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Neurac kursplan
 Høsten 2011MEDICAL

www.redcord.no

Gi effektiv og sikker behandling•	
Lær de nye behandlingsmetodene•	
Effektiv og smertefri behandling •	

NEURAC - for behandlere, les mer på redcord.no

Lær deg de nye Neurac-metodene

Neurac 1   Oslo 8.-10. juni  
Neurac 1   Oslo 31.aug-2.sep 
Neurac 1 - in English  Oslo 14th-16th Oct 
Neurac 1   Oslo 19.-21. oktober 
Neurac 1   Oslo 9.-11. november 
Neurac 1   Oslo 7.-9. desember

Neurac 2 Stimula   Oslo 30. september
Neurac 2 Stimula   Oslo 28. oktober
Neurac 2 Stimula   Oslo 25. november

Neurac 2 Rygg og Bekken  Oslo 23. juni
Neurac 2 Rygg og Bekken  Oslo  26. oktober
Neurac 2 Rygg og Bekken  Oslo 1. desember 
  

Neurac 2 Nakke   Oslo 24. juni
Neurac 2 Nakke   Oslo 9. september
Neurac 2 Nakke   Oslo 16. november

Neurac 2 Overekstremitet  Oslo 15. juni
Neurac 2 Overekstremitet  Oslo 8. september
Neurac 2 Overekstremitet  Oslo 17. november

Neurac 2 Underekstremitet Oslo 16. juni
Neurac 2 Underekstremitet Oslo 27. oktober
Neurac 2 Underekstremitet Oslo 2. desember

Er det noe du lurer på angående Neurac-kurs? 
Kontakt oss på telefon 37 05 97 70, eller e-post til redcord@redcord.com

Praktisk kurs med stor vekt på aktiv deltakelse•	
Stort kurskompendium med gode illustrasjoner og beskrivelser•	
Bygger på anerkjent forskning og veldokumenterte prinsipper innen •	

      trening og aktiv rehabilitering.
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September 
30. Oslo. Neurac 2 Stimula. Arr.: Redcord. Mer info, 
se manuellterapi.no > Kurs og seminarer.

Oktober 
6.-10. Alba, Italia. Smertebehandling med nåler. For info, 
se manuellterapi.no > Kurs og seminarer.

13.-16. München, Tyskland. Active Release Techniques - 
Upper extremety. Basis kurs. Arr.: ART Europe. Mer info,  
se www.activerelease.no 

14.-16. Oslo. Neurac 1. Arr.: Redcord. For info, 
se manuellterapi.no > Kurs og seminarer.

17.-19. Oslo. Obligatorisk kurs for nye manuellterapeuter i 
trygdefaglige emner. Arr.: Universitetet i Oslo. 

19.-21. Oslo Neurac 1. Arr.: Redcord. For info, 
se manuellterapi.no > Kurs og seminarer.

21.-22. Tromsø. Manuellmedisinsk smertebehandling 
(MMS trinn I) for fysioterapeuter. Arr.: Norsk Manuellterapeut-
forening.  Se www.manuellterapeutene.org/kurs/mms 

26. Oslo. Neurac 2 Rygg og Bekken. Arr.: Redcord. For info, 
se manuellterapi.no > Kurs og seminarer.

27. Oslo. Neurac 2 Underekstremitet. Arr.: Redcord. Mer info, 
se her 

28. Oslo. Neurac 2 Stimula. Arr.: Redcord. For info, 
se manuellterapi.no > Kurs og seminarer.

November 

7.-11. Trondheim. Henvisning til spesialist for manuellterapeuter og andre 
primærkontakter. Arr.: NTNU i samarbeid med NMF. For info og påmelding,  
se www.manuellterapeutene.org/kurs. 

10.-13. Moss. Active Release Techniques - Lower extremety. Basis kurs. 
Arr.: ART Europe. Mer info, se www.activerelease.no

25.-27.  Oslo. Kurs i diagnostikk og behandling av muskulære triggerpunkter, trinn II. 
Dry needeling/IMS. Kursleder: manuellterapeut Petter Bogsti, pb@ullernklinikken.no. 
For info, se www.ullernklinikken.no > kurs

Agenda Oversikten over arrangementer er ikke fullstendig. Tips oss om aktuelle kurs,  
kongresser og seminarer, slik at oversikten blir mest mulig komplett.  
Kontakt redaksjonen, tidsskrift@manuellterapi.no. Tlf.: 913 00 403. 

Manuellmedisinsk 
smertebehandling, MMS
Ny kursrekke for fysioterapeuter. 
•   Nytt undersøkelses- og behandlingskonsept  
 for fysioterapeuter i klinisk praksis.

•  Bygger på det nyeste av vitenskapsbasert kunnskap 
  om ikke-medikamentell smertebehandling samt velprøvde 
 og veldokumenterte metoder innen manuellterapi.

Gjennom fire kurs presenteres teorigrunnlag, undersøkelses-
metoder, manuelle behandlingsteknikker og tverrfaglig til-
nærming. Fra å fokusere på at funksjonsbedring gir smertelette, 
fokuseres det nå på at smertelette oftest gir funksjonsbedring. 
Deltakerne får praktisk hands-on-trening, og får konkrete 
behandlingsopplegg de kan ta med hjem og brubehandlingsopplegg de kan ta med hjem og bruke fra dag én.

Trinn 1, kurs i Tromsø
21. - 22. oktober 2011 - 30 plasser 

– først til mølla får plass. Pris: 4.900,- kroner.

For mer info og påmelding: 
www.manuellterapeutene.org/kurs/mms

Arr.: Norsk Manuellterapeutforening



www.medinor.no

HØSTTILBUD

I vårt høsttilbud har vi plukket ut noen varer som vi mener kan være spennende for mange 
av dere. Vi har blant annet introduksjonstilbud på den nye knebenken fra Steens - en benk 
for open chain øvelser. 
Medinor er forhandler av modeller og plansjer fra 3B Scientific, be gjerne om katalog for 
full oversikt over alle produktene.
Komplett sortiment og priser finner du på www.medinor.no

Kampanjen varer f.o.m. 1. september t.o.m. 31. oktober 2011.

Du kan bestille på www.medinor.no, e-post: kundeservice@medinor.com eller tlf: 24 05 66 30. 

Produktene er lagervarer og sendes normalt ut samme dag eller dagen etter bestilling. Dersom et 
produkt er utsolgt vil det være 3-4 ukers leveringstid.

Artnr. 180848 Knebenk
Benk for Open Chain Knee Exercises. 

Artnr. 104062 TENS eco 2 
Digital 2kanals TENSapparat.

Artnr. 104026 EMP 2 PRO 
Digital 2kanals muskel-
stimulator.

20%
RABATT
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MuskelSkjelett

Spesiell 

Sommeren i år var spesiell. Nor-
ge ser likevel ut til å ha kommet 
seg til hektene igjen etter ter-
roranslaget i juli. 

For manuellterapeuter vil 
høsten også bli spesiell. Helsedi-
rektoratet har fått i oppdrag fra 
departementet å gjennomgå spe-
sialistområdet for å se om flere 
yrkesgrupper enn leger, tannle-
ger og optikere skal omfattes av 
en offentlig spesialistordning.  I 
departementets oppdrag nevnes 
konkret at grupper som har «rett 
til å henvise pasienter til spe-
sialisthelsetjenesten» – det vil 
si manuellterapeuter – skal gis 
prioritet i vurderingen. Direk-
toratet har fått frist til utgangen 
av november 2011 på å avgi en 
tilrådning. 

Det spesielle i saken er at Stor-
tinget flere ganger har bedt om å 
få seg forelagt en sak om autorisa-
sjon av manuellterapeuter. Senest 
ved behandlingen av statsbud-
sjettet for 2011 minnet Stortin-
gets helse- og omsorgskomité 
regjeringen om dette. Likevel 
fortsetter forvaltningen arbeidet 
med å gjøre manuellterapi til en 
fysioterapispesialitet. 

I Norge er vi vant med at de-
mokratiet fungerer slik at Stor-
tinget er den øverste myndighet 
i landet. Slik bør det fortsette å 
være. 
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AKTUELT

Harald Markussen har vært tilknyttet 
håndballandslaget for herrer i to år og 
seniorlandslagene i sandvolleyball for 
damer og herrer i syv år. 

Vi spør ham hvordan de medisinske 
apparatene er bygd opp i de respektive 
landslagene. 

– Teamene er svært forskjellige. Dette 
gjenspeiler nok det nokså ulike økono-
miske fundamentet i disse idrettene. På 
håndballandslaget jobber vi i team med 
manuellterapeut, idrettslege og massør 
på de fleste samlinger. I tillegg deltar 
også idrettspsykolog fra tid til annen. 
Manuellterapeut og idrettslege kan di-
agnostisere samme skade uavhengig av 
hverandre. I spesielle tilfeller undersø-
ker vi sammen. Manuellterapeuten blir 
naturlig først konsultert ved muskel-/
skjelettrelaterte skader. Sammen legger 
teamet opp rehabiliteringsplaner som 
omfatter samlingen og eventuelt tiden 
etter samling om nødvendig. Vi bruker 
faktisk en god del tid på planarbeid og 
dokumentasjon. 

Alene
På reiser og samlinger med sandvolley-
ballandslagene reiser Markussen alene 
som medisinsk personale. 

– Vi har tilknyttet landslagslege, men 
han reiser svært sjelden med lagene og 
konsulteres først og fremst når spiller-
ne er hjemme eller over telefon. Jeg har 
selvfølgelig mulighet til å kontakte han 
når som helst i spørsmål som ikke er en 
naturlig del av mitt arbeide, eksempelvis 
medikamentell behandling. 

Innen sandvolleyball består lagene 
kun av to spillere. Det er vanligvis to 
kontraktslag for senior herrer og to kon-

Manuellterapeut med mange baller i luften

traktslag for senior damer. Noen ganger 
reiser lagene til samme turneringer, an-
dre ganger er det adskilte turneringer 
for damer og herrer. 

– Arbeidsmengden varierer derfor en 
del. Noen turneringer er det ikke med 
medisinsk personale fra Norge, men på 
alle turneringer på World Tour skal det 
være minimum fem fysioterapeuter og 
to leger til alle spilleres disposisjon. Kva-
liteten på det idrettsmedisinske arbeidet 
varierer en del i ulike land. Derfor velger 
vi ut turneringer hvor vi ønsker å være 
til stede for å sikre oss at spillerne får rett 
oppfølging når vi legger opp sesongen, 
forteller Markussen.  

Idrettsbakgrunn
Markussen er opprinnelig fra Harstad i 
Sør-Troms, og har selv fortid som volley-
ballspiller på høyt nasjonalt nivå. Blant 

Manuellterapeuter er etterspurt av de medisinske 
støtteapparatene i toppidretten. Harald Markussen er 
manuellterapeut for herrelandslaget i håndball og for 
sandvolleyballagene. Veksling mellom landslag på tur og 
klinikk hjemme i Oslo gir ekstra energi og arbeidskapasitet. 

Manuellte-
rapeut på 
to landslag. 
Harald Mar-
kussen. 
Foto: Espen 
Mathisen

Zwart FORMI-leder
John-Anker 
Zwart har over-
tatt som leder av 
Formidlingsen-
heten for mus-
kel- og skjelettli-
delser, FORMI.  

Han overtar 
etter profes-
sor dr. med. 
Even Lærum 

som gikk av med pensjon 1. juli. 
FORMI er en forsknings- og 

formidlingsenhet innenfor FoU-
avdelingen på Klinikk for kirurgi 
og nevrofag ved Oslo Universi-
tetssykehus, Ullevål. Enhetens 
hovedmål er å bidra til at pasienter 
med muskel- og skjelettlidelser 
skal møte en kompetent, velin-
formert og kommuniserende hel-
setjeneste på alle tjenestenivå. 

Zwart er utdannet ved univer-
sitetet i Leiden, har doktorgrad fra 
Norges teknisk-naturvitenskapelige 
universitet (NTNU) i Trondheim, og 
er professor i nevrologi ved Univer-
sitetet i Oslo. Zwart har publisert en 
rekke vitenskapelige artikler, blant 
annet om hodepine og ryggsmerter. 

 
Ultralyd og sjokkbølge 
anbefales ikke for rygg

Det er per i dag ikke dokumentasjon 
på at ultralyd- og sjokkbølgeterapi 
er effektivt i behandling av vond 
rygg, ifølge spanske forskere.  
I en oversiktsartikkel i Spine Journal 
presenterer forskerne resultater av 
en systematisk litteraturgjennom-
gang. Fire randomisert kontrollerte 
studier oppfylte inklusjonskrite-
riene. To av de tre studiene som 
omhandlet ultralyd hadde me-
todiske svakheter.  For pasienter 
med akutt vondt i ryggen på grunn 
av prolaps, var ultralyd, traksjon 
og lav-energi laser like effektivt. 
For pasienter med kronisk vondt 
i ryggen var ultralyd mindre ef-
fektivt enn spinal manipulasjon, 
mens sjokkbølgebehandling og 
TENS ga om lag samme resultat.
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Manuellterapeut med mange baller i luften

annet har han norgesmesterskap og seriemester-
skap med BK Tromsø og Brøstadbotn. I tillegg har 
han drevet med svømming og judo. Fysioterapiek-
samen ble avlagt i Tromsø i 2000, mens masterut-
danningen i manuellterapi ble fullført ved Univer-
sity of Queensland i Australia i 2006. Når han ikke 
reiser med landslagene, arbeider han ved Hjelp 24 
NIMI i Oslo.   

 
Alltid tilgjengelig 
– Hva slags forpliktelser har du og det medisinske appa-
ratet mellom landskamper og landslagssamlinger?  

– Vi er ikke forpliktet til å være tilgjengelige 
utenom samlinger eller landskamper. I praksis er 
vi tilgjengelig likevel. Det ville være rart om ikke 
spillerne tok kontakt med oss vedrørende sykdom-
mer og skader. De oppfordres sterkt til å informere 
oss om sin helsemessige situasjon slik at vi i hel-
seteamet er mest mulig forberedt til samlinger. Jeg 
opplever at spillerne har stor tillit til oss og de kom-
mer ofte til undersøkelse og behandling i periodene 
mellom landslagssamlingene. En del av håndball-
spillerne som spiller profesjonelt i utlandet ser at 
kulturen innen idrettsmedisin kan være svært an-
nerledes enn i Norge og Skandinavia. De benytter 
oss spesielt mye utenom samlingene. 

Norske 
håndballgutter, 

oktober 2010. 
Manuellterapeut 

Markussen til 
venstre i for-

reste rekke. Foto: 
Norges Håndball-

forbund/Svein 
Andre Svendsen

Idrettsmanuellterapi

d
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AKTUELT Idrettsmanuellterapi

– Hva slags typer skader har du mest befatning med? 
– Håndball er en idrett med svært høy forekomst 

av både akutte skader og belastningsskader. Av 
akutte skader innen håndballen er leddbåndsska-
der i kne og ankel, samt sene- og labrumsskader 
i skulder, de vanligste. De hyppigste belastnings-
skadene er tendinopatier i achilles, patellarsene 
og rotator cuff. Vi ser også en del mindre alvorlige 
ryggplager.  I sandvolleyball er det hovedsakelig 
belastningsskader som gjelder. 

– Vanligst er patellar- og rotator cuff-tendino-
pati, samt langvarige korsryggplager. Men i begge 
idretter oppstår det mange ulike skader og proble-
mer i løpet av en samling. 

På reisefot
Markussen forteller at det varierer hvor mye han 
reiser med landslagene fra år til år. 

– Antall reisedøgn avhenger blant annet av mes-
terskap osv. I fjor reiste jeg totalt 150 døgn. I år lig-
ger det an til å bli noe mer, fordi denne sesongen er 
spesielt viktig for å kvalifisere seg til London-OL 
for begge idrettene. 

– Hvordan lar omfattende reisevirksomhet seg kombi-
nere med praksisen i Oslo? 

– Det er selvfølgelig en logistikkmessig utfor-
dring til tider. Jeg jobber i en stor praksis og er hel-

dig som har meget velvillige kolleger på Hjelp 24 
NIMI som jeg samarbeider med om pasientoppføl-
ging når jeg er borte. Jeg prøver dessuten å regulere 
pasientinntaket i forhold til planlagte reiser. Det er 
jo også oftest en fordel å måtte jobbe svært målret-
tet tidmessig med oppfølgingen av en pasient. 

Går for Rio 2016
– Hvor lenge ser du for deg at du kommer til å fortsette 
med å være manuellterapeut for landslag? 

– Jeg trives svært godt med denne delen av ar-
beidshverdagen min. I tillegg kjenner jeg at motiva-
sjonen for å komme tilbake til klinikken er rimelig 
stor etter landslagssamlinger. Den stadige vekslin-
gen gjør at jeg har større arbeidskapasitet enn jeg 
ville hatt ellers, og det tror jeg begge mine «jobba-
renaer» tjener på. Jeg har ganske lyst til å oppleve 
et OL, så da får vi se om jeg kan krysse av boksen 
etter London, eller jeg må vente til Rio de Janeiro i 
2016. Per nå er Rio et naturlig mål, siden dette vel 
kan regnes som sandvolleyballens vugge. I tillegg 
er det en by som jeg har stor sans for.   

– Hva er det beste med å være manuellterapeut for 
idrettslandslag? Og det verste? 

– Det beste er alle opplevelsene på reiser, og mu-
ligheten for tett og ideell oppfølging av skader. Det 
verste er at man aldri går fra jobb. o

Veilederen er en oppfølging 
av IA-avtalen. Den er utviklet 
av de to direktoratene i sam-
arbeid med sykmelderprofe-
sjonenes organisasjoner. 

– Veilederen er laget av 
sykmeldere for sykmeldere, 
og er tilpasset sykmelderes 
behov. Vi tror at denne veile-
deren vil være en god støtte 
for landets sykmeldere, og 
den vil gi hjelp i sykmeldings-
arbeidet, sier konstituert hel-
sedirektør Bjørn Guldvog. 

– Veilederen vil ikke gi 
diagnosespesifikke råd om 
sykmeldingslengde, men hel-
ler gi sykmelder hjelp til å 
utøve sitt faglig skjønn. o

 

Helsedirektoratet og Arbeids- og velferdsdirektoratet 
lanserte 1. juli en faglig veileder for sykmeldere. 
Veilederen er et elektronisk oppslagsverk til hjelp i hverdagen.  

Faglig veileder for sykmeldere

Veilederen fins på sykmelderveileder.helsedirektoratet.no
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Takster og driftsavtaler

Departementet foreslår i en ny forskrift at driftsav-
taler kan oppjusteres for å få samsvar mellom hjem-
mel og praksisomfang, eller for å øke praksisomfan-
get til terapeuter fordi tjenestebehovet i kommunen 
har økt. Dette kan skje uten ekstern utlysning. 

Departementet skriver i høringsnotatet at mer 
enn halvparten av landets driftsavtalehjemler er 
mindre enn 100 prosent. Aktiviteten i hjemlene til-
svarer likevel ofte fullt årsverk eller mer. For å be-
grense oppsplitting av avtaler vedtok Stortinget i 
2009 en omlegging av finansieringen av den avtale-
baserte fysioterapi- og manuellterapitjenesten. Om-
leggingen gikk ut på at kommunene fikk en større 
del av finansieringsansvaret, samtidig som de stat-
lige stykkprisrefusjonene ble redusert. Manuelltera-
peuter og fysioterapeuter med små driftsavtaler, de 
fleste av dem unge terapeuter, fikk dermed inntek-
tene sine kraftig redusert. Ifølge høringsnotatet har 
en del terapeuter etter omleggingen varslet at de vil 
si opp sine driftsavtaler fordi det ikke er økonomisk 
grunnlag for videre drift. 

Små driftsavtalehjemler kan økes uten 
ekstern utlysning

– Dette vil kunne føre til en kapasitetsreduksjon 
dersom kommunen ikke utlyser nye driftsavtale-
hjemler med større hjemmelsstørrelse, eller anset-
ter terapeuter på fastlønn.

Flere kommuner har den senere tid ønsket å 
øke størrelsen på de eksisterende driftsavtalene. 
Det har imidlertid vært uklart hvorvidt kommu-
nehelsetjenesteloven gir adgang til å oppjustere en 
eksisterende avtalehjemmel ved intern utlysning 
i kommunen, eller om kommunen må utlyse ek-
sternt. Denne rettslige usikkerheten, heter det i hø-
ringsnotatet, har medført at en del kommuner ikke 
har foretatt endringer i driftsavtalehjemlene selv 
om det har vært et ønske både fra kommunen og 
terapeuter som har avtale med kommunen. Depar-
tementet ønsker å skape klarhet i regelverket ved å 
utarbeide en forskrift som uttrykkelig tillater opp-
justering av hjemler etter intern utlysning. 

Forslaget har høringsfrist 6. oktober. Dersom det 
blir vedtatt, vil det bli iverksatt 1.1.2012. o

 

Helse- og omsorgsdepartementet frykter kapasitetsreduksjon i den  
kommunale manuellterapi- og fysioterapitjenesten. Departementet foreslår 
derfor at kommuner kan oppjustere driftsavtaler uten ekstern utlysning. 

Stopp i omlegging av finansieringsordningen

Staten, KS og NFF inngikk i 2009 avtale om omleg-
ging av finansieringsordningen slik at driftsavtale-
terapeutene skulle få en større del av omsetningen 
sin over driftstilskuddet. Omleggingen skulle skje i 
fire trinn, og avsluttes ved forhandlingene neste år. 
Partene satte også ned en arbeidsgruppe som skul-
le se på hvordan takstene skulle reduseres. Denne 
gruppen foreslo bl.a. å fjerne manuellterapeutenes 
undersøkelsestakst og «inntil»-begrepet i behand-
lingstakstene. Disse forslagene førte til voldsomme 
protester fra enkeltterapeuter og Norsk Manuellte-
rapeutforening. Overfor myndighetene har NMF 

påpekt at omleggingen av finansieringsordningen 
fører til en kapasitetsreduksjon ved at terapeuter  
med små avtaler tvinges til å legge ned eller drive 
utenfor driftsavtalesystemet.  

Ved årets forhandlinger ble derfor både forslage-
ne om taksreduksjoner og full gjennomførting av 
omleggingen av finansieringsordningen lagt på is.  

Samtidig har Helse- og omsorgsdepartementet 
fremmet forslag som skal gjøre det lettere for kom-
munene å oppjustere driftsavtaler slik at de bringes 
i samsvar med praksisomfanget (se sak ovenfor). o 

Siste trinn i omleggingen av finansieringsordningen for 
manuellterapeuter og fysioterapeuter er lagt på is. 
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Abstract

Background: Shoulder pain is a common musculoskeletal problem that is often chronic or recurrent. Myofascial
trigger points (MTrPs) cause shoulder pain and are prevalent in patients with shoulder pain. However, few studies
have focused on MTrP therapy. The aim of this study was to assess the effectiveness of multimodal treatment of
MTrPs in patients with chronic shoulder pain.

Methods: A single-assessor, blinded, randomized, controlled trial was conducted. The intervention group received
comprehensive treatment once weekly consisting of manual compression of the MTrPs, manual stretching of the
muscles and intermittent cold application with stretching. Patients were instructed to perform muscle-stretching
and relaxation exercises at home and received ergonomic recommendations and advice to assume and maintain
good posture. The control group remained on the waiting list for 3 months. The Disabilities of Arm, Shoulder and
Hand (DASH) questionnaire score (primary outcome), Visual Analogue Scale for Pain (VAS-P), Global Perceived Effect
(GPE) scale and the number of muscles with MTrPs were assessed at 6 and 12 weeks in the intervention group
and compared with those of a control group.

Results: Compared with the control group, the intervention group showed significant improvement (P < 0.05) on
the DASH after 12 weeks (mean difference, 7.7; 95% confidence interval (95% CI), 1.2 to 14.2), on the VAS-P1 for
current pain (mean difference, 13.8; 95% CI, 2.6 to 25.0), on the VAS-P2 for pain in the past 7 days (mean difference,
10.2; 95% CI, 0.7 to 19.7) and VAS-P3 most severe pain in the past 7 days (mean difference, 13.8; 95% CI, 0.8 to 28.4).
After 12 weeks, 55% of the patients in the intervention group reported improvement (from slightly improved to
completely recovered) versus 14% in the control group. The mean number of muscles with active MTrPs decreased
in the intervention group compared with the control group (mean difference, 2.7; 95% CI, 1.2 to 4.2).

Conclusions: The results of this study show that 12-week comprehensive treatment of MTrPs in shoulder muscles
reduces the number of muscles with active MTrPs and is effective in reducing symptoms and improving shoulder
function in patients with chronic shoulder pain.

Trial registration number: ISRCTN: ISRCTN75722066

Background
Shoulder pain is a common musculoskeletal problem. In
several countries, the 1-year prevalence is estimated to
be 20% to 50% [1,2]. The annual incidence of shoulder
pain and symptoms in Dutch primary care practice
ranges from 19 to 29.5 per 1,000 [3,4]. Shoulder pain is

the main contributor to nontraumatic upper-limb pain,
in which chronicity and recurrence of symptoms are
common [5,6]. The most common cause of shoulder
pain is considered to be subacromial impingement syn-
drome (SIS), which causes inflammation and degenera-
tion of subacromial bursae and tendons [7,8]. SIS was
first described in 1867 by French anatomist and surgeon
Jarjavay [9], was reintroduced in 1972 by Neer [10].
Although the interpretation of the physical signs during
shoulder examinations is far from reliable [11,12], the
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diagnosis of SIS is based mainly on the clinical picture
of pain in the shoulder as described by Neer [13]. The
clinical picture consists of an arc of pain, crepitus and
muscle weakness as well as a positive impingement test,
which means complete relief of pain with forced forward
elevation of the upper arm after injection of a local
anesthetic into the subacromial space [11]. Scientific evi-
dence from randomized, controlled trials (RCTs), meta-
analyses or systematic reviews of RCTs regarding the
effectiveness of multimodal rehabilitation, injection ther-
apy, medication, surgery, physical therapy or the appli-
cation of other therapies in patients with shoulder pain
is conflicting or lacking [14-24], which justifies a search
for an alternative explanation of shoulder pain, regard-
less of whether the patient is diagnosed with SIS.
A common cause of muscle pain is myofascial pain

caused by myofascial trigger points (MTrPs) [[25]; Bron
et al, unpublished work]. MTrPs in the shoulder mus-
cles produce symptoms similar to those of other
shoulder pain syndromes, including pain at rest and
with movement, sleep disturbances and pain provoca-
tion during impingement tests [26]. Clinical, histological,
biochemical and electrophysiological research has pro-
vided biological plausibility for the existence of MTrPs
[27-36]. As a result, the role of MTrPs in musculoskele-
tal pain is increasingly accepted in the medical litera-
ture. MTrPs are defined as exquisitely tender spots in
discrete taut bands of hardened muscle that produce
symptoms known as myofascial pain (Figures 1, 2, 3, 4).
MTrPs are classified into active and latent trigger

points. According to Simons et al., “An active MTrP
causes a clinical pain complaint. It is always tender,

prevents full lengthening of the muscle, weakens the
muscle, refers a patient-recognized pain on compression,
mediates a local twitch response of muscle fibers when
adequately stimulated and, when compressed within the
patient’s pain tolerance, produces referred motor phe-
nomena and often autonomic phenomena, generally in
its pain reference zone, and causes tenderness in the
pain reference zone” [[26], page 1]. Simons et al. defined
a latent MTrP as “clinically quiescent with respect to
spontaneous pain; it is painful only when palpated. A
latent MTrP may have all the other clinical characteris-
tics of an active MTrP and always has a taut band that
increases muscle tension and restricts range of motion”
[[26], page 4]. Palpation is still considered the only reli-
able clinical method of diagnosing MTrPs. Previous stu-
dies have shown that trained physical therapists can
reliably detect MTrPs by palpation [37,38]. Although
magnetic resonance elastography and ultrasound ima-
ging studies have shown potential in allowing clinicians
to visualize MTrPs, their clinical usefulness has yet to
be established [31,32].
Manual techniques, spray and stretch and trigger

point needling can inactivate MTrPs. MTrP inactivation
may be combined with ergonomic advice, active exer-
cises, postural correction and relaxation if and when
appropriate [26,39-45]. Treatment of MTrPs is rarely
included in systematic reviews of the effectiveness of
conservative interventions in patients with shoulder
pain. However, several case studies have suggested that
the treatment of MTrPs in patients with shoulder pain
may be beneficial, although well-designed controlled

Figure 1 Referred pain pattern (red) from supraspinatus
muscle MTrP.

Figure 2 Referred pain pattern (red) from infraspinatus muscle
MTrP.
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studies are still lacking [46-51]. Recently, Hains et al.
[52] compared ischemic compression of relevant MTrPs
(intervention) with ischemic compression of irrelevant
MTrPs (sham treatment). The results of this study sug-
gest that ischemic compression of MTrPs in shoulder
muscles may reduce the symptoms of patients experien-
cing chronic shoulder pain.
The aim of the current study was to assess the effec-

tiveness of a comprehensive treatment program of
MTrPs in shoulder muscles on symptoms and the func-
tioning of the shoulder in patients with chronic nontrau-
matic shoulder pain compared with a wait-and-see
approach.

Methods
A single-blinded RCT was conducted, which was
approved by the Medical Ethics Committee of the Rad-
boud University Nijmegen Medical Centre, Nijmegen,
the Netherlands [CMO 2007/022]. This RCT is regis-
tered at Current Controlled Trials [ISRCTN75722066],
and the study protocol was published previously [53].

Patients in the study sample
Between September 2007 and December 2009, all conse-
cutive patients with shoulder pain referred to a primary
care practice for physical therapy were potential study
participants. The patients were self-referred or were
referred by general practitioners, orthopedic surgeons,
neurologists or physiatrists. Patients were eligible if they
had had unilateral nontraumatic shoulder pain for at
least 6 months, were between ages 18 and 65 years and
had a clinical presentation that did not warrant referral
for further diagnostic screening. Excluded from the
study were patients who previously had been diagnosed
with shoulder instability; shoulder fractures; systemic
diseases such as rheumatoid arthritis, Reiter’s syndrome,
or diabetes; or whose medical history or physical exami-
nation suggested neurological diseases or other severe
medical or psychiatric disorders. Patients with signs and
symptoms of a primary frozen shoulder were also
excluded. Because the questionnaires were in the Dutch
language, patients had to understand written and verbal
Dutch. The lead investigator (CB) checked all available
information from referral letters and additional informa-
tion from the patients. All eligible patients were invited
to participate in the study. The patients were informed
of the study before the first assessment and signed a
written, informed consent statement.

Data assessment
Two research assistants (MO and MB; see Acknowl-
edgements), each with 30 years of clinical experience in
primary care practice and more than 5 years of experi-
ence in identifying and treating MTrPs, performed the
physical examination, including the assessment of pas-
sive range of motion (PROM) of the shoulder and the
MTrP palpation of the shoulder muscles. The total
number of shoulder muscles with active and latent
MTrPs was counted. The research assistants were
blinded to the patient treatment allocations during the
entire study period. The assessments were made at
intake, prior to randomization and at 6 and 12 weeks.
For every patient, only one observer was active. A
detailed medical history was completed, which included
demographic variables and potential prognostic factors
[54,55] and a set of self-administered questionnaires
regarding outcome measurements, including the Disabil-
ities of Arm, Shoulder and Hand (DASH) questionnaire,

Figure 3 Referred pain pattern from teres minor muscle MTrP.

Figure 4 Referred pain pattern from subscapularis muscle
MTrP. The referred pain patterns according to Simons et al. [26].
MTrPs are indicated by X. Illustrations courtesy of LifeART/MEDICLIP
[88].
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the Visual Analogue Scale for Pain (VAS-P), the RAND
Medical Outcomes Study 36-Item Short Form Health
Survey (RAND-36) and the Beck Depression Inventory,
Second Edition (BDI-II). A third research assistant (IS;
see Acknowledgements) transferred the collected data to
a worksheet. After the data from the worksheet were
transferred into the statistical software packages Systat
12, SigmaPlot 11 and SigmaStat 3.11 for Windows soft-
ware (Systat Inc., Richmond, CA, USA), the lead investi-
gator (CB), who was blinded to the patients’ treatment
allocation until all statistical tests were performed, ana-
lyzed the data. Blinding of the patients and the treating
physical therapists was impossible because of the treat-
ment characteristics.

Sample size
The planned sample size was determined on the basis of
an assumed mean improvement of the primary outcome,
a DASH questionnaire score of 15 points (SD ± 22),
which implies an effect size of 0.68 [56]. To test the null
hypothesis at a = 0.05 with 90% power and assuming a
uniform dropout rate of 5%, it was calculated that 52
patients in each group would be required.

Randomization
After collection of patients’ data at baseline, the included
patients were randomly assigned to either the intervention
group or the wait-and-see group. A research assistant (IS)
performed the randomization by generating random num-
bers using Research Randomizer software (http://www.
randomizer.org/) [57]. These numbers were stored on a
computer and were accessible only by the assistant. No
stratification or blocking strategies were used.

Interventions
The patients in the intervention group were treated by a
physical therapist once weekly for a maximum of
12 weeks. Five physical therapists were involved in the
treatment of the patients. All participating physical
therapists were experienced in treating patients with
persistent shoulder pain and MTrPs. They were trained
and skilled in the identification and treatment of MTrPs
and had successfully completed a certification-training
program in trigger point therapy.
The treatment started with inactivation of active, pain-

producing MTrPs by manual compression. The physical
therapist applied gentle, gradually increasing pressure on
the MTrP until the finger encountered a definite
increase in tissue resistance. At that point, the patient
commonly would feel a certain degree of discomfort or
pain. The pressure was maintained until the therapist
sensed relief of tension under the palpating finger or the
patient experienced a considerable decline in pain. At
that point, the therapist could repeat this procedure

several times until pressure on the MTrP would provoke
only a little discomfort without pain. This technique was
combined with other manual techniques, such as deep
stroking (pressure directed along the length of the taut
band) or strumming (pressure applied perpendicularly
across the muscle fibers). Both techniques can manually
stretch the trigger point area and the taut band. These
manual techniques could be preceded or followed by
“intermittent cold application by using ice-cubes fol-
lowed by stretching the muscle” according to Simons et
al. [26]. The effectiveness of muscle-stretching exercises
was enhanced by including short isometric contractions
and relaxation (hold-relax). Patients were instructed to
perform simple gentle static stretching and relaxation
exercises at home several times during the day. When
appropriate, the relaxation exercises were augmented by
using a portable myofeedback device (Myotrac I;
Thought Technology, Montréal, QC, Canada). Further-
more, patients were instructed to apply heat, such as a
hot shower or hot packs, for muscle relaxation and pain
relief at least twice every day. All patients received ergo-
nomic advice and instructions to assume and maintain
good posture [58,59]. The content and aim of each ses-
sion varied on the basis of the specific findings from the
initial evaluations and patients’ responses to previous
treatment sessions. All individual treatments, however,
were consistent with the limits of the treatment protocol
(Figures 5, 6, 7) [53].

Stop rule
Treatments were discontinued when patients were com-
pletely free of symptoms or when the patient and physi-
cal therapist agreed that treatment would not further
benefit the patient. Participation in the study continued
unless patients decided to stop participation in the
study. Patients were free to withdraw from the study at
any time without consequences for their treatment.

Figure 5 Manual compression on the MTrP in the infraspinatus
muscle of the left shoulder.
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Treatment integrity
To enhance the integrity of the interventions, all partici-
pating physical therapists were allowed to discuss the
content of each therapy session with the lead investiga-
tor (CB) without releasing names or any other informa-
tion that could jeopardize the blinding of the lead
investigator. After 6 and 12 weeks of treatment, the lead
investigator interviewed the patients of the intervention
group to ensure that the received treatments had been
consistent with the study protocol.
Wait and See
Patients in the control group remained on a waiting list
and were informed that they would receive the same phy-
sical therapy as the patients in the intervention group
after 3 months had passed. They were instructed not to
change the self-management of their shoulder pain. If
they were using either prescribed or over-the-counter
medication, they were encouraged to continue the

medication at their own discretion because of their parti-
cipation in the study. In addition, they were requested to
report any other intervention or other relevant change
during the study period. Every 6 weeks they visited the
physical therapy practice and provided research data
similar to the patients from the intervention group. After
12 weeks, they started physical therapy.

Outcome measures
Primary outcome measure
The Disabilities of Arm, Shoulder and Hand (DASH)
questionnaire is an internationally widely used multidi-
mensional 30-item self-report measure focusing on physi-
cal function, pain and emotional and social parameters
[60]. The score ranges from 0 to 100 whereby a higher
score indicates greater disability. The Minimal Clinically
Important Difference (MCID) is approximately a 10-point
difference between pre- and posttreatment [56,61,62]. The
DASH questionnaire is a reliable, valid questionnaire and
is considered to be one of the best questionnaires for
patients with shoulder symptoms [61,63].

Secondary outcome measures
The Visual Analogue Scale for Pain (VAS-P) is a self-
report scale consisting of a horizontal line 100 mm in
length that is anchored by the ratings “no pain” at the
left side (score 0) and “worst pain imaginable” at the
right side (score 100) [64-66]. The VAS-P was used to
measure pain at the current moment (VAS-P1), average
pain during the past 7 days (VAS-P2) and the most
severe pain during the past 7 days (VAS-P3). A 14-mm
change is considered to be a MCID in patients with
rotator cuff disease [67-70].
To assess Global Perceived Effect (GPE), the subjects

rated the effect of treatment on an ordinal 8-point scale
with categories ranging from “1 = much worse” to “8 =
completely recovered.” The GPE score was then dichot-
omized into the number of patients whose pain had
improved (from slightly improved to completely recov-
ered) versus patients whose pain had not improved
(from unchanged to much worse). The GPE scale has
good test-retest reliability and correlates well with
changes in pain and disability [71].
The PROM of the shoulder was measured using a

handheld digital inclinometer (Saunders Group Inc.,
Chaska, MN, USA) and recorded in degrees. Forward
elevation of the shoulder, external rotation and cross-
body adduction were measured in the supine position,
internal rotation in prone position and glenohumeral
abduction in the upright position. The range of motion
of the nonpainful shoulder was used as a reference. A
detailed description of the goniometric measurement of
the PROM is published in the report describing the
design of this study [53].

Figure 6 Stroking with ice (in a polystyrene cup) in
unidirectional parallel strokes combined with gentle muscle
stretching applied for the infraspinatus muscle of the left
shoulder while the patient was lying on one side.

Figure 7 Cross-body muscle-stretching exercise for posterior
shoulder muscles, including the infraspinatus muscle.
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The total number of shoulder muscles with MTrPs
was counted using the same methods as at baseline and
then compared with the baseline measurements. While
the patient was in a supine or prone position, depending
on the muscle that was examined, 17 muscles (see
appendix) were palpated bilaterally for the presence of a
taut band, spot tenderness, the presence of a nodule,
local twitch response and local and referred pain. When
the patient recognized the pain from compression on
the tender spot, the MTrPs were considered to be
active. When the pain was only local and not familiar,
MTrPs were considered to be latent [26,37,53]. At 6 and
12 weeks, participants were asked to complete a self-
assessment form, which included questions regarding
whether they had changed their self-management or had
received any medical treatment that could have influ-
enced their shoulder pain.

Statistical analysis
Analyses were performed according to the intention-to-
treat principle. Both groups were compared for baseline
characteristics using a t-test and a c2 test for binominal
variables. For the DASH, VAS-P and the number of
muscles with MTrPs, the t-test for normally distributed
data was used to assess the difference between the two
groups at week 6 and week 12. We considered a mean
difference of more than 10 points on the DASH as a
MCID. Effect sizes measured using Cohen’s d were cal-
culated to examine the average impact of the interven-
tion [72]. According to the method of Cohen, d ≈ 0.2
indicates small effect and negligible clinical importance,
d ≈ 0.5 indicates medium effect and moderate clinical
importance and d ≈ 0.8 indicates a large effect and cru-
cial clinical importance [73]. To compare patients who
improved by more than 10 points with patients who
improved by less than 10 points on the DASH question-
naire, we calculated the relative risk (RR) and the 95%
confidence interval (95% CI). To examine the impact on
individual patients in more detail, we dichotomized par-
ticipants’ measures of GPE into improved versus not
improved. The proportions of patients who had clini-
cally improved between groups were compared by calcu-
lating the RR and the 95% CI at 6 weeks and 12 weeks.
Pearson’s correlation coefficients were used to relate the
variables of number of muscles with active MTrPs and
the DASH questionnaire score.
In addition, the effect of the intervention was evalu-

ated by using regression analysis. Covariates in this mul-
tiple linear regression model were the DASH
questionnaire score at 12 weeks as the dependent vari-
able, the group variable as the DASH questionnaire
score at baseline, and the number of muscles with active
MTrPs at intake as the number of muscles with latent
MTrPs at intake, as well as the PROM.

To evaluate the success of the blinding procedure,
both observers were asked to identify the treatment
allocation. A goodness-of-fit c2 test was used to deter-
mine whether the number of correctly and incorrectly
identified cases fitted a probability of 50%. For all com-
parisons, P < 0.05 was considered statistically signifi-
cant (two-tailed). If the 95% CI of the difference did
not include the value 0, the difference was statistically
significant at a = 0.05. Systat 12, SigmaPlot 11 and
SigmaStat 3.11 for Windows software (Systat Inc.,
Richmond, CA, USA) were used for the statistical
analysis.

Results
Between September 2007 and September 2009, 72 patients
were randomly assigned to either the intervention group
or the control group. See Figure 8 for the schematic sum-
mary of patient participation and Table 1 for the patients’
characteristics at baseline. At baseline, both groups were
comparable with regard to all variables and had no statisti-
cally or clinically relevant differences, except for the num-
ber of muscles with latent MTrPs and the patients’ level of
education (Table 1).

Primary outcome measure: DASH questionnaire
The difference between the intervention group and the
control group was not significant after 6 weeks (4.1;
95% CI, -2.8 to 11.1) and was significant after 12 weeks
(7.7; 95% CI, 1.2 to 14.2). The graphic presentation of
the mean DASH questionnaire scores at intake and after
6 and 12 weeks is shown in Figure 9.
Seventeen patients (50%) in the intervention group

and seven (22%) in the control group improved by more
than 10 points (MCID) on the DASH outcome measure-
ment (RR, 2.3; 95% CI, 1.1 to 4.7) (Figure 10). The effect
size (Cohen’s d) was 0.60 (Table 2).
The multiple linear regression analysis with the base-

line score as a covariate demonstrated a significantly
higher DASH questionnaire score at 12 weeks of 7.447
(95% CI, 2.14 to 12.75) in the intervention group com-
pared with the control group. Adjustment for the cov-
ariates had no influence on this result.

Secondary outcomes
VAS-P1, VAS-P2 and VAS-P3
The intervention group showed, on average, signifi-
cantly lower scores on all VAS-P scales compared with
the control group after 12 weeks: VAS-P1 (13.8; 95%
CI, 2.6 to 25.0), VAS-P2 (10.2; 95% CI, 0.7 to 19.7)
and VAS-P3 (13.8; 95% CI, 0.8 to 28.4). The differ-
ences after 6 weeks were not significant except for
VAS-P3 (15.6; 95% CI, 2.3 to 28.8). The difference
between baseline and after 12 weeks in the interven-
tion group reached the MCID for all three VAS-P
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scales, while changes in the control group did not
reach the MCID. The effect sizes on the three VAS-P
scales varied from 0.5 to 0.7 (Table 2).
GPE
After 6 weeks, improvement was reported by 16 (49%)
of 33 patients in the intervention group versus 5 (17%)
of 30 patients in the control group (RR, 2.9; 95% CI, 1.2
to 7.0). After 12 weeks, 18 (55%) of 33 patients in the

intervention group self-reported to be improved versus
4 (14%) of 28 patients in the control group (RR, 3.8;
95% CI, 1.46 to10.0) (Table 2).

Number of muscles with trigger points
The number of muscles with active MTrPs was signifi-
cantly lower in the intervention group than in the con-
trol group after 12 weeks (mean difference, 2.7; 95% CI,

Figure 8 Schematic showing patient participation.
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1.2 to 4.2). The change in the number of muscles with
latent MTrPs was nonsignificant compared with the
control group (mean difference, 0.4; 95% CI, -0.7 to 1.5)
(Table 2). The effect size (Cohen’s d) for active MTrPs
after 12 weeks was 0.89, a large effect, and for latent
MTrPs it was 0.13.

Correlation between the number of muscles with active
MTrPs and the DASH questionnaire outcome at 12 weeks
The number of shoulder muscles with active MTrPs was
positively correlated with the DASH questionnaire out-
come at 12 weeks (r = 0.49, regression coefficient = 2.13,
P = 0.000, ANOVA P = 9.6; P = 0.000, when corrected for

Table 1 Characteristics of participants at baselinea

Parameter Intervention (n = 34) Control (n = 31)

Age, mean yr (SD; 95% CI) 42.8 (11.7; 38.7-46.9) 45.0 (13.2; 40.2-49.9)

Female, number (%) 21 (62) 23 (74)

Level of educationb, number (%)

Low 2 (6) 2 (7)

Intermediate 13 (38) 17 (55)

High 19 (56) 12 (38)

Right-handed, number (%) 33 (97) 29 (94)

Pain dominant side, number (%) 24 (70) 19 (61)

Duration of complaints, number (%)

6-9 months 10 (29) 5 (16)

9-12 months 4 (12) 8 (26)

1-2 yr 8 (23) 6 (19)

2-5 yr 6 (18) 5 (16)

>5 yr 6 (18) 7 (23)

Episode, number (%)

First 13 (38) 11 (35)

Second 8 (24) 8 (26)

Third or more 13 (38) 12 (39)

DASH-DLV, mean (SD; 95% CI)c 30.3 (16.6; 24.5-36.1) 30.8 (11.9; 26.5-35.2)

VAS-P1, mean (SD; 95% CI)d 31.9 (24.3; 21.9-41.9) 35.2 (25.7; 25.7-43.0)

VAS-P2, mean (SD; 95% CI)d 41.3 (19.7; 33.2-49.4) 43.4 (17.0; 37.2-50.0)

VAS-P3, mean (SD; 95% CI)d 54.9 (21.9; 45.8-63.9) 59.5 (18.2; 52.8-66.2)

BDI-II-DLV, mean (SD; 95% CI)e 6.3 (4.0; 4.9-7.8) 5.8 (8.2; 2.8-8.8)

RAND-36-DLV, mean (SD; 95% I)f

Social functioning 78.7 (20.3; 71.6-85.8) 81.1 (18.5; 74.3-87.8)

Limitations due to physical problems 47.7 (43.0; 32.5-63.0) 49.5 (37.2; 35.8-63.1)

Vitality 59.3 (17.0; 53.3-65.1) 62.6 (17.9; 56.0-69.1)

Bodily pain 51.6 (16.0; 45.7-57.6) 52.7 (12.3; 48.2-57.2)

General health perception 52.9 (8.5; 50.0-55.9) 56.6 (7.0; 54.1-59.2)

PROM, mean (SD; 95% CI)g 28.4 (34.8; 16.1-40.7) 39.0 (34.9; 26.2-51.8)

Muscles with MTrPs, mean (95% CI)h

Active MTrPs 7.4 (3.6; 6.1-8.7) 6.1 (3.5; 4.8-7.4 )

Latent MTrPs 4.2 (2.7; 3.2-5.1) 5.9 (3.0; 4.8-7.0)
aSD, standard deviation; 95% CI, 95% confidence interval; MTrPs, myofascial trigger points. bHigh education (university and higher vocational school), medium
education (middle vocational school and higher or middle general secondary school) and low education (lower vocational school, lower general secondary school,
primary school or no education). cHigher Disabilities of the Arm, Shoulder and Hand outcome measure, Dutch-language version (DASH-DLV) scores indicate more
disability, with a maximum of 100 (range, 0-100). dHigher scores on the Visual Analogue Scale for Pain (VAS-P) indicate more pain, with a maximum of 100 (range, 0-
100). VAS-P1, current pain score; VAS-P2, average pain score for the past 7 days; VAS-P3, most severe pain score for the past 7 days. eHigher scores on the Beck
Depression Inventory, 2nd edition, Dutch-language version (BDI-II-DLV) indicate more symptoms of depression (range, 0-63). fOnly the subscales of the nine
subscales of the RAND Medical Outcomes Study 36-Item Short Form Health Survey, Dutch-language version (RAND-36-DLV) that differ significantly from a normal
Dutch population are presented here [89]. Higher scores indicate a better quality of life (range, 0-100). gA positive number (degrees) of the Passive Range of Motion
(PROM) mean score indicates impairment of the PROM of the affected shoulder. hNumber of muscles with active, respectively latent MTrPs (range, 0-17 muscles).
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muscles with active MTrPs at intake). This implies that
the number of muscles with active MTrPs was associated
with 24% of the variation in DASH questionnaire out-
come. Two cases were identified as significant outliers
during the multiple linear regression analysis (both in the
intervention group) and were removed before further
analysis.
PROM
The PROM difference between the groups did not
change significantly during the measurements at 6
weeks (mean difference, 8.8; t = 1.14; P > 0.05) and at
12 weeks (mean difference, 8.2; t = 1.19; P > 0.05).

Evaluation of blinding
After 6 weeks, the observers identified the treatment
allocation correctly in 62% of the patients (c2 = 4.70;
P = 0.03) and after 12 weeks in 71% of the patients
(c2 = 13.86; P = 0.00) after completing the physical
examination and MTrP count.

Cointerventions
We checked whether the participants in either group
had received interventions other than those described in
the treatment protocol. During the first 6 weeks of the
study, one individual in each group received an injection
administered by a general practitioner. After 6 weeks,
no cointerventions were reported in either group.

Discussion
Summary of main findings
This single-blinded RCT evaluated the effectiveness of a
12-week comprehensive MTrP physical therapy treatment
program in patients with chronic, nontraumatic, unilateral
shoulder pain when compared with a wait-and-see strat-
egy. After 12 weeks, the intervention group showed statis-
tically as well as clinically significant differences compared
with the control group on the primary and secondary out-
come measures. The effect sizes were considered to be
medium and consistent with the hypothesized effect size.
The number of shoulder muscles with active MTrPs was
significantly lower in the intervention group than in the
control group, supporting the assumed biomedical
mechanism underlying MTrP therapy.

Explaining the results and comparing them with those of
other studies
To our knowledge, this is the first study of the effective-
ness of a comprehensive MTrP therapy program in
patients with shoulder pain. The difference [74] of the
DASH questionnaire scores between groups was smaller
than the MCID. However, the mean of the baseline
DASH questionnaire score was smaller than expected
on the basis of results from other studies [56,75,76].
With a smaller mean value, observation of great differ-
ences between baseline and follow-up at 12 weeks is less
likely. However, the effect size was 0.6, which is consid-
ered to be a medium effect that is clinically relevant.
The number of patients who improved by more than
10 points in this study is a clinically relevant result.
Furthermore, many more patients in the intervention
group than in the control group reported improvement
according to the GPE scale.
Researchers in previous trials have investigated various

types of physical, manual and exercise therapy. The
treatments in these studies included interventions show-
ing similarities to components of the treatment program
of this study, but were not aimed specifically at treating

Figure 9 The mean Disability of Arm, Shoulder, and Hand
outcome measure (DASH) scores (error bars represent 95%
confidence intervals) at intake, after 6 weeks and after 12
weeks for the intervention group (n = 34) and the control
group (n = 31).

Figure 10 The number of patients who improved by more
than 10 points (minimal clinically important difference) on the
DASH outcome measure after 12 weeks for the intervention
group (n = 34) and the control group (n = 31).
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MTrPs. For example, exercise therapy or manual ther-
apy interventions included soft tissue massage and mus-
cle-stretching exercises, which generally are performed
for anterior and posterior muscle tightness [74,77-79].
These interventions may have an unintentional effect on
MTrPs in shoulder muscles because MTrPs seem to be
prevalent in patients with shoulder pain, which may
have contributed to the results of other studies [[25];
Bron et al, unpublished work]. However, because these
studies did not focus on MTrPs, there is no direct evi-
dence that these interventions did have or did not have
an effect on MTrPs.
Recently, Hains et al. [52] published the first report on

the effectiveness of ischemic compression therapy of
MTrPs in shoulder muscles in patients with chronic
shoulder conditions compared with sham compression.
The intervention group underwent 15 sessions of ther-
apy (comprising 15-second compression of MTrPs in up

to four muscles, including the supraspinatus, infraspina-
tus, deltoid and biceps) three times weekly without any
other therapeutic measures. The control group received
sham therapy (15 seconds of compression of MTrPs in
shoulder muscles, which is considered irrelevant for
shoulder pain). The intervention group showed a signifi-
cant improvement on the Shoulder Pain and Dysfunc-
tion Index compared with the sham group [52]. Hains
et al. did not report any change in the number of
MTrPs in the shoulder muscles or in the number of
shoulder muscles with MTrPs. The current study has
shown that a decrease in the number of shoulder mus-
cles with active MTrPs is correlated with better out-
come. While the number of muscles with active MTrPs
decreased in the intervention group, the number of
muscles with latent MTrPs tended to increase slightly.
One explanation might be that the state of MTrPs is
more or less dynamic and that changes from active to

Table 2 Primary and secondary outcomes in the intervention group and the control group after 6 and 12 weeksa

Outcome Intervention
(n = 34)

Control
(n = 31)

Mean difference
(95% CI)

P value Effect size
(Cohen’s d)

DASH, mean (SD)b

Baseline 30.3 (16.6) 30.8 (11.9) 0.5 (-6.7-7.7) NS

After 6 wk 23.4 (12.6) 27.5 (15.5) 4.1 (-2.8-11.1) NS

After 12 wk 18.4 (12.3) 26.1 (13.8) 7.7 (1.2-14.2) <0.05 0.60

VAS-P1, mean (SD)c

Baseline 31.9 (24.3) 35.2 (25.7) 3.3 (-9.1-15.7) NS

After 6 wk 29.0 (18.4) 37.8 (17.9) 8.8 (-0.2-17.8) NS

After 12 wk 17.2 (19.5) 31.0 (21.0) 13.8 (2.6-25.0) <0.05 0.69

VAS-P2, mean (SD)c

Baseline 41.3 (19.7) 43.4 (17.0) 2.0 (-7.1-11.1) NS

After 6 wk 32.9 (19.3) 40.0 (20.7) 6.7 (-3.6-17.0) NS

After 12 weeks 22.5 (16.4) 33.2 (23.3) 10.2 (0.7-19.7) <0.05 0.54

VAS-P3, mean (SD)c

Baseline 54.9 (21.9) 59.5 (18.2) 4.6 (-14.6-5.4) NS

After 6 wk 41.0 (25.1) 56.6 (28.3) 15.6 (2.3-28.8) <0.05

After 12 wk 34.0 (21.9) 47.8 (27.3) 13.8 (0.8-28.4) <0.05 0.57

GPE, number of patients (%) RR (95% CI)

Improved

After 6 wk 16/33 (49%) 5/30 (17%) <0.05 2.9 (1.2-7.0)

After 12 wk 18/33 (55%) 4/28 (14%) <0.05 3.8 (1.5-10.0)

Number of muscles with active trigger points, mean (SD)

Baseline 7.4 (3.7) 6.1 (3.5) 1.3 (-0.5-3.1) NS

After 6 wk 6.2 (3.5) 6.8 (3.6) 0.6 (-1.2-2.4) NS

After 12 wk 4.8 (3.0) 7.5 (3.2) 2.7 (1.2-4.2) <0.05 0.89

Number of muscles with latent trigger points, mean (SD)

Baseline 4.2 (2.7) 5.9 (3.0) 1.7 (-0.3-3.1) <0.05

After 6 wk 3.8 (2.1) 4.8 (2.8) 1.0 (-2.3-0.2) NS

After 12 wk 4.7 (2.3) 4.4 (2.3) 0.4 (-0.7-1.5) NS 0.13
a95% CI, 95% confidence interval; SD, standard deviation; ES, effect size; NS, not significant; RR, relative ratio; GPE, global perceived effect. bHigher scores on the
Disabilities of the Arm, Shoulder and Hand outcome measure, Dutch-language version (DASH-DLV) and more disability, with a maximum of 100 (range, 0-100).
cHigher scores on the Visual Analogue Scale for Pain (VAS-P) indicate more pain, with a maximum of 100 (range, 0-100). VAS-P1 represents the current pain
score, VAS-P2 represents the average pain score for the past 7 days, and VAS-P3 represents the most severe pain score for the past 7 days.
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latent and vice versa occur, depending on the degree of
irritability [80].
One of the clinical features of active MTrPs is sponta-

neous pain at rest or during activity which is felt at a
site distant from the MTrP side and, by definition, has
to be recognized by the patient as familiar pain. Accord-
ing to Mense, “The current concept of the referral of
muscle pain is based on the observation that the efficacy
of synaptic connections of central dorsal horn neurons
can change, particularly under the influence of a noci-
ceptive input. The important point is that ineffective
synaptic connections can become effective under patho-
logical circumstances. This means that a neuron can
acquire new receptive fields in the presence of nocicep-
tive input” [[81], page 350]. This process is called central
sensitization. By expanding receptive fields, non-noci-
ceptive input originating from a location other than
the originally painful location may be perceived as pain-
ful. In patients with shoulder pain, MTrPs in the infra-
spinatus, supraspinatus, teres minor or subscapularis
muscle, for example, may cause local and referred pain,
which can be felt deep within the shoulder. In other
words, MTrPs may mimic pain interpreted as pain aris-
ing from subacromial bursitis, tendonitis or tendonopa-
thy, which may explain why treatment of inflammation
is so often ineffective.
Furthermore, MTrPs can cause particular motor

effects as well. MTrPs can lead to muscle weakness of
the involved painful muscle and reorganization of motor
activation patterns. Restricted range of motion may be
observed secondary to a contracted taut band [80,82,83].
A changed motor activation pattern has often been
reported in the shoulder pain literature [84]. Since
MTrPs can alter such patterns, MTrP inactivation
should be considered prior to any form of muscle-
strengthening exercises. When muscle weakness persists,
it may alter a patient’s shoulder kinematics and even-
tually cause humeral head migration, rotator cuff degen-
eration and formation of bony spurs in the subacromial
space. Early recognition and treatment of MTrPs may
prevent the development of chronic shoulder pain and
early degeneration.
As we did not examine the effects of single compo-

nents of the intervention, we cannot conclude whether a
single component or a combination of components con-
tributed more to the treatment effect than other compo-
nents. Others have examined the effect of single
ischemic compression or a combination of ischemic
compression and stretching and concluded that both
interventions had positive effects on patients’ recovery
[44]. The management of MTrPs is not restricted to
MTrP inactivation, but it requires correction of perpetu-
ating factors that are clinically apparent but not yet
necessarily scientifically established [26,41,43]. Further

research is needed to clarify the importance of perpetu-
ating factors, such as mechanical factors, in patients
with shoulder pain [85].

Limitations of the study
The power analysis indicated that 104 patients were
needed for this clinical trial. Partly because of an overes-
timation of the number of eligible patients and partly
because of the unwillingness of patients to enter the
trial, the study was completed with a sample size smaller
than 104. This study took 2 years to complete, which is
1 year longer than originally planned. However, the
results are significant and clinically relevant, although
the study population was smaller than the initially calcu-
lated sample size. A greater sample size would be unli-
kely to have altered the direction of the results.
The participants in the intervention group had a higher

level of education than those in the control group.
Awareness of educational levels is important, as it may
affect patients’ motivation and compliance [86,87], but
adding the level of education as a covariate in multiple
linear regression analysis did not alter the results.
Evaluation of the blinding of the independent obser-

vers, who performed the physical examination and the
counting of MTrPs, revealed that after 12 weeks the
observers were able to identify to which group a patient
belonged. It is likely that the changes in physical find-
ings and the decrease in the number of MTrPs
improved the observers’ accuracy of group identification.
Since the blinding influenced only the observer who
performed the MTrP identification, this finding had no
effect on the reliability of the other outcome scores.
The patients in the control group were instructed to

maintain self-management of their shoulder pain and to
report any management deviation. While this factor may
pose a potential threat to the comparability of the
groups, no significant changes were reported. As all
patients had chronic shoulder pain and likely had
explored various self-management strategies before
entering into the study, we did not anticipate that they
would change their self-management strategies during
the study period.
Although the observers did not intend to give some

good advice during the physical examination, they may
have unintentionally instructed the patients to avoid
provocative activities. When the patients in the control
group followed the instructions and acted more carefully
during their daily lives, their symptoms may have been
reduced while they still had MTrPs. This may explain
the improvement in the control group.

Implications for research and clinical practice
This study shows that patients with chronic, unilateral,
nontraumatic shoulder pain had better outcomes after
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treatment for MTrPs than did patients without treat-
ment, and this outcome was correlated with a decrease
in the number of muscles with active MTrPs.
Treatment of MTrPs can be considered a promising

approach for the treatment of patients with shoulder
pain. Future clinical trials should be directed toward
establishing the effectiveness of MTrP treatment in
patients with varying underlying pathologies of the
shoulder and in a wider context than a specialized phy-
sical therapy practice. It would be worthwhile to identify
predictors of successful MTrP treatment and to investi-
gate whether MTrP treatment is more successful when
combined with supportive interventions such as exercise
and manual therapy. Observational follow-up studies are
needed to investigate the long-term effects of treatment
of MTrPs in patients with chronic shoulder pain. Given
the high number of patients with shoulder pain, this will
require substantial effort and financial investment. Studies
on the cost-effectiveness of treatment of patients with
MTrPs in the shoulder muscles are therefore needed.

Conclusions
Participants in the intervention group had better out-
comes on all outcome measures after 12 weeks of a
comprehensive MTrP treatment program than did those
on the waiting list. Clinically relevant improvements
were achieved in 55% of the patients with shoulder pain,
and the number of muscles with active MTrPs was sig-
nificantly decreased.

Appendix. List of muscles examined for
myofascial trigger points
Upper trapezius muscle
Middle trapezius muscle
Lower trapezius muscle
Infraspinatus muscle
Supraspinatus muscle
Subscapularis muscle
Teres minor muscle
Teres major muscle
Anterior deltoid muscle
Middle deltoid muscle
Posterior deltoid muscle
Pectoralis major muscle
Pectoralis minor muscle
Biceps brachii muscle
Triceps brachii muscle
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FRA LESERNE

Undertegnede har praktisert som manuell-
terapeut siden 1993, og har som alle andre 
klinikere slitt med pasientgruppen som li-

der av svimmelhet. For ca. 10 år siden begynte en 
spesialist i ØNH å praktisere i samme bygg som 
meg. Under et felles faglig møte hvor hver enkelt 
fikk presentere sin faglige tilnærming til temaet 
svimmelhet, kom det fram at manuellterapeutene 
stort sett så til cervikal columna som årsaken, mens 
spesialisten i ØNH utelukkende så til indre øret, 
labyrinthen, nervus acusticus, Menieres sykdom 
og acusticusnevritt som mulig opphav til svim-
melheten. Dette fellesfaglige møte ledet til, for oss 
alle, en bredere og større forståelse for diagnostik-
ken av vertigo. Siden dette møtet har jeg etter hvert 
jobbet mye med pasienter med vertigo som eneste 
symptom. Jeg har de siste ca. 10 årene behandlet 
flere hundre pasienter med vertigo. Følgende er 
kun ment som en beskrivelse av MIN hverdag, og 
oppfatning av min pasientgruppe som presenterer 
seg med hovedproblemet; svimmelhet. 

Det hevdes ofte at pasienter med vertigo er en 
vanskelig og sammensatt gruppe med en 
rekke kompliserte årsaksforhold til symp-

tomet svimmelhet. Ifølge min erfaring er det ikke 
slik. I all hovedsak ligger årsaken til akutt oppstå-
ende vertigo her; enten BPPV (labyrinthen), ELLER 
dysfunksjoner i øvre cervical columna (dvs. alltid 
nedsatt spesifikk leddfunksjon C1-2). Jeg baserer 
mine relativt bastante uttalelser på det faktum at 
jeg alltid krever telefonisk tilbakemelding vedr. ef-
fekt av min behandling, disse tilbakemeldingene 
blir alltid journalført. Jeg har således et relativt 
stort pasientmateriale som ligger til grunn for mine 
observasjoner vedr. effekt. De svært få av disse pa-
sientene som ikke har gitt melding tilbake, har jeg 
selv ringt opp for tilbakemelding. Dersom jeg fin-
ner en positiv Dix-Hallpikes test for BPPV, behand-
ler jeg pasienten med min egen modifiserte Epleys 
manøver. Min modifikasjon innebærer bare at jeg 
utfører manøveren på 20 minutter, i stedet for de 
vanlige 2-3 minutter som synes å være regelen hos 
andre grupper som behandler disse pasientene. 

Pasienter med svimmelhet

I min tankegang synes det fornuftig å utføre ma-
nøveren sakte, da vi ikke bare har med otholitter 
(krystaller), men også med væske (endolymfe) å 
gjøre.  Dersom Dix-Hallpikes test ikke gir provo-
kasjon av svimmelheten eller nystagmus, vurderer 
jeg spesifikk leddfunksjon i øvre cervicalcolumna. 
Veldig ofte finner jeg da nedsatt leddfunksjon i seg-
mentet C1-2, og nesten alltid på høyre side. Disse 
pasientene behandler jeg med leddmanipulasjon av 
segmentet C1-2 på aktuelle side, aksialt traksjons-
grep. Som tidligere nevnt, krever jeg alltid telefo-
nisk tilbakemelding etter to-tre dager. Erfarings-
messig skal både Epleys manøver, eller manipula-
sjon av C1-2 gi 100 % symptomfrihet i forhold til 
vertigo innen ett døgn. 

Noen ord om termen «virus på balansener-
ven». Dette er og blir en ekslusjonsdiag-
nose. Når man ikke finner annen årsak, 

eller ikke har ferdigheter/forutsetninger for å stille 
riktig diagnose, blir pasientene ofte diagnostisert 
med «virus på balansenerven», altså acusticusnev-
ritt. Denne diagnosen eksisterer selvfølgelig i vir-
keligheten, men en slik «virusinfeksjon» går over 
av seg selv i løpet av tre måneder. Hvor mange av 
oss har møtt pasienter med denne diagnosen, som 
har gått svimle i over ett år? Mange vil jeg tro. Jeg 
har behandlet flere pasienter med stort hell, som 
har gått i både 10 og 15 år med diagnosen «virus på 
balansenerven». 

Eirik R. Hauger, manuellterapeut, 
ManuellterapiKlinikken Brynseng

Pasienter med svimmelhet er ofte en stor utfordring i vår kliniske hverdag. Faste 
tverrfaglige møter hjalp meg til en bredere og større forståelse for å kunne diag-
nostisere vertigo.

Svimmelhet
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Arachnoiditis is a chronic, incurable condition that 
causes debilitating, intractable pain and a range of 
other neurological problems. 

How the condition affects the body
Arachnoiditis is chronic inflammation of the ara-
chnoid layer of the meninges (the name is due to 
its appearance which is like a spider’s web). This 
consists of a mesh of interwoven collagen fibrils re-
sembling tissue paper, which secrete spinal fluid, 
that circulates through the cerebrospinal axis and 
is absorbed in the brain. The first stage involves in-
flammation of the nerve roots and then scar tissue 
builds up, sticking the nerve roots together so that 
they resemble over-cooked spaghetti strands. In its 
most severe form the subarachnoid space can be-
come obliterated by scar tissue and this affects flow 
of spinal fluid.

Causes 
The causes can be  

1. Mechanical
-  Spinal surgery (especially multiple)
-  Multiple lumbar punctures
-  Trauma
-  Spinal stenosis (congenital/degenerative)
-  Chronic disc prolapse/degenerative disc disease

2. Chemical 
-  Myelographic dyes (especially oil-based such as  
  Myodil (Pantopaque))
-  Epidural steroid injections (e.g. Depo-Medrol)
-  Epidural anaesthesia
-  Other intraspinal drugs 
-  Chemonucleosis with chymopapain

3.  Miscellaneous
-  Subarachnoid haemorrhage
-  Infection: e.g. meningitis, TB

Symptoms
In mechanically induced arachnoiditis, symptoms 
tend to be localised whereas in chemically induced 

arachnoiditis, there is a more florid, systemic pictu-
re, with a higher number of widespread autonomic 
features and often autoimmune type symptoms. 

The predominant and most distressing symp-
tom of arachnoiditis is chronic, persistent pain, 
which is primarily neuropathic in origin. Many of 
the symptoms are due to a chronic pain syndrome.   

Pain tends to increase with activity, but not im-
mediate or predictable. This can make it difficult 
to assess what is a tolerable level of exercise.  Pain 
may be due to other factors besides nerve damage. 
These include musculoskeletal secondary to disuse, 
overuse or compensatory use of muscle groups, due 
to alteration of spine dynamics. There may also be 
muscle tension due to being in pain, or spasticity 
caused by nerve damage. Joint pain may be due to 
similar factors, or may be part of the autoimmune 
picture.The areas commonly affected by pain in 
most cases: lumbar, buttocks, legs (often both), feet, 
perineum, hip, abdomen. Other areas include arms 
and hands, neck, head and face, chest.                                                                 

Tingling and numbness are common features. 
Other sensory symptoms include loss of proprio-
ception (sense of position). This can result in trip-
ping and falls. Temperature perception is someti-
mes diminished. There may also be bizarre sensa-
tions such as feeling as if walking on broken glass, 
water running down the legs, or insects crawling 
over the skin. 

In most cases with weakness, it is mild, but it 
may progress sufficiently in some individuals to 
require use of walking aids or even a wheelchair. 
Many people report that they fatigue quickly. In-
crease in muscle tone is quite a common feature 
and makes the legs stiff, which may have an effect 

Araknoiditt er en smertetilstand forårsaket av betennelse i en av membranene som  om-
gir og  beskytter nervene i ryggmargen. Lege og psykiater Sahra Fox gir her en  oversikt 
over tilstanden. Artikkelen har tidligere stått i Ryggforeningens tidsskrift, Ryggstøtten. 

Dr. Sarah A. Fox

Arachnoiditis – en kort oversikt 

Arachnoiditis
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on mobility. Muscle spasms and cramps may be 
violent and painful. 

Often there are effects on the autonomic (invo-
luntary) nervous system, particularly bladder and/
or bowel problems. Cold extremities (Raynaud type 
phenomenon) are a common problem. Also, exces-
sive sweating and heat intolerance may be troub-
lesome.

      Arachnoiditis is an inflammatory condition 
which is likely to have autoimmune aspects.

Course of the condidtion
There is a spectrum of severity, from mild and non-
progressive, to a progressive condition that may 
cause paralysis and even (in rare cases) death. It 

may become symptomatic only years or even de-
cades after the causative event. Most people with 
arachnoiditis experience fluctuating symptoms, 
with intermittent “flare-ups” and periods of rela-
tive remission. Often people reach a plateau in their 
symptoms, but can then rapidly deteriorate after a 
minor accident, such as a fall.  

Conclusion 
Arachnoiditis is a substantially under-diagnosed 
condition that is incurable. Wider medical recogni-
tion of this condition is vital to help towards wor-
king on possible future treatment regimes as well 
as reducing the number of iatrogenic cases. 

Arachnoiditis
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I helsetjenesten er det mest vanlig at tverrfaglig 
samarbeid skjer som i en stafett. Én instans under-
søker og henviser til neste instans som behandler, 
som igjen henviser til neste instans dersom be-
handlingen ikke virker som den skal og så videre.  
Manuellterapeut Eirik Rist Hauger, fysioterapeut 
Kjetil Nord-Varhaug og spesialist i fysikalsk medi-
sin Øyvind Kvinge samarbeider tverrfaglig på en 
annen måte. 

Kliniske tester og ultralyddiagnostikk 
En dag i uken møtes de på hos Haugers kontor på 
ManuellterapiKlinikken Brynseng i Oslo.  Alle tre 
er til stede når pasienten kommer til konsultasjon. 
Manuellterapeut Hauger tar opp anamnese og un-
dersøker pasienten ved hjelp av vanlige manuellte-
rapeutiske tester, og foreslår en tentativ diagnose. 
Deretter undersøkes pasienten av fysioterapeut 
Nord-Varhaug ved hjelp av ultralyd. Ultralydbilde-
ne gir ekstra informasjon som enten underbygger 

eller svekker den tentative diagnosen. Når ultraly-
dundersøkelsen er gjennomført, enes de tre om hva 
som mest sannsynlig er pasientens problem. 

Ultralydbilder er vel så bra som – eller bedre – 
enn MR-bilder når det gjelder muskel- og skjelett-
sykdommer, og et utmerket supplement til de van-
lige kliniske testene, mener de tre.  

– Blant annet er ultralydbilder funksjonelle, det 
vil si at man kan se hvordan strukturer aktiveres el-
ler ikke aktiveres når pasienten beveger det skadete 
eller syke området, sier Kvinge. 

MR-beskrivelser omfatter også som regel alle 
funn som vises på bildene. Det kan dermed være 
problematisk å skille ut hvilke funn som er relevan-
te, og hvilke som ikke er det. 

Diagnostiske blokkader 
Er teamet fortsatt usikker på diagnosen, eller 
ønsker å forsikre seg om hvilke(n) muskel- og 
skjelettstruktur(er) som skaper pasientens proble-

Et annerledes tverrfaglig team

En dag i uken samles én manuellterapeut, én fysioterapeut og én fysikalsk medi-
siner for å undersøke og diagnostisere «problempasienter». Til sammen utgjør de 
et litt annerledes tverrfaglig team. 

Undersøkelse. Randi Andreas-
sen har hatt problemer med venstre 

skulder, albue og hånd i mange år. 
Hun har prøvd ulike behandlinger 

som ikke har hjulpet, og har tid-
ligere i perioder vært sykmeldt.  

Ved hjelp av manuellterapeu-
tiske tester undersøker Eirik 

Rist Hauger om problemet hen-
nes befinner seg i nakken eller i 

skulderen. Øyvind Kvinge (i hvit 
trøye) og Kjetil Nord-Varhaug 

(t.v.) følger interessert med. 

Fra praksis
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mer, kan de injisere lokalbedøvelse i aktuelt om-
råde. Ved hjelp av bilder fra ultralydapparatet blir 
nålen plassert korrekt. Dersom pasienten etter 10-15 
minutters tid merker at smerten forsvinner, har det 
lille tverrfaglige teamet kommet svært lang med å 
fastsette en nøyaktig diagnose. 

Fysioterapeut Nord-Varhaug har videreutdan-
ning i injeksjonsbehandling og både han og Kvinge 
har således kompetanse til å utføre disse prosedy-
rene. Det er imidlertid uansett nødvendig å ha lege 
til stede når det skal tas ut legemidler, dosering skal 
fastsettes osv. Mens Nord-Varhaug og Kvinge ser på 
ultralydbilder og injiserer, sørger Hauger for jour-
nalføring av nødvendige opplysninger. 

Behandling 
I de tilfeller diagnosen krever medikamentell be-
handling, for eksempel injeksjon av kortison i 
leddet, kan behandlingen foretas umiddelbart. I 
andre tilfeller, dersom pasienten skal ha manuell 
behandling eller opptrening enten for sitt primære 
problem eller følgeproblemer, overtar henholdsvis 
manuellterapeut Hauger eller fysioterapeut Nord-
Varhaug ansvaret for den videre oppfølgningen.  
Hvis det er behov for kirurgi skriver manuelltera-
peuten henvisning til spesialisthelsetjenesten.  Pa-
sientens fastlege får som regel uansett en epikrise.

Åpner opp
Alle tre behandlerne er begeistret for samarbeids-
måten de har funnet fram til. 

– Når helsepersonell undersøker enkeltvis, leter 
vi som regel etter diagnoser som passer vårt eget 
behandlingsrepertoar. Fysikalskmedisineren ser 
etter tilstander som kan behandles med sprøy-
ter og legemidler, fysioterapeuten etter tilstander 
som kan behandles med trening og øvelser, mens 
manuellterapeuten ser etter tilstander som kan av-
hjelpes med manuell teknikker. Når vi undersøker 
sammen, må vi åpne opp og tenke ekspansivt for å 
komme fram til riktig diagnose og behandling, sier 
Nord-Varhaug. 

Alle tre forteller at de i samarbeidet om konkrete 
pasienter har måttet revurdere «sine» diagnoser og 
lært seg at det ikke nytter å ri kjepphester. Samtidig 
trives de med denne måten å arbeide på. 

– Jeg er 50 år gammel og har arbeidet som lege 
en stund. Arbeidsmåten tidligere har nok ikke vært 
optimal, innrømmer Kvinge og synes at han har 
fått en ny vår som behandler. 

Pasientselektering 
– Hvordan rekrutterer dere pasientene, og hva er kriteri-
ene for å bli plukket ut til den tverrfaglige undersøkelsen?

– Pasientene kommer fra våre egne klinikker, 
eller de kan være henvist fra andre instanser. Det 

Et annerledes tverrfaglig team

Kjetil Nord-Varhaug undersøker 
Andreassens skulder ved hjelp av 
ultralyd. Ultralydbilder er et ut-

merket hjelpemiddel for å undersøke 
tilstander i muskel- og skjelettap-

paratet. De er bl.a. funksjonelle, 
det vil si at man kan se hvordan 

strukturer aktiveres eller ikke 
aktiveres når pasienten beveger 
det skadete eller syke området. 

Fra praksis
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er såkalte problempasienter som kommer hit, det 
vil si pasienter som ikke er blitt bra selv om de har 
fått behandling på poliklinikker, i solopraksiser 
hos ulike behandlergrupper eller der fastlegen står 
i stampe. Pasientene har også gått lenge med sine 
problemer før de kommer hit, forteller de tre. 

De vanligste tilstandene som undersøkes av det 
lille tverrfaglige teamet, er smerter og funksjons-
nedsettelser i vektbærende ledd, som for eksempel 
skulder, albue, kneledd og hofte. 

Pasientkommunikasjon 
Når tre forkjellige behandlere med ulik kompetan-
se og erfaringsbakgrunn skal undersøke og foreslå 

behandling, kan kommunikasjonen med pasienten 
bli en utfordring. Særlig hvis det skulle være ulike 
oppfatninger om sykdomsårsak og behandlingstil-
tak. 

– Det er viktig å gjøre pasienten trygg. Da kan vi 
ikke diskutere mot hverandre, sier Kvinge. 

Nord-Varhaug understreker at de foretar en fag-
lig problematisering. 

– Men jeg følger med på reaksjonene til Øyvind 
og Eirik. Hever de et øyebryn når jeg foreslår en 
diagnose eller et behandlingstiltak, kan det være 
uenighet. Da må jeg stoppe opp og spørre hva de 
tenker om situasjonen. På denne måten blir pasien-
ten informert underveis om hvordan vi tenker og 
resonnerer. o

Retest. Lokalbedøvelsen har virket i 15 
minutter. Eirik Rist Hauger og Kjetil 

Nord-Varhaug kan konstatere at bevege-
ligheten i venstre arm er blitt mye bedre. 

Ultralydveiledet injeksjon. Lokalbe-
døvelse injiseres i skulderen. Ved hjelp av 

ultralydbilder kan Nord-Varhaug plas-
sere nålen nøyaktig i ønsket struktur. 

Fra praksis



	  

Nyhet! Gunstige medlemsfordeler!
Norsk Manuellterapeutforening og If har inngått en avtale som sikrer medlemmene ekstra  
gunstige gruppelivs- og sykelønnsforsikringer. 

Høres dette interessant ut?  
Da tar du kontakt med Siv Olsen på telefon 63 91 20 94  eller e-post siv.gustavson.olsen@if.no.  
Hun kjenner bransjen og kan gi deg mer informasjon og utarbeide et tilbud tilpasset dine behov.  
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