some end range stiffness. What to do next?

In the lumbar spine, an MDT trained clinician would add overpressure to try to fully reduce the symptoms when treating a derangement. She was
therefore instructed to lie in right side-lying and posterior Sl Joint Mobilization was applied to her left pelvis. While a bit uncomfortable at first,
her pain decreased and when she stood up, she reported a full abolishment of her pain. Her squat was no longer painful and weight-bearing
was much more comfortable. Her Thigh Thrust provocative test was much improved and any stiffness she had with loaded posterior rotation
was now gone. She was sent home with instructions on performing S| Joint loaded posterior rotations every two hours and more often if her
pain returned.

She returned with much less pain, but prolonged weight-bearing activities still produced discomfort in her same pain region. After three sessions of
Sl Joint focused therapy, including repeating the mobilization that abolished her pain, her symptoms remained better. She was then recommended
to try the elliptical machine again. This time there was no pain, and over the next few weeks, she added full gym activities. She is continuing to
perform a self treatment prophylactic program for both her lumbar spine and her left SI Joint and has been discharged at this time.

Often, MDT trained clinicians are quick to discount the diagnosis of SI Joint problems when they are referred with that diagnosis. But this patient
clearly needed Sl Joint specific treatment for a full recovery. Her initial diagnosis had been annular tear, which had been confirmed by MRI, but
using our knowledge of MDT helped us focus her treatment on the appropriate strategy to maximize her recovery.

Loaded Posterior Rotation of the Left SIJ Posterior Rotation Mobilization of the Left SIJ
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» Calling All Ob/Gyns

Kim Greene, PT, Dip. MDT

Part of my job description as an MDT Diploma Physical Therapist for St.
David's Spine and Sports is to educate physicians that could benefit from
our services. I'll be presenting an in-service for a group of OB/Gyns to
convince them that MDT is a great assessment tool for pregnant or post-
partum women with low back, sacral, and neck pain.

Unfortunately, most pregnant women feel that they just have to “live
with the pain” until the birth of their child. Furthermore, post-partum
women hope their symptoms improve as their kids get older, while they
play a waiting game with no significant improvement. In both scenarios,
these patients can benefit significantly from a mechanical evaluation
and MDT treatment.

Many of these women respond very quickly to MDT with patient
generated forces. Very rarely is a pregnant woman treated for more
than six visits. | highly emphasize this point with the referral sources as
many pregnant and post-partum women have little time for therapy. Most
pregnant women are diagnosed as simple derangements that respond to
repeated movement testing or static positions. Providing these patients
with a lumbar roll and postural advice can resolve the majority of their
symptoms, and for this reason, | usually try to demonstrate posture
correction with the physician, if time permits.

Don't be afraid to lay these patients prone as long as the patient is
comfortable; most physicians will realize that this position isn’t harmful
to the mother or baby. It is important that the doctors understand that
we do move these patients, so be sure to mention that movement will
be included in the assessment process, as some pregnant women are
to avoid aggressive exercise. Try to educate the doctors on some of the

common presentations that are observed, then they will be more likely

to refer if they recognize it in their clinic. The following examples are

commonly observed with pregnant patients/new moms:

1. LBP or sciatica commenced in second or third trimester of preg-
nancy: Worse with sitting/better with movement with obstruction
to rising. Can be secondary to ligamentus laxity or inactivity.

2. Sl pain due to complicated pregnancy or trauma. If patient reports
back or pelvic pain after a complicated surgery, emphasize the
importance of early referral to prevent chronic problems. Educate
the need for a repeated movement exam with trauma rather than
general exercise.

3. Post-partum: cervical pain with breast feeding. Lots of emphasis
on activity modification and reductive exercise before and after
breast feeding.

4. Post-partum: repetitive lifting of young kids or carrying kids on one
hip. Many moms don't even recognize the need to alternate hips
and perform reductive exercise before and after painful activity.

If you can present a case that the physician can relate to, then the
physician will recognize that you have experience in treating this patient
population. Furthermore, having a female in the clinic to assess this
patient population is usually appreciated by both the physician and
patient. Always emphasize the importance of screening for red flags
and highlighting the need for referral back to the physician if you don't
see improvement in a few visits. This is a population that can respond
quickly to MDT and there is no reason why this patient population has to

continue to suffer, often with unnecessary pain.

The McKenzie
Institute International

12™ International Conference in Mechanical Diagnosis and Therapy

5-7 October 2012 Austin, Texas, USA

Orwards and Upwards:

Pushing the Boundaries of Musculoskeletal Care

Our exceptional and diverse Key Note Speakers
will appeal to all musculoskeletal clinicians:

John Childs PT, PhD, MBA — Schertz, TX, USA

Wim Dankaerts PhD, MT, PT — Belgium

Nadine Foster DPhil, BSc (Hons), PGCE, MCSP - Staffordshire, UK
Jeremy Lewis PhD, MSc (Manipulative Physiotherapy) — London, UK
Susan Mercer BPhty (Hons), MSc, PhD — Royal Newcastle Centre, Australia
Tom Petersen PT, PhD — Copenhagen, Denmark

Maurits van Tulder PhD — Amsterdam, The Netherlands

The McKenzie Institute International is excited to welcome practitioners from
around the globe to Austin — the capital of Texas and the Live Music Capital of
the World!

MDT conferences offer an outstanding blend of learning, networking, and social
activities! We couldn’t have a better venue to support the balance between
work and leisure than The Hilton Austin Hotel. Surrounded by the excitement
of downtown Austin’s business and entertainment districts with many leading
attractions within walking distance, even Austin-Bergstrom International Airport
is only a short 15 minutes from downtown.

Registration is Open!
For complete details, visit www.mckenziemdt.org/conf2012.cfm




