OMT--EBM Language

Regarding patient presentation (according to Maitland):

Signs – objective indications of dysfunction that the therapist witnesses in a patient

Symptoms - subjective sensations, pain, movement, restrictions, etc. that the patient reports to the therapist

Severity –How bad a pain is, how much the pain interrupts function
Irritability – how easily a patient complaint is provoked, how bad it becomes, and how long to subside; “how long it takes to settle.”
Nature – The aspects of a disorder that require consideration during examination and treatment. Including patho-biological processes underlying the disorder, contributing factors, stage of healing, stage and stability of the disorder, person’s psychological nature, cultural or genetic nature, nature of the disorder 
Stage- the place in the continuum of acute to chronic spectrum
Stability – the present state of the dysfunction, if the symptoms are improving,worsening, or static.

Comparable – concordant, directly associated with the patient dysfunction
Comparable symptoms: the symptoms that the patient is complaining of in the present bout that has lead them to seek intervention 

Comparable signs: an objective finding that would correlate directly with the patient’s present complaints
Accessory joint movement – joint play; movements that cannot be performed actively 
Physiologic joint movement – joint movements that can be performed actively such as flexion, extension, abduction and adduction.
Symptom reproduction – recreating a comparable symptom in the objective 

examination that gives the therapist information that may support 

Overpressure – additional pressure added to the end of active range moving into further passive range which is normal for that joint

P1 – the point in a range of motion where the intial onset of pain is experienced

P2 – the second, incremental onset of pain limiting the progression of range

R1 – the initial onset of resistance in the range of motion

R2 – the second onset of resistance limiting the progression of range

S1 – the initial onset of spasm

S2 – the point of increase in spasm, limiting the excursion of range

Resting Pain: quantity of pain at rest, before motion

Repeated movements:  repetitious performance of the same active motion, performed to assess the effect on the patient’s presenting symptoms

Sustained movements:  holding the motion for a prolonged period of time, performed to assess the effect on the patient’s presenting symptoms

Combined movements:  multiple movements performed in succession to assess the cumulative effect on the patient’s symptoms    
Symptom production-  creation of new symptoms that the patient did not have previously

Discogenic:  arising from disc derangement 

Shear: two surfaces moving against each other in opposite directions and parallel planes

Spondylolysis: dissolution of a vertebra, aplasia of the arch and separation of the pars articularis

Spondylosis:  degenerative changes in vertebral segments

Spondylolisthesis: anterior displacement of  one vertebral body on another

Specificity:  the ability of a test to identify patients that do not have a particular disorder.  A highly specific test with a positive result rules the patient in for having the disorder.

Sensitivity:  the ability of a test to identify patients that have a particular disorder, if the test is highly sensitive and is negative we can be fairly certain that the person does not have the disorder

Likelihood Ratios: integrates specificity and sensitivity to arrive at a ratio of likelihood  of the existence of a disorder when a given test or set of tests are confirmed

Positive Likelihood ratio: 1-10 rating with 10 indicating a high or conclusive shift in probability of a condition be present

Negative Likelihood ratio: 0.1-1.0 rating with .1 indicating a high or conclusive shift in the probability of a condition not being present

Reliability:  consistency of measurement.  Below .50 is poor reliability, above .75 is good reliability, between is moderate 

Validation: Retesting a hypothesis to verify conclusions

FABQ:  Fear and Avoidance Questionaire

Oswestry: validated  disability questionaire

Roland Morris: validated disability questionaire

NDI: neck disabililty index

HDI: hip disability index

SPADI: shoulder pain and disability index

Physiologic: mirroring motion that a patient can perform voluntarily

Accessory motion: normal components of movement that a patient can not reproduce voluntarily, but are a part of normal movement

P-A: movement directed from posterior to anterior 

A-P: movement directed from anterior to posterior

Transverse movement: movement directed in the transverse plane 

Central:  movement directed from or at the midline

Unilateral:  movement directed from or at one side of the vertebral column

Adverse neural tension:  deleterious tension developed in the nervous system when going through normal physiologic movement

Grade I: small amplitude oscillations in the beginning of available resistance free range 

Grade II: large amplitude oscillations done within the resistance-free part of available range 

Grade III: large amplitude oscillations into resistance or the limit of available range 

Grade IV: small amplitude oscillations into resistance at the end of the available range 

Grade V: small amplitude high velocity thrust at the end of range 

Centralization:  moving radicular symptoms from its’ most distal excursion to a more proximal, level or toward the midline.  Eg:  symptoms presenting in the low back, thigh, and calf retreat to only in the low back

Peripheralization:  symptoms originating from a central region move toward the peripherary.  Eg: low back pain moving toward the posterior thigh, or calf.

Lateral Shift:  a deviation of the spinal column in the frontal plane resulting in the torso being to one side of the pelvis

Directional Preference:  movement in a specific direction causes centralization of symptoms, movement in the opposite direction causes peripheralization 
Postural Syndrome:  characterized by provocation of symptoms only when the sustained duration of undesirable posture leads to the stretch of anatomical tissue to the limit of it's elastic range, and the total end range time would elicit undesirable lengthening and nociceptive response. The elimination of the poor postural positioning eliminates the causative force creating the pain and leads to a rapid elimination of the pain.Repeated testing in clinical examination would invariably fail to reproduce the symptoms of the primary complaint. 

Dysfunction:

Through trauma, derangement, or low load prolonged duration micro trauma of the uninterrupted postural syndrome pain is elicited prematurely in range of movement. Prolonged exposure to postural dysfunction leading to distortion of the tissues placed on stretch results in tissues that become altered by virtue of increasing length.  Tissue on the opposite side of the same plane as the affected tissue is subjected to the opposite effect of adaptive shortening.  As such in prolonged postural dysfunction anterior tissues of a motion segment would be subjected to forces allowing adaptive shortening while the posterior tissues would undergo a lengthening force into plastic deformation.   This scenario would lead to aberrant behavior of biological tissues and the so-called dysfunction syndrome.  

 The phrase "dysfunction syndrome" was chosen to imply that the tissues in question do not function correctly. Normal accessory movement of a motion segment is lost and the shortened tissue moves to its’ limit prematurely with an ensuing painful response earlier in the now abnormally limited available range.  Elimination of the poorly tolerated posture would no longer lead to resolution of symptoms as in postural syndrome.  In the early phase of dysfunction a patient will be stiff early with gradual resolution through the day.  If the state continues to exist there is no variance secondary to time of day as the adaptively shortened tissue looses more of its' elastic range, and upon reaching end range also reaches the threshold pain response.  Change of the condition requires lengthening of the shortened tissue, which requires repeated stretch into the painful range. 

Derangement:

Prolonging the duration of dysfunction where the tissue subjected to the undesirable forces is damaged and incapable of regaining the pre-traumatic form.  Specifically the alteration of the fluid nucleus of the disc is postulated to have lost its' normal position within the disc leading to alteration of the relationship between the adjoining vertebral bodies and possibly the surrounding annulus.  This leads to a blockage of normal movement at the motion segment, partial in some directions and complete in others depending upon the magnitude of the derangement and the direction of the displacement. 

Normal degenerative changes in a disc include dehydration, fissures, and loss of fluid mobility.  The inclusion of internal disc disruption would lead to the derangement phenomenon.  Early stage disruption can be asymptomatic owing to the absence of innervations in the nucleus and the inner annulus.  When the interruption of anatomical integrity reaches the point of derangement symptoms may begin.

Early stage derangement is characterized by minor symptoms and rapid reversibility.  Later stage derangement is more recalcitrant, with resistance to regaining the malleable capacity of the healthy disc.  In this model the most common derangement is posterior, or posterior lateral displacement of discogenic material, subsequently there is a loss of tolerance for extension as the abnormal migration of disc material creates a posterior blockage of the motion segment. 

