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Ultralydrevolusjonen!

Bedre diagnoser og tryggere pasienter. Revolusjonen ligger i nye,
heyteknologiske og brukervennlige apparater. Apparatene presentert
her er baerbare og spesialtilpasset for muskel og skjelett.

For deg som vil ha det beste!

MyLab® Alpha

Det absolutt beste innen basrbare ultralydapparat.
Passer for legepraksis, legevakt, fysio-/manuell-
terapi. Enkel 3 anvende med Wi-Fi, Bluetooth og
touch-panel. Opp til 22 MHz linezere prober. Prober
av ypperste kvalitet. Robust tralle.

* 3 timers undervisningskurs medfalger
# Programpakke for biopsi og injeksjoner
= Wifi og bluetooth for overfaring av bilder/videcklipp

INNHOLD:

* I stk MyLab® Alpha digital
ultralydmaskin

* Probar: High Density abdominal,
lineasr, transvaginal, kardial

* X-View, M-View, TDI, IMT, QIMT,
XSTRAIN, stressecho m.m.

= 40 ag 30

= Sensitiv farge- og powerdoppler

& Pulsed og continuous wawve

= Wi-Fi, Bluetoath, stor disk, Dicam

* Tralle og bazrekaffert

* Morsk bruksanvisning

Funksjonalitet :

= Meget brukervennlig software med
pre-programmerte “pre-sets” for
abdominal, obstetrikk og gynekologi,
30/4D, uralogi, bloddrer og plakk,
kardiologi samt muskel/skjelatt.

+ 157 profesfonell medisinsk skjerm.

Ekstremt Godt bilde fra alle vinkler.

= High Density prober m/192 elementer,

= Elegant design

s Tralle av meget hay kvalitet.

* Ekstremt hoy bildeapplosning.

* Spesializerte software

» 320GB disk, Dicam 3.0 software,
brukervennlig pasientdatabase.

+ Bildeoptimalisering med en knapp

* Mulighet for en rekke ekstra prober,

Touchscreen og eksepsjonelt gode
bilder pa overfladiske strukturer.

MyLab® One MSK

Mylab One har markedets beste software for Muskel- og
skjelett diagnostikk, en sensitiv og stabil fargedoppler
samt innebygget WIFI og bluetooth for overfgring av
bilder/videoer til eksterne enheter. Mylab One har og et
kraftig innebygget opplaeringsbibliotek som er med pa &
trygge din lzering og bruk pa en hensiktsmessig mate.
Probene har markedets heyeste frekvens pa opptil 22 Mhz.

« Eget bildebehandlingsprogram til PC/Mac
» Mulighet for tilkobling av trddles mus og tastatur
= 3 timers undervisningskurs medfglger

Mytt utstyr kan leveres innen 24 timer - lager i Norge
Kontakt oss for demonstrasjon!
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TIf: 67 53 33 44
ultralyd@adcare.no
www.adcare.no
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INNHOLD:

o 1 stk MyLab®™ One M5SK
uitralydmaskin

« High Density Linezr probe og
abdaminal prabe

» X-View, M-View, TEI, for
bildeoptimalisering

» Farge- og powerdoppler

« Pulsed og Continuous wave

+ Funksionsknapper pd proben

» Solid tralle

« Kraftig opplasringsbibliotek

* Baereveske

* Norsk bruksanvisning

Funksjonafitet:

* Skjerm med ekstremt bra bilde fra
alte vinkler.

* Elegant design og tralle av meget
hay kvalitet,

& Ekstremt bra MSK-funksjonalitet
og meget bra biidecpplosning

* Spesializert soffware

* Stor harddisk, Wifi, Bluetooth

= Brukervennlig software med
pre-programmerte “pre-sets” for
muskel/skjelott,

= Mulighet for prober opptil 22 Mhz.

adCARE

Kvalitersprocdukier innen gasiro, wologi og alinalyd



KURS, M@TER OG KONFERANSER

Mars

7. Trondheim. Kollegaseminar for manuellterapeuter.

Arr.: Manuellterapeutenes Servicekontor. Tema: Kvalitetssikring
i klinikken. For mer info og pamelding: www.manuellterapi.no >
Kurs og seminarer Kl. 17. Generalforsamling i Servicekontoret

8.-10. Trondheim. Tverrfaglig seminar for manuellterapeuter, le-
ger, kiropraktorer, fysioterapeuter og annet helsepersonell: «Fra
snippen og opp - og litt til». Se program, side 13. For mer info og
pamelding: www.manuellterapi.no > Kurs og seminarer

9. Trondheim. KI. 17.15: Landsmete i Norsk Manuellterapeutfo-
rening, NMF.

April

5.-6. Larenskog. Kollegaveiledningsgrupper for manuelltera-
peuter. Arr.: NMF. For info og pamelding, se manuell.no

12.-13. Oslo. Manuellmedisinsk smertebehandling (MMS), trinn
2 for fysioterapeuter. Arr.: NMF. se manuell.no/mms

12.-13. Oslo. Ultralyddiagnostikk og ultralydveiledete prose-
dyrer - muskel og skjelett. Trinn 2. For manuellterapeuter, leger,
fysioterapeuter, kiropraktorer og annet helsepersonell. Med ma-
nuellterapeut Jorn Bjernaas og fysioterapeut Frode Garmannsvik.
Arr.: Manuellterapeutenes Servicekontor. For info og pamelding,
se www.manuellterapi.net/ultralyd

19.-21. Oslo Nytt kurs: Undersgkelse og behandling av spedbarn
for manuellterapeuter — en manuellmedisinsk tilneerming. Arr.:
Interessegruppen for barnemanuellterapi i NMF. Se manuell.no

22.-26. Bergen. Differensialdiagnostikk og laboratorieundersgkel-
ser for manuellterapeuter. Arr.: Universitetet i Bergen. For info,
se www.uib.no/emne/HELFYT662

26. Oslo. Kurs for nye primerkontakter. Arr.: Manuellterapeu-
tenes Servicekontor. Kan kombineres med manipulasjonskurs,
trinn 1 (se nedenfor). Kun for medlemmer, pris: 500 kr.

Info: kjersti.gundersen@manuellterapi.net

26.-28. Oslo. Manipulasjonskurs trinn 1 for manuellterapeuter.
For medlemmer av NMF. For nye manuellterapeuter og for
manuellterapeuter som vil oppfriske teknikker som det undervi-
ses i ved studiet i Bergen. Kursledere: Manuellterapeut/universi-
tetslektor Jostein Ellingsen og manuellterapeut Jyvind Segtnan.
Arr.: Norsk Manuellterapeutforening.

Info: kristine.vegstein@manuellterapi.net

Kollega- og fagseminar arrangeres pd Clarion
hotell- 0g kongressenter i Trondheim 7.-10. mars.

&\nmf

sk Mol apeutoeming

Arsmate i Norsk Manuellterapeutforening ar-
rangeres 9. mars kl. 17.15.

12.-13. april arrangeres trinn 2 i ultralyddiag-
nostikk og ultralydveiledete prosedyrer - muskel
o0g skjelett.

Oversikten over arrangementer er ikke fullstendig. Tips oss om aktuelle kurs,

A e ' I d O kongresser og seminarer, slik at oversikten blir mest mulig komplett.
Kontakt redaksjonen, tidsskrift@manuellterapi.no. TIf.: 913 00 403.
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Medinor har byttet navn til Alere.
Nytt navn — samme gode service.

Du meter de samme medarbeierene som hos Medinor.
Vi jobber stadig mot det samme malet: A kunne gi de
beste radene, den beste servicen og de beste produktene.

Bred kompetanse og stort produktutvalg

Care/Fysio avdelingen har flere fysioterapeuter | avdelingen som til en hver tid
oppdateres med faglig kompetanse, markedskompetanse og produktkompetanse.

Vi leverer utstyr med hay kvalitet, tilbyr god opplelgning og god opplaering. Vi har
store leyeranse il rehabiliteringsavdelinger, fysioterapeuter, manuell terapeuter og
kiropraktorer.

Sortiment er bredt og inneholder produkter bade innenfor sykler, benker, MTT,
diagnostisk ultralyd, elektroterapi og annet utstyr som terapeuter trenger i sitt
daglige arbeid. | tillegg tiloyr vi faste lave prisaavialer pa forbruksvarer til de kundene

som inngér en avtale med oss.

Din totalleverander av fysikalsk utstyr.

xfon: 24 Fax: 24 alere.no



Utenlandsgodkjenninger

Norsk Fysioterapeutforbund
har varslet at de ikke gnsker
fullmakten til & godkjenne ma-
nuellterapeuter med utenlandsk
utdanning. Begrunnelsen er at
forbundet «ikke lenger har mulig-
het til 4 gjore denne jobben sd godt
som den md gjores».

NFF har informert fysiotera-
peuter som har vurdert uten-
landske manuellterapistudier
om at det usikkert om hva slags
videreutdanning fra utlandet
som vil medfere tildeling av A8
takstkompetanse. Dette har fort
til at flere har vurdert a frasi seg
studieplasser i utlandet. De som
onsker & utdanne seg til manu-
ellterapeut i utlandet, vil ikke
betale dyre skolepenger uten at
de er sikkre pa at de far utdan-
ningen godkjent nar de kommer
hjem.

Dette er en sveert uheldig si-
tuasjon som ma loses for det gar
ut over rekrutteringen til yrket.
Det beste er om det offentlige
star for godkjenningene selv.
Norsk Manuellterapeutforening
og LO har varslet at de besitter
faglig og administrativ kompe-
tanse til a foresta godkjennin-
ger. Et alternativ er at disse far
fullmakten som NFF tidligere
har hatt.
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Sliter for kunsten

En nederlandsk studie har under-
sokt forekomsten av muskel- og skje-
lettlidelser blant 345 musikkstuden-
ter og 2.870 medisinstudenter.

Resultatene viste at 89,2 prosent
av musikkstudentene og 779 prosent
av medisinstudentene rapporterte
om muskel- og skjelettplager i lopet
av de siste 12 manedene. 62,7 pro-
sent av musikkstudentene og 42,7
prosent medisinstudentene oppga a
ha plager pa sporretidspunktet.

Forskerne konkluderer med at
musikkstudenter har signifikant okt
risiko for muskel- og skjelettplager,
sammenlignet med medisinstuden-
tene. Musikkstudentene klaget mest
pa plager i hoyre hand og handledd,
venstre albue, skulder, nakke, kjeve
og munn.

Kilde

Kok LM et al.: A comparative study on
the prevalence of musculoskeletal com-
plaints among musicians and non-musi-
cians, BMC Musculoskeletal Disorders
2013, 14:9

D-vitamin uten
virkning p& kneartrose

146 pasienter med kneleddsartrose
fikk enten D-vitamin eller virknings-
los narremedisin i en toarsperiode.
Hverken deltakerne eller helseper-
sonellet visste hvem som tilhorte
hvilken gruppe.

Resultatene viste at behandlingen
med D-vitamin ikke ga noen lind-
ring. Smertene ble ikke mindre sam-
menlignet med deltakerne som fikk
placebobehandling. Det var heller
ikke noen forskjell gruppene imel-
lom nar det gjelder brusktap eller
funksjonsnedsettelse.

Kilde

McAlindon T et al.: Effect of Vitamin D
Supplementation on Progression of Knee
Pain and Cartilage Volume Loss in Pa-
tients With Symptomatic Osteoarthritis:
JAMA 2013; 309 (2) :155-162
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AKTUELT

Utvidete kriterier og nytt kurs

Nye kriterier, herunder krav om et nytt basiskurs,
gjer at ny oversikt over barnemanuellterapeuter
utsettes. Les om drets kurs i barnemanuellterapi.

Interessegruppa i barnemanuellterapi

i Norsk Manuellterapeutforening mel-
der at den planlagte oversikten over
godkjente
MNMF» utsettes. Servicekontorets over-

«Barnemanuellterapeuter,

sikt over manuellterapeuter som be-
handler barn, vil dermed besta som for.

— Hovedgrunnen er at kriteriene for a
bli barnemanuellterapeut er utvidet, sier
Erik Aarum i interessegruppen.

De oppdaterte kriteriene fins pa
www.manuell.no under fanen «Fag og
utdanning» og «Barnemanuellterapi».

Nytt basiskurs

19.-21. april arrangeres kurs i underso-
kelse og behandling av spedbarn, en ma-
nuellmedisinsk tilneerming. Dette er et
nytt basiskurs med manuellterapeut og
osteopat Lars Norderhus som kursleder
Kurset utdyper og utvider forstdelsen
av barnets anatomi og fysiologi. Sentral-
nervesystemets og kraniets anatomi og
biomekanikk belyses bade teoretisk og
praktisk. Behandling av dysfunksjon i
nerve-, endokrine-, immunologiske sys-
temer gjennomgas.

Dette kurset er obligatorisk for «Bar-
nemanuellterapeut, MNMEF», opplyser
Aarum.

Kurs hesten 2013

— Interessegruppa for barnemanuellte-
rapi ber om forstaelse for at hyppigheten
av kurstilbudene avhenger av interessen
blant manuellterapeutene. Vi haper at
det vil veere interessegrunnlag for ny
runde med de forskjellige obligatoriske
kursene allerede i host. Planleggingen er
allerede i gang.

Erik Aarum gjor oppmerksom pa at
Ute Imhof, som brukes av interessegrup-
pen, selv arrangerer samme kurs i un-
dersgkelsesmetodikk. NMF godkjenner
deltakelse og gjennomfering fra disse
kursene.

Ogsa «forstehjelpskurs for deg som
har omsorg for barn», 5 undervisningsti-
mer, arrangeres av andre organisasjoner
og instrukterer. Organisasjon og/eller
instrukter ma veere godkjent av Norsk
Forstehjelpsrad (NFR) for at kurset skal
godkjennes av NMF. H



Nye kurstilbud

AKTUELT

Universitetslektor beholder jobben

Jostein Ellingsen fortsetter i stillingen som universitetslektor ved manuellterapeut-
utdanningen i Bergen. Seksmdlet mot Universitetet i Bergen droppes i farste om-

gang.

I host lyste ledelsen ved manuellterapistudiet ved
universitetet ut stillingene som universitetslekto-
rer. Ellingsen hadde da hatt lektorstilling midler-
tidig i 11 ar. Na matte han sgke pa sin egen stilling
for & beholde jobben. Dette skapte storm blant stu-
dentene som innledet en protestaksjon. Via Norsk
Manuellterapeutforening og LO-advokat Kai Aa-
gaard varslet Ellingsen sak mot universitetet for
usaklig oppsigelse. I varselet ble det vist til at Tje-
nestemannsloven slasr fast at en midlertidig tjenes-
temann med mer enn fire ars sammenhengende
tjeneste, bare kan sies opp nar stillingen inndras
eller nar arbeidet faller bort. Ifelge advokaten var
nyutlysningen av Ellingsens stilling en sakalt rem-
plasseringsoppsigelse, og dermed usaklig.

Ny firearskontrakt

Ved studiestart i januar ble det imidlertid klart at
Ellingsen fortsetter i stillingen. Universitetet i Ber-
gen svarte aldri pa seksmalsvarselet, men tilbed El-
lingsen i stedet en ny firedrskontrakt.

Advokat Aagaard sier Ellingsen ikke onsker
rettssaker som i praksis er ungdvendig.

—Jobben, og at han ikke kan skiftes ut, er det vik-
tigste for ham. Ellingsen har derfor bekreftet at han
tar fire nye ar som universitetslektor i tillegg til de
11 arene han allerede har tjenestegjort. Siden han
med sitt utvilsomt sterke oppsigelsesvern likevel
ikke kan skiftes ut, er fast ansettelse det riktige et-
ter vart syn.

- Utsekt uhoflig

Advokat Aagard reagerer imidlertid pa at universi-
tetet enna ikke har svart pa seksmalsvarselet, slik
de skal etter tvisteloven.

— A vente i snart naermere et halvt ar med & svare
skriftlig pa et ordineert seksmalsvarsel, i en sak som
er meget viktig for Ellingsen og hans fagforbund,
er noe spesielt. Norsk Manuellterapeutforening og
undertegnede fikk i fjor beskjed om at Ellingsens
e-postkonto ved UiB skal stenges. Dette er fortsatt
bare «utsatt» i et antall maneder. Dette skaper ikke
noe godt psykisk arbeidsmiljg for ansatte. Heller

hurrrmer 32012 T Sgomg
Hig=mr Marustisrzpautun larvostom ot

Universitetslekbor varsler sak mot LB

Fagseminar om
pyre carvical | Trondheim
B0 miaes 2013

"-:IL:H-L‘

Nr. 3/2012 skrev om at universitetet lyste ut stillingen
som Ellingsen hadde hatt i 11 dr. Faksimile.

ikke tilbudet om fire nye ar virker sa hyggelig, nar
«ansettelsen» i en e-post fra Ellingsens narmeste
leder ved UiB, Alice Kvaale, uttrykkelig begrunnes
med at UiB ikke har fatt andre og bedre kvalifiserte
sokere, skriver Aagaard i et brev til UiB. Han legger
til at det vel ikke er helt normalt & veere sa utsokt
uhoflig — selv mot nye sgkere til helt nye stillinger.
Aagaard opplyser at hvis UiB mot formodning
legger opp til oppsigelse av Ellingsen ogsa ved nes-
te korsvei, om fire ar — etter hele 15 ars tjeneste, vil
han og hans fagforbund matte ta rettslige skritt. H
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AKTUELT Forsikringer

Forsikringspartner

FOrSikreT fro Topp Til -I-é med medlem av assurandar.no

Gjennom avtaler med If Forsikringspartner og LO faver kan NMFs medlemmer
pd en enkel mate f& sveert gode forsikringer til en god pris. If Forsikringspartner

er NMFs forsikringskontor.

Peter Chr. Lehne (t.v.) forteller at If Forsikringspartner er NMFs forsikringskontor. Tidligere handballproff Stein O.
Sando er forsikringsradgiver hos If Forsikringspartner.

Forsikringer opplever vel de fleste som et ngdven-
dig onde. De er ngdvendige i privatlivet for & gi oss
og vare nermeste trygghet. For neeringsdrivende er
det nedvendig & ha riktige forsikringer for & sikre
driften.

— For & hjelpe medlemmene & gjore gode valg
pa omradet har NMF inngatt forsikringsavtaler for
vare medlemmer med If Forsikringspartner og vi
har tilsluttet oss LO favers kollektive hjemforsik-
ring, sier NMFs leder Peter Chr. Lehne.

Han forteller at bestillingen til If Forsikrings-
partner har veert helt klar: «<skreddersem».

— Det vil si at vi ensket riktige produkter for oss
som yrkesgruppe, slik at vi hverken er over- eller
underforsikret. Da vare medlemmer ofte er sveert
aktive ogsa pa fritiden, har det i tillegg veert viktig
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a fa en personalforsikring som dekker oss godt pa
fritiden. Det har vi fatt til.

If Forsikringspartner er NMFs forsikringskontor
For a gjore det enkelt og trygt for medlemmene
a forsikre seg via oss har NMF avtalt med Forsi-
kringspartner If om at de skal fungere som forenin-
gens forsikringskontor.

— Hvis du vil flytte forsikringene dine til oss er
det bare a sende inn det du har av forsikringer til
dem. De syr sammen et tilbud til deg og ordner
overgangen, hvis du er forneyd. De baker ogsa den
kollektive hjemforsikringen din inn i pakken.

Et viktig poeng til slutt: Store deler av forsikrin-
gene som gir deg en trygghet, kan utgiftsferes pa
firmaet ditt. 1



AKTUELT

Effektiv informasjon er som & ta en «straffey

Stein O. Sando er forsikringsradgiver i Forsikrings-
partner. Den tidligere profesjonelle handballspille-
ren liker tempo, og sier at han opplever at medlem-
mene i NMF har en hektisk hverdag. Behandling
av pasienter pa dagtid, og drift av klinikken tar det
meste av deres tid.

— Jeg oppnar best kontakt ved & sende en tekst-
melding eller e-post for & avklare nér det best pas-
ser for dem & ta en prat. Da kan de selv sette av tid i
en travel hverdag. Mitt inntrykk er at de fleste med-
lemmene vet hva de vil ha eller trenger av forsikrin-
ger. Mange er ogsa bevisste pa hva de ikke vil ha.

Sando vet at han ma veere kortfattet og informa-
tiv nar han far manuellterapeutenes tid til disposi-
sjon. Bevisst og effektiv informasjon er stikkordet
som kjennetegner arbeidet med medlemmene i
NMF.

— For meg som forsikringsradgiver er dette om-
trent som 4 skulle sette et straffekast — det vil si hur-
tig og presist i mal, smiler Sando.

— Forst ma jeg lytte til deres gnsker og behov, det
vil si forsta deres situasjon i forhold til alder, lenn,
sivilstatus og fritid. Dernest komme med et konkret
og riktig forsikringstilbud. Jeg bruker ogsa gjerne
eksempler fra andre medlemmer og deres valg, sier
Sando som vektlegger god dialog og troverdighet i
kontakten med NMF.

mobil: 913 69 556

menyen!

— Gjor som NMFer Eva Christina Jakobsson. Send inn dine papirer til ossien
konvolutt eller i en e-post. Sa rydder vi og gir deg en anbefaling pa forsikrin-
ger etter ditt behov. Eva Christina sparte over 10.000 kroner pa a rydde opp
pa denne maten, sier Stein O. Sando i If Forsikringspartner.

e Forsikringspartner If er NMFs forsikringskontor.
e Kontaktinfo Stein Olaf Sando, e-post: stein.o.sando@if.no,

® Seogsa www.manuell.no og velg «Forsikringer» fra snarvei-

Offentlige utbetalinger ikke nok

— Selv om vi i Norge har gode syke- og velferds-
ordninger, er det viktig & veere godt forsikret. Ut-
betalingene fra det offentlige gir en grunnleggende
trygghet, men er langt fra nok til & opprettholde
levestandarden. Gode for-

sikringsordninger gir en
okonomisk trygghet hvis
du skulle bli rammet av
sykdom eller skade. Som
selvstendig ~ neeringsdri-
vende ma du vaere bevisst
paaivareta bade driften av
virksomheten og deg selv
som privatperson, sier Liv
Raaum, leder for person-
forsikringer i If.

Hun sier at de som job-
ber med personforsikringer vet hvor viktig det er
a forebygge. Over 30 prosent av dem som blir ufo-
retrygdet i Norge, blir det pa grunn av muskel- og
skjelettsykdommer.

— Vi har derfor stor respekt for det arbeidet ma-
nuellterapeutene gjor for a redusere denne typen
plager — for det gjor dere virkelig — og pa den maten
bidra til bade til gkt livskvalitet for den enkelte og
redusert sykefraveer i befolkningen, sier Raaum. M

Eva C. Jacobson sparte over 10.000
kroner pd en «forsikringsoppryddig»

Spar penger, be If Forsikringspartner gjgre jobben for deg!

muskel&skjelett nr. 1. febr 2013 9



FAG
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Abstract

A case of internal carotid artery dissection in a pregnant woman with Systemic Lupus Erythematosus
(SLE) immediately following chiropractic treatment is presented. The literature regarding complicati-
ons of neck manipulation during pregnancy, spontaneous dissection of craniocervical arteries in preg-
nancy and the postpartum period, and dissection of craniocervical arteries in SLE are reviewed. To the
best of the author’s knowledge, this is the first case of carotid artery dissection following chiropractic
treatment in a pregnant woman published in the literature.

Background

Dissection of the internal carotid artery accounts
for approximately 20 % of cases of ischaemic stroke
in young adults. A population-based study repor-
ted the average annual incidence rate for spontane-
ous internal carotid artery dissection was 1.72 per
100 000 individuals [1]. Several vascular and con-
nective tissue disorders have been associated with
dissection, in particular migraine, fibromuscular
hyperplasia and vascular Ehlers-Danlos syndrome.
In addition, a number of physical activities have
been associated with dissection. It remains unclear
as to whether chiropractic neck manipulation is as-
sociated with craniocervical artery dissection. This
paper describes a case of internal carotid artery dis-
section following chiropractic treatment in a preg-
nant woman with Systemic Lupus Erythematosus.
The possible contributing factors in this case are
discussed.

Case presentation

A thirty-one year old woman, pregnant at 16 we-
eks gestation, presented to a chiropractor for treat-
ment of occipital headache. She had suffered with
intermittent bilateral occipital muscle tension hea-
daches occurring monthly since the age of 14 years.
The frequency of headache was unchanged during
pregnancy. In addition she had a history of migrai-
ne characterised by unilateral frontal headache,
the last episode of which had been 6 weeks earlier.
There was no recent history of viral illness and no

10 muskel&skjelett nr. 1. febr 2013

family history of stroke. The subjects history was
also significant for Systemic Lupus Erythematosus
(SLE) diagnosed twelve years earlier, complicated
by renal involvement treated with azathioprine and
prednisone, hypertension managed with labetalol,
and episodes of deep vein thrombosis and pul-
monary embolism. She was heterozygous for pro-
thrombin gene mutation but did not have a lupus
anticoagulant or anticardiolipin antibody.
Immediately after receiving treatment the subject
noted severe right sided anterior neck pain, and
rapidly developed ipsilateral Horner’s syndrome.
It was not possible to obtain exact information re-
garding the nature of the chiropractic treatment;
though from the subject’s description it is likely
that spinal manipulation was given. Magnetic re-
sonance imaging (MRI) revealed extensive dissec-
tion of the right internal carotid artery, extending
from 5 cm distal to the carotid bulb to the horizon-
tal intrapetrous segment. The subject was admitted
to the intensive care unit and treated with intra-
venous heparin and subsequently low-molecular
weight heparin. A flare in SLE was evidenced by a
rise in blood pressure, a slight deterioration in ma-
ternal renal function, increasing proteinuria and a
fall in platelet count.

Four days after the onset of neurological symp-
toms intrauterine foetal demise was noted. The pa-
tient was subsequently anticoagulated with warfa-
rin for six months. Follow-up MRI six months later



revealed a focal false aneurysm of the right internal
carotid artery. The Horner’s syndrome persists one
year after the initial presentation.

Discussion

Only one case of antepartum internal carotid artery
dissection has been reported of which the author
is aware [2]. Maderia et al described a 38 year old
woman in her fifth pregnancy at 21 weeks gestation
who presented with headache and a spontaneous
left internal carotid artery dissection involving the
petrous and cavernous segments on MRIL In additi-
on 22 cases of postpartum carotid artery dissection
have been reported [3,4]. There was an even distri-
bution of vaginal and caesarean deliveries, the time
from delivery to onset of symptoms ranged from 2
— 21 days. In eight cases there were additional pos-
sible contributing factors to dissection, these being
reversible cerebral vasoconstriction syndrome (2
cases), posterior reversible encephalopathy syn-
drome (2), pre-eclampsia, infection, Ehlers-Danhlos
syndrome and rheumatoid arthritis.

Possible predisposing factors to arterial dissecti-
on in the peripartum period include intimal injury
related to the Valsalva manoeuver during labour,
alterations in arterial wall integrity due to preg-
nancy-related hormonal or vasoactive substances,
increase in cardiac output and blood volume and
the hypercoaguable state of pregnancy [4].

Three cases of craniocervical arterial dissection
have been reported in the setting of SLE or antip-
hospholipid syndrome, although one of these pati-
ents also had Takayasu’s arteritis. In addition four
cases of spontaneous coronary artery dissection
and twenty-one cases of aortic dissection have been
described in individuals with SLE. Hypertension,
glucocorticoid use and dyslipidaemia may be fac-
tors in individuals with SLE that may lead to athe-
rosclerosis weakening the arterial wall. [5]. Vascu-
litis leading to chronic inflammation increasing
vessel wall fragility has also been proposed as a
contributing factor [6].

Migraine was shown to be associated with a
two-fold increase risk of cervical artery dissection
in a recent meta-analysis [7].

Stuber et al recently published an critical review
of the literature regarding adverse effects from spi-
nal manipulation in the pregnant and postpartum
periods [8]. They identified adverse events in five
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pregnant women, and two postpartum women.
The four serious events reported in the literature all
occurred after cervical spine manipulation. These
included cerebellar infarction, vertebral artery oc-
clusion, odontoid fracture and a cervical epidural
haematoma. They concluded that significant life-
threatening injuries were rare following spinal ma-
nipulation during pregnancy and the postpartum
period, and that further research into the frequency
of ad- verse events and efficacy of spinal manipu-
lation therapy in this population is necessary.

The controversy regarding the possible associa-
tion between cervical spine manipulation and neu-
rovascular complications remains unresolved and
continues to be debated [9,10]. Conclusive evidence
is difficult to obtain because of the rarity of adverse
events. A population-based case-control and case-
crossover study found no evidence of excess risk of
vertebrobasilar stroke associated with chiropractic
care compared with primary care physician vi-
sits [11]. A recent retrospective case-control study,
however, found an odds ratio of 12.8 (p = 0.009) for
neck manual therapy in individuals less than 55
years of age presenting with craniocervical arterial
dissection [12].

Conclusions

In conclusion, the first case of internal carotid ar-
tery dissection following chiropractic treatment in
a pregnant woman with SLE is described. Causa-
lity relating the chiropractic treatment to the cra-
niocervical dissection cannot be established. The
mother’s underlying medical condition, her im-
munosuppressive treatment with prednisone and
the hormonal changes of pregnancy may all have
contributed to vessel fragility, and her risk of cer-
vical artery dissection was increased in view of her
history of migraine. It is possible that the arterial
dissection had occurred prior to seeking treatment,
and may have become evident if the patient had
sought the care of a general practitioner rather than
a chiropractor. Practitioners should be aware of
this possible complication of neck manipulation in
pregnancy and the postpartum period, particularly
in mothers with underlying medical disorders that
may predispose to vessel fragility and arterial dis-
section.
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Prognostic factors for non-success in patients
with sciatica and disc herniation

Anne Julsrud Haugen'”, Jens Ivar Brox?, Lars Gravle', Anne Keller®, Bard Natvig**, Dag Soldal® and
Margreth Grotle™®’

Abstract

Background: Few studies have investigated prognostic factors for patients with sciatica, especially for patients
treated without surgery. The aim of this study was to identify factors associated with non-success after 1 and
2 years of follow-up and to test the prognostic value of surgical treatment for sciatica.

Methods: The study was a prospective multicentre observational study including 466 patients with sciatica and
lumbar disc herniation. Potential prognostic factors were sociodemographic characteristics, back pain history,
kinesiophobia, emotional distress, pain, comorbidity and clinical examination findings. Study participation did not
alter treatment considerations for the patients in the clinics. Patients reported on the questionnaires if surgery of
the disc herniation had been performed. Uni- and multivariate logistic regression analyses were used to evaluate
factors associated with non-success, defined as Maine-Seattle Back Questionnaire score of 25 (0-12) (primary
outcome) and Sciatica Bothersomeness Index 27 (0-24) (secondary outcome).

Results: Rates of non-success were at 1 and 2 years 44% and 39% for the main outcome and 47% and 42% for the
secondary outcome. Approximately 1/3 of the patients were treated surgically. For the main outcome variable, in
the final multivariate model non-success at 1 year was significantly associated with being male (OR 1.70 [95% CI;
1.06 - 2.73]), smoker (2.06 [1.31 = 3.25]), more back pain (1.0 [1.01 —1.02]), more comorbid subjective health
complaints (1.09 [1.03 - 1.15]), reduced tendon reflex (1.62 [1.03 - 2.56]), and not treated surgically (2.97

[1.75 = 5.04]). Further, factors significantly associated with non-success at 2 years were duration of back

problems > 1 year (1.92 [1.11 —3.32]), duration of sciatica > 3 months (2.30 [1.40 — 3.80]), more comorbid subjective
health complaints (1.10 [1.03 - 1.17]) and kinesiophobia (1.04 [1.00 — 1.08]). For the secondary outcome variable, in
the final multivariate model, more comorbid subjective health complaints, more back pain, muscular weakness at
clinical examination, and not treated surgically, were independent prognostic factors for non-success at both 1 and
2 years.

Conclusions: The results indicate that the prognosis for sciatica referred to secondary care is not that good and
only slightly better after surgery and that comorbidity should be assessed in patients with sciatica. This calls for a
broader assessment of patients with sciatica than the traditional clinical assessment in which mainly the physical
symptoms and signs are investigated.

Keywords: Sciatica, Disc herniation, Prognostic factors, Non-success
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Background

Sciatica, also known as nerve root pain, or radiculopathy
in the distribution of the lumbosacral nerves, is defined
as radiating pain in the leg below knee level [1,2]. A
lumbar disc herniation is the most common cause of sci-
atica [3,4]. Sciatica is associated with more severe pain
and disability than is low back pain alone [5]. Most
patients receive conservative treatment, and a minority
of patients requires surgery [3,6]. The success rates and
prognoses for sciatica vary between studies, depending
on the inclusion criteria and outcome measures used. A
Dutch study on primary care patients indicated a good
prognosis for sciatica with approximately 75% of the
patients recovering after 3 months [7]. However, in a
Finnish study on patients with sciatica who were referred
to hospital, nearly 70% had persistent sciatica symptoms
13 years later [8]. The success rates in the Maine Lumbar
Spine Study were 80% for surgically treated patients and
56% for non-surgically treated patients at 1 year; and 70%
for surgically treated patients and 56% for non-surgically
treated patients at 5 years [9,10]. In another large study of
sciatica, the SPORT study, approximately 80% of surgically
treated patients and 60% of non-surgically treated patients
reported major improvement after 1 and 2 years of follow-
up [11,12].

Most studies of the prognostic factors for sciatica have
been performed on patients who have undergone surgi-
cal treatment, and have assessed the influence of socio-
demographic, work-related, psychological, imaging, pain-
related, surgery-related, and clinical factors [13,14]. In a
randomised study on early surgery versus prolonged
conservative treatment for sciatica, female sex was found
to be a strong predictor of an unsatisfactory outcome in
both groups [15].

There is limited knowledge about the prognosis of
patients who are treated non-surgically for sciatica. A re-
cent review found no strong or consistent predictor of per-
sistent disability in non-surgically treated patients with
sciatica [16]. Symptoms of depression and anxiety were
predictors for a worsening of pain and function after up to
3 years of follow-up in the Maine Study [17]. In a cohort of
French workers, psychosomatic symptoms, long-lasting
duration of sciatica, carrying heavy loads, and driving at
least 2 hours per day predicted persistent sciatica after
2 years [18]. The clinical findings of radiculopathy are im-
portant for the diagnosis of sciatica [1]. Positive nerve
stretch tests have been identified as a predictor of poor
outcome in some studies of sciatica [7,15,19]. However,
few studies have explored how other clinical signs and
symptoms influence the prognosis of sciatica [20].

Our primary aim of the present study was to identify the
prognostic factors associated with non-success after 1 and
2 years of follow-up for sciatica and disc herniation in
patients referred for secondary care. Qur secondary aim

was to test the prognostic value of surgical treatment for
sciatica.

Methods

Design

A prospective observational multicenter cohort study
was conducted. The Regional Committee for Medical
Research Ethics and The Ombudsmann for Privacy in
Research at the Norwegian Social Science Data Services
approved the study protocol.

Cohort selection and recruitment

Patients were recruited from specialty back clinics at
four public hospitals in southeast Norway (Sykehuset
Ostfold, Serlandet Sykehus, Oslo Universitetssykehus
Ulleval and Sykehuset Innlandet). The inclusion period
was 2 years, throughout 2005 and 2006. The patients
were referred to the specialty back clinics by primary
health care services. The participating specialty back
clinics were all in public hospitals, and the Norwegian
Social Insurance pays for patients referred to public hos-
pitals. The majority (60%) of the patients (n =280) were
recruited from Sykehuset Ostfold, which serves a district
with 260,000 inhabitants. About 200 patients with sciat-
ica were referred yearly to this specialty back clinic at
the start of the study. This suggests that about 3/4 of the
patients referred to this hospital for sciatica were
included in the study. The next largest population was
from Serlandet Sykehus (n=89), located in a district
with 162,000 inhabitants. This back clinic treated about
120 patients with sciatica yearly, so some more than 1/3
of eligible patients were included in the study. We do
not have data on the proportion of eligible patients
recruited to the study from the other 2 hospitals, or the
number of eligible patients who either were not invited
or declined to participate in the study. In the centre that
enrolled the majority of the patients, less than 5% of eli-
gible patients declined to participate during the first year
of the study.

In each back clinic, consecutive eligible patients were
invited to participate in the study by a physician or a
physiotherapist.

Inclusion criteria were age 218 years, radiating pain
and/or paresis below knee level and a disc herniation at
the corresponding level and side that had been verified
by magnetic resonance imaging (MRI) or computed
tomography (CT). Exclusion criteria were prior surgery
at the same disc level, fracture, infection, malignancy,
pregnancy and lack of fluency in Norwegian. All partici-
pants received oral and written information about the
study and gave their informed consent to their
participation.

Study participation did not involve any specific type of
intervention or alter treatment considerations for the
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patients, nor did it involve any specific advantages or
benefits for the patients in the clinics. Hence, patients
received the usual consultations including a clinical
examination, information about sciatica and disc hernia-
tion, back exercises, physical therapy, and pain medication.
Information and treatment were given on an individual
basis to the patients at each center.

Surgery was performed for patients with severe symp-
toms. The patient was referred from the back clinic to an
orthopedic surgeon, who made the final decision about
surgical treatment. The decision about surgery was made
for individual patients at each center and no standardized
criteria were established for surgical treatment.

Procedure

At the day of inclusion patients completed a comprehensive
questionnaire. Baseline data were collected at the first visit
to the department. Clinical examination was conducted by
a physician or physiotherapist. A follow-up questionnaire
and a prepaid envelope were sent to the patients after 3, 6,
12 and 24 months. A reminder was sent after 2 weeks if no
reply was obtained.

Potential prognostic factors

At inclusion, the following sociodemographic factors
were recorded: age, sex, education (years of schooling),
smoking status and work status. Patients also reported
their history of back pain (dichotomised to <1 year or 2
1 year), previous episodes of sciatica (0 or = 1), and the
duration of the current episode (dichotomised
to < 3 months or = 3 months).

The following patient-reported variables were also
recorded.

Pain intensity in the back and in the leg (sciatica) during
the previous week was recorded on a horizontal visual
analogue scale (VAS) ranging from 0 (no pain) to 100
(worst pain ever).

The comorbid subjective health complaints inventory
included 29 common somatic and psychological com-
plaints, such as muscular pain, headaches, stomach pain
and discomfort, hot flushes, extra heart beats, sleep pro-
blems, tiredness, dizziness, anxiety and depressed
thoughts during the previous month [21,22]. Patients
graded the intensity of each complaint during the previ-
ous month as not at all (0), a little (1), some (2) or severe
(3). Each item was dichotomised to absent (0) or present
(1, 2, 3). Because most patients with sciatica have low
back pain and leg pain during exercise, the 2 items refer-
ring to these symptoms were excluded, resulting in a
score in the range of 0-27.

The patients also completed the Tampa Scale for
Kinesiophobia (TSK) [23,24], a 13-item, four-point
questionnaire. Scores range from 13 to 52, where
higher scores indicate increased kinesiophobia.
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Emotional distress was assessed using the Hopkins
Symptom Check List-25 (HSCL-25) [25]. The question-
naire includes 25 items on depression, anxiety and
somatisation during the previous week and ranges from
1 (not at all) to 4 (extremely). The score is calculated as
the mean of the completed items. An average item score
of = 1.75 was found to be a good predictor of current
help-seeking behaviour in a Norwegian epidemiological
study and is commonly used to define cases with emo-
tional distress [26].

The sciatica-specific clinical assessment included motor
function (deemed abnormal if the extension or flexion of
the knee or ankle or the extension of the big toe was
reduced; if, when standing on one leg, the pelvis tilted to
the side opposite the stance leg [positive Trendelenburg
test]; or if abnormal tiptoe or heel walking was present),
sensibility (deemed abnormal if tactile sensibility was
reduced), reflexes of the Achilles tendon or patella
(deemed abnormal if reduced or not elicited) and the
straight-leg-raising test (deemed abnormal if pain provoca-
tion in the leg emerged at < 60°).

The results of the clinical examination were dichoto-
mised as normal or abnormal. The testing procedures
and a description of each clinical test were discussed
and standardized in meetings with the participating cen-
tres before the patients were enrolled.

In order to assess the association between the surgery
and the outcome of surgery for the herniated disc,
patients who underwent surgery during the observa-
tional period reported the date of surgery at follow-up
questionnaires. In each questionnaire, the participants
were asked whether they had undergone surgery for disc
herniation in the period since the last follow-up period,
and if so, the patient reported the date of surgery.

Outcome measure and definition of non-success

The Maine—Seattle Back Questionnaire (MSBQ) was the
main outcome measure [27]. The MSBQ is a shortened
version of the Roland—Morris Disability Questionnaire
that was modified for patients with sciatica and spinal
stenosis [28]. The scale is composed of 12 items, each
with the answer yes (1) or no (0), achieving a score
range of 0-12. The MSBQ assesses disability and func-
tional limits due to sciatic and back pain, and higher
scores indicate worse limitations on activity. We have
previously reported that the MSBQ is the best measure
for distinguishing between success and non-success in
sciatica at 1 year of follow-up [29]. Non-success was
defined as a MSBQ score > 5.

The secondary outcome measure was the Sciatica
Bothersomeness Index (SBI), which is a patient-reported
questionnaire that assesses sciatic symptoms [27]. The
SBI is a composite of the scores for four symptoms: leg
pain (sciatica); numbness or tingling in the leg, foot or
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groin; weakness in the leg or foot; and back or leg pain
while sitting. The scores are in the range of 0-6 for each
item, summing to a total score in the range of 0-24,
where higher scores indicate worse symptoms. Non-
success was defined as a SBI score of = 7 [29].

Statistical analysis

It has been suggested that for prognostic studies, at least
10 outcome events are required for each factor studied
[30]. In the present study, a total of 20 prognostic factors
were included. With a sample of 400 patients and poor
outcomes for about 50% of the sample, we should have
enough power to assess about 20 prognostic factors.

Baseline prognostic variables were analysed using
logistic regression with MSBQ = 5 as the primary
dependent variable and SBI = 7 as the secondary
dependent variable. To compensate for missing items in
a questionnaire, the missing item was substituted with
the arithmetic mean of the actual respondent’s available
item values.

A chi-square test and a Studen’s t-test were used to
compare responders and non-responders. The signifi-
cance level was set at 0.05. The variance inflation factor
(VIF) was used to check for multicollinearity and vari-
ables with a VIF <5 were accepted for inclusion in the
model [31].

The results are presented as odds ratios (ORs) with
95% confidence intervals (Cls). Baseline variables from
the univariate analysis with a p-value<0.10 were
included in a multivariate model. The final model con-
trolled for age, sex and baseline variable for the
dependent outcome, regardless of the significance in the
univariate analysis. The same statistical models were
used for 1 and 2 years of follow-ups.

In a backward approach, the non-significant variable
with the highest p-value was removed in a stepwise
manner until all variables had p<0.05. The variable
surgery (yes/no) was added to the model in the last
step, to assess the association between surgery for the
herniated disc and the outcome. Variables remaining in
the final models were tested for possible interaction
effects where the level of interaction was set to p < 0.01.
Nagelkerke R* was used to describe the proportion of
variance in the outcome. Data were analysed using the
SPSS package (version 18.0) for Windows (SPSS Inc.,
Chicago, IL).

Results

Study sample

In total, 466 patients were included. Four hundred nine
patients (88%) responded to the 1-year follow-up ques-
tionnaire and 380 (82%) responded to the 2-year follow-
up questionnaire. Among the responders at 1 year, 120
(29%) had received surgical treatment. At 2 years, 120

(32%) of the responders were recorded as surgically trea-
ted. For patients who were operated, surgery was per-
formed within 3 months of follow-up for 81% of the
patients.

Missing data and non-responders at follow-up

The participants who did not respond to the questionnaire
at 1 year were significantly younger, had higher back pain
scores and were more frequently positive for the straight-
leg-raising test at baseline. The non-responders at 2 years
were younger, more often current smokers, had higher
back pain scores, more emotional distress and were more
frequently positive for the straight-leg-raising test at
baseline.

The numbers of missing values replaced at baseline
were: SBI, 3 (0.6%); TSK, 26 (5.6%); and MSBQ, 25
(5.4%). The numbers of missing values replaced for the
MSBQ were 28 (6.9%) at 1 year and 29 (7.6%) at 2 years.
The item in the MSBQ regarding sexual activity had the
most missing data: 15 (3.2%) at baseline, 19 (4.6%) at
1 year, and 13 (3.4%) at 2 years.

Baseline characteristics

The baseline characteristics are presented in Table 1.
The mean age at baseline was 43.6 years and 58% were
males. Most of the patients were employed although
only approximately 20% were in work at inclusion. Fur-
thermore, 45% of the sample reported a sciatica episode
for the first time. In general, the patients reported high
scores on the self-reported questionnaires, in particular
for leg pain, disability and emotional distress.

Non-success

Patients with non-success (MSBQ = 5) numbered 178
patients (44%) at 1 year and 145 (39%) at 2 years.
Among the surgically treated patients, 42 (35%) had
non-success at the 1-year follow-up, and 47 (39%) had
non-success at the 2-year follow-up. In the non-surgical
group, 136 (47%) and 98 (39%) patients had non-success
at 1 and 2 years, respectively.

One hundred ninety-four patients (47%) reported non-
success, defined as SBI = 7, after 1 year and 159 (42%)
after 2 years. Among the surgically treated patients, 36
(30%) reported non-success at the 1-year follow-up and
40 (33%) at the 2-year follow-up. In the non-surgical
group, 157 (54%) and 118 (47%) patients reported non-
success at 1 and 2 years, respectively.

Prognostic indicators for non-success defined as MSBQ =
5 (main outcome)

Table 2 presents the associations between non-success
and all baseline factors both in the univariate analysis
and in the final multivariate analyses for the main out-
come variable. Higher scores for all self-reported health
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Table 1 Baseline characteristics for the total population

n=466
Sociodemographic variables
Age years mean (SD) 436 (11.5)
Males n (%) 268 (57.5)
Current smoker n (%) 200 (433)
Education > 12 years n (%) 227 (50.1)
Working status
Working full time n (%) 92 (19.8)
Partly sick leave n (%) 51 (11.0)
Total sick leave, rehabilitation n (%) 234 (50.4)
Disability pension n (%) 33 (7.1)
Other n (%) 54 (116)
Back pain/sciatica history
First sciatica episode n (%) 210 (45.3)
Duration back problems < 1 year n (%) 145 (31.1)
Duration current sciatica episode < 3 months n (%) 192 (41.4)
Self-reported health status
MSBQ (0-12) mean (SD) 8 @3
Pain intensity* back (0-100) mean (SD) 426 (30.0)
Pain intensity* leg (0-100) mean (SD) 63.2 (28.2)
SBIt (0-24) mean (SD) 14 (5
Subjective health complaints (0-27) mean (SD) 75 (4.5)
KinesiophobiaZ (13-52) mean (SD) 27 (7)
Emotional distress§ (1-4) mean (SD) 1.58 (043)
Clinical finding
Muscular weakness n (%) 203 (44.5)
Reflex reduced or absent n (%) 212 (46.2)
Sensory loss n (%) 273 (59.0)
Straight-leg-raising test < 60" n (%) 267 (58.0)

*Visual analogue scale; tSciatica Bothersomeness Index; § Tampa Scale for
Kinesiophobia; § Hopkins Symptom Check List-25

status variables, shorter education length and longer
duration of back problems were significantly associated
with non-success at both 1 and 2 years according to the
univariate analyses. To assess whether the associations
with non-success in the univariate analysis differed when
adjustments were made for surgical treatment during
follow-up, each baseline variable was adjusted for surgi-
cal treatment. This adjustment did not change results.
Data are not shown.

According to the final multivariable regression models,
comorbid subjective health complaints was the only
prognostic factor significantly associated with non-
success at both the 1- and 2-year follow-ups. Other vari-
ables independently and significantly associated with
non-success at 1 year were male sex, higher intensity of
back pain and abnormal reflexes on the clinical
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examination. Prognostic factors for non-success at
2 years included higher kinesiophobia and longer dur-
ation of back pain and sciatica. Adding surgical status to
the final models showed non-surgical treatment to be
significantly associated with non-success at 1 year (OR =
297 [1.75-5.04]), but not at 2 years (OR=1.32
[0.78 -2.23]). The adjustment variable, the baseline
scores of the MSBQ, remained significant in the multi-
variate models both at 1 and 2 year follow-ups. For the
final models, the explained variance assessed by Nagelk-
erke R* was 26% at both 1 and 2 years. No multicolli-
nearity or interactions were detected for the selected
baseline variables and testing for collinearity after the
surgery variable was introduced did not change the
results. At baseline the correlations assessed by Spear-
man’s Rho were: Subjective health complaints and kine-
siophobia 0.19; subjective health complains and
emotional distress 0.59; and kinesiophobia and emo-
tional distress 0.41.

Prognostic indicators for non-success defined as SBI=7
(secondary outcome)

Table 3 presents the associations between non-success
and all baseline factors both in univariate analysis and in
the final multivariate analyses for the secondary outcome
variable. When adjusting all univariate analyses for
surgical treatment during follow-up, only leg pain was
significantly associated with non-success at 1 vyear
(p=0.003). Other data are not shown. In multivariate
analyses back pain, comorbid subjective health com-
plaints, muscular weakness at clinical examination, and
non-surgical treatment were independently prognostic
factors both for the 1 and 2 year results. For the final
models, the explained variance assessed by Nagelkerke
R* was 26% at 1 year and 20% at 2 years. An interaction
effect was detected between surgery and smoking in the
2 year results, p = 0.004.

Discussion

This study shows that 44%-47% of the patients with
sciatica who were referred for secondary care had a non-
successful outcome at 1 year and 39%-42% at 2 years.
For the multivariable models, a high score for comorbid
subjective health complaints was the only variable that
predicted non-success at both 1 and 2 years. This find-
ing was true for both for the main and the secondary
outcome. For the main outcome, males, smokers,
patients with higher scores for low back pain and
patients who had not undergone surgery had an inde-
pendent association with non-success at 1 year, but not
at 2 years of follow-up. A long duration of back pain
and sciatica symptoms and a high level of kinesiophobia
were associated with non-success at 2 years. No sciatica-
specific clinical findings were associated with non-success,
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Table 2 Factors associated with non-success (MSBQ > 5) at 1 and 2 years. ORs with p <0.10 are in italics in the
univariate analyses
1 year n=408 2 years n=378
Univariate Multivariate Univariate Multivariate
OR 95%CI OR 95%Cl p ©OR 95%CI OR 95%Cl p
Sociodemographic variables
Age 101 (099-103) 100 (099-102) 0689 102 (1.00-1.04) 102 (099-104) 0.61
Male sex (ref fernale) 103 (0.70-153) 170 (1.06—273) 0029 085 (056-130) 129 (0.78-2.15) 0326
Smoking (ref non-smoking) 199 (1.34-298 206 (131-325 0002 1571 (099-230)
Education, years (continuous) 093 (087-0.99) 092 (085-0.98
Partly sick leave (ref working) 0.84 (0.38-1.86) 1.50 (066-342)
Complete sick leave, rehabilitation (ref working) 1.90 (1.11-3.24) 218 (1.21-3.95)
Disability pension (ref working) 294 (1.23-701) 382 (1.48-982)
Other (ref working) 1.99 (0.96-4.14) 208 (0.94-4.60)
Back pain/sciatica history
Previous sciatica episodes > 0 (ref 0) 1.23 (083-182) 116 (076 -1.76)
Duration back problems 2 1 years (ref < 1 year) 208 (1.33-3.26) 248 (1.52-4.06) 192 (1.11-332) 0020
Duration current sciatica episode 2 3 mos. (ref<3 mos) 1.21 (0.81-1.80) 169 (1.11-260) 230 (1.40-3.80) 0001
Self-reported health status
Maine-Seattle Back Questionnaire (continuous) 1.26 (1.16—1.38 124 (111-138 <0001 130 (1.19-144) 128 (1.14-143) <0001
Pain intensity* back (continuous) 102 (1.01-103) 101 (101-102) 0002 102 (1.01-102)
Pain intensity* leg (continuous) 1.01 (1.01-1.02) L.o1T (1.01-1.02)
Sciatica Bothersomeness Index (continuous) .11 (1.06-1.16) LT (1.06-1.16)
Subjective health complaints (continuous) 113 (1.07-182) 109 (103-1.15 0003 1Ll6 (1.10-1.23) 110 (1.03-1.17) 0003
Kinesiophobiat (continuous) 1.06 (1.03-1.09) 1.07 (1.04-1.10) 104 (1.00-1.08) 0033
Emotional distress} (continuous) 340 (208-556) 337 (1.95-559)
Clinical finding
Muscular weakness (ref no weakness) 137 (0.92-203) 1.27 (0.84-193)
Reflex reduced or absent (ref normal reflexes) 141 (0.95-209) 162 (1.03-256) 0037 107 (070-162)
Sensory loss (ref intact sensibility) 1.10 (0.74 -164) 124 (082-190)
Straight-leg-raising test < 60° (ref > 60°) 131 (0.88-1.95) 1.15 (0.76-1.75)
No surgery (ref surgery) 166 (1.07-258) 297 (1.75-504) <0001 098 (063-152) 132 (078-223) 0308

Multivariate analyses are adjusted for age, sex, and baseline MSBQ. The variable no surgery/surgery was added to the final model. In the multivariable analyses,

significant variables, adjusted variables and the variable no surgery/surgery are presented
*Visual analogue scale; tTampa Scale for Kinesiophobia; § Hopkins Symptom Check List-25

except for a weak association with abnormal tendon reflex
at 1 year. For the secondary outcome, muscular weakness
at the clinical examination, higher scores for low back pain,
and no surgical treatment were associated with non-
success after both 1 and 2 years of follow-up. Smoking was
also associated with non-success after 2 years of follow-up.

The main strength of this study is the large sample
size, the high response rate and the use of imaging to
confirm the diagnosis of disc herniation. We used the
most precise outcome measures for the current cohort,
which in a previous study showed the highest sensitivity
and specificity to discriminate between successful out-
come or not for sciatica patients [29]. A broad range of
potential prognostic variables including several clinical

findings, psychological variables and comorbid subjective
health complaints were investigated.

A limitation to the internal validity of the study was an
incomplete recording of patients who according to the
inclusion and exclusion criteria were eligible but for
some reason either were not invited or declined to par-
ticipate. Non-response to the follow-up questionnaires
may also have biased the results. Other potential prog-
nostic factors were not investigated in the current study,
for example details of imaging findings [20,32-34] and
the phenomenon of centralization [35,36] may become
important. Lastly, a similar model should be tested in
another sciatica sample of sciatica patients with a
follow-up period exceeding 1 year.
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Table 3 Factors associated with non-success (SBI > 7) at 1 and 2 years. ORs with p <0.10 are in italics in the univariate

analyses
1 year n=409 2 years n=376
Univariate Multivariate Univariate Multivariate
OR 95%CI OR 95%Cl p OR 95%CI OR 95%Cl p
Sociodemographic variables
Age 103 (1.01-104) 102 (100-1.04) 0078 1.02 (1.00-104) 102 (1.00-104) 0150
Male sex (ref fernale) 080 (054-1.19) 113 (071-182) 0606 106 (070-160) 136 (083-222) 0218
Smoking (ref nonsmoking) 1.57 (1.06-234) 162 (1.07-246) 169 (1.06-268) 0028
Education, years (continuous) 099 (0.92-1.05) 094 (088-1.01)
Partly sick leave (ref working) 100 (048 -2.09) 083 (038-182)
Complete sick leave, rehabilitation (ref working) 132 (0.79-221) 120 (0.70-207)
Disability pension (ref working) 224 (0.94-534) 139 (056-344)
Other (ref working) 1.11 (054 -2.28) 092 (043-200)
Back pain/sciatica history
Previous sciatica episodes > 0 (ref 0) 147 (0.99-2.17) 100 (067 -1.51)
Duration back problems = 1 years (ref <1 year) 1.97 (1.27 - 3.06) 1.84 (1.16-293)
Duration current sciatica episode 2 3 mos. (ref<3 mos) 101 (068 -149) 1.14 (0.75-1.72)
Self-reported health status
Maine-Seattle Back Questionnaire (continuous) 110 (1.02-1.19) 112 (1.03-122)
Pain intensity* back (continuous) 1.02 (1.01-1.02) 102 (1.01-103) <0001 1.02 (1.01-1.02) 102 (1.01-103) <000
Pain intensity* leg (continuous) 1.01 (1.00-1.01) 100 (099-101)
Sciatica Bothersomeness Index (continuous) 1.09 (1.05-1.14) 106 (1.00-1.12) 0037 107 (1.03-1.12) 103 (097-109) 0346
Subjective health complaints (continuous) 112 (1.07-1.18) 110 (1.04-1.16) 0001 109 (1.04-1.15 107 (1.01-1.13) 0033
Kinesiophobiat (continuous) 1.03 (1.00-1.08) 1.02 (099-1.086)
Emotional distress (continuous) 1.93 (1.22-3.05) 1.88 (1.15=-3.07)
Clinical finding
Muscular weakness (ref no weakness) 1.93 (1.30-288) 170 (1.07-272) 0026 1.96 (1.29-297) 194 (1.19-3.15) 0008
Reflex reduced or absent (ref normal reflexes) 1.09 (0.74-1.61) 133 (088-201)
Sensory loss (ref intact sensibility) 1.85 (1.24-2.76) 1.69 (1.11-258)
Straight-leg-raising test < 60° (ref > 60°) 113 (0.76-168) 105 (069-158)
No surgery (ref surgery) 278 (1.76—-437) 381 (223-650) <0001 180 (1.14-283) 225 (1.32-381) 0003

Multivariate analyses are adjusted for age, sex, and baseline SBI. The variable no surgery/surgery was added to the final model. In the multivariable analyses,
significant variables, adjusted variables and the variable no surgery/surgery are presented
*Visual analogue scale; tTampa Scale for Kinesiophobia; § Hopkins Symptom Check List-25

The Nagelkerke R* values of 20%-26% is consistent
with or lower than those of other studies of sciatica
cohorts, and indicates that only a small proportion of
the variance in the outcome was explained by the
included variables [14].

The choice of the main dependent variable, MSBQ = 5,
was based on the results of a validation of outcome mea-
surements in the current sciatica cohort [29]. MSBQ with
a cut-off of 4.5 had the highest sensitivity and specificity
when the global change score was used as an external cri-
terion. The cut-off value for the secondary dependent vari-
able, SBI = 7, was based on the same validation. There is
no gold standard for the definition of non-success in
patients with sciatica and disc herniation. In 2011, Kamper
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et al. [37] presented a systematic review of 82 studies of
low back pain, including 14 studies of sciatica. They
concluded that there is a great variation in how recovery is
measured. In two of the studies of sciatica, a composite
measure was used that included many different scales of
pain and function [20,32]. Eight of the reports did not
describe the details of the definition of a good outcome for
sciatica. The lack of a gold standard has contributed to the
fact that practically no-one has used the same definition or
measures of recovery or a successful outcome for sciatica.
The surgery variable was the only variable not
recorded at baseline, but only during the follow-up
period. This variable is complex because it contains both
the decision regarding surgery and the fact that surgery
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was performed, hence, it was not possible to adjust the
variable for symptoms and signs at the time it was
decided to operate the patient. This might influence the
interpretation of the results of the surgical treatment.
However, 81% of the patients who were treated surgi-
cally were operated on during the first 3 months of the
follow-up period. Consideration might also be given to
the fact that the conservative treatments offered could
also modify the effects of some of the prognostic
factors.

The long-term prognosis in the present study was in
accordance with the findings of other studies, but the
prognosis for the surgically treated patients in the
current study was poorer than that of other studies
[9,11]. Additionally, the differences between surgically
treated and non-surgically treated patients were smaller
than in comparable studies [10,11].

Comorbid subjective health complaints was the only
variable associated with non-success at both 1 and
2 years. This variable was associated with both the main
and secondary outcome. One possible explanation is that
patients with a lower threshold for reporting bodily dis-
comfort report more complaints and have a poorer
prognosis. In two Norwegian studies, high scores were
associated with reduced function and more complaints
in patients with nonspecific low back pain [38] and
whiplash [39]. We have previously reported that the
patients in the current cohort at baseline reported more
comorbid subjective health complaints than the general
population and that the number of subjective health
complaints nearly doubled in those with persisting sciat-
ica at the 1 year follow-up [40]. In the final model, the
significance of emotional distress was not maintained.
This is contrary to the results of other studies of sciatica,
where emotional distress has been found to be related to
pain and disability [17,41]. Emotional distress is also
reported to be an important prognostic factor for non-
specific low back pain [42,43]. However, none of those
studies tested the influence of comorbidity.

In the present study, in terms of the primary outcome
measure, females had better outcomes than males at the
1-year follow-up. This contrasts with the results of the
study of Peul [15], in which female sex was a strong
predictor for an unsatisfactory outcome at 1 year for
patients with sciatica and disc herniation. One possible
explanation for the divergent results is that our data
were adjusted for subjective health complaints, emo-
tional distress and kinesiophobia. The exclusion criteria
in the study of Peul were duration of sciatica symptoms
of more than 12 weeks, similar complaints during the
previous year, or severe comorbidity. Therefore, our
study is probably more representative of the majority of
patients with sciatica and disc herniation who are referred
for secondary care.

The poor prognosis among smokers is in agreement
with the results of some studies on surgically treated
patients [19,44], but conflicting results have also been
published [14].

Kinesiophobia was an independent prognostic variable
for non-success at 2 years. The fear-of-movement/(re)in-
jury model states that the reaction to pain may consist
of confrontation in patients with a non-catastrophizing
behaviour, and of avoidance in patients with a high cata-
strophizing behaviour. Pain-related fear may lead to pro-
longed chronic pain and disability [45] and was
prognostic for non-success in patients with nonspecific
low back pain after 6 months in two Dutch studies, one
of which was a population-based survey [46] and one of
which included army workers [47]. In a cross-sectional
study of a Swedish population with specific low back
pain (defined as disc herniation, isthmic spondylolisth-
esis or spinal stenosis) attending an orthopaedic clinic,
high scores for kinesiophobia were associated with high
disability scores [48]. Another cross-sectional Swedish
study on patients treated with surgery for disc herniation
found that half of the patients suffered from kinesiopho-
bia 10-34 months after the operation and that patients
with kinesiophobia were more affected in several other
variables as pain, disability and symptoms of depression
[49]. Contrary to these findings, fear of movement and
pain catastrophizing were not associated with recovery
among patients with residual complaints at 3 and
12 months following lumbar disc surgery [50].

Patients who had back pain and sciatica of longer dur-
ation at inclusion were about twice as likely to report
non-success at 2 years. This is consistent with some
studies on surgically treated patients [19,44,51], but in-
consistent with studies of conservatively treated patients
[20,52]. None of these studies had a follow-up period
exceeding 1 year, and therefore they cannot be properly
compared with the results of the current study.

The final models for the primary outcome showed that
patients who were not treated surgically were nearly
three times more likely to report non-success at 1 year,
but no significant association was identified between
surgical treatment and outcome at 2 years. Most opera-
tions were performed during the first 3 months of fol-
low-up. The benefits of surgical treatment decreased
with time, which is similar to the results of other studies
[3,53,54]. However, when SBI was used as the dependent
variable, there was an association between non-success
and no surgical treatment after both 1 and 2 years. The
SBI is a variable that describes the radicular symptoms
of sciatica as pain, sensory symptoms, and paresis. Deci-
sion regarding surgical treatment might depend more on
the specific sciatic symptoms described in the SBI than
on the symptoms related to function in the MSBQ. The
interpretation of the interaction effect between smoking
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and surgery might be that the association between (non-)
surgical treatment and (non-)success differs for smokers
and non-smokers.

Different prognostic factors were identified for the 1- and
the 2-year observations. Comorbidity, kinesiophobia, and
duration of symptoms at baseline were associated with
non-success at the 2-year follow-up and may indicate that
psychosocial factors are more important for the long-term
prognosis than sciatica specific symptoms and disability.
Fear avoidance and comorbidity are not routinely assessed
in consultations for sciatica. Factors and treatments that
improve the short-term outcome are important for the
patient and for society, but it may be even more important
to identify the factors that predict long-term outcomes at
an early stage in order to help the patient to solve their
problems.

This study identified prognostic factors associated with
non-success in sciatica patients. Predictor studies are
provided to make estimates of probability and are a sup-
plement for clinicians in their work with the patients
[30]. The current results suggest that the prognosis for
sciatica patients referred to secondary care is not as
good as previously reported and is only slightly better
after surgery, and that comorbidity and kinesiophobia
should be assessed in patients with sciatica, including
surgical candidates.

Conclusions

The prognostic factors associated with non-success in
sciatica patients were comorbidity, smoking, back pain,
kinesiophobia, and duration of symptoms. Of the
defined sciatica-specific clinical findings, muscular weak-
ness and reduced reflexes were prognostic of non-suc-
cess. The results indicate that the prognosis for sciatica
patients referred to secondary care is not good and is
only slightly better after surgery.

This calls for a broader assessment of patients with
sciatica than is afforded by the traditional clinical assess-
ment in which mainly the physical symptoms and signs
are investigated. The results of the present study may be
used to identify subgroups of patients referred to hos-
pital with an increased risk of poor prognosis for
sciatica.
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L5.no — fremfidens kunnskapsoppsummeringe

Muskel&Skjelett
anmelder nettpor-
talen www.L5.no

Manuellterapeut Frode Endresen og osteopat Jarn Stian Lauritzen har tatt mal
av seg 4 lage en nettbasert lceringsportal som skal kunne tilby de beste kursrek-
kene fra de dyktigste kursholderne. De gnsker & tilby oppdatert kunnskap til alle
muskel- og skjeletterapeuter og mener at «enten du bor innenfor ring 3 i Oslo el-
ler ytterst pd& Senja, s& er det ikke lenger unnskyldning for ikke & holde seg faglig

oppdaterty.

Av manuellterapeut Audun S. Lorentsen

L5.no sine kurs har ifelge presentasjonen péa egen
hjemmeside «forst og fremst fokus pa profesjonelle
eller studenter innenfor terapifag, trening og hel-
se». Endresen og Lauritzen ensker & na ut til flest
mulig og kunne tilby noe i godteposen til ulike pro-
fesjoner. Ideen er satt ut i livet basert pa at gutta
er glad i faget sitt og har en lidenskap for trening,
terapifag og helse. De fremhever pé sine sider en
profesjonsngytralitet og understreker at det de on-
sker a formidle er «foredragsholdernes kunnskap
og kompetanse» og intet annet. I sin oppbygning
fungerer L5 som et bokforlag eller en leeringspor-
tal, mens oppbygningen av de ulike foredragene er
foredragsholdernes ansvar.

Denne anmeldelsen er basert pa at undertegnede
har benyttet L5.no i neermere tre maneder, og testet
ut bruken pa iPad og PC. Siden undertegnede da
var en av de forste til a teste ut sidene, blir det kom-
mentert enkelte punkter som er forbedret og litt
om fremdriften i forhold til hvordan sidene til slutt
kan bli seende ut. Videre har foredragene til Roar
Robinson, Jostein Ellingsen, Alf Sigurd Solberg og
Espen Arntzen blitt testet ut og anmeldelsen videre
baserer seg pa disse.

Tilkobling, tilgang og oppretting av profil

Forsteinntrykket levner liten tvil om at det er enkel-
het som preger sidene. Men pa en god mate. Her skal
selv de som er usikre pa PC-eller iPadbruk fa mu-
ligheten til & klare seg uten en hjelpende IT-hand.
Betaling skjer selvsagt med kredittkort via et sik-
kert system. Losningen fungerer godt og betaling
gjennomferes raskt. Endresen og Lauritzen virker
a veere glade i Mac og iMovie har fungert godt som
redigeringsprogram. L5.no er verken traust eller re-
petitivt i forhold til noe vi har sett tidligere, tvert i
mot er det et friskt pust inn i stovete bokhyller med
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tunge fagboker. Et sldende argument er nettopp at
via disse sidene har man tilgang til fersteklasses
foredrag og oppdatert kunnskap hvor som helst og
nar som helst — sa fremt man har internettilgang —
uten & matte betale overvekt pa flyet eller padra seg
belastningslidelser etter tunge borer.

Innloggingssystemet fungerer na knirkefritt og
er alltid tilgjengelig overst til hoyre i skjermbildet
under de fleste fanene i programmet. En nyvinning
siste maneden — og som tidligere var sterkt savnet
— er muligheten til & gjore endringer i egen profil,
og herunder endre passord. Enkelte skjennhetsfeil
er rettet opp. Slik sidene fremstar i slutten av januar
2013 er det en glede & navigere rundt til de ulike
foredragene.

Priser og abonnement

Konseptet baserer seg pa at man kjoper tilgang til

ett eller flere foredrag, betaler en engangssum og

deretter har man mulighet til & se pd foredragene

og repetere sa ofte og mye man vil i ett helt ar. Pri-

sene er som felger (oppdatert pr. 30.01.13):

¢ Enkeltforedrag: 599,- for ett ars ubegrenset til-
gang

¢ Pakketilbud med alle foredragene til na (6 styk-
ker): 2199,-

¢ Pakketilbud med foredragene til Ellingsen, Ro-
binson og Solberg: 1499,-

Man kan altsa spare penger pa a kjope foredra-
gene samlet eller i pakker. Det er ingen tvil om at
flere av kursene passer godt sammen og supplerer
hverandre. Eksempelvis er manuellterapipakken
med Solberg, Ellingsen og Robinson gode hver for
seg og ypperlige sammen. Det er mye som tyder
pa at ogsa manuellterapeut Aarseth og osteopat
Drange-Tennesens foredrag om fot ogsa passer inn
i denne rekken. Naprapat Arntzens foredrag om
maksimal fettforbrenning virker litt malplassert
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sammen med de ovrige, men dette kommer vi til-
bake til senere i anmeldelsen.

Trailere

Det ligger ogsa trailere til alle foredragene pa hjem-
mesidene og korte, enkle beskrivelser av hva man
kan forvente av innholdet i kursene. Trailerne er
appetittvekkende for sultne fagbokormer, men ikke
nedvendigvis like informative som de er delikate.
L5.no vil na ut til et bredt publikum innen helse,
trening og terapi — og da er det ikke nedvendigvis
slik at alle kiropraktorer vet hvem foredragsholder-
ne fra manuellterapimiljoet er — selv om de abso-
lutt burde vite det. Etter min mening kunne gjerne
trailerne veert flankert med tekst pa siden av film-
sekvensen - enkelt og kortfattet — slik at man far
se hvilke kapitler og omrader som omhandles i de
ulike foredragene. Dette vil kanskje gjore det en-
klere a selge inn til andre yrkesgrupper. Riktignok
ligger det en kort beskrivelse av hver enkelt fore-
dragsholder med en oversiktlig presentasjon, samt
en angivelse av hvor mange kapitler det er i hvert
foredrag. Men en ide er a legge ut ett eller to kapitler
i full lengde som man kan klikke seg inn pa etter
hver trailer — da er det enklere a fa et mer noyaktig
bilde av hva som venter etter at man har kjopt seg
tilgang til foredragene.

Generelt inntrykk av sidene

Som nevnt er det enkelt og oversiktlig a bedrive
undervisning av seg selv pa L5.no. Det er hurtig-
linker mellom de ulike sidene og fanene, og det er
enkelt bade a logge inn og ut, kjepe tilgang, endre
opplysninger og finne frem. Det er enkelt a fa full-
skjermsvisning og ga tilbake til minimert skjerm.
Streaminghastigheten er bra, og med fibertilknyt-
ning er det helt somlest og god kvalitet pa samtlige
kapitler som er vurdert. Oppbygningen av sidene
er logisk og de siste to manedene har iherdig job-
bing forbedret de skjonnhetsfeilene som fantes i
begynnelsen av november 2012.

Hva savner man pa L5.no?

Engasjementet til Endresen og Lauritzen skinner
gjennom, og dette er bra! Men kvalitetssikringen i
form av korrekturlesing er ikke like bra. Skal man
pirke pé noe — og det skal man i en anmeldelse — er
det her det virkelig store forbedringspotensialet lig-
ger i forhold til det materialet som allerede er publi-
sert. For hobbylingvister eller andre med sans for
spraklige finesser, er sidene tidvis et lite mareritt
nar man ser pa syntaks, pragmatikk og semantikk.
Feil rettskriving og orddelingsfeil opptrer rett som
det er. Et s& profesjonelt produkt som L5.no har
blitt, lider litt under manglende korrekturlesning.
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Ikke alle bryr seg om dette — men som det heter i
Kystjegerkommandoen: «Det er detaljene som ut-
gjor helheten — ikke omvendt». Altsa blir det irrite-
rende a bli presentert for repetisjoner av feilskrevne
ord som «collumna» «manuell terapeut», «costea»,
differensiering i bruk av henholdsvis «ett» og «et»,
hyppig bruk av «gjordt», «<yndlings felt», «talo cru-
ral» og listen er lang. I tillegg er det inkonsekvent
bruk av skolelatin og kvasilatin — som veksling
mellom «cuboideum» og «cuboid» og «capitate» vs.
«capitatum». Jeg mener at nar et sa godt produkt er
publisert, skal man ta seg tid til grundig korrek-
turlesning og sprakling konsekvensoppbygging.
Fagbokormer far fort spastiske tendenser nar man
mange nok ganger leser «manipulajson».

En siste liten innvending ma veere at i enkelte
av kapitlene blander foredragsholderne venstre og
hoyre nar de angir retning, og har enkelte lange
kunstpauser. Dette er et sporsmal om redigering og
ikke minst manus: slike smasaker kan man filme
pa nytt for & perfeksjonere foredragene. Men igjen,
dette er skjonnhetsfeil.

Jostein Ellingsen — manuellterapiens manipula-
sjonsbauta

Forste foredraget som ble satt til film, var Jostein
Ellingsens kursrekke. Et par av disse kapitlene vir-
ker ikke sd godt planlagte med tanke pa filmingen,
vinkler og presisjon som resten, og kunne med for-
del veert filmet pa nytt. Et eksempel er kapittel 3.05,
sideliggende mobilitetstesting cervicalt. For & yte
manuellterapeut-bautaen Ellingsen full rettferdig-
het, kunne dette veert endret pd. Men i den store
sammenhengen er det smaplukk. Som L5.no presi-
serer, er det fagkunnskapen til foredragsholderne
som skal formidles, og det klarer de sa absolutt a
fa til.

Inndelingen av kapitler har blitt mer konsekvent
og er na mer logisk. Ellingsens foredrag er delt opp
i kapitler etter kroppsavsnitt, og dette fungerer
godt. Det jeg savner mest, etter & ha hatt gleden av
a bli undervist av Jostein pa universitetet i Bergen,
er flere manipulasjonsteknikker som kan sta alene.
Gjerne med utferelse og deretter i sakte film. En
samling av Josteins feinschmecker-teknikker ville
veert en gledelig bonus. Men alt i alt: en glimrende
kortfattet kunnskapsoppsummering fra en av ma-
nuellterapiens store senner.

Roar Robinson - detaljer og helhet

Alle som har hatt Roar Robinson pa kurs, i under-
visning eller mett ham til fagdiskurs vet at man-
nen er reinkarnasjonen av perfeksjonisme. Og dette
kommer heldigvis ogsa til uttrykk i hans foredrags-
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rekke. Robinson klarer & fa frem et hoyt detaljniva
og som i Ellingsens foredrag er det klar sammen-
heng mellom tegn og tale. Spesielt godt behandlet
blir testing, artikuleringsteknikker og mobilisering
— et godt eksempel pa handverkstradisjonen som
manuellterapien har hentet sitt navn fra. Filmingen
er mer presis og planleggingen av foredragene er
god. Enkelte av teknikkene som vises er kanskje
vel finessepreget og gjor at noen av filmsnuttene
blir litt lange. Men da kan man jo velge a stoppe
kapitlet, spole fremover eller hoppe over et kapittel.
Det er enda en fordel med a ha foredragene digitalt
tilgjengelig.

Lyden pa foredragene er rimelig stabil, filmin-
gen er god og det eneste man kan savne her er etter
min oppfatning flere close-ups av handfatning og
utferelse. Hvorfor ikke filme tettere, zoome helt inn
og kjore noen av artikuleringsteknikkene i sakte
film? Hvis man vil lofte foredraget enda heyere
opp pa den akademiske hylla ville dette veert prik-
ken over i-en.

Alf Sigurd Solberg — En ostlendings bekjennelser
Mannen som har samlet og systematisert manuell-
terapeutisk undersegkelse i bokform er velkjent for
de fleste. Solbergs kursrekke er den tredje som er
filmet og publisert pa L5.no og baerer ogsa preg av
at Endresen og Lauritzen bare blir bedre og bedre
til & redigere, planlegge og dele opp kursrekken
logisk. Det er heyt presisjonsniva, og lyd og bilde
er neermest upaklagelig. Kursrekken oppsummerer
kort bokene Solberg har skrevet, og er et godt sup-
plement til disse. En god investering for a kunne
repetere undersgkelsesmetodikk.

Espen Arntzen - triggerpunkter med TYDELIGE
referanser

Fa foredragsholdere har tydeligere spraklig artiku-
lasjon og levner mindre tvil om hva han mener enn
Espen Arntzen. Hans triggerpunktundervisning er
tydelig, det repeteres utspring, feste og innervasjon
av muskler som behandles nesten inn i det evige.
Det er vel og bra at man er tydelig og presis, men i
enkelte av kapitlene kan det bade bli for grunnleg-
gende og for tydelig, men samtidig er Arntzen glad
i spraklig eksplikatur og mindre glad i implikatur,
skal man tro kursrekken. For de fleste som har job-
bet med muskel- og skjelettproblemstillinger en
stund er nok ikke dette kurset det viktigste, men
samtidig er det en god repetisjon pa gode teknikker
som er anvendbare for mange pasienter i kombina-
sjon med manipulasjon, artikulering og mobilise-
ring. Arntzen skal ha ros for sin tydelighet og det
finnes ikke rom for misforstaelser i det han uttryk-



ker. Skal man sette fingeren pa noe, er det Arntzens
bruk av norske ord pa musklene. Det hadde holdt
lenge med latin, og for de fleste blir det litt merkelig
a bruke fornorskninger som bade hores hjemmelag-
de ut og som ikke har noen plass i profesjonell ter-
minologi. L5.no ensker & henvende seg til profesjo-
nelle yrkesutevere. Da er det etter min mening ikke
behov for bade latin og norsk muskelterminologi.
Under foredraget «underarmens fleksorer» er det
tydeligvis lagt ut feilredigert materiale, der det som
skulle veert klippet vekk fortsatt ligger ute. Ikke
spesielt profesjonelt, og igjen et utslag av for darlig
korrektur.

Totalt sett er likevel denne kursrekken kortfat-
tet, enkel og rimelig presis. For de som har arbeidet
med mye triggerpunktsbehandling tror jeg ikke
foredraget er noen nedvendighet, men for de som
onsker en introduksjon kan det absolutt anbefales.

Generelt om foredragene

I forhold til L5.no sin filosofi om & treffe flest mulig
terapeuter i Norge uavhengig av lokalisasjon, fun-
gerer konseptet meget godt. Muligheten til & repe-
tere foredrag fra flere av landets mest kunnskaps-
rike terapeuter er et incitament til & holde seg selv
faglig oppdatert. Profesjonelle foredrag presentert
i enkel form er genialt 4 ha med seg pa iPad, se pa
PCen og ikke minst kunne repetere for en konsul-
tasjon om det er noe man lurer pa eller trenger re-
petisjon pa. Pakkene som Endresen og Lauritzen
har satt sammen er smarte og foredragene utfyller
hverandre pa en god mate. Kort oppsummert kan
man si at masse kunnskap komprimert til en over-
kommelig pakke ber vere en bra investering for
alle som arbeider med muskel- og skjelettpasienter.

Hvem passer dette for?
De fleste av oss har favorittomrader og ekstra kom-
petanse pa smalere felt. Likevel ma vi veere gene-

Tverrfaglig seminar for manuellterapeuter, leger, kiropraktorer, fysioterapeuter og annet helsepersonell

AKTUELT

ralister som klinikere, spesielt nar henvisningsmu-
lighetene er begrenset pa mindre steder, i mindre
kommuner og med tanke pé lange ventelister hos
andre terapeuter. Slik sett er L5.no et genialt hjel-
pemiddel. Og jeg ma si at det a fa akademia festet
til film er meget bra med tanke pa innleering. Jeg er
usikker pa om alle foredragene er like aktuelle for
alle, men samtidig er det slik at man leerer seg «uva-
ner» etter hvert som man holder pa i klinisk prak-
sis. Med andre ord er sidene et genialt supplement
til fagbaker — eller glimrende erstatning for dem —
pa arbeid, pa reise eller i forbindelse med kursing.

En ting er i alle fall helt sikkert: For studenter i ma-
nuellterapi, fysioterapi og kiropraktikk samt andre
fagomrader, burde disse sidene veere pa pensumlis-
ten. Som manuellterapeutstudent vil kursrekkene
veere gull verdt. Og for alle andre som ensker & ha
oppdatert kunnskap tilgjengelig i digitalt format er
det ingen unnskyldning for ikke & preve ut L5.no.

Konklusjon

L5.no har vist et kjempepotensial som via videoun-
dervisning kan pushe kunnskap ut til terapeuter i
det ganske land. Det fungerer godt etter intensjo-
nen! Skjennhetsfeilene ma rettes opp og korrektur-
leser ma hentes inn, men samtidig skal man huske
pa at sidene kun har veert tilgjengelige i noen fa ma-
neder. L5.no blir garantert en kjemperessurs for te-
rapeuter som arbeider klinisk — og alle burde ta tu-
ren innom nettsidene for & sjekke trailerne. Jo mer
kunnskap som deles og blir tilgjengelig pa enkel
mate, jo lettere er det a skape fremdrift i et fagfelt.

Fra snippen og opp - og litt til
Trondheim 8.-10. mars 2013
For info og pamelding, www.manuellterapi.no > kurs og seminarer
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: Nye muligheter med
P Redcord AXIS!

Vart nye rotasjonsapparat
Redcord AXIS gir deg flere muligheter!

- Pvelser med rotasjon
- Stor belastning med minimal motstand
- Sikrer lik vektbelastning
- To trinser gir anatomisk og teknisk
riktig utfarelse
- Enda mer effektive og varierte gvelser
- Kan brukes med Redcord Trainer
eller integrert i Workstation

Les mer pa www.redcord.no

Bli sertifisert i Neurac slyngebehandling!

e Offisiell, internasjonal tittel "Certified Neurac Provider”
» Oppfering blant anbefalte Neurac behandlere
* Tilgang til lukket forum med faglig utvikling og oppdatering

Mer informasjon om Neurac 3 sertifiseringskurs pa www.redcord.no

Kontakt oss for mer informasjon:
TIf: 370597 70 e-post: redcordfdredcord.com

Redcord AS

PB 55, 4920 Staubs Neuromuscular re-education
www.redcord.no

TIf: 37 0597 70
redcord@redcord.com




Forsikring er en viktig
medlemsfordel

Norsk Manuellterapeutforening og If har inngatt en avtale som sikrer medlemmene ekstra gunstige priser
pa forsikring.

Vi har opprettet et eget team som kjenner bade avtalen og forsikringsbehovet til dere som jobber som
manuellterapeuter.

Ta kontakt med oss sa hjelper vi deg med en gjennomgang av ditt og bedriftens forsikringsbehov og gir
deg et uforpliktende tilbud.

-
Stein O. Sando Siv G, Olsen Geir Morten Serensen, daglig leder
Telefon: 913 69 556 Telefon: 63 91 20 94 Telefon: 22 51 13 73/93 01 85 81
E-post: stein.o.sando@if.no E-post: siv.gustavson.olsen@if.no E-post: geirmorten.sorensen@if.no
Personlig — Enkelt - Tilgjengelig Forsikr ingspartner

medlem av assurander.no
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DET ER DET INDRE
SOM TELLER

Derfor bor du kikke naermere pa ultralydapparater fra Sonosite

4

Stadig flere forstar nytten av a bruke ultralyd i sin SonoSite
praksis, og stadig flere har fatt gynene opp for
apparatene fra Sonosite.

Var skreddersydde maskin for manuellterapeuter, Sonosite S-MSK, er
spisset til muskel-/skjelett-bruk. Den kommer til en svrt fornuftig
pris.

Nylig ble splitter nye Sonosite Edge lansert — en vinner ndr det gjelder
funskjonalitet, design og maskinkraft.

Begge modellene fas blant annet med lydhodet HFL50x — en 5 cm bred
probe, spesialutviklet for muskel-/skjelettbruk.

o Q
M D Q@ www.mdultralyd.no
Ta kontakt for en uforpliktende og hyggelig demonstrasjon!
U Itra Iyd :))) Telefon: 2109 54 40
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CollEctio AS

... far jobben gjort!

Komplett betalingsoppfalging tilpasset ProMed!

CollEctio leverer alt fra fakturering til og med inkasso. For mer informasjon ta kontakt pa:
T 2162 7440
Mail posti@collectio.no

Send SMS direkte i fra ProMed

S5MS fenesthe nlegredt | Probed — fri opplnbing fer snmmedferien

Har du fenkt pi v Imsinaden er. for pessenier som e meer opp §1
evinlk ime?

iied 58S paminrcine B powersien larramer Tere panienier & owial i
Hvor lnng id tar del B varde pasienier om st du ikdee er pa jobh en deg?
Med SMS fereafon var kan oy varake ol pasienior pa srade? delo gu
under § miraudl

Kiewvinid crs: fowr hosinadschi appiobling. du belalker knun 0.00 pr SMS sew
Cm du meher srwle nkamesion il e dine pasEnter vl prsen Wiie
enila lEvere.

Eorrinld o= ewl. for masseulsendedse
Send oss en sms B 21130 of slark meldingen med e

Visste du at ProMed:

Send pss en epost posiffipr no
‘ - har meer 00 b leere

- Online Booking ungerer ogsa | Hoksorertet
- har brnukere fordel over 295 ulicve pggrupper
- holder e-iringsinirs

- holther spesiplions shoeddersyrid 1l din kiindk

-
@F.TDME.‘E' o Ecﬂm E.H:E.I;I-:E;IEE_ ) % u EEHF’ZH' C-Pjs-!-rlr_;:c-tlg AS

TE 22 &2 72 40 - wam gl R0



2 %
o m
- v z
@ =
posten L
NORGE P.P. PORTO BETALT 39

DI

Avsender: Muskel&Skjelett, Nabbetorpveien 138, 1636 Gml Fredrikstad

Trykkbglgeteknologi fra Storz Medical AG

VEROENSLEDENDE
UG INNOVATIV

Fa def beste av alle funksjoner i ett

0g samme modulbaserte apparat:
Storz Duolith® 501 Ultra

Fysiopartner og Storz Medical AG lanserte i fjor ef
unikt system med radierende -og/eller fokuserende
trykkbglge, og diagnastisk ultralyd i ett og samme
modulbaserte apparat!

Kjgp det kamplett, eller kun deler av det.

Alt styres via en kontrollmodul med touchskjerm som gir
deg full kantroll over hl.a pasienthistarikk, protokaller,
veiledning, hilder og demovideger!

reddot design award
winner 2012

Den innovative handpistolen
har infegrert skjerm
og kontrallknapper, samt
“Skin Touch” AV/PA-sensor.

Hos oss far du kjgpt bgkene fra bl.a Or. Gleitz som
beskriver grunnleggende fysikk, historien bak
ESWT og anvendelse innen klassiske indikasjoner,
myafasiale syndromer og triggerpunkfer.

——
Spgr etter vdr bestselger Masterplus®MP 100 Elite+. Vi tilbyr en rekke ulike apparater og IEE,
vi hjelper deg med d finne en som passer din klinikk og ditt budsjeft! Priser fra 79.000* |4=‘l‘_‘;ﬂi:
T — ——

* Pris er eks mva og frakf.

Fysiopartner tilbyr flere av markedets mest avanserte, effektive ag minst smertefulle apparafer innen sjokkbglge/trykk-
Fy5| 0 p d rTn er bglgeterapi levert av STORZ Medical AG. Les mer pa www.sjokkbolge.no eller kontakt oss pa salg@fysiopartner.com

ST=RZ MEDICAL  Fysiopartner As | Grenseveien 80 | NO-0663 Oslo | T: +47 23 051160 | salg@fysiopartner.com | www.fysiopartner.no



