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~ back pain: A case report
Kyndall L. Boyle, PT, PhD, OCS' and Jennifer Rask Demske, DPT?

Management ofa fema] w1thcllrmc sciatica and low

"Assistant Professor, Elon University, Elan, NC. USA
i ‘?Bodie@j-f{n Motion Physical Therapy, Falls Church, VA USA

This case report describes therapeutic exercise management for a female with a chief complaint of

right sciatica and secondary low back puivi (LBP). The patient:vwas a 6l-year old female with chromic. .
Cright sciatica and LBP. At initial examination she reporied pain at 9 on a scale of 10, with 10 being The
most severe, demonsiraied o straight feg raise {SLR ) limited 10 45%, and a positive Ober’s test. The
Oswestry Disability Index (ODI) was 40%. The first six weeks | Jive visits) the patieni was instructed
i stabilizarion and spinal flexion exercises. Afier noting limited improvement, the intervention plar was
revised for 13 additional weeles (10 visits ) 1o include the following exercises to reposifion and stabilize
the: pelvis: muscle activation of the lef hamstrings, adductors. glutews medius, abdontinals, and vight
glureus maximmis; stretching the lefi posierior hip capsule: and muscle inhibition for the paraspinals,

After five visits (six weeks ), the patier rreported 6/10 pain and leg pain. At discharge, patient reporied

0/10 pain. SLR was 70°, the Ober's test was negative, and the Oswestry Disabilitv Index was 0%. G
Stabllizarion and flexion exercises resulied in limited ourcomes and did not eliminate the right sciatica

Symptoms. The addiiion of muscle activation, i, cand lexibility
liminating pain: and

17:17 26 Warch 200%

1 s omusele inhibitior :
exercises. resulted in remarkable onicomes: and appears 1o -be beneficial for ¢

“Improving fuinction for this woman with chroviie right sciatica/ LBP.

(Azkansss’ State University) 8e:

“postures/movements. Interventions have been des-

i 7 ~ . eribed for sciatica in gencral and ate not described

Sclatica 15 defined a3 “pain radiating down differcatly for right- vs. left-sided sciatica, If a
the Ieg/s below the knee along the distribution of ~ Patient’s sciatica i associated with an asymmetrical
the sciatic nerve; usually related to mechanical ~ Postural pattern such as a right handed pattern
pressure and/or inflammation of lumbosacral nerve - (Kendall etal, 2005) or aJeft anterior it teriot chain
roots” (Agency for Health Care Policy and pattern (Boyle. 2006), then specific interventions to
Research. 1994). The incidence of sciatica has beer ~address unilateral impairments may be important.
reported between 2% ‘and 40% (Bronfort et al, In the past; intervernitions for sciaticy have included
2000). Causes of sciatica have been auributed  patient education for bed rest; however bed rest
to herniated lumbar discs (Carette ct al, 1997;  does not appear to have any bencfit over staying
Vroomen, dcKrom, Slofstra, and Knotinerus, - active (Hagen, Hilde, Jamtvedt. and Winnem. 2007;

~.2000), cntrapment by he p tiforpiis - muscle - Hagen, Jamtvedt, Gunvor. and Winnem. 2005).

- (Abitbol, 2007), compression by the infotior glutcal”  Tnjections have short-term ‘pain relicf after one, but
artery asa result of an anomaly (Merlo et 4, 1997) no reporied benefit after 1wo or three: injéctions
direct trauma to the buttock ~and occupational  (Price ot al, -2003). Additional interventions for
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~an annular bulge and facct hypertrophy.

sciatica’ have included mechanical modalies

‘such as traction (Clarke et al, 2007), joint mobili- -

zation, joint  manipulation, electrotherapentic

modalities, physical agents, functional training,

and exercise (APTA 1997 Riddle and Jewell,
2005). The optimum exercises for acute and

< chronic sciatica (with and without disc hernia-
" tion) are unknown, and more research 15 needed

(Durrani and Winnie, 1991; Riddle and Jewell
2005, Wheeler, ]995).‘”‘]‘1‘1;: purpose of thiS“ca.se
report is-to describe physical therapy manage-

et for a patient with a primary complaint of -
“chronic right sciatica (leg pain) and a secondary

- complaint of chronic Jow back pain (LBP).
“- - Theaim of this ¢ase report is to describe seven
- exercises. preseribed for the patient that were
 developed by the Postural Restoration Tnstitute’™
o manage a common postural pattetn of &sym-
- metry. This management program has not been
o previously discussed in the lterature,

~ Case description

The patié_’ri_t was éif’ﬁl-yeéii‘wold fema]c: rcfcwccl by

iy neurologist with a diagrosis of right leg symp-
~ loms and low back pain. The patient stated that

- her right leg symptoms began a year ago with pain
radiating into ihe right posterior hip and down
- the" right posterolateral leg and lateral foot of
- unknown ctiology. She stated skie had constant and

chironic LBP for 20 years where she sought repea-

- ted visits 10 a chiropractor and acupuncturist with

- limited vesults. The paticat had received these treat:

- Iments approximately ‘one year prior to initiating

 physical therapy. The paticnt was asked to rate her
- pain on a numerical pain scalc as deseribed by
- OSullivan and Schmitz (2001). This test quantifics

- the intensity of pain with a 0 1epresenting no pain
--and'10 representing the worst pain imaginable. She
- rated her constant pain 9/10 at its worst dnd 2/10
“ ab its best. Aggravating activitics included” lifting,
~walking in the grocery store; and falling asleep in’
-~ a recliner. Easing activities included sitting down
- When in pain from walking. The patient was taking
- Celebrex  (NSAID),  Skelaxin' {muscle relaxer);
- Effexor - (antidepressant). and Detrol {for over-
~active: bladder/incontinence). An MRI done iwo

- weeks prior to the initiation of her pliysical therapy
~-showed multilevel disc degeneration at T.3-L5 and.
“moderate lumbar sietiosis at L3wL$ secondary o'
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“Tests and measures

Standing lumbar flexion and extension range
of motion were withiu nortaal limits (WNL); -
cxcept cxtension was painful. Repeated extension
in standing increased the patients symptoms. Side
glide to the right was WNL and decreased slightly -
to the left and was pain frec bilaterally, Passive
hip rotation range of motion was measured as

~described by Norkin and White (1995). Passive

internal rotation (IR) of the right hip was 46° and -
left hip IR was 34°. Bilateral LI<LS dermatomes

~were WNL for Jight touch and myotomes were

WNL for motor function (Magee, 1997). A straight
leg raisc (SLR) was petformed to assess hams
string flexibility - and ?;ﬁeumlf;_:;;lcnsids@ (Magec,
1997). The patient reported painin the right foot

~with a right SLR of 45° and ‘a stretchin the

lefl posterior thigh with a left SLR at 60°. The
patient’s posterior superior iliac spine  (PSIS)

- was high on the left (Dutton, 2004).

The left Ober's test was positive and the right
Ober’s test was negative, The Ober's test is tradic

“tionally used 10 assess tensor fascia latac and

iliotibial band flexibility (Kendall and McCreary,

1983, Kendall et al, 2005); The Ober’s test, liow- 5

cver, has more rocently been used (o reflect pelvic
position (the relative position of e femoral head

in the acctabulum), which if not in neutral (e. g.a

pelvis in an anteriorly tilcd or hip Hexed position)
may not allow for the femur to fully adduct on.

the acetabulum (Boyle, 2005, 2006; Boyle, Jansa,

Lauseng. and Lewis, 2003; Tnverse, 1999: Jansa,

1999; Tanssen and Boyle, 2004), There is no krown

literature reporting on sensitivity and specificity
for the Ober’s test. The patient reported modérate
buttock (piriformis region) and moderate tender-
ness over bilateral PSISs, The patient’s Oswestry

Disability Index (ODI) score was 40%, which is

considered moderate  disability (Fairbank and

Diagnosis and prognosis

This 6l-year-old forale presented with right
Sciatica (pain down her right buttock into her
lateral right foot) and chronic low back pain;
The prognosis for her at the time of the initial
cxaminalion was (o improve to a 20% on the
- ODL The plan of care was to have the paticnt be

- PAGE 83/12
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seen - twice a week for 10 weeks for mnstruction implermentation of this program the patient repor-
and progression in a home cxereise program  ted moderate relief of low: back symptoms with
until ‘her goals: werd miet and/or no further cormplaints of pain rangirig on’ average from 4 to
improvements could be made i §/10. However, these cxercises had no cffect on the

patient’s sciatica or right leg pain,;

Intervention

PRI™ exercises
Visit 6

Stabilization exercises e
- Visits 1=5 S o

. An exercise called a left 90/90 hemibridge
(Hruska, 2005b) was added for muscle actiya-
tion of the left lamstrings 1o ¢orrect the patient’s

The patient was instructed in 2 home exercise
program of Tumbar - stabilization  exercises to :
include: transversus’ abdominis strengthening, pos- which was hypoihesized 10 be i
terior pelvic” tilts, ‘bridging, and marching with d left forward rotation (Figuve |
abdominal bracing (Hodges, 1999: Hodges und  This _pelvic position included relative  lef
Saunders, 2001; Sahrmann; 2002). She was also hip flexion: external rotation - and: ‘abduction:
instructed in single and double knee 16 chest stret- and t right hip cxtension; internal
ches for tunbar flexion (Kisner and Colby, 2002). - rotation: and adduction (Levangic, 2005), The
The patient was educated on body mce amics, -7 exercis with' the patic
ing techniques, ‘and postural awareness, Follawitig [ the: '

17:312 25 Harch 2003
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Figure 1. A 90-90 Hip Lift with Hemibridge with instructions below: i L

1. Lie on your back witli your feet flat on 4 wal) and your knees and hips bent at a 90-degree angle,

2. Tiale through your ose ind exhile through yaur mouth performing 4 pefvie it so that your ailbone is raised slightly off the
mat. Keep your back flat on the mar, : . i i v :

J-Marnbin yeur Hip i wish your feftlep onthe will aiid stemightin lyour Aght leg, i

a: Slowly take yoiF straight right log o nd off th wall a5 you breathe in throligh your nese and ut the agh your month. ¥ou
should feel the museles behind your Ioft thigh ehpage. - o i :
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Figure 2. Right Sidelying Lefi Posierior Hip Capsule Stretch with instructions below:
1. Lic on-your right side. 7 g i

2 Place Your 16t fool higher an the wall with your Jeft foot-turned inward,
3USKIfE your Jeft hip hack upon inkalation and hold ihe stretch during exhalation:
4. Keep your Jeft thigh tnrned inveard and toward your right Jeg. :
5. Peel'a stretch in'your ef Buetock.

PI-ATS 17132 28 Warch 20D9
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Vigre 3. Lelt Sidelying Knee to Knex in 2 Posttion of Left Acetabular Femaral Tntcmal Ratation (L AF IR) with T.eft Femoral
Acetabulir Intermil yotatian: and Adduction (LFATRIAA) with Thsiructions Belawe :
L Lie o yoitr 1eft side with: your tocs s the il kinees: together wnd back rannded.

2. Place a holster undereath your ankics. i i

3. Push your bottom toes'itito the wall.

- St your right knee forvard,

LU up o i “out yotr iippér thiph. o

- Then Jift up’or turn “in your lower thigh, You should foel your 1¢t inner thigh crigape.

- Hold your legs together while vou take 45 deep Breaths iy through Your iosé sind oht through yow moth,

&

NG
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- pelvis up with just the left leg musculature

(hamstrings). The name 90/90 Jeft “henubridee
15 descriptive of this position. The paticnt’s left

- Ober’s tost was negative, immediately after per- -

fotming “the exercise. The treating therapist
hypothesized that this result may have reflected

cachange in pelvic position via the action of the

hamstrings on the pelvis (hip extension):

Visit:7

A Ieft posterior hip capsule stretch (Fruska,

2005b) was added to address the left passive hip IR

impairment (i.c.; decreased left hip passive IR and a
decreased ability to adduct the Jeft hip [acetabulim

“on fermur} compared to the right hip). Tt inclided

anactive shift of the left leg back into the left
posterior hip capsulc upon inhalation. This excreise

~was very difficult initially ‘for the ‘paticni (o' do

(Figure 2), The patient performed four repctitions

Figar : 'vd. D090 Hig

1/ Lic on your back Witk youf feet:flat ona walldnd your knces and hips bent at

2/ Place a:4-6 inch ball between your kriegs,

3. Phice your vight ann aliove your head and s bziﬁbmn in your Ieft hasd.

mat. Reep vour back flat on the miat. Do not préss yoitr feet flat into the wall wistead dig down with your fieels.
 blow oulinto the balionn, o
6. Pause 3 seconds with your tonpus on. the ool of your mouth to prevent airflow aut of the balloon.

5. Inhale through your nose and slowly:

ASL INTERLIERARYLOAN
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48
with a ‘20~S§C0r}:d“llt);ld. Aﬁerihc. ‘\‘patie‘_nﬁt cornpleled

the stretch, her Ieft hip TR increased by six degrees.
Muscle activation was then targetéd for the loft

-adductors, obligues and right gluteus maximus via

a left sidelying knec to knee technique (Hruska,
2005b) (Figure 3). These three muscle groups were
targeled to move the position of the pelvis into

the “desired direction of left hip adduction left
hip extension and left hip internal rotation, This

~positioning is- hypothesized 16 help stabilize (he

pelvis ia its

new position following the 90/90L
hemibridge,

The right gluteus maximus externally

“rotates the right hip (Moore and Dalley. 2006,

which can-assist in moving the left pelvis: from
a relatively forwardly rotated position o a
backwardly rotated position. 1f a patientig inthe
asymmetrical postural position for « long time,

right gluteus maximus (Boyle, 2006) and the

the - ( 1
left adductors (Kendall et al; 2005) are believed to

 be long and possibly weak. The excreisc techni-

que was designed 1o shorten the left adductors

4. Tnhale through your nose and exhiale through your mouth: performing 4 pelvic {1t 6 (hat yéiir iailbone  raised Slightly off the

o

7. Wiihaut pinching the tieck of the balison and while keeping vour tangic on the Toof of your mouth. take aniother breath in

- through your yiose,

S. Sloqi_l_y blow m"x(_’?;a,gaiﬂ s you stabilize the bmllﬁ&ia with ya{ii; hand: Da not strain your neck of check:
9. After the 4 btcath n, pinel the illoorn neck wrd Témove it

om your mouth. Let the air out of the hafloun.

you bh)_:fi}::

PAGE  86/1 2
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Z Fignre 5. Lefl Sidelying Right Glutens Maxi nus (L SL.R-GM) with Shi Linto Lol Acetabular Femoral Tnternal Rotaton (T AF:
o TRy with instrifctions below. i o i g
2 [v Lie' on your 1eft side With vour s dnd ences bentat a 60=50-depree angle,
= 2. Place your ankles e {ap of 433 inth bolster and place your feet firmly on o wall, -
s 3. Place wbing around both thighs slightly 5bove yeur knees. i
5 4. Shift your right hip forward unalyou fecl a shht steétch or pall in yaur left outside Hap. e o
" 5. Keepitg your toes on the wall, raise your right krice whils keeping it shifted forward: You shioold foal yoirr righloutside hip cigaps.
- 6, Hold this position while you take 4-§ deep hreaths in through your nose dnd out thiongh your mouth,
E
5
]
8
d
;
ol
4
sl
<
6
g
A

Figure 6. Right Sidelying Left Anterior Gluteus Medius with Weighted Femoral Acetab]
{ROSL L AR GIar Med el FA TR/ADd) with instructions Below: :
I- Licon your right side with your toes on 4 wall, ankles dnd Knees Wgether and your Hanek: rour
your lowet arm under your head and upper hand oo the ficer in front of yoi to s(ihiliz
pillow hetween your anklex and & folded towel between your kiiges: '
4 Placon'3-5 T ankle weight around your Teft ankle, ‘ :
5. Slide and. guide your 1eft hip backward ds Tar a9 you can without arching your back.
b. Puﬁl_fymxr righlﬁlbcs inro:(hewall. i : 5
7. Raise yaur Jeft ankle up while tarning yaur Ieit thigh "0’ s ihat yoiir el aukie jé gher than your left Hip. Now 1ilt your
left knee and ankle simultancousty towards the ceiling, Y ou should fecl your Taft outer Hip enpage. “‘
8. Hold this pasition whife taking 4-5 deep Bresthsin through your nase and out threngh Yoy mosth;

- Internal Rotation sid Abducton
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Figure':";'. Sitting ita Pasition of a Left Shift with LeftAcctabular Femoral Tnterina] Rotafion (AR IR)),‘witlx‘f}istmqicm}:”lxloyg;

1 Wiien seatedd position; Keep yourirunk-rounded ft'mil_,-__»ymn' knnés’_}f Al oAb
2. Place:a small bolster ander your Jeft thigh and shif yaur left lnee back,

first via a lefl pelvic shift (left a’cétabului;i moving
over the left femur) and then shorten further with
the concentric contraction against gravity (left

hip TR and adduction/left  femur moving o

the left acetabulum). Similarly, the right gluteus

maximus was shortened first via the jeft petvic
~shift (ie. putting the right hip ‘into’ ER ‘and
- abduction). and then shortened further with the
- concentric contraction against gravity (right hip
ER “and abduction). Thig position: effectively
- strengthens  the muscles by ‘placing ‘them in-
2 shortened position before ~activating themy
- against gravity and strengthening them furtlhier
- (Hungeford, Gileard, and Hodges, 2003).

Visits 8-12

Ve hip fevel,

inhibition of paraspinals (Hruska, 2002, 2004,
20053, by (Figure 4). Forced exhalation via the
resistance of the balloon was thought to activate
abdominals, - intercostals, and the  (ransversug
thoracis. (triangularis sterni) ‘muscle and help
facilitate rib - depression and thereby. decrease
lordosis, - Abdorninal “activation (trunk flexors)
also “tends 1o reciprocally  inhibit paraspinal
activity (trunk extensors). A pause at the cnd
of the exbalation phase and before the nexi
inhalation phase was ‘thought to help reset the
diaphragm, allowing it to fully lengthen and rést.
- An exercise wilh resistance 1o F uether activale
the right gluteus maximus (Mruska, 2005b) was

- theén preseribed by the therapist (Figure 5).

Muscle activation of the tight GM was targeted:

: < toactas an anchor of stability for the Jeft innomi-
- : % - mate. It was also prescribed 10 oppose right hip
The therapist instructed the patient in a 90/90

hip lift with: balloon for muscle activation of -
~ bilateral abdontinals ( transversus abdominus and
~nternal obliqiics) and diaphragn and inusele

internal rotation (4 concomitant position secon-
dary to forward rotation of the left homipelvis)

via the gluteus maximus’ action to move the
hip (acctabulum on femur) into external rotation,

PAGE Bs/12



 93/26/2003 12145 B7R9TISTES

- Downleaded By

timies per day.

o Maximus

fArkansas State Universityl Rt 37:32 26 March 2009 .

-~ because the patient was {ll.

 Outcomes

Table 1. Dosage for a RomE program: of exeraises (Pelvie

repositioning and retraining) for u female with tight sciatica

unid - fow back pain: fmqucnc;(j{_;i’lnrY:ﬁcrik?ﬁd was: two or three

Excrcise ~ Prescription

90/90 Hemibridge

50/90 Hip Lift with Balloon = 5 fills
L Sidelying Knee to knee | .
- 5 o = 5 sccond hold
L Sidelying Right Glufeus
10 reps, 10

R Sidelying Left Glutous
o second hold.

Medius

- hold :3'-__::}:;

, 1 R Sidelying Teft pbmtério__r 4 reps, 30 second

capsule stretch

An exercise for muscle activation of the left
~anlerior gluteus medius wag added to the patieat’s

- program (Hruska. 2005b) (Figurce 6); Activation
ol s muscle was added because it was believed
by the therapist 1o have decreased recruitment as

- result of limited left hip internal rotation.

T’ili?‘[ts 7 3—1 5

- Over the three final visits, the patient’s home
- program was revicwed with verbal cues given to
ensure proper technique. She was also instructed
- toosit with a pelvic shift 1o the left (Hruska,
2005b) whers the acelabulum moves over the

femur (AF) into internal rotation (IR) to oppose

- her tendency to sit in right AF IR (Figure 7).

“Dosages for the exercises are scen in Table 1,
o There was a three-week g

~decrease in pain from visit two' (5/10) (o visit
othrec (3/10), but there wag no change in her right:
- sciatica (Table 2); A minimal clinical significant
~diflference (MCSD) in the ‘pain ‘scale’is consi-
~dered 2.5 for chronic pain (Ostelo and dcVet,

- 2005). A MCSD for pain level was not achicved
at this time! The “Ober’y test remained: positive,
~Immcdiately after the patient performed the

Casl INTEF:ELIHR&%LDA@

 Visit numbee Pain leved . Ober's (ADT) -

——  (Week ) 5/10
10 reps * 3 sets

CBTeps * lsets
5 reps, 30 s~“co'ii;d 6 (Week7) it

) (chk 8)
8 : i

: Ay
13 (Week 14)
15 (Week 19)

sec c oo negative Ober’s test. On visit 111
ap duting this time = : t On visit 11 ¢

During  visits 1-5 the “patient reported 3

51 i i ﬂr))la and D;}:n‘rlm‘/)"}:l_vir,vimimr‘;gﬁy‘T/:aér;v and Pjréwtir:‘e 2 ;,f?ﬂ(l.?)‘_{#ﬁ-i

ﬁ;ivble‘ 2. Pain Jevel and Ober's fest ‘(adduction drop teat)

(ADT) results gver the course of physical ‘therapy for a

femalé paticnt with right seiatica and low buck pain;

~Positive
0 Not tested
35 310 Noticsted
4(Week 6)  4-5/10  Not tested
5 - 6/10 Positive
~7-8/10- Positive before
i :f_-;;,“lfl.'catl'.ﬁént, .
- negative after
0 Nottesied
o 0/10 - Negative
- 0.5/10 Negative
010 Negative
10} *56/10 Negative
Iy 0/10 Not tested
(05~1/10"  Negative :
0=1/10  Negative
~ 0/10  Nepative

2(Week 5y 5110

1210

14 (Week 14)

*Potient injured back while lifng.

90}90 heiﬁibrﬁdﬁé ciuriﬂg vmt 6, thc ‘pat'iﬂéntm

 demonstrated a negative Ober's test on the Joft. On

visit 7, the patient stated her right log was “‘feeling

-great” since her last appointment amd that, “This

is the first time I have had relief in years!” Over the
following three visits, the patient’s complaints of

~pain were from 0 to 1/10 and the Ober’s fest

remained negative. From visit 9 thro ugh discharge

atvisit 15, the patient consistently dgmo’nst;ale& a
he patient had a

recurrence of LBP and R LE pain. She reported

this to be the result of improper body mechanics
~while lifting 2 heavy object, i

Upon discharge at visit 15, the patient demons-
trated pain-free Nimibar active range’ of fotlon,
The patient’s SLR on the right increased to 70°
with no complaints of foot pain, and her SLR
on the L increased to 75 The Ober's tést was
negative al the discharge visit. “and the patient

reporied pain at 0/10 (Table 2). The patient stated i

that: 1) She was able (o climinate ey LBP and
right leg pain completely with her home propram

particularly the 90/90 hemibridge: 2) She could

2o several weeks before ‘having to perform her
home program; and 3) She was able to walk up to

e w1z
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iswhat prompied this case report. : i
o The initial intervention for this case consisted
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three miles and drive distances up 16 three Tours
without pain. The patient’s pain “level “and
Ober’s ‘test results: over the course of physical

therapy managemert arc depicted in Table 2.
gt : . :

The patient’s ODI 'score upon discharge was
0%, mndicating a change from moderate disahility

(40%) to no disability (0%). An MCSD for the

ODIL is considered 10 points or 20% (Os1¢lo and
dCVcl 2005). 5 o

This case report s unique because of the
unique exerciscs  the physical therapist: pres-

cribed duting the second half of the patient’s

carc. The treating physical therapist was a new
graduate and began 1o prescribe interventions
based ‘on gencric stabilization: exercises. When

the: patient’s - outcomes werc: not satisfactory
for discharge, she then revised the management
plan based on recommendations provided by the
Postural Restoration Institule, The immediate
and dramatic reduction in sciatica (right leg
pain) and ‘the chronic LBP, ‘improvement in
function. and patient satisfaction fi ollowing the

 prescription of the postural Iestoration exerciscs

of bilateral ‘excreises focusing on movement in

the sagittal planc (single and double knec to
- chest exercises for: lumbar flexion) and general
. bilateral ‘stabilization” and abdominal recruit--

menl (transversus abdominus

o marching wi th abdominal bracing). These excr-
- cises have been recommended for patients [0
- decrease Jumbar lordosis and 1o stabilize the:
- trunk (Rittenberg and Ross, 2003). Levine and’
- Whittle (1996) reported that altering the amount
- of pelvic tily significan(ly changed the angle of
~lerdosis. Levine and Whittle (1996) concluded

~tbat by increasing the degree of anterior pelvic
- tiltin a standing position, the angle of lordosis
~increased. In “addition to decreasing Jumbar
- lordosis. flexion cxercises are also recommended
- for spinal ‘stenosis to open the interveriebral -

- spaces and canal (Manuel, 2002). These symme-
- trical sagittal plane cxercises, however, did not
- change the' right lower extremity symptoms, . muscle inhibition, or integrate desired néuromiotor
- which gave steength to (he hypothesis that pelvic i ;
- girdle asymmelry may have been contributing -
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to lateral foraminal narrowing and/or sciatic
symptoms (Hall, 2005).
The treating therapist for this patient initi ally
addressed the patict's increased fumbar lordo-
sis by having the patient do flexion exercises
and abdominal strengihiening The' patient was
also educated in proper body mechanics and
lifting techniques’ that may have contributed to
ber initial improvement (Lorcnz, Lavender, and

Andersson, 2002). After “leatting  (he correct

form, she performed her activitics of daily living
with better awarcness of her body. However, she

~did have an increase in symptoms during her:

course of treatment that was believed to ‘be
directly ‘related to poor lilting technique. Tn

addition (o being educated on body mechamics,

she was also tanght how to muaintain proper
posture with standing activities (Kendall e al,
2005). The patient had a tendency to stand with
‘an anterior pelvic tilt. She was instructed 1o

mdintain a neutral pelvic position with weight-
bearing  activitics  that “may have ‘helped - to
decrease the strain on het back (Ickcs, 2007),
Following ~this intervention. the therapist
shifted hicr focus (0 address the pelvic asymmetry
and the lef¢ hip impairment because the patient
had continued right sciatica (leg  pain), The
therapist’s goal was to detemmine if a positional

achicve pelvic symmetry via EXCLCise Lo reposition
the pelvis, and  then to retrain the paticat’ to
maintain the position, The therapiat: reasoned
that ‘the patient’s pelvis was anteriorly - tilted
and forwardly rotated on the Jeft. This pasition
held over time could contribute to A restricted Teft
posterior hip capsule if the patient compensated
for the lelt pelvic forward rotation by externally
rotating the Ieft hip to avoid walking with the
tocs turncd in. The therapist belicved that it wis
important for the left hip to be able to be neutral
in the joint (more adducted and internally rotated
than abducted and externally rotated) 1o improve
the pelvic asymmctry and sciatica symptoms.

Overall, the intervention consisted of unilateral
exereises or nonmanual techniques that are defined
as - “‘specific. processes mcorporating muscle posi- -
tion, the two respiration phases, and appropriatc:
concomitant muscle 4ctivity. These Processes arc:
designed to facilitate isolated rauscle activation;

function while preventing compensation” (Boyle,
2006). 1 - contrasi. to nonmanual” techniguics,

asymmetry of the pelvis was present; thew to
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Conclusions

excreise, according 1o _ﬁendaﬂ, st al (2005), is
described as those: movements. that are ‘used 16

- strengthen weak muscles, lengthen short muscles.

increase endurance, or improve coordination. The
ferminology of nonmanual lechniques is used 1o

more accurately reflect (e rationale for the inter-
- vention than using (he wiord EXCreise;

The  nonmanual ~ technigues ~ or CXC!‘CISCS
involved movement in all threc planes: sagittal,
frontal, and: transverse. Rittenberg and Ross

© (2003 stated that it is mmportani to provide tri-

‘ ; > mimic function. The
techniues targeted key muscle and soft tissue
impairments. Implementation of the 90/90L

- hemibridge (L hamstring activation), thought to

reposition the pelvis, immediately coincided with
A decrease in the paticnt’s subjective pain
intensity, an increase in patient satisfaction and

- function, It 1s possible that the paticnt could

have been discharged sooner if the elVic reposic
tioning techniques (i.e;; 90/90 1 hemibridge)
were started earlier. It isimportant to emphiasize

- that'the-home program was specifically designed

for the patient’s s,pcci:fic’}impairm.exjﬁ_’q’s/right scid-
tica. If the therapist had clinically reasoned that
the  patient’s’ pelvis was anteriorly iilicd and

forwardly rotated on the right, then a 90/90 R

hemibridge for right hamstring activation would
have been prescribed, IF he patient’s righ( hip
IR ‘was limited and right adduction (acctabulum

on femur) was decreased, then 4 posterior - hip

capsule streich on' the right ‘woul
P l'EISCEﬁ bed. :
The authors acknowledge that (hi

ave: been

patient was

~seen 15 times over 19 weeks, which is a longer

time for management than in some scttings. This
may be attributed to the fact that the patient did

not have any insurance fimitations/caps and was.

- secn by a new graduate in a hospital sctting.

Further research is warranted to determine the.
validity of the Ober’s tast to reflact pelvic position.
and associaled presentation of soft tissue. Further

‘outcomc research is also needed to investigate the
~efficacy of the cxerciscs (nonmanual techniques)

discussed in this case for management of patients
with chronic right sciatica and LBP: e

This casé re ‘ tha
rgeting Uriplanar musele gt
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