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I received my Bachelor’s degree, in PT, from the University of Maryland at College Park. I then worked in 
England where I became Bobath (NDT) Certified in the Treatment and Management of Adults with 
Hemiplegia before managing a newly established rehab department in Lowestoft, England. This strong 
neurological foundation consistently influenced my later approach to orthopedics, encouraging me to 
look for a neurological reason for each orthopedic finding. For example, in 1986, while researching how 
pre-fabricated inserts effected pronation, research that I presented at an Interdisciplinary Symposium 
on “The Biomechanics and Orthotic Management of the Foot,” what I noted, and questioned, was why 
did it appear that in normal stance all our subjects had consistently more pronation of their left foot?  

After sailing back to the United States, on my own little 24-foot wooden sailboat, I worked primarily in 
orthopedic and sports medicine facilities, including working with professional dancers and athletes and 
as the PT for the 2000 Samoan Olympic team. In 2005 I returned to school, receiving my doctorate of PT 
from the University of North Carolina at Chapel Hill. To help get through my studies, I embraced cycling 
and put over 15,000 miles on my bike during my time at Carolina. After receiving my DPT I went on in 
2011 to become a Bike Fit Professional. It was while observing people on bicycles, that I again noted 
consistent, asymmetrical patterns. I almost always needed to only post the right cleat to accommodate 
right forefoot varus and wrap only the right side of the handlebar in a manner that facilitated right hand 
supination in order to level out shoulders and decrease shoulder pain and/or hand numbness. I realized 
these differences were there, but I didn’t know why until I read an article titled, “The Relationship 
between Postural Asymmetry and Cycling Injuries” by Lori Thomsen, MPT, PRC.  Lori’s article was my 
introduction to PRI, in which I became certified in 2015.  

It was around this time that one of my best friends was diagnosed with Parkinson’s Disease. This was 
shortly after the neurologist, Dr. Jay Alberts, published research showing how, when a person with PD 
rides on the back of a tandem that is being pedaled at a cadence of 80-90 RPM, a variety of their PD 
symptoms decrease. After dissecting this research, I bought a tandem and my friend and I rode for over 
an hour 3 times a week at the specified cadence. And, following each ride, she stated “it was better than 
getting a dose of dopamine.” Others with PD heard about what we were doing and I ended up getting 
several tandem bikes and setting them up on stationary trainers at a local gym, where I coordinated 
having members of our local cycling community ride on the front to set the cadence while people with 
PD rode on the back. “Park’n Ride” was officially sanctioned as a non-profit in January 2015.   Our little 
grass-roots group even got featured on NPR! 

Based on the success of this cycling program, I was labeled a regional expert on PD and started to get 
more and more referrals for patients with PD.   I, therefore, needed to learn as much as I could about it, 
so I got certified in LSVT BIG, Parkinson’s Wellness and Recovery (PWR!) and Rock Steady Boxing, all 



evidence-based, Parkinson’s-specific programs. I also attended the World Parkinson’s Congress and even 
volunteered for a week with Becky Farley, PT, PhD who developed LSVT BIG and PWR! And in 2017 I 
received a grant from the National Parkinson’s Foundation to organize and run a two-day event, called 
the Parkinson’s Exercise Prescription (PEP) Retreat, which was designed to help both patients and 
medical providers better understand how to use exercise as an evidence-based treatment for PD.  

What I have taken away from all of this training, from working extensively with this population, and 
from the currently exploding literature regarding the benefits of specific exercise programs for PD, is 
that, perhaps unknowingly, the components that make each of these treatment techniques so effective, 
are the components that are based on the science of PRI. People with PD, just like all of us, need to be 
able to rhythmically alternate, but their disease, or somewhere along their journey towards developing 
this disease, this ability to rhythmically alternate was compromised so they needed to develop 
involuntary tics, muscle spasms, tremors, restless legs, dystonia and/or postural changes to help them to 
get to the other side, to help them to alternate. This is now the message that I am trying to get across in 
both the prevention and treatment of Parkinson’s, and so many other, syndromes or diseases.    

So . . . 35 years after receiving my certification in the “Treatment and Management of Adults with 
Hemiplegia,” I have come full circle.    

 


