4-Day Physiotherapy Workshop 

DAY 1: Review of Previous Workshop (Clinical Reasoning Framework and Student Volunteer Treatment)
Focus: Structure of a private consultation, foundational assessments, reasoning framework, and neurodynamics.
Morning [45 minutes]
· Pain sources
· Understanding pain. What is it? What causes it? 
· Clinical Reasoning Framework
· Key characteristics between Local/Neural/Somatic Referred sources of pain.
· How to differentiate? Subjective, objective and TDT’s. 
· Common Mistakes
· Do not overcomplicate it. Simple is best and most probable. 
· We do not need a complex diagnosis. The pain in more situations is simply from a muscle that is too tight or a ligament/tendon that is being put under too much strain. 
· For example, is every tendon pain a tendinopathy that needs to be prescribed eccentric loading exercises? 
· Consider ALL options. 
· It is tempting to have in your mind a diagnosis of what we suspect is the issue and then we simply do tests to confirm our suspicion rather than being able to list all possible sources and doing specific tests to differentiate between them.
· Try your best to personalise your subjective. 
· It is easy to just ask all the usual questions on your list of subjective questions, but many of these may not be necessary/relevant. 
· Remember, while you are doing your subjective, you are only asking questions. Ask the essentials, then when you know enough, start assessing and while you are doing this you can also be continuing with your subjective. 
· Ask yourself: How does the answer to this question guide my objective assessment. If it doesn’t change it, the question may not be a priority and can be asked later. 
· Go through example of treatment session with student [90 minutes]
· Go through subjective assessment
[Students to be writing down all possible sources of pain on the board]
· Work through list of necessary tests to differentiate between most probable sources of pain. 
· Plan objective assessment.
· Ideally find at least 2 good outcome measures of varying difficulty. 
[Students to Asterix most important objective outcomes relevant to their injury and best for re-assessment.
[Students to take turns doing each assessment and interpreting results]
· Plan treatment. 
· Predict what outcomes you can/may expect to see if your hypothesis is correct. 
· Teach patient how to self-manage the most helpful impairments that were found. 
· Educate the patient on the injury and it’s nature. Outline what a patient can expect in the coming week from doing your exercises and briefly outline the steps required to get back to full function again and a general timeline with rough guide on how many sessions it may take. 	


Afternoon 
[2 hours 10 minutes] Group Practice 
· [20 minutes] Split up into groups of 3 and nominate 1 person with real Cx/Thx/Lx pathology to treat. 
· [10 minutes] Plan & Prioritise Objective Assessment
· [45 minutes] Review of Passive Assessments
· PAIVMs: When and how to use them, and what information they provide.
· Spinal PA, Cx AP and Lateral Glide
· [15 minutes] Perform objective assessment (rotate between assessing physios)
· [10 minutes] Plan & Prioritise Treatment
· [15 minutes] Perform Treatment (rotate between treating physios) and re-assess
· [15 minutes] Debrief and write impression, make plan for treatment and plan for patient’s return to activity. 
· [60 minutes] Group Practice, Split up into groups of 3 and practice treating another spinal injury go through the steps independently



DAY 2: From Initial Assessment to Discharge
Morning Session
[30 minutes]
· Can be hard to predict, patients want to know. 
· By the end of your treatment, you should know based on:
· Your impression, patient’s irritability and response to treatment 
· Extrapolate this and you will have a better idea. 
· Set short term goals for your next few visits and outline this to the patient so they can plan their return to activity and let coaches/training partners know. 
· Some variables that can influence timeline are: 
· Variability in timelines between patient’s recovery
· Patient’s adherence to exercise/load-modification
· Physio’s correct/incorrect diagnosis
· Discovering additional complicating layers to their injury. 

Student Case Study - Flow Chart
[20 minutes]
· Timeline: Understand the demands of their sport/activity. Break it down and gradually work forward/backwards from their current level. See if their timeline is possible. 
· Impression: What is the nature of their injury (e.g. somatic pain from TP vs. true tendonopathy vs. ligament strain vs. neuropathic pain vs. muscle strain) Graph each one of these injuries
· Severity: What is the severity/irritability of this patients injury?
· Response: How have they responded to your initial treatment session?  
· Barriers: What other factors/variables are likely to be contributing and what other things may you need to assess in future treatment sessions? 
· Frequency: Figure out how frequently the patient should see you to optimise how quickly they can recover and get back to their activity. 
· How many sessions would you estimate it may take to get them better? 
· Start making short-term goals for each session as soon as you are confident to do so. 
[40 minutes] Group Case Study
21 year old runner presenting with medial shin pain that is training for their first ½ marathon and is currently 6 weeks out and is getting onset of pain at 12km. Most recent long run came on at 10km. Pain persisted even after another KM and didn’t subside, so patient was nervous to continue running. It was still a bit sore when trying to jog the next day so booked urgently to see you. 
· Can we get them to their 21km in 6 weeks? 
· You were confident in their assessment, confirming that it was MTSS. You could reproduce and change their pain on jogging in the first session. 
· What are potential barriers to reaching their goal? 
· Time
· Individual recovery (21 year old vs 55 year old woman)
· Exercise history
· Other factors (EDS, menopause, BMI, knee/hip pain)
· Compliance to physios guidance/advice
· Given this information. 
· Can we get them to 21km in 6 weeks? 
· How confident are you of this? 
· What is the chance they will complete? 
· What is the chance that they will potentially injure themselves? 
· What is the chance that they will be sore? 
· How can you provide a plan that will help give a nervous patient confidence to know how to manage all scenarios? 
· Volunteer to practice. 
· To provide example of a plan. Ideally this needs to be less than 5 minutes and can be done while treating as you are confident enough to do so. 
[45 minutes] Exercise Rehabilitation Principles 
What is their impairment? What is causing their pain? 
· Joint Stiffness?
· Muscle Hypertonicity? 
· Muscle Weakness?
· Neuromuscular Control? 
How do you address each of these? 
· Stiffness: passive global movement  passive segmental  active movements
· Hypertonicity: static stretch, self-TPR, eccentric lengthening, contract-relax/reciprocal inhibition
· Weakness: preference is functional concentric/eccentric. Only isometric if too irritable or if functionally relevant. 
· Control: may need to start at just getting activation first, isolating joint/movement, building back to larger overall functional movement. 
Priority is an accurate diagnosis. 
Common Mistakes
· Decreased force output ≠ True muscle weakness
· Other more likely explanations:
· Pain Inhibition from reactive trigger points e.g. inability to calf raise due to pain from TP in calf. 
· Mechanical disadvantage from shortened/lengthened muscle weak E.g. DNF for hypertonic suboccipitals, and Longus colli/capitis
· Muscular guarding due to neural mechanosensitivity E.g. weak gluts for femoral nerve mechanosensitivity. 
· Decreased capacity due structural barrier. E.g. weak abdominals due to poor segmental movement of lumbar spine.
Compromised activation due to reactive muscular guarding and interference of pain with proprioceptive information due to acute injury. E.g. Poor ankle balance after ankle injury may be combination of residual TP through muscle, reactive muscular guarding increasing overall resting tone and somewhat subdued sensory feedback loops.
Some useful principles
· Simple & Effective 
· Least amount of time with maximum ROI
· Easy to remember, harder to do incorrectly
· Prioritse: Only prescribe the most important 1-3 exercises. 
· Compliance will go down the more you prescribe. 
· Education: Important to educate them on why this is important given the nature of the injury. Some patients will follow instruction on blind faith in their physio, many are more likely to do it if it makes complete sense. 
· Specificity: Link it back to their original goal and put the responsibility/accountability back on them by saying that they will recover faster and need fewer visits if they can do their exercises. 



Afternoon Session

[30 minutes] Group Case Study: 
43 year old male, getting back into running but is very inflexible and feels that is shuffling when running. Has been feeling like knees and outside of hips has been gradually getting more and more sore after runs in the last few weeks. 
Has now been running the last 8 weeks 3 times/week. Currently run-walking 2km and would like to build up to 5km park-run. Would like to improve running performance and help address aches and pains. 
He is not the most familiar with exercises and is pretty time poor but would really like to be able to run. He is very stiff and inflexible globally due many years and long hours sitting at a desk with minimal exercise other than the occasional walk. 
· What impairments are you likely to run into? 
· What is the order of impairments that you have to address? 
· What are some appropriate exercises that we can prescribe to this person. 
· How long do you foresee this taking?
· What are some of the next steps or progressions to take him from where he is now to reach his goals. 
· What are other impairments that you are likely also going to need addressing? 

Group Brainstorming
Case Study 1 63 year old male with 15 year history of I/m neck pain from hypomobile Cx facets from 30 years of sedentary desk job. 
Case Study 2 25 year old student who is just 9 months into their new years resolution to lose weight and start an exercise routine. Not previously very active and has just started doing weights at the gym 2/7 by himself. Fairly low tone, not stiff and not that co-ordinated.
Case Study 3 36 year old woman who is quite active but has a very demanding job, working > 50 hours/week at the computer. Has been running 8-10km x5/7 to manage stress consistently without fail for the last 16 years. 
[90 minutes] 15 minutes Brainstorming, 5 minute each group presenting case x 3
Split into groups of 3 and work through one case study 
· List likely impairments that need addressing, listing them in order of priority
· What are some appropriate exercises to help with this?
· Which are the most simple and effective for each of the patients? 
· Are these the best options for your particular patient? Is there an exercise the person is more likely to follow? 

· Best to assume that most patients are very compliant and you want to make as few barriers as possible to their recovery. 

	










Day 3 – Cervical Spine
Goals for the session: Have reasonable confidence in treating majority of Cx spine presentations. Will still likely need more time and order won’t be most efficient, but should have a solid foundation from where to treat. 

Morning 
[90 minutes] Walkthrough of Cervical treatment
Subjective
Where is the pain? 
How does it behave (aggravations and positions of ease, Intermittent/constant)?
History of pain (how long have they had this pain, does it come/go?). 
24-hour pattern. 
Most common sources of pain? 
· Local – Muscular/facet >>> disc
· Neural – Brachial plexus, NR
· Somatic referred – UT, LS, not many others
Observation (when patient is unaware during subjective)
Use AROM to guide us to find what is likely to be a problem. 
Cx AROM:
· Flexion
· Extension
· Rotation
· Lateral Flexion 
Palpate to feel whether barrier is muscular or joint 
PAIVMS: To gauge whether restriction is related to joint stiffness. 
Create an impression of what you suspect is the cause for the patient’s pain and plan treatment. 
Where to start? 
Muscles or joints? Depends on initial barriers observed, irritability and severity of joint stiffness vs. muscular tone. 
You should have mental list of impairments, prioritised on severity and then prioritised based on what is more likely to be linked/related to their pain. 
Treat to address specific movement restrictions. 
e.g. Stiffness in lower Cx facets and restriction with rotation to the (L) may suggest either working at: 
- Limited C0-2 facet movement  Cx PA or PA with Rotation MWM (non-specific)
- (L) Lower Cx facets not opening  Lower Cx AP if tolerated. PA if not. 
- (R) Lower Cx facets having trouble closing (stiff)  Lower Cx PA on (R)
- (L) Excessive UT Tone  Massage/TPR/MFR
- (L) SCM Tone  Massage/TPR/MFR
Re-assessing between each technique will give an indication of priority and will provide idea of what home exercises to prescribe. 
By this stage you should have a clear understanding of what the main contributing factors to the patients pain and can now work backwards to understand what activities or postures is contributing to their pain. 
In some cases it is obvious what needs to be modified, on other occasions it will not be obvious to you or the patient and you will need to prompt and potentially give them a few suggestions of areas that may be giving them issues (e.g. sitting posture at their desk, sleeping positions). 
Summary of findings and provide plan for management. 
Extrapolate progress from session, consider impairment list and how many sessions to address all of these issues given the severity of each of them.
Provide a rough estimate and prediction of where you are hoping the patient will be in a weeks time. Provide caveat that this is an estimate and there will be individual variability. 
Make suggest of ideal booking time-frame for ideal recovery of the injury. 	
[60 minutes] Review of Releases
· Scalene/SCM
· Longus colli/cappitus
· TPR UT/SCM
· MFR UT/LS
· Suboccipital & Cx extensor release


Afternoon
[85 minutes] Group Practice – split into groups of 3
· Group Practice 
· [20 minutes] Split up into groups of 3 and nominate 1 person with current Cx Spine pathology to treat. 
· [10 minutes] Plan & Prioritise Objective Assessment
· [15 minutes] Perform objective assessment (rotate between assessing physios)
· [10 minutes] Plan & Prioritise Treatment
· [15 minutes] Perform Treatment (rotate between treating physios) and re-assess
· [15 minutes] Debrief and write impression, make plan for treatment and plan for patient’s return to activity. 
[30 minutes]  When Cx-Spine is Secondary
Pain arising from hypomobile facets and hypertonic Cx musculature can often be secondary to neural, Thx and GHJ problems. 
This can come in the form of: 
· Peripheral nerve entrapment in the Upper limb can cause irritation that tracks back to the Cx Spine. 
· Thx Stiffness can impair mobility of neural tissue/interface that can cause tethering and lead to a generally heightened nervous system. 
· A depressed shoulder girdle can result in physical traction of scalene and traction of the brachial plexus. 
If this is the case, the neck with respond with treatment, but it will tend to return after 1-2 days. It is not until we address all other areas of irritation will the pain settle and be slower to return. 
More Complex Cases
In more complex cases, patients can have multiple of these problems that all have their own history, aggravating activities and need their own treatment to resolve. 
This is where we need to be effective and efficient in assessing multiple areas and being able to weigh up each of these areas prior to deciding where exactly to start first. 
[60 minutes] Walk-through with Complex Student/Volunteer



Day 4 – Hip
Goals: To be confident to assess and treat >60% hip pathology with reasonable confidence and accuracy. 
12pm – 2:30pm
[20 minutes] Split into groups and brainstorm different sources (local, somatic referred, neural) of pain for each area. 
· Anterior hip pain
· Lateral hip pain
· Posterior hip pain
[10 minutes] Regroup & Review answers
[45 minutes] Split into groups and go through subjective/objective assessment for patient with hip pain. 
[10 minutes] Regroup & Plan treatment
[30 minutes] Treat patient
[20 minutes] Regroup and debrief 
3-5pm 
Practice treating real patient (Split into groups of 3) Each one of your nominating subjective, objective and treatment. 
[60 minutes] Full subjective, objective and treatment
[30 minutes] Feedback & Debrief
Summary and review of Cx-Spine and/or hip. 

