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It was with much trepidation and
optimism that I received the chair’s
baton from Siobhan at the March
ACPIN conference.

I was somewhat alarmed by the ‘Keep
calm and carry on’ advice that kept
coming my way. Might I add that
Siobhan certainly knew how to go out
with a bang with one of the most
exciting and well organised ACPIN
conferences that I have attended.
Thank you to Siobhan for being an
excellent chair through some difficult
and changing times. She was, of
course, supported by an excellent
executive committee and national
committee of regional representatives
who have also helped me greatly with
my transition from vice to chair.
So for my first message to you, I’d

like to focus on what I’ve been working
on for ACPIN so far: communication.
Those of you who know me well might
argue that communication isn’t usually
an issue for me, and I often ‘commu-
nicate’ incessantly. Well my aim has
been to get ACPIN seen and heard
within the CSP and beyond, with two
main foci:
• As you are all aware, the special
interest groups are no more and
ACPIN is now a Professional Network
(PN) forming part of the Neuroscience
Alliance with ACPIVR (Association of
Chartered Physiotherapists Interested
in Vestibular Rehabilitation). An
alliance or perhaps more a couple? 
The CSP has assigned link personnel

to each alliance to develop a conduit
for communication and collabora-
tion. Marousa Pavlou (chair of the

alliance and ACPIVR) and I will meet
them shortly. We see this as an
important structure to give the
alliance a voice within the CSP. 

• Others of you who know me well are
also familiar with my rather geeky
tendencies: love of technology,
gizmos and data. Well, I’ve married
my IT leanings with my desire to
shout about ACPIN and have
launched a Facebook page and
Twitter feed. We have been posting
ACPIN news and events, plus news
from other organisations of interest.
The Facebook page has 133 likes as I
write this, and is increasing steadily.
Much to my delight, Facebook
provides graphs informing of the
reach of posted items with one post
in August reaching 625 people!
Twitter is a little quieter with 78
followers, but this may be that NHS
members may find it harder to follow
rapid tweeting when away from PCs.
Check them out:
www.facebook.com/ACPIN.UK?ref=hl
and twitter.com/ACPIN_UK

One last exciting nugget of information
to communicate to you: in response to
several requests the next ACPIN confer-
ence will be another two day event.
The dates for your diary are the 1st and
2nd March 2013, to be held at the
Northampton Hilton. The committees
are working away to bring you another
stimulating and thought provoking
programme. Keep an eye out on the
website, Facebook page and Twitter
feed for more information as it comes.

Gita Ramdharry
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Whether we like it or not we live in
the age of digital media. I have to
confess that I am not on Facebook, I
do not ‘Tweet’, I do not have an 
e-portfolio, and though I consider
myself a proficient computer user, the
digital world is progressing at such a
pace that I feel that I am starting to
lag behind in my e-skills.

Two news articles caught my atten-
tion recently. The first was about what
happens to digital accounts, passwords
and personal e-repositories in general
when we depart this world; something
I had not considered. How do we deal
with digital assets? What about online
accounts and online renewals for
insurance policies. What about online
data, text files, images etc. Do people
leave instructions as to passwords and
the existence of their electronic bank
and other accounts for their executors?
Though we might not like to think of
end of life matters, all of this seems
important to take into account to
prevent identity theft and misuse. As a
recent victim of identity theft, I am
perhaps more sensitive to this fact of
the current digital age – I still have no
idea how it happened! This seems to
be one of the negative features of this
electronic age. But of course there is
also a positive side.
The second story was about a woman

who asked the undertaker to place a
bar code on her husband’s headstone
so that anyone could click onto it (not
sure how this works!) and find out all
about his life and achievements. This
might sound bizarre and macabre but I
thought this was an interesting and
useful idea, and one which could be of
value in our clinical practice. Imagine if
we could have our clients’ records

available at the illumination of a
barcode, if the inpatient’s name card
on the bed had a barcode with all their
relevant information. I am sure that
some practices already adopt such a
system and in principle it seems like a
secure way to store records. Being
somewhat of a Luddite when it comes
to digital media – I also confess that I
do not own a smart phone so that I can
escape emails and SMS at least some of
the time – I am not sure how this
works in reality. No doubt some kind of
‘App’ is required to access the barcode
and its encoded information. Another
particularly useful application would
be to have our outcome measures on
an ‘App’ so that we can record on the
move and have an instant summary
report and score which could then be
entered into a database automatically.
I envisage that the time when our
clinical practice – indeed most aspects
of life – require that we all have a
‘tablet’ (I mean in this case a version of
digital media not a medication!) is not
far off. This would enhance our data
collection, enable multi-centre data
collection via ‘the mysterious cloud’
and thus enable us to answer our
research questions with greater robust-
ness, and so accelerate the quest to
achieve evidence based practice.
So, it seems that I must abandon my

luddite characteristics and embrace
this digital world – but always making
sure that I treat these digital assets
with sensitivity and respect. I
encourage you to do the same.

This digital world!
Margaret Mayston AM FCSP PhD ACPIN President



Syn’apse � AUTUMN/WINTER 2012

4

Guillain-Barré Syndrome (GBS) is an autoim-
mune peripheral neuropathy that can affect
motor, sensory and autonomic nerves as well
as spinal roots, resulting in acute neuromus-
cular paralysis (Gupta et al 2010). 54-year-old
Bob (pseudonym) was diagnosed with the most
common GBS variant; acute inflammatory
demyelinating polyradiculoneuropathy (AIDP).
Nadir occurred eleven days post onset during
which Bob presented with bilateral ascending
muscle paralysis and required tracheal intuba-
tion while under intensive care.

This article provides a seven week account of the
physiotherapeutic inpatient management of Bob’s
rehabilitation which commenced twelve weeks
post onset. Bob’s primary SMART goal (Doran,
1981) during this period was to sit–to-stand (STS)
independently and safely and therefore the focus
of this article is on his STS rehabilitation.

How people without dysfunction move from
sitting to standing will be addressed in order to
better understand Bob’s impairments. Rationale
for the therapeutic strategies and their effective-
ness according to chosen outcome measures will
also be discussed.

SIT-TO-STAND WITHOUT DYSFUNCTION:
Numerous models on how people STS without dys-
functions have been reported (Roebroeck et al
1994, Vander Linden et al 1994). A kinematic/
kinetic model was hypothesized by Schenkman et
al. (1990), where the use of a momentum-transfer
strategy with definitions of four phases has been
described (Figure 1). The momentum-transfer
model (MTM) qualitatively describes STS without
dysfunction. Therefore it is possible to analyse and
develop an understanding of STS dysfunction
when it occurs, and target impairments with spe-
cific therapeutic strategies. The MTM has become

an increasingly popular model (Janssen et al
2002) and was used in this case.

SIT-TO-STAND DYSFUNCTION IN GBS:
The extent and severity of weakness in GBS may
range from total paralysis requiring mechanical
ventilation to partial paresis of foot dorsiflexors
and/or intrinsic hand muscle (Orsini et al 2010).
By week twelve post onset Bob had fully recovered
from his initial respiratory distress but was not
dynamically and/or functionally strong enough to
proceed independently through the four phases
described in the MTM. Several requirements are
necessary to progress through all four phases of
the MTM (Schenkman et al 1990). These include:
• Having enough strength and coordination to

generate sufficient upper body momentum prior
to lift-off from a seat.

• The ability to use eccentric contractions to
control trunk and hip musculature in order to
slow the forward progression after lift-off (this
will prevent the individual from falling forward
during the momentum-transfer phase, which is
one of dynamic stability).

• Lower extremity joint integrity and strength
must also be adequate for the extension compo-
nent of rising, which requires concentric muscle
control.

Sit-to-stand rehabilitation
in a patient with Guillain-Barré Syndrome
Julian Nicholas Calefato Biokineticist and MSc (pre-reg) physiotherapy student

Figure 1 The momentum-transfer model – four phases of rising
marked by four key events.
Adapted from Schenkman et al (1990)
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Therefore, identification of impairments that
compromise these requirements during the
various phases of Schenkman’s MTM, aids in
quantifying dysfunction.

Phase 1 (flexion-momentum)
Starts with the initiation of movement and ends
just before the buttocks are lifted from the seat.
However, Bob was initially unable to position his
feet independently and appropriately in the seated
position due to compromised proprioception in his
feet (identified through distal joint sense testing)
and specific weakness in his hamstrings, hip
flexors and dorsiflexors (Oxford Scale – Table 1).
According to Orsini et al (2010), GBS patients may
lose joint position sense causing incoordination
and therefore on performing movements such as a
STS, may have poor judgement of ankle and foot
positioning resulting in compromised balance and
thereby also increasing the risk of falls.

Phase 1 also requires the trunk and pelvis to
rotate anteriorly (into flexion) to generate sufficient
upper-body momentum. However, weak hip flexors
and compromised eccentric function of the hip
extensors limited Bob’s anterior pelvic-tilt function.
Therefore he could not generate sufficient forward
trunk momentum prior to lift off and was unable to
control forward lean once beyond the vertical.

Phase 2 (momentum-transfer)
Begins as the buttocks are lifted from the seat and
ends when maximal ankle dorsiflexion is achieved.

Bob was unable to bottom-lift due to the specific
concentric weakness in his hip, knee and ankle
extensor muscle groups. Initially he was also
unable to achieve ankle plantigrade bilaterally
resulting in him not maintaining heel contact when
attempting to rise. This is not unusual and in con-
ditions such as GBS, immobilisation and muscle
weakness may lead to the development of contrac-
tures variously affecting the joint itself, contractile
tissue and/or connective tissue (Farmer and James
2001). Supine positioning in bed and the weight of
his bedding often orientated Bob’s ankles into
plantar flexed positions, and may have shortened
his plantar flexors. According to Farmer and
James (2001), muscles immobilized in shortened
positions for prolonged periods result in the
increased resistance to passive stretch due to con-
nective tissue accumulation. Additionally, muscles
immobilised in shortened positions also lose sar-
comeres (Tardieu et al 1982), which may have
contributed to his impaired ankle range of motion
(ROM).  During phase 2, momentum-transfer
occurs when the forward momentum of the upper-
body is transferred to the total body resulting in an
upward and anterior movement. Initially Bob did
not have sufficient eccentric strength of his ham-
string, gluteus and trunk extensor muscle groups
to eccentrically control anterior pelvic-tilt move-
ment in order to slow the forward progression
(momentum) of his trunk and maintain dynamic
stability after lift-off.

WEEK 1
RIGHT LEFT

3 3

3 3

2 3

2 3

2 3

3 3

3 3

3 3

3 3

3 3

3 3

3 3

3 3

36 39

75

OXFORD SCALE
(STRENGTH)

Hip extension

Hip flexion

Knee extension

Knee flexion

Hip abduction

Hip adduction

Plantarflexion

Dorsiflexion

Shoulder extension

Shoulder flexion

Shoulder abduction

Elbow extension

Elbow flexion

Sub-total

Combined total

WEEK 2
RIGHT LEFT

3 4

3 3

3 3

3 3

3 3

3 3

3 4

3 3

3 3

3 3

3 3

3 4

3 3

39 42

81

WEEK 3
RIGHT LEFT

4 4

3 4

3 4

3 4

3 4

3 3

3 3

3 4

4 3

4 3

4 4

4 4

4 3

45 47

92

WEEK 4
RIGHT LEFT

3 4

3 3

3 3

3 3

3 4

3 3

3 4

3 3

3 3

3 3

4 3

3 3

3 4

40 43

83

WEEK 5
RIGHT LEFT

4 4

3 4

3 4

4 4

4 4

3 3

3 4

3 3

4 4

4 4

4 4

3 3

3 4

45 49

94

WEEK 6
RIGHT LEFT

4 5

4 4

4 4

4 4

4 5

4 3

4 4

4 4

4 4

4 4

4 4

4 4

3 4

51 53

104

WEEK 7
RIGHT LEFT

4 5

4 4

4 5

4 4

5 5

4 4

4 4

4 4

5 5

4 4

4 4

4 4

4 4

54 56

110

Table 1 Oxford Scale data recordings
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Phase 3 (extension)
Is initiated just after maximum ankle dorsiflexion
and ends when the hips, legs and trunk reach full
extension in standing. Bob did not have the con-
centric muscle strength and control of primarily
his hip, knee, ankle and trunk extensors to trans-
late his body vertically while in a stable position.
In phase 3, head-flexion motion also comes to an
end as full trunk, hip and leg extension is reached.
Bob did however have sufficient concentric and
eccentric strength and control for head/neck func-
tion. This may have been due to the pattern of
demyelination/remyelination in GBS where clin-
ical recovery follows remyelination at the spinal
root level such that the first nerve segments to be
demyelinated are the last to be remyelinated
(Wexler 1983). Deficits in lower limb propriocep-
tion also affected his balance during this phase.

Phase 4 (stabilisation)
Begins after hip extension is reached and ends
when all motion associated with stabilisation is
completed. The purpose is to terminate translation
of the body through space. However, the completion
of this phase is difficult to ascertain, as it is difficult
to reliably identify the transition between postural
movements resulting from rising and normal pos-
tural sway (Schenkman et al 1990). Bob did not
have the concentric and eccentric strength and/or
control of specifically his hip, knee, ankle and trunk
extensors to reach and/or maintain terminal trans-
lation of his body. Lower limb proprioception also
affected his balance during this phase.

Investigation of Bob’s STS dysfunction using
Schenkman’s 4 phase MTM identified decreased
ankle ROM, altered proprioception and global
weakness as primary impairments.

REHABILITATION OF THE SIT-TO-STAND MOVEMENT:
Through observing the characteristic kinematics
used to accomplish each phase of rising, the thera-
pist can form hypotheses regarding the strategies
the patient is capable of using and begin rea-
soning the choice of therapeutic rehabilitation
(Schenkman et al 1990). Rational justifications of
the therapeutic strategies targeting the impair-
ments identified in the previous section are
discussed accordingly.

Range of Movement (ROM)
Immobilised GBS patients are at risk of developing
tendon shortening, joint contractures, malalign-
ment and peroneal nerve palsies (Ropper, 1992).
To counter the decreased dorsiflexion in Bob’s
ankles, the use of passive stretching techniques
such as manual passive stretching, the electric
standing frame and night splints were used
throughout the rehabilitation period and have
been shown to improve ankle ROM (Farmer and

James 2001). By managing Bob’s ROM deficit with
these strategies, he was able to achieve planti-
grade and progress through phase 2
(momentum-transfer) of STS where the ankles
reach their furthest point of dorsiflexion.

Proprioception
In GBS, sensory feedback is commonly impaired
and jeopardises the development of new sensory
engrams as peripheral nerves repair (Orsini et al
2010). Sensory engrams are postulated modified
neural structures resulting from activity which
retain whatever has been learned and according
to Orsini et al (2010), the repetition of specific
tasks and/or movements help to consolidate new
sensory engrams. Visual correlation strategies
have shown to be useful cues in improving sensory
engrams (Orsini et al 2010). Therefore the appro-
priate positioning of Bob’s feet prior to attempting
a STS movement was facilitated in conjunction
with the visual cue of looking where his feet were
in order to correlate that position.

Weakness
During the seven week rehabilitation window,
daily bed exercises were implemented to enhance
global strength and maintain joint ROM. These
consisted of active, active-assisted and resisted
movements targeting hip, knee and ankle extensor
muscle groups to enhance functional movements.
Bed exercises also targeted elbow and shoulder
extensors to enhance Bob’s ability to press up
from a seat with his arms during rising. Bed exer-
cises were performed independently and allowed
therapists to prioritise their treatments during
Bob’s daily functional muscle strengthening (STS)
individual 45-minute physiotherapy session.

Throughout rehabilitation special considerations
not to advance exercises too quickly were taken as
overworking muscle groups in patients with
peripheral nerve impairment has been clinically
associated with paradoxical weakening (Herbison
et al 1983 and Mullings et al 2010). Therefore
therapists were sensitive to Bob’s need to avoid
fatigue, and high repetitions coupled with lower
resistance and intensities were generally well tol-
erated as suggested by Mullings et al (2010).

Initially Bob was too weak to stand independently
from a standard chair height and he did not have
the strength or proprioception to position his feet
appropriately. According to Janssen et al (2002)
chair seat height and foot positioning are two
factors that have a major influence on STS function.
Additionally, Kawagoe et al (2000) indicate that
lower maximum extension moments of the hip
occur when feet are positioned more posteriorly,
making it easier to stand up from sitting.  Having
raised Bob’s seat height, a decrease in forward
trunk generated momentum was required and the
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moment at the knees and hips was lowered
(Janssen et al 2002) making it easier to progress
through phase 1 (flexion-momentum) of the MTM.

Anterior pelvic tilt with forward trunk flexion in
sitting was physically facilitated by the therapist
with physical guidance on the upper trunk during
initial sessions until Bob could independently
control the movement. This exercise was aimed at
enhancing the flexion-momentum phase of rising.
Anterior pelvic-tilt and trunk flexion repetitions
were followed by returning back to a neutral
sitting position, which also resulted in the concen-
tric and eccentric strengthening of trunk
extensors which are important for the
momentum-transfer (phase 2) and extension
phase (phase 3).

The next step in task-specific rehabilitation
entailed focusing on the momentum-transfer
(phase 2) phase of rising whereby the momentum
generated from forward trunk flexion in a seated
position is transferred into an upward and anterior
movement of the body. Bottom-lift exercises were
chosen to achieve this. Functional closed-chain
exercises such as bottom-lifts enhanced sensory
input through foot ground contact and emphasised
co-contraction of agonist/antagonist muscle groups
as well as compression through the joints gener-
ating a stabilising effect (Cohen et al 2001). Initially
Bob required therapist facilitation to achieve a
bottom-lift off the edge of a plinth but as he got
stronger he was able to perform the movement and
reach the point of maximal dorsiflexion independ-
ently with hands pressing down on his thighs to
support his flexed trunk position that he was not
able to maintain without this support.

As Bob improved and progressed through 
phase 3 (extension) with the aim of reaching full
hip, knee and trunk extension he still required
active physical facilitation. This entailed the thera-
pist maintaining hip alignment during STS and
providing knee support. An additional therapist
was also used initially to maintain foot positioning
throughout the movement. A raised plinth was
placed in front of him with which to support his
body weight and specifically his trunk, which still
tended to remain flexed in standing due to trunk
extensor weakness. In this position he was able to
perform shallow squats to strengthen his hip,
knee, ankle and trunk extensors and as he got
stronger the intensity was increased by deepening
the squats but still with the support of the raised
plinth. Squats are also close-chain exercises and
as discussed earlier, have the same training bene-
fits (Cohen et al 2001).

In Bob’s seven week rehabilitation window, the
seat height from which he performed STS was
lowered, as he got stronger. He was still reliant on
a raised plinth to support him during STS and

maintain a standing position. However, he
remained unable to fully extend his trunk into an
upright position. Therefore rehabilitation needed
to continue to focus on strengthening his trunk
extensors.

Contrary to the MTM strategy where individuals
move from STS without the use of their arms, Bob
was taught to compensate with his arms to min-
imise his rising difficulties. This was decided as
rising difficulties have shown to cause distress,
low self-esteem and frustration ultimately dis-
couraging the patient from making further
attempts to stand (Munro and Steele 1998). The
use of arm rests/supports have also shown to min-
imise STS difficulty as indicated by Janssen et al
(2002), and may have enhanced Bob’s ability to
generate forward trunk momentum and lift-off
during the early phases of STS.

Other
Deconditioning is another impairment, not identi-
fied by Schenkman’s MTM in this case, that can
influence STS outcome. Therefore twice a week
during group exercise classes, Bob performed
seated cycling and/or arm-ergometry to improve
his aerobic capacity. According to Orsini et al
(2010), aerobic training decreases fatigue and
improves physical fitness and quality of life in GBS
patients. Similarly Garssen et al (2004) found that
a bicycle program for GBS patients improved
physical fitness, functional outcome and quality of
life and decreased self-reported fatigue scores by
20%. The benefits of aerobic exercise on rehabili-
tation outcome in GBS may therefore be justified. 

OUTCOME MEASURES
Recovery and prognosis of GBS has traditionally
been centred around walking ability in the litera-
ture and therefore much focus on assessing
disability in GBS has been based solely on walking
ability as an outcome (Khan and Ng 2009). As GBS
encompasses a range of clinical manifestations
with potential widespread impact on many areas
of life, it is important to generate and/or select
valid and sensitive outcome measures. Therefore
with the help of The International Classification of
Functioning, Disability and Health (ICF) (World
Health Organization 2001), the impact of GBS in
this case was quantified at several different levels.
The identification of impairments, activity limita-
tions and participation limitations provided a
clearer understanding of the nature of Bob’s STS
dysfunction for which appropriate outcome meas-
ures could be selected.

The use of the Oxford Scale (Table 1) and a
goniometer to measure ROM (Table 2), occurred
weekly and are well-known outcome measures
clinically. (Soryal et al 1992, Tuckey and
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Greenwood 2004, Low 1976). Considering that
overworking muscle groups in patients with
peripheral nerve impairment might lead to para-
doxical weakening (Herbison et al 1983), the use
of the Oxford Scale gauged potential adverse devi-
ations in strength throughout rehabilitation. In
fact, during week four of Bob’s rehabilitation

period there was an overall decrease in his Oxford
Scale scores, and therefore the intensity of reha-
bilitation was temporarily reduced. Goniometer
ROM measurements were important in assessing
the efficacy of rehabilitation strategies due to
recent contrasting evidence suggesting that the
use of stretching in the form of positioning or

WEEK 1

4

3

2

3

2

3

6

6

3

3

3

2

0

40

7

6

2

7

7

29

69

WEEK 2

4

3

2

4

3

3

6

6

3

3

3

2

0

42

7

6

2

7

7

29

71

WEEK 3

5

3

2

4

2

4

6

6

4

4

4

2

1

47

7

6

2

7

7

29

76

WEEK 4

4

2

2

3

2

3

6

6

3

3

4

2

0

40

7

6

2

7

7

29

69

WEEK 5

5

3

2

4

2

3

6

6

4

4

4

2

2

47

7

6

3

7

7

30

77

WEEK 6

6

3

2

4

2

4

7

7

5

5

5

3

2

55

7

6

3

7

7

30

85

WEEK 7

6

3

3

4

3

4

7

7

6

6

6

3

3

61

7

7

3

7

7

31

92

SELF CARE

Eating

Grooming

Bathing

Dressing upper body

Dressing lower body

Toileting

SPINCHTER CONTROL

Bladder management

Bowel management

TRANSFER

Bed, chair, wheelchair

Toilet

Tub, shower

LOCOMOTION

Walk/wheelchair

Stairs

Sub-total

COMMUNICATION

Comprehension

Expression

SOCIAL COGNITION

Social interaction

Problem solving

Memory

Sub-total

Total

ITEM

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

M
OT
OR

CO
GN

IT
IV
E

Table 3 Functional Independence Measure data recordings

WEEK 1

-5

WEEK 2

-2

WEEK 3

1

WEEK 4

4

WEEK 5

4

WEEK 6

5

WEEK 7

6

GONIOMETER

Passive dorsiflexion (degrees)
RO

M

Table 2 Goniometer data recordings (dorsiflexion)
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splinting may not be effective in preventing con-
tractures(Katalinic et al 2011). However, the
therapeutic strategies used in this case did
improve Bob’s ankle ROM according to the weekly
goniometry measurements, aiding him in pro-
gressing through phase 2 (momentum-transfer) of
the MTM STS strategy. The Functional
Independence Measure (FIM) (Table 3) (Granger et
al 1998) was used to assess cognitive and motor
function as well as ADLs on a weekly basis.
According to Prasad et al (2001), it is sensitive in
detecting disability and change in GBS survivors
as well as having excellent validity, inter-rater and
test retest reliability (Ottenbacher et al 1994).
Interestingly, the motor aspect of the FIM score
decreased significantly during week four of reha-
bilitation, which coincides with the decrease in
strength detected using the Oxford Scale in the
same week. This finding consolidated the need to
decrease intensity and rehabilitation and was
adjusted appropriately. Bob’s FIM score improved
from 69 (40 motor; 29 cognitive) in week 1 to 92
(61 motor; 31 cognitive) in week 7. Most of the
change in outcome was due to motor score
changes, as GBS does not usually affect cognition.

CONCLUSION
Schenkman’s MTM provides a kinematic/kinetic
framework describing how people STS without
dysfunction, and therefore through which STS
dysfunction can be identified. This model enables
clinicians to identify impairments at various
stages of STS, thereby providing rationale for ther-
apeutic intervention strategies and for relevant
outcome measures. By the end of the seven week
rehabilitation period Bob still required a raised
plinth in front of him as support when standing
due to continued weakness of trunk extensors.  He
therefore did not achieve his goal of STS inde-
pendently after seven weeks. It is difficult to
predict recovery timescales in GBS but clinical
experience with other patients suggests that the
recovery phase is frequently prolonged.
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Neuroleptic (antipsychotic) medication is used
in the treatment of mental health psychoses
which may compound conditions like schizo-
phrenia. It is also employed in the management
of challenging behaviour in dementia. Both
typical and atypical drugs in this class are asso-
ciated with serious side effects, one of which is
Parkinsonism. This results from the drug’s
action of blocking dopamine at receptor sites.
Physiotherapy with this patient group has many
challenges. This paper reports on a qualitative
study which sought to explore these. A focus
group was conducted with mental health phys-
iotherapists (n=4) with experience of treating
patients with neuroleptic induced Parkinsonism
(NIP). Questioning explored the signs, symp-
toms and trajectory of NIP; physiotherapy
assessment and management; multidisciplinary
team working and possible enhancements to
management. The focus group was audiotaped,
transcribed verbatim and analysed themati-
cally. Member checking was undertaken by
supplying focus group participants with the full
transcript and an outline of initial findings.

Participants reported that rigidity, soft tissue
shortening, and weakness were pertinent to both
idiopathic Parkinson’s Disease (IPD) and NIP.
Tremor was rarely seen and dyskinesia was of a
tardive nature in NIP. Physiotherapists provided
an important input into diagnosis and manage-
ment of NIP, sometimes however referral was late,
and teamwork was reportedly easier in a hospital
rather than a community setting. An advisory role
working with formal and informal carers was nec-
essary if individuals were unable themselves to be

involved in treatment decisions. Treatment itself
focused on mobility, gait and falls prevention,
exercise and physical activity, modifying
approaches such as cueing employed in IPD. NIP is
an issue worldwide due to inadequate funding for
newer medication, which itself has side effects,
and the rise in the number of people with
dementia. Physiotherapists are well placed to
evaluate the movement difficulties of this patient
group and their response to pharmacological and
physical treatment.

INTRODUCTION 
Idiopathic Parkinson’s Disease (IPD) is the most
common form of the more general syndrome of
Parkinsonism (Jankovic 2008). IPD is characterized
by slowness of movement (bradykinesia), accompa-
nied by rigidity and resting tremor (Macphee and
Stewart 2006). The prevalance of drug-induced
Parkinsonism is increasing and approaching that of
IPD due to an aging population and polypharmacy
(López-Sendón et al 2012). Drug-induced
Parkinsonism is the most common cause of sec-
ondary Parkinsonism, with antipsychotic use a
major contributory factor (Weiden 2008).
Antipsychotics, also known as neuroleptics, are a
class of drug used in the treatment of mental health
psychoses. Symptoms include thought disorder (eg
obsessional behaviour), hallucinations (visual,
tactile and auditory) and delusions. In psychosis the
capacity for appreciating reality is lost and there
may be lack of insight into a specific symptom or
problem (Gibb and Macpherson 2000). Neuroleptics
generally tranquillise without impairing conscious-
ness and are used to modify symptoms that may be
disturbing for the individual and result in them
causing harm to themselves or others.

Physiotherapy management of
neuroleptic induced Parkinsonism
four experienced physiotherapists discuss 
experience and evidence
Elizabeth Webster BSc MSc MCSP CertEd Dip Senior musculoskeletal physiotherapist, 
Connect Physical Health Centres, Tyne & Wear
Alison Longbottom BSc MCSP Clinical lead physiotherapist for Older Persons Service, South of Tyne,
Northumberland, Tyne & Wear NHS Foundation Trust
Diana Jones PhD BA GradDipPhys MCSP Reader, Faculty of Health and Life Sciences, Northumbria University
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Most commonly neuroleptics are used in the
treatment of functional mental health disorders,
such as schizophrenia, bipolar disorder, agitated
depression, severe anxiety and mania. However
they are also used to manage challenging behav-
iour presenting in individuals with an organic
mental health disorder such as cognitive impair-
ment or dementia, which occurs due to a
pathological change in the brain structure. Table 1
sets out the generic and trade names of the more
common typical and atypical neuroleptic agents.
Despite being indispensible in treating psychotic
disorders, neuroleptics are all associated with
potentially serious side effects (Modestin et al
2008). In one study 62% of patients on neurolep-
tics developed a movement disorder (Grosset and
Grosset 2004), one of which is neuroleptic-induced
Parkinsonism (NIP) linked to the drug’s action of
blocking dopamine at receptor sites (Hodgson et
al 2010). The atypical neuroleptics appear to have
a lower incidence of movement disorder problems
including Parkinsonism, and when they do occur
they are likely to be less severe (Weiden 2008).

years (Parkinson’s Disease Society 2008). However
tardive syndromes, a group of delayed onset
abnormal involuntary movement disorders, may
occur years after neuroleptic withdrawal (Grosset
and Grosset, 2004). Physiotherapy approaches
similar to those used for patients with IPD may be
added to a pharmacological treatment approach
for NIP, such as using anticholinergic agents
(Lennox and Lennox 2002). However physio-
therapy is complicated by the additional symptoms
of mental illness such as agitation, anxiety and
insomnia (Chouinard and Margolese 2005).

There are well developed evidence based guide-
lines for the physiotherapy treatment of people
with neurodegenerative IPD. Early, middle and
late disease stages can be matched to goals of
therapy with related evidence-based assessment
protocols, recommended outcome measures and
treatment strategies (Keus et al 2004). A practi-
tioner’s interest in exploring the transferability of
the evidence base for physiotherapy in IPD to NIP
inspired  the small-scale qualitative study
reported in this paper, which explored the specific
challenges facing physiotherapists treating
patients with NIP, and the relationship with IPD
treatment strategies.

METHOD
A focus group was convened and participants
recruited who had a current active role in physio-
therapy in the field of mental health and
experience of treating patients with NIP. Ethical
approval was gained from University and Local
Research Ethics Committees and R&D approval
gained from the relevant health trust. Focus group
prompt questions aimed to facilitate participants
to explore the signs, symptoms and trajectory of
NIP for those on medication and following its
withdrawal; physiotherapy assessment and man-
agement; multidisciplinary team working; and
possible enhancements to management. The focus
group, conducted with a facilitator (EW) and a
moderator was audiotaped, transcribed verbatim
and analysed thematically initially by EW, and
then by AL and DJ using a coding framework
jointly agreed upon following repeated reading of
the transcript. Member checking was undertaken
by supplying focus group participants with the full
transcript and an outline of initial findings (EW).

FINDINGS

Participants
The four focus group participants all worked in
physiotherapy services for people with mental
health problems, in a range of hospital and com-
munity settings, and their experience in the field
ranged from 7 to over 30 years (Table 2).

Table 1 Generic and trade names of selected typical and 
atypical neuroleptic drugs based on Parkinson’s Disease 
Society (2008)

GENERIC NAME TRADE NAME

Typical neuroleptics

Chlorpromazine hydrochloride Chloractil / Largactil

Flupenthixol Depixol 

Haloperidol Dozic/Haldol/Serenace

Sulpiride Sulpitil/Domatil/Sulpor

Fluphenazine decanoate
(depot injection) Modecate

Atypical neuroleptics

Amisulpride Solian

Aripiprazole Abilify

Clozapine Clozaril/Denzapine/Zaponex

Olanzapine Zyprexa

Quetiapine Seroquel

Risperidone Risperdal

Zotepine Zoleptil

Drug cessation is the most effective treatment of
NIP however this is not always appropriate (Lee et
al 2006). After discontinuation, 60% of those with
drug-induced Parkinsonism will recover within
two months; some will recover within hours or
days but in some cases recovery may take several
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Movement related signs and symptoms of NIP
Whilst resting tremor is a classic feature of IPD,
only action tremor was reported by one focus
group member (P1). Rigidity was identified, with
trunk flexor rigidity less marked than in IPD (P3).
One member of the group reported having assessed
bilateral cog-wheel rigidity in upper and lower
limbs in the absence of any resting tremor (P2).
Head drop and bent spine presentation were iden-
tified as common acute-onset symptoms following
commencement of medication, particularly with a
typical neuroleptic like haloperidol (P2). Spinal
extensor muscle weakness caused posture and
mobility difficulties, including problems with posi-
tioning for optimal fluid and food intake, and with
transfers and falls (P2).

A number of gait and posture deficits were identi-
fied: tendency to progressive decrease in stride
length (P4); festination (P1, P3); dyskinesia affecting
gait (P2, P4); and a forward-flexed posture (P1, P4).
Festination occurred in the classic IPD locations
such as doorways and during turning (P3), but not
as predictably as found in IPD. Freezing was not
identified as a symptom. For those on long-term
neuroleptic treatment idiosyncratic gait distur-
bances due to dyskinesia were a pertinent feature
(P4). New episode tardive dyskinesia, not initially
present on taking neuroleptic medication, was
observed six months following cessation of long
term neuroleptics (P2). Mobility could decline
markedly even in younger individuals on starting
medication (P4) and could decline progressively in
individuals remaining on neuroleptic medication
(P2, P4). General ageing compounded mobility
problems, with institutionalization or confined
living space in community homes contributing to
immobility (P3, P4). Participants identified a height-

ened falls risk resulting from poor mobility, even in
those under 65 years (P3, P4). Table 3 presents the
group’s comparison of symptoms associated with
IPD versus NIP.

Physiotherapy in the multidisciplinary management 
of NIP
A move towards a rehabilitation and recovery
model as opposed to a maintenance model in
mental health promoted regular MDT meetings

LENGTH OF EXPERIENCE 
IN MENTAL HEALTH
PHYSIOTHERAPY

9 years

7 years

25 years

30+ years

PARTICIPANT

(P1)

(P2)

(P3)

(P4)

CLINICAL SETTINGS

Inpatient assessment wards; day units;
community

Inpatient assessment wards; day units;
community

Inpatient assessment wards;
rehabilitation and recovery wards; day
services; community

Inpatient assessment wards; day units;
community

MAIN PATIENT POPULATION (EG AGE AND LENGTH OF
TIME ON NEUROLEPTIC MEDICATION)

Older age adults on long term neuroleptics. More
likely to see NIP in patients with organic
conditions.

Older age adults on long term neuroleptics. Also
acute onset Parkinsonism associated with
commencement of neuroleptic medication.

Adults (60+) known to mental health services for
many years, often living in non-NHS community
based residential homes, on long term
neuroleptics.

Older age adults on long term neuroleptics.
Acute onset Parkinsonism associated with
commencement of neuroleptic medication.

Table 2 Characteristics of focus group participants

Table 3 Comparison of symptoms associated with IPD and NIP

ASSOCIATED WITH IPD ASSOCIATED WITH NIP

Resting tremor No resting tremor

Action tremor Action tremor

Trunk rigidity Less trunk rigidity

Flexed trunk posture, increased Tendency towards trunk flexion
tone in flexor musculature (head and neck in particular), 

weakness in spinal extensor 
muscles

Unilateral onset of limb rigidity Bilateral onset of limb rigidity

Cog-wheel and lead pipe rigidity Possibility of cog-wheel rigidity

Progressively shorter stride Progressively shorter stride
length length

Festination classically in Festination may be in classic
doorways, turning situations 

Freezing of gait No freezing of gait

Dyskinesia Tardive dyskinesia

Neurodegenerative, progressive Progressive decline if left on 
neuroleptic medication

Classic stages of the condition No stages identified
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(P1). Individuals prescribed neuroleptics were
given regular review and side effects of medica-
tion monitored through close MDT working.
Therapists felt that physiotherapy input was
valued by other staff for inpatients with NIP in
both organic and functional patient service areas.
The group agreed that consultant psychiatrists
were keen to involve physiotherapy on commence-
ment of neuroleptics when there may be a period
of acute onset Parkinsonism which may warrant a
change of medication. Management of the patient
during neuroleptic cessation also required an
MDT approach (P1, P2). Opinions differed in terms
of the perceived value placed on physiotherapy in
NHS hospital settings (P2) as opposed to non-NHS
community residential settings (P3) where physio-
therapists were often not routinely involved. In
hospital settings the team included consultants,
nurses, other allied health professionals and a
pharmacist (P4). This contrasted with community
settings where the GP might be the medical link
and access to the support of a psychiatrist as part
of the MDT could be problematic (P3). Earlier
referral was recommended (P3) where there was
scope to assess and provide a treatment plan (P2,
P4). Treatment was perceived as less effective
both in cases when neuroleptic medication was
not reduced, and also for those taking neuroleptic
medication for long time periods, perhaps years,
when tardive dyskinesia could be problematic
(P2).

Physiotherapy management of NIP

Management approach
The physiotherapy role differed between those
with organic and those with functional disorders.
With an organic disorder the emphasis was on an
advisory role involving the main carers of individ-
uals with an inability to contribute to setting
shared goals (P1). Individuals with functional dis-
order were actively involved in decision-making,
goal setting and treatment planning (P1).

Physiotherapists agreed they treated the symp-
toms that presented sometimes prior to formal
diagnosis being known. Daily input, which could
be provided during the start of neuroleptic treat-
ment (P1, P2), might consist of specific exercises
and gait re-education and was felt to improve
observed treatment outcomes (P2). Whether daily
input improved gait by lessening NIP or by
improving other factors such as general fitness
that had compounded gait difficulty could not be
specifically determined. Daily input improved indi-
viduals’ function post-cessation of neuroleptic
medication given over a short time period,
allowing the best chance for full recovery (P2).

Referral, assessment and review
Assessment of mobility and monitoring for
mobility problems (P4), and assessment of acute
postural problems (P2) on commencement of neu-
roleptic medication were highlighted as reasons
for referral to physiotherapy by the MDT. This was
seen to aid management at a critical time period
to best effect (P4). Sometimes however referral did
not occur until mobility problems (P1) and falls
risk (P3) were identified.

Therapists highlighted the difficulty of assess-
ment, including differentiating between conditions
(Caslake et al 2008). The presentation of dementia
with Lewy bodies could resemble NIP, as could the
presentation of individuals with chronic mental
health disorders who might lack spontaneity in
movement, ie differentiating between long-term
symptoms of schizophrenia and NIP could be
problematic. In addition gait patterns secondary
to mental health disorder, eg possible attention
seeking behaviour, might confuse the gait picture
(P1). The symptom complex was likely to be highly
individualistic, depending on dose and duration of
neuroleptic medication, or how long since ceasing
medication. Clinical experience in mental health
contributed to the formulation of a provisional
diagnosis of NIP by therapists which then con-
tributed to a formal diagnosis (P1).

On an assessment unit a baseline physiotherapy
assessment helped track progress over time (P4).
An initial functional assessment with supplemen-
tary specific assessments, eg, Tinetti Balance
Assessment Tool (Tinetti et al 1986), Berg Balance
Scale (Berg et al 1989), Lindop Parkinson’s
Assessment Scale (Pearson et al 2009) was identi-
fied as part of the specialist mental health MDT
assessment (P1, P2).

Mobility was monitored and care plans were
amended as required. A monthly review of individ-
uals post-cessation of neuroleptic medication
involved the therapist repeating the initial assess-
ment tool to assess change (P4). A review of a
community mobility treatment plan would be
undertaken to monitor success and provide addi-
tional advice to staff/family if necessary (P1, P4).
Review was particularly important during transi-
tion from hospital to the community, as experience
had proved this could be a time when mobility
was unsupported and prone to deterioration (P4).
One therapist saw a marked deterioration in
mobility of an individual when reviewed after only
one month in a new area of care as the care plan
had not been adhered to (P4).

Treatment
Mobility, gait and falls prevention
Rehearsal and repetition of transfers was a
common treatment approach. Regular mobilising
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over the course of the day reduced mobility prob-
lems (P2). Therapists identified cueing –- the use
of auditory prompts for long sequences of move-
ment such as walking – as a helpful treatment
strategy. Cueing was particularly helpful for those
having taken a short course of neuroleptic med-
ication for challenging behaviour management.
Cueing was also effective for individuals who had
been on neuroleptics for many years (P1).
Following cessation of medication gait could
improve after one week of cueing treatment (P2),
sometimes to the pre-neuroleptic level. Individuals
responded well to verbal prompts and strategies
to enable them to walk through doorways (P1).
One therapist reflected on an individual for whom
cueing had been particularly effective during neu-
roleptic dose reduction. However, when
behavioural problems necessitated an increase
again in neuroleptic medication, festination was
more pronounced and cueing less effective (P2).
Cueing was a useful technique to teach to nursing
and care staff to help carry over of effect (P2).

Physiotherapists assisted nursing and care staff
in care planning which would underpin manage-
ment (P4) to minimise falls risk. Staff were advised
on how to assist an individual to transfer and
mobilise with or without a walking aid, and use
cues to support management over a 24 hour
period (P4). In the community, physiotherapists
would work with care staff and family to allow
them to understand mobility problems in relevant
contexts and to build their confidence to provide
assistance (P1, P2).

Exercise and physical activity
Therapists identified key specific exercises to
address individual problems, eg trunk exercises
including knee rolling and bridging to reduce
trunk rigidity (P2). Qualified therapists would
treat individuals with complex problems (P4).
More general exercise was provided through
physiotherapy technical instructors and assistant-
led ward based exercise groups (P4, P2). Engaging
individuals on long term neuroleptic medication in
activity could be challenging (P4). Physiotherapists
indicated which individuals would be able to par-
ticipate (P4) for walking groups with nursing staff.
Physiotherapists were aware of community based
exercise provision and were able to refer individ-
uals being discharged for on-going exercise
activity and weight management (P2). One respon-
dent pointed out the distinct lack of attention to
physical activity in several community residential
homes (P3).  These individuals benefited from
attending a day centre where they could be
assisted to mobilise over greater distances (P4).

Evaluation and Research
Evaluation of the effect of physiotherapy was per-
ceived as complex given the difficulty identifying
the recovery resulting from medication versus
physiotherapy (P1), and participants agreed that
more analysis of the effects of medication were
required. There was a perceived lack of evidence
of the trajectory of individuals who experience
NIP which a longitudinal cohort study could
address (P3). Given the lack of evidence, case
studies were perceived to be appropriate starting
points (P3). It would be important to study the
presentation of different individuals taking the
same medication dose (P4). Individuals on the
newer atypical neuroleptics were likely to show a
different trajectory and data on this should be col-
lected (P4).  Observational studies comparing the
recovery of individuals on short term neuroleptics
with and without physiotherapy would be instruc-
tive (P2). A randomised controlled trial of the
effectiveness of physiotherapy post-cessation of
neuroleptic medication versus no physiotherapy
could also be considered (P2).

DISCUSSION
Whilst some authors report that NIP is clinically
indistinguishable from IPD (Lennox and Lennox
2002) others observe clinical differences (Hirose
2006). Focus group participants reported that
rigidity, soft tissue shortening, and weakness were
pertinent to both groups. In NIP rigidity may
present bilaterally rather than unilaterally, devel-
oping in a rapidly progressive manner; tremor can
be the least common symptom, symmetrical in
presentation, evident in both hands during rest
and action, with pill rolling uncommon (Hirose
2006). Tardive dyskinesia, presenting as involun-
tary movements of the tongue, jaw or extremities
lasting greater than four weeks, may develop with
neuroleptic use (Kasantikul et al 2007). In IPD
motor fluctuations, dystonia and dyskinesias can
occur as a complication of long-term use of lev-
odopa. Festination in classic IPD locations such as
narrow doorways was not as predictable in NIP.

The Dutch guideline for physical therapy in
Parkinson’s Disease (Keus et al 2004) includes four
Quick Reference Cards (QRCs) designed to help
decision making in the practice setting. The fol-
lowing section maps focus group insights onto the
format of one of the Dutch guideline QRCs relating
phase of disease to treatment goals. Figure 1 pro-
poses a model of physiotherapy treatment goals
related to the NIP symptom complex type.

A non-acute symptom complex presentation
might result from administration of an atypical
neuroleptic such as Olanzapine for longer term
management of symptoms of psychosis. Physical
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problems might include limb rigidity, gait prob-
lems, postural instability and falls. Tardive
dyskinesia may develop over time compounding
falls risk. A long-acting intramuscular depot injec-
tion could be administered for longer term or
maintenance therapy, causing less side effects
than the oral preparation. However side effects
from long-acting injectable preparations may be
equal to, less than or more than those with oral
preparations, depending on the drug used
(Zhornitsky and Stip 2012). An acute symptom
complex may develop following administration of
a typical neuroleptic such as haloperidol, given
over a shorter term to manage acute symptoms of
psychosis and symptoms of challenging behaviour
in dementia. Physical difficulties may include pos-
tural problems of head drop and bent spine
(camptocormia), trunk and limb rigidity, gait prob-
lems, postural instability and falls. Camptocormia,
a dramatic abnormal postural problem with
marked flexion of the thoracolumbar spine that
increases with walking and abates in the recum-
bent position, is becoming an increasingly
recognized feature of parkinsonian and dystonic
disorders (Azher and Jankovic 2005). Other
agents may be administered to reduce side effects
by their different relative affinity for the various

receptors, such as Procyclidine, an anticholin-
ergic, and Clozapine itself an atypical neuroleptic
(Hensiek and Trimble 2002).

A very individualistic pattern of symptoms was
reported for individuals with NIP, possibly linked
to drug type and dosage. This constitutes a major
difference with the classic early, middle and late
or diagnostic, maintenance, complex palliative
stages (MacMahon and Thomas 1998) of IPD.
Figure 1 highlights the greater range of problems
associated with the acute symptom complex.
Appropriate standardised outcome measures are
required to match problems at each stage. A
group of UK physiotherapists with an interest in
IPD reviewed the outcome measures recom-
mended in the Dutch guidelines for cultural
relevance in the UK (Ramaswamy et al 2009). A
similar approach could be taken by therapists
with an interest in NIP to determine transfer-
ability of measures to their area of work.

Physiotherapists provide an important contribu-
tion to the formulation of a diagnosis of NIP and
its subsequent management within the context of
the multidisciplinary team. The practice context
offers an opportunity to collect and collate a stan-
dardised data set in relation to physiotherapy with
patients with NIP. Data collected could include

NON-ACUTE SYMPTOM COMPLEX OF NIP

Often atypical neuroleptic
Often longer term, maintenance, 

relatively lower dose
Management of psychotic symptoms

Goal of therapy

• Reduce limb rigidity
• Improve active dorsiflexion/heel strike
• Improve gait pattern
• Reduce falls risk

Physical problems: limb rigidity; reduced
active dorsiflexion/heel strike; small steps,
festination and/or freezing; falls

ACUTE SYMPTOM COMPLEX OF NIP

Often typical neuroleptic
Often short term, relatively higher dose
Acute psychosis and challenging behaviour

management in dementia

Goal of therapy

• Improve cervical/trunk extension
• Maintain soft tissue length in cervical/

trunk flexors
• Reduce trunk rigidity
• Reduce limb rigidity
• Improve active dorsiflexion/heel strike
• Improve gait pattern
• Reduce falls risk

Physical problems:weakness in
cervical/trunk extensors; reduced soft tissue
length in cervical/trunk flexors; trunk rigidity;
limb rigidity; reduced active dorsiflexion/heel
strike; small steps, festination and/or
freezing; falls

Comparable
with early-
mid phase IPD

Comparable
with mid-late
phase IPD

Increasing symptom complex

Figure 1 NIP symptom complex type related to physiotherapy specific treatment goals (based on Keus et al 2004)
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details such as demographics of patients (age,
gender, ethnicity), type and dose of medication,
when commenced, symptom complex, what phys-
iotherapy treatments were put in place (frequency,
intensity, duration), short, medium and long term
outcomes at an impairment, activity and participa-
tion level. Such data should highlight referral
patterns, potential patterns of presentation with
different types and dosage of medication and link
with effectiveness of physiotherapy.

CONCLUSION
NIP has become less prevalent and incidence has
continuously decreased with the use of atypical
antipsychotics (Chouinard and Chouinard 2008).
However NIP remains a global public health
problem (Weiden 2008) due to the fact that there
are inadequate funds to provide atypical antipsy-
chotic drugs coupled with the reality that even
these can cause movement disorders (Janno et al
2004). There is concern at the use of antipsy-
chotics as a first line response to behavioural
difficulty in the growing problem of dementia
(Department of Health 2009). Focus groups with
experienced therapists could provide an effective
method of generating topics for questions about
NIP to inform the development of a large scale
survey of clinicians working in the field. Results
could inform  observational studies charting
movement disorder arising from NIP, and extend
the model presented in this paper to form the
basis of an evaluation of physiotherapy treatment
approaches for different symptom complexes.
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In 2010, a multidisciplinary
team for Huntington’s Disease
was appointed in Aneurin
Bevan Health Board (ABHB)
which serves a population of
600,000 in Southeast Wales.

This area has one of the highest incidences of
Huntington’s Disease (HD) in Europe and the team
was established in conjunction with the
Huntington’s Disease Society, people affected by
HD and the regional Huntington’s management
clinic to address concerns about the level of
support this client group receives and how and
where their care is delivered.

Angela Hall was a specialist physiotherapist
working in an outpatient neurophysiotherapy
clinic within the Aneurin Bevan Health Board at
the time when the team formed. Angela had broad
experience of a wide range of neurological condi-
tions and was ready for the next challenge in her
career. She was appointed in 2010 as the spe-
cialist physiotherapist for the ABHB Huntington’s
team.

Angela took some time out of her busy schedule
to answer some questions about the team and its
working practices.

Who is in the Huntington’s team?
The team includes a clinical nurse specialist, 
clinical psychologist, specialist OT, physiothera-

pist, SALT and administration
support. Initially plans for a commu-
nity psychiatric nurse were changed
following difficulty in recruitment.
The HD team is unique within Wales
and possibly within the UK as the
staff work only with people affected
by Huntington’s Disease and are all
based in one office.

The team works closely with the

Regional Huntington’s Management Clinic which
is based in Cardiff under Professor Anne Rosser.
The management clinic sees many of the people
with HD and their families from the ABHB catch-
ment area. The HD team sits within the health
board’s complex health team and is funded from
the Welsh Government.

How many patients do you see as a team?
The nurse specialist and administrative support
are full time posts, all other team member work
part time; the team equates to 3.5 whole time
equivalent staff and serves a population of 55
patients. Patients are resident in a variety of set-
tings including nursing homes, supported living
units and their own homes. Less than half of the
patients are in receipt of complex healthcare
funding.

How do you work as a team?
The team operates a care coordinator system to
ensure continuity and high standards of communi-
cation for patients’ families and the team itself.
Clinical discussions are held every week within
the team to ensure that input is timely and appro-
priate. Goals for specific interventions are also
discussed and agreed. Joint working between dis-
ciplines is necessary and highly beneficial.

Who can refer to the Huntington’s team?
There is an open referral system accessible to
health professions within primary and secondary
healthcare as well as for social services, family
members and patients. Not all people within the
health board are willing or able to attend appoint-
ments at the Regional Huntington’s Management
Clinic; the establishment of a local service has pro-
vided invaluable support to these people.

Where do you usually see your clients?
Treatment is delivered wherever the patient is; this
allows us to utilize the benefits of seeing someone
within their own environment, to access more spe-
cialist equipment and additional assistance from
qualified and specialized staff within local depart-
ments when needed and to follow patients into
acute settings when they are admitted to hospital.
This flexibility of location has huge benefits for the
patients in terms of continuity of care, ensuring
that other staff who may be unfamiliar with HD
have a better understanding of the disease and the
person behind the disease. The Huntington’s Team,
with their knowledge of the person and their
normal domestic functioning parameters is able to
facilitate quicker discharge and ensure that levels
of mobility are not lost by well-meaning but ill-
informed healthcare workers with little experience
of this very unusual condition.

SHARING GOOD PRACTICE 1

Huntington’s
Disease
Adele Griffiths
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What challenges have you faced?
Working within a team with a range of profes-

sions has been one of the biggest challenges:
blurring of boundaries, accepting alternative clin-
ical opinions and working practices can
sometimes be difficult. Identifying our role within
HD management has also taken time and regular
open discussion.

The client group and HD are challenging from a
treatment point of view. Factors such as motiva-
tion, poor higher executive function and
compliance with treatment plans all have an
impact upon intervention; this is compounded by
variance in accessibility to community services.
The physical symptoms and their impact on func-
tion, of involuntary movements and bradykinesia
also add to the therapeutic challenges. Historically
this is a client group that has not received consis-
tent or expert intervention and therefore there is
a poor evidence base of effective treatment
options throughout the course of the disease
process.

And what have been your successes?
Since the team formed, no patient has had to be
moved to an additional care facility, all patients
have been managed within their existing accom-
modation even as the condition has progressed.

The team raised concerns about the appropri-
ateness of a specialist nursing home that was
being used as a placement for a number of young
and challenging patients. Following this all HD
residents have been relocated closer to home in
general nursing homes.

Most of the patients known to the HD team who
have died have been able to stay at home in accor-
dance with their and their family’s wishes.

Early discussions about artificial feeding and
end of life preferences have resulted in supported
refusal of treatments and informed best interest
meetings when the patients no longer have
capacity or the skills to make those wishes known.

The team was awarded the 2012 Nursing
Standard’s community nursing award and was a
short-listed finalist in the 2012 NHS Wales award
in ‘citizens at the centre of service re-design and
delivery’.

The successful model of this team is now being
considered by the Health Board in its design of
future Brain Injury Services.

If you are working with HD patients and wish to contact
Angela her email address is Angela.Hall@wales.nhs.uk

Angela is particularly interested in hearing from anyone
who is working with others health professionals with HD.

Look out for the HD case presentation in your next copy
of Synapse.

Wales ACPIN formed in 2011 and as part of the
Wales ACPIN committee’s plans for success we
recognized the need to use e-meetings to facil-
itate regular communication.

The National ACPIN Executive Committee agreed
to financially support the use of Web-ex confer-
encing technology for one year with a view to
rolling out the use of Web-ex to other regions in
the future if it is found to be a useful tool.

Plans for using Web-ex include:
• To support committee meetings, reducing travel

demands on committee members and encour-
aging committee members from further afield
to join in.

• To broadcast evening lectures to ACPIN
members living rooms or work places.
So, to get the ball rolling Reji Abraham, one of

the committee members with a flair for tech-
nology agreed to go about setting up Web-ex and
finding out about the requirements and process.

The first committee meeting using Web-ex was
scheduled, I had planned to attend in person,
driving the sixty-six mile round trip to Costa
Coffee on Junction 33 of the M4 [our customary
meeting place] but, work was busy, one of my chil-
dren was unwell and the dog needed walking!
Help – I did not want to miss this meeting, I had
important feedback from the national ACPIN
meeting and I wanted to be in on the planning of
our big balance conference and course. “Ok,” I
decided, “I’m just going to have to bite the bullet
and go for this Web-ex thingy!”

Michelle Price, a committee member well versed
in Web-ex usage from her time working for the
Welsh Assembly Government Stroke Services
Improvement Collaborative had been very reas-
suring about how easy it was to use but my only
experience of Web-ex had been on an outdated
computer in the speech therapy department

SHARING GOOD PRACTICE 2
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which had no working speakers – not an ideal
experience!

So I texted the Chair who notified Reji who sent
me an invitation to my home email address.
Dubiously (plagued by doubts of my technological
expertise) I made coffee (cheaper than Costa) and
found a tidy place in the house, clicked on the invi-
tation line and, hey presto I connected, it was as
easy as that. It was amazing, there I was, sitting in
my kitchen listening to the meeting and joining in,
thinking “WOW this beats driving to Cardiff and
back – think of everything I can do in that addi-
tional two hours”.

I was the only one with a video link (or at least
the only one owning up!) so they could see me but
I couldn’t see them. Two of us were at home that
night and three in Costa Coffee.

There were a few difficulties hearing people who
weren’t near the microphone. The three at Costa
coffee were sharing a computer and Reji was on
his mobile. But overall it was a great experience –
and two minutes after the Chairman closed the
meeting I was cooking tea and it felt fantastic not
to be driving home for an hour.

For the second meeting with Web-ex available, I
thought I had better turn up and so it was Reji and
I in Costa coffee, three others linking from home
and one person experiencing technical difficulties
in West Wales. This time it was more difficult, I
tend to like getting involved in the conversation
and get quite animated in discussion (well what do
you expect – I am a neurophysiotherapist after
all), and I suddenly realized – after some half an
hour of lively discussion that I was hunched over
the laptop, speaking very loudly to out compete
the floor buffing machine at Costa Coffee and
receiving rather a lot of irritated looks from other
customers trying to enjoy a relaxing break on
their long journeys (west or east) only to be
sharing the room with some strange woman bel-
lowing at a laptop about evening lectures,
membership lists and some people called
Shumway-Cook and Woollacott. This somewhat
curbed my enthusiasm and I lost the thread of the
meeting at that point.

The next stage was to deliver an evening lecture
via Web-ex, aiming to unite South, West and
Northern regions of Wales with a modern take on
the classic ACPIN evening lectures. Living in
Manchester and working as a junior physiothera-
pist, evening lectures were easily accessible, as
they are mainly for city based ACPIN members. A
group of us would pile enthusiastically into a car
and hurtle  happily to the venue rarely more than
half an hour away, but this format is a major chal-
lenge for more spread out and rural populations.
Cue the Web-Ex, Dr Tom Hughes, a leading light in

the Welsh Stroke Improvement Collaborative had
agreed to speak about new developments in
Telemedicine. Eighteen ACPIN members regis-
tered for the first Web-ex evening lecture (over
twenty percent of the Wales ACPIN membership)
however, following some technical difficulties in
starting, the attendance dropped to eight for the
lecture.

So, a mixed start for WEB-ex as we take stock
half way through this trial year. Clearly we will
need to address the technical glitches we have
encountered and we will need to encourage more
of our members to give the Web-ex evening lec-
tures a try.

You can read more about how Wales ACPIN gets
on with Web-ex in the next issue of Synapse.

If you are interested in trialing Web-ex in your
region please contact your regional representative
and ask them to speak to Jakko Brouwers, Vice
Chair of National ACPIN and Chair of Wales ACPIN
or Adele Griffiths – Regional representative for
Wales ACPIN.
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heads up! is a specialist neurological physiotherapy practice
established in 1997 with clinics at South Holmwood (near
Dorking), New Victoria Hospital (Kingston), Roehampton and
Sevenoaks. We are committed to developing one of the best
neurological physiotherapy practices in the country.

headsup!

If you are interested in working with heads up!

please email your CV to admin@headsup.co.uk

We offer:

• the opportunity to treat patients with 

a wide range of neurological conditions

at different stages in 

their rehabilitation

• the chance to focus fully on treatment

• the opportunity to provide patients with

regular quality treatment based on

clinical need over extended periods 

• the chance to work (and learn) with

other senior neuro-physiotherapists

• the opportunity to work with a group of

dedicated and enthusiastic patients

• weekly in-house CPD

• funding for relevant courses

We require:

• you to be at least five years qualified

• you have at least three years’

neurological clinical experience

• completion of the three week basic 

Bobath course on Adults with

neurological conditions

• enthusiasm

• flexibility

• ability to work well within a team

• professional commitment

• motivation and organisational abilities 

• willingness to work in any of our clinic

locations and within the community

• use of own car

heads up! 9 Warwick Road, South Holmwood, Dorking, Surrey RH5 4NP

Clinical Specialist
vacancy – January 2013



The role of the physiotherapist as an
expert witness has evolved over the
past 30 years to the extent that the
Medico-Legal Association of Chartered
Physiotherapists (MLACP), which was
founded in the late 1990’s, now has
nearly 200 members. The majority of
members have limited experience in
the medico-legal field and joined the
MLACP to expand their expertise and
increase the likelihood of gaining
work.

So, what makes an expert? In 1990, I
was asked by a solicitor in Manchester
to provide a report for a severely
disabled client. My natural instinct was
to refuse as I had never contemplated
doing this type of work. However, I was
told “we need your particular expertise
as your position as head physiothera-
pist at the National Hospital for
Neurology and Neurosurgery gives you
expert status to comment on this lady’s
physiotherapy needs both now and in
the future. I am very happy to help
with the legal aspects of report
writing”. At that time, there was no
training for physiotherapists entering
the medico-legal field and this
seemed to be a good opportunity to
‘dip my toe in the water’. Was I an
expert? I taught extensively on various
aspects of neurological physiotherapy
at that time and might therefore be
considered to be an ‘expert clinician’
but an ‘expert witness’ - definitely
not. However, did I enjoy the experi-
ence; most certainly!
This initial report was reviewed by

the claimant’s barrister before being
disclosed to the defendant. In turn it
became part of the court bundle and
was read by various other expert
witnesses and legal personnel. It must

have been acceptable as I was subse-
quently instructed by other solicitors;
my first seven or eight cases being in
the Manchester area.
My experience is probably similar to

other physiotherapists starting out at
that time. If the initial report was
considered to be satisfactory, you were
likely to get further instructions. It was
a new and developing field and the
CSP soon established an expert witness
list. Solicitors would contact the CSP
asking for someone to prepare a
physiotherapy report and the Director
of Professional Affairs would forward
that request to the person she consid-
ered to be most suitable. A grace and
favour state of affairs one might say-
keep in with the Director!
Over the years the role of the expert

witness has developed. Whereas we
more ‘senior experts’ had to learn on
the job, various courses are now avail-
able to provide training in the legal
process. However, in spite of this
training, many find it difficult to break
into this field. Claims for people with
neurological disability vary from
between perhaps £300,000 for a young
man with a sciatic nerve lesion to over
£10 million for a cerebral palsy child
with severe disability but a long life
expectancy. Little wonder that solici-
tors prefer to stay with the tried and
tested expert rather than instruct an
unknown entity.
With regard to the type of instructions

you may receive, these primarily
address quantum, that is to say, what is
the value of the claim? The physiother-
apist has to provide recommendations
with a detailed rationale of what
physiotherapy and related equipment
the client requires both now and in the

future and the cost of this intervention.
This invariably entails an assessment of
the client at their place of residence.
Clearly for the younger clients,
predicting their long term needs can be
difficult but, providing the physiother-
apist has experience of working with
clients over time and appreciates the
impact of pathological movement
patterns on the musculo-skeletal
system/balance mechanism in later life,
it is possible to provide a reasoned
opinion. Reasoned being the operative
word.
Other types of reports which may be

requisitioned include those on liability
and comments on the claimant’s
expert physiotherapy report. These are
frequently ‘desktop’ reports whereby
the physiotherapist relies entirely on
the documentation provided by the
solicitor as opposed to carrying out a
hands-on assessment. On one
occasion, I was instructed by criminal
lawyers to comment on whether or not
a man arrested for murder could
indeed have wielded the rake given
that he had a pre-existing hemiplegia.
This necessitated a visit to Brixton
prison, his ‘place of residence’.
The physiotherapist may be

instructed by the claimant, by the
defendant or as a joint expert. All
reports must comply with the Civil
Procedure Rules, part 35. Further
guidance is provided in Practice
Direction 35 and Protocol for the
Instruction of Experts to give Evidence
in Civil Claims (www.justice.gov.uk/
courts/procedure-rules/civil/rules). Part
35 is intended to limit the use of oral
expert evidence to that which is
reasonably required and where
possible, it is recommended that
matters requiring expert evidence
should be dealt with by only one
expert. Experts and those instructing
them are expected to have regard to
the guidance contained in these
documents and the report must
contain a statement of truth.
Irrespective of the source of instruc-

tion, the report is prepared for the
court and therefore should be
independent and in no way biased
toward either party. There needs to be
a reasoned argument when setting out
opinions and recommendations based
on the documentation provided, the
interview/assessment and the avail-
able evidence.

FOCUS ON… 1

The role of the
expert witness
Sue Edwards
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On Saturday 1st September I travelled
with my husband and two children
aged 11 and 8 to the Paralympics
London 2012. We were lucky enough
to have tickets for swimming in the
morning and athletics in the evening.

The excitement started to build as we
left home at the crack of dawn. For a
Saturday morning Epping tube station
was heaving and everyone seeming to
be going the same way! Faces were
daubed with red, white and blue. There
were colour co-ordinated outfits and
flags tucked into rucksacks.

Spontaneous conversations, previously
unheard of on the tube, started to
break out. When we arrived at Stratford
everyone poured towards the Olympic
Park to be met by the cheerful band of
Games Makers. This was a very positive
addition to the whole experience.
Despite the early hour and the hordes
of people this diverse mixture of volun-
teers were not just friendly and helpful,
but aimed to create a real atmosphere
with humour and enthusiasm.
By the time we took our seats in the

Aquatic Centre, we were really geared
up for the day. Although we were high
in the stands there was still an excel-
lent view of the pool, with big screens
allowing us to zoom in on the
competitors. The atmosphere was
electric by the time the first swimmers
came out and this just built and built
throughout the morning. As a neuro-
physiotherapist I was really struck by
the contrast at times between the
competitors’ ability to move on land

FOCUS ON… 2

The Paralympics
spectator 
experience
Lisa Knight

Having provided the report, rest
assured, that is not the end of the
process.
1. There may be a conference with
counsel to discuss the expert
evidence prepared in the case and to
ensure ‘everyone is singing from the
same hymn sheet’. For example,
there may be overlap between the
occupational therapy and the
physiotherapy experts and recom-
mendations need to be consistent.
Also, the recommendations of the
physiotherapist, which may include
large items of equipment such as a
neurological treatment plinth or arm
and leg exerciser, will impact on the
accommodation needs. These will
therefore need to be incorporated
into the architect’s report.

2. Once the report has been disclosed to
the other side, questions of fact may
be raised by the opposing party
seeking specific clarification. These
need to be addressed within 28 days.

3. The physiotherapist may be asked to
comment on the opposing side’s
physiotherapy evidence highlighting
areas of agreement and disagree-
ment and the reasons for this.

4. A joint statement may be required
from both physiotherapists

instructed in the case. This usually
involves a telephone discussion with
the claimant’s expert taking notes
and preparing the joint statement.
This is then sent to the defendant’s
expert and once agreement has
been reached that this is an accurate
reflection of the discussion, this is
signed by both physiotherapists and
sent to their instructing solicitor.

5. Throughout the process, the
instructing solicitor may forward
other expert evidence and updated
medical records for you to consider.
If this causes you to change your
opinion, you must inform the solic-
itor immediately.

6. You may be requested to revisit the
client for the purpose of providing a
supplementary report if some time
has elapsed since your initial report
or specific treatment has been imple-
mented which may have changed the
client’s functional ability.

7. Most cases will settle out of court but
occasionally the case may proceed to
trial and you may be required to give
evidence.
In summary, medico-legal work is

very demanding and should not be
entered into lightly. With the current
uncertainty within the NHS, many

physiotherapists, even some newly
qualified, are contemplating branching
out into this field as it appears to be a
lucrative area of work. However, the
key criterion is to be, not only an
expert practicing clinician but also an
expert in report writing. Being able to
write details of your therapy interven-
tion for the purpose of record keeping
is very different to providing a detailed
report eloquently and succinctly,
summarising the cause of injury and
developing a reasoned argument for
your recommendations. I advise
caution on two counts; the expert
witness has lost immunity and may
now be sued for providing negligent
expert evidence (Jones v Kaney) and
Lord Justice Jackson’s reforms to the
civil justice system are likely to have
profound effects on remuneration
when providing expert reports.
In spite of these changes, medico-

legal work continues to be a
fascinating, challenging and very
different experience for many physio-
therapists. An attention to detail is
paramount and I have found my
obsessive compulsive tendencies
invaluable! Who knows, perhaps you
too will find it to be your true vocation.
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and their speed and agility in the
water. It made me think about
untapped potential in some of my own
patients and about the limitations that
we as therapists may unwittingly
impose on participation. These were
not disabled athletes but first class
enabled athletes. I wondered if this
was why the story behind a
competitor’s disability was often hard
to uncover – this was about what
people can do, not what they had lost.
This focus on the positive and the

mainstreaming of disability is clearly
something that we have been striving
for in rehabilitation for some time, as
highlighted by the International
Classification of Functioning, Disability
and Health (ICF). It was really amazing

to see this same focus applied by the
general public and the media. It was
great to have my children there too –
for them to see that often the barriers
that are created between disability and
ability are merely perceptions, to see
everyone applauding achievement and
ignoring difference. I was put to shame
by my son’s grasp of the classification
scheme too and really struck by the
complexity of trying to fairly match
often diverse impairments, particularly
amongst the amputee and cerebral
palsy competitors.
In the main stadium we had excel-

lent seats with a fantastic view of the
finish line and medal podiums.
Highlights included seeing Jason Smyth
smashing the world record in the 100m

T13 final and fellow Irishman Michael
Mckillop doing the same in the 800m
T37. We were also able to marvel at the
speed and skill of Oscar Pistorius who
has developed such a refined and fluid
running style.
We left the park after dark, marvel-

ling at its beautiful architecture and
artwork and having had a wonderful,
unforgettable and truly inspiring day.
For my children it was an opportunity
to see how resourceful the human
body and indeed the mind can be. For
me it was an opportunity to take down
some of the perceived barriers to
rehabilitation and participation. Long
may the Olympic spirit live on!

PhD Blog autumn edition – part 1

In my previous blog I wrote about some
of the high and low points of starting a
PhD. The highlight of my previous blog
was around finding this elusive
research question. I am pleased to
inform you that I have found my
research questions and felt that I
should let you know what I have learnt
about going through that process.

Top tips for finding a research question:
• Get familiar with the literature
relating to your topic.

• Make a note of the key journals
relating to your topic. One of the
ways to do it is searching through
different research databases and look
for systematic reviews or meta-
analysis done in the area of interest.

If you are registered with a university
then this would be easy to do. If you
are within the NHS you should be
able to do this using Athens. Check
with your hospital library or IT
service.

• Critically appraise the literature
relating to your topic. By doing this,
you should notice a trend, either
relating to gaps in the literature or
limitations of the studies.

• If you have identified gaps in the
research then your research question
could be formed around ways of
bridging the gaps you have identified.
Alternatively if you have identified
limitations to the studies that you have
read, then your research question
could be formed around how you
could improve on the studies.

• However, if you have read the key

journals and you feel your topic or
interest has not been documented
then you can also formulate your
research question based on the fact
that no one has looked into the area
that you are interested in.
Once I found my research question, I

felt like a heavy load was lifted off my
shoulders. Depending on your research
question you then would need to find
the best way to answer you it. That is,
finding the right methodology. Prior to
commencing your research you will
need to gain the appropriate ethical
approval. I would like to focus on the
ethics process for this blog.
Ethical approval is essential for most

research especially if you wish your
research to be published in a reputable
journal. Most universities have their
own ethics committee where students
have to get clearance. However, point
to note that if you are researching in
any area involving patient care you
would also require ethical clearance
from the National Research Ethics
Service (NRES). My experience with the
Ethics Committee has been enlight-
ening. Firstly, completing the ethics
form is as if you have carried out the
study before you have even started. I
felt as if I was repeating myself in many
ways due to how the application
process is constructed. I suppose they
do this to ensure that you know exactly
what you are trying to do and how you
are proceeding ethically. My top tip for
getting through ethics is not to be

FOCUS ON… 3
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offended when they send back your
application with corrections to make. I
would say do not be disheartened and
only scan their comments on the first
day. After two days it is worth going
through and making the necessary
amendments. After all, you need to get
ethical clearance before you start the
study so don’t delay.
I am now at my one year mark and

must say that this has been an inter-
esting journey. Nonetheless, I am
pleased with my progress thus far and
have a good support team around me
which keeps me on track. I have two
more years to go and I am quite keen
to get things done in the timeframe I
have been given. There are many
challenges but also many opportuni-
ties. I guess it depends on where you
want to focus. I choose to focus on
overcoming my challenges and keep a
keen eye out for opportunities.

Part 2
In my first entry I explained how it had
taken five years to actually begin my PhD
due to the route I had taken in gaining
trial funding before I started and the
challenges and experiences this had
provided. In this second entry I thought
it would be useful to talk a little more
about the trial and how my time is split
between the various jobs required of a
PhD student. Since all PhDs are so
different the time frames and workloads
will also vary considerably.
I am the blinded assessor and co-

ordinator for the trial which aims to
recruit 150 patients. The objective of
the double blind placebo controlled
trial is to identify whether using a
combination of botulinum toxin and
electrical stimulation to the forearm
within six weeks post stroke in a group
of patients with spasticity and no
functional activity can lead to
improvements in function at six
months.  Rather than using indirect
measures of spasticity (eg Ashworth
scales that are confounded by muscu-
loskeletal stiffness) we are using
abnormal muscle activity measured by
EMG to identify patients who are
developing spasticity.
If they develop abnormal muscle

activity on EMG during the first six
weeks post stroke then they are
randomised to one of two groups –
one group has placebo injections to
the elbow and forearm flexors and

thrice daily electrical stimulation to the
wrist extensors for three months while
one group has botulinum toxin injec-
tions to the elbow and forearm flexors
and the same daily electrical stimula-
tion for three months.
They are measured at baseline (prior

to injections), then at two, four and six
weeks post injections. At three months
post injections they are reviewed
again, the electrical stimulation is
withdrawn and a final measure is
taken at six months post stroke. The
assessments include measures of
impairment, activity and participation.
Since this is not a scientific paper I will
not go into all the details but hope this
gives a flavour of the trial (more details
are available on the ISRCTN website
number: ISRCTN57435427).
Because the trial is so time-

consuming I am based at the hospital
more than the university. I tend to get
into work at 7.30am and review any
new stroke patients on the computer
who came in overnight and respond to
emails etc. At 8.30am I begin doing
screening assessments of patients on
the wards. These are relatively quick
measures using EMG, force meter and
an electrogoniometer to measure
people who have consented to partici-
pate but have not developed any
abnormal muscle activity. I then try to
see all the patients who require the
two, four and six week post injection
assessments who are still in the
hospital. Some of these have been
discharged home as have the patients
at three and six month reviews so my
time is taken up then travelling and
assessing in the home environment.
If one of the patients who is being

screened becomes appropriate for
randomisation (they have developed
spasticity and do not have functional
recovery) then I speak to the consultant
who signs the prescription and then
take this down to pharmacy who are in
control of randomising. The injectors
need to also be informed and an
acceptable time for the pharmacist,
person reconstituting the trial drug and
injector then needs to be decided on.
Coordinating three extremely busy
clinicians to be in the right place at the
right time is difficult – I often feel like I
am building a house of cards trying to
achieve this and there are times when
the pack crumbles and I need to begin
again.

I always leave the time between
2.00pm and 4.00pm free to speak to
families and visitors of patients to
discuss the trial, introduce the trial
and when patients are not able to do
so themselves gain consent. As a clini-
cian visiting time was sometimes
frustrating as patients were not always
available however now I look forward
to it. I actually find them too short and
have to go to the 6.00pm to 8.00pm
visiting time on particularly busy days.
After 4.30pm I try to get reading a

couple of articles and do work for the
PhD. I am currently trying to do a
Cochrane Review which takes up a
phenomenal amount of time. It is
necessary to submit other work to the
university and I have just submitted my
first year report which includes a liter-
ature review, methods and planned
analysis of the trial. This will be
followed up by a first year viva in the
coming month which will hopefully
allow progression to the second year.
There are many deadlines to keep on

top of, however the one overarching
and unrelenting scale is the recruit-
ment graph. My constant tormentor
shows how many patients I need to
recruit to hit target broken down per
month with a steady straight line from
0 to 150 which I always seem to be just
under. Because the trial is only
recruiting stroke patients with major
impairments it is easy to find oneself
getting frustrated when people are
admitted with milder impairments or
even if people recover quickly in the
first week which is not commendable.
While not wishing a stroke on anyone I
just hope those who do have a major
stroke attend our hospital and consent
to the trial.
One year in and it is fair to say that

the working hours are very long and
most weekends involve at least some
time working so it is difficult to relax
completely. I am however, finding the
whole experience extremely rewarding
and learning many transferable skills.
It is particularly exciting now that I am
reviewing the patients who were
recruited in the early stages of the trial.
The next major objective is to pass that
viva though!
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ACPIN NATIONAL CONFERENCE & AGM 2013

An exciting 
two day conference 

of lectures to 
challenge current thinking. 
Workshops will facilitate networking, 

discussion and debate.

The event will comprise of two days: 

Day 1will focus on rehabilitation 
in the community setting. 

Day 2will be an update on 
what’s new in MS research 

and practice.
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More t
opics and speakers to

be
confirm

ed

TOPICS INCLUDE
Day 1

Evaluation of community
rehabilitation

ARNI trust exercise programme
Exercise at home for people with

Huntington’s diseases

Day 2
Update on the MS guidelines
Falls risk for people with MS

Being active with MS

ACPIN NATIONAL CONFERENCE & AGM 2013

1st–2nd March 2013
The Hilton Hotel Northampton

COST
Day delegate
£90 (ACPIN)

£130 (non ACPIN)

Two-day 
(including all meals/accomodation)

sharing 
£135 (ACPIN)

£180 (non ACPIN)
single 

£155 (ACPIN)
£195 (non ACPIN)
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COURSES

Dual task assessment and
retraining in people with
Parkinson’s Disease

Review by Gail Golding Senior Physiotherapist,
In-patients Neurorehab, Ysbyty Aneurin Bevan,
South Wales

This course was hosted by London
ACPIN on the 23rd of June 2012 and was
open to rehabilitation professionals, at
all levels, with special interest in
neurology. Professor Sandra Brauer
gave an overall excellent presentation
on an extensive topic and still
maintained interest throughout. She
opened the day using statistical data
from a cross-section of studies to lay
the foundation of the negative impact
of falls on quality of life and also the
cost to the economy as regards this
patient group.
Following this introduction to the

problem, she then highlighted,
through the results obtained from
previous research of which she was a
part, the top challenges persons with
PD face whilst out in the community.
These included crowded environments,
physical load (shopping), ambience
(lighting and weather) and distance
(also linked to fatigue). At this point,
the importance of getting a thorough
history of the falls circumstances and
using that to drive the therapist
assessment and treatment was
emphasised.
A presentation of this nature would

not be complete without mention of
the neurophysiology of the condition
and the hypotheses associated with the
individuals’ responses. Professor Brauer
communicated a potentially complex
concept in a very practical and effective
way with the use of marbles. One of the
concepts demonstrated was how the
complexity of a second task would
result in attention being given to what

the individual thought was more
important during dual tasking. More
specifically to gait disturbances, the
consensus in the literature was that
gait was further impaired with a
second task. However differences were
reported as regards the type of task and
complexity and their effects on the
parameters of gait such as step length,
speed, stride length and freezing
episodes.
The latter part of the course then saw

Professor Brauer presenting a clinical
programme that her and her team
have developed and implemented
based on the existing evidence. She
made this section very interactive
through the use of keen volunteers
(impromptu course participants) and
the use of video footage of both dual
task assessment and training.
Additionally, she shared her study and
useful tips on who to train, principles
of acquiring a skill, group versus one to
one, training dose, session content and
structure and progression. I found this
very practical and cost effective and
more importantly very patient focussed
(ie the therapist having to be tuned
into the patient’s response to be effec-
tive). Case studies were then given to
consolidate the presented concepts.
Overall, a comprehensive course

which met all the stated objectives,
with the added tips and tools for the
mild to moderately impaired PD
patients. For therapists seeing more
disabled PD patients, there was still
information available for use with
some creativity. Professor Brauer
identified gaps in her practise and
utilised research evidence and experi-
ence to design assessment and
rehabilitation of a significant problem
in the PD population; good practice
which she now shares with therapists
around the world. I was particularly
encouraged by this.

REVIEWS ARTICLES BOOKS COURSES EQUIPMENT
Reviews of research articles, books, courses and equipment in Synapse are offered by regional ACPIN groups or individuals in response to requests
from the ACPIN committee. In the spirit of an extension of the ERA (evaluating research articles) project they are offered as information for members
and as an opportunity for some members to hone their reviewing skills. Editing is kept to a minimum and the reviews reflect the opinions of the
authors only. We give the authors of the original book or paper the opportunity to respond. We hope these reviews will encourage members to read
the original article and not simply take the views of the reviewers at face value.

Balance rehabilitation:
translating research into
clinical practice
Anne Shumway-Cook and Marjorie Woollacott
Wales ACPIN

Review by Adele Griffiths Regional 
representative Wales ACPIN

This course was the first of three taught
by the well-known American lecturers
in an autumn lecture tour of the UK.
Originally booked for a three day
course, the tutors graciously agreed to
deliver the course in two days and
present the keynote lecture at a linked
‘Falls and Balance’ conference on the
first day. This gave an opportunity for
Wales ACPIN to work in partnership
with Cardiff Universities’ School of
Healthcare Studies and The Wales
School for Primary Care Research which
is a virtual school and partnership
between the Universities of Cardiff,
Swansea, Glamorgan and Bangor. Both
events were hosted at the Michael
Griffiths Building, Cardiff University,
Heath Park Cardiff on 7th, 8th and 9th
September 2012.
The two day ‘Balance Rehabilitation’

course was designed with the goal of
discussing new concepts in the assess-
ment and treatment of balance
impairment. The busy program
included three assessment labs where
participants could explore tests related
to the measurement of balance and
mobility function. These were inter-
spersed with case studies and small
group discussions which focused on
the development of evidence based
treatment strategies for balance
improvement and falls prevention,
with the aim of providing a logical
structure that would help the partici-
pants to organize clinical practices into
a cohesive and comprehensive plan.
Feedback from participants was very

positive; here is one representative,
Juliette Dean:
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“I would just like to pass on my thanks
for such a good course this weekend.
The organization was good, the
speakers were excellent and the
content was relevant, current and
applicable – something so rarely found
on lots of courses! Marjorie and Anne
made the learning easy and they were
extremely approachable, even with the
silliest of questions. The only negative
aspect to the course is that they won’t
be running any more after next year.”
Wales ACPIN planned this ambitious

three day event to establish itself on the
ACPIN Regional map. Organisation across
three host parties was challenging but
allowed for important working relation-
ships to be established.

Welsh Stroke conference 2012

Review by Adele Griffiths Regional 
representative Wales ACPIN

The 11th Welsh Stroke Conference was
held at the Riverfront Centre in Newport
South Wales on 19th June 2012.
This year’s Welsh Stroke Conference

was the best that I have attended. I
think that the main reason for this was
a greater balance between medical
and rehabilitation topics in the
program. In previous years, the
morning program has been heavily
biased towards medical management
of stroke – understandable during the
years when thrombolysis and acute
stroke management was such a hot
topic in Wales. Perhaps it is now, when
Welsh acute services have made such
improvements and have transformed
acute stroke management that Wales

can look to the longer term elements of
stroke service development.
The format of the day, for those who

have not been fortunate enough to
attend this excellent event is a
morning of lectures and presentations
for all delegates, culminating in the
presentation of the Bhomick Lecture.
After lunch and poster viewing
delegates divide into their chosen
afternoon program, with a medical or
rehabilitation focus.
This year the conference opened with

Professor Helen Rogers from Newcastle
speaking about the importance of early
supported discharge, giving a good
clear argument for specialized services.
Professor Iris Grunwald then took the

floor and gave a hugely entertaining
account of a project tackling the
challenge of the thrombolysis window
timings by fitting out a lorry with all
the equipment required for pre throm-
bolysis assessment including head
sized scanner and blood analysis lab.
Tony Bayer gave a thought-provoking
lecture on vascular cognitive impair-
ment and Dr. Tom Hughes brought the
first morning session to a close with
feedback on the IST-3 trial and its
clinical implications.
The second half of the morning

session showcased good practice and
innovation within Wales including two
presentations of acute stroke care
innovation and a Safer Homes for
Stroke Patients project. This session
concluded with Professor Martin
Dennis giving a very visual overview of
major stroke innovations in the last
two decades and their impact upon
patients.
The medical session after lunch

covered mechanical thrombectomy,
hemicraniectomy, carotid stenosis
interventions and the development of
interventional stroke services in Wales.
The afternoon rehabilitation session

kicked off with Dr Aglaia Zeditz
presenting results from the COGRAT
study. Leslie Scobbie from the
University of Sterling gave a very good
talk on goal setting, advocating that
the practice of setting of goals which
therapists may think unattainable is of
equal value to patients as the practice
of modifying their goals into ones
which therapists consider to be more
realistic. This may allow them to
understand why something is unreal-
istic by trying  and failing rather than

by simply being told that a goal is
unobtainable.
Dr Ed Chadwick presented investiga-

tion into shoulder stability in normal
subjects and the final lecture of the
afternoon was given by Dr Alan Carson
presenting functional stroke-like
syndrome. The day was brought to a
close by a presentation of the winning
poster, Cardiff University PhD student
Arshi Iqbal: Comparing a sensor based
real time location system with an
observation based system and the 10-
metre walk test to determine walking
speed in the clinical setting.

Participants exploring balance.
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MEDICINE AND
REHABILITATION
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• Baert I, Daly D, Dejaeger E, Vanroy C,
Vanlandewijck Y, Feys H Evolution of cardiores-
piratory fitness after stroke: a one-year fol-
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training in people with acquired brain injury
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cence resulting from blast exposure pp723-724.
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voiding after spinal cord injury pp597-603.
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obstacle crossing in Parkinson’s Disease
pp703-709.

Wolf SL, Milton SB, Reiss A, Easley KA, Shenvi NV,
Clark PC Further assessment to determine the
additive effect of Botulinum Toxin type A on an
upper extremity exercise program to enhance
function among individuals with chronic
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Yang Y, Koontz AM, Yeh S, Chang J Effect of back-
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• Bombardier CH, Fann JR, Tate DG, Richards JS,
Wilson CS, Warren AM, Temkin NR, Heinemann
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modifiable risk factors for depression after
spinal cord injury: which factors should we
target? pp775-781.

• Carty A, McCormack K, Coughlan GF, Crowe L,
Caulfield B Increased aerobic fitness after neu-
romuscular electrical stimulation training in
adults with spinal cord injury pp790-795.

• Dijkers MP, Bushnik T, Heinemann AW, Heller T,
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Systematic reviews for informing rehabilita-
tion practice: an introduction pp912-918.
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study of weight-supported treadmill training
for myelopathy pp919.
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chronic acquired brain injury pp908-911.
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• Kempen JCE, de Groot V, Knol DL, Lankhorst GJ,
Beckerman H Self-reported fatigue and energy
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patients with multiple sclerosis pp889-895.

• Labruyère R, van Hedel HJ Curve walking is not
better than straight walking in estimating
ambulation-related domains after incom-
plete spinal cord injury pp796-801.

• Oostra KM, Vereecke A, Jones K, Vanderstraeten G,
Vingerhoets G Motor imagery ability in patients
with traumatic brain injury pp828-833.
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LM, Dixon TM, Holmes SA, Kerrigan AJ, Thomas FP
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• Peterson MD, Haapala HJ, Hurvitz EA Predictors
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cerebral palsy pp816-821.

• Sander AM, Maestas KL, Sherer M, Malec JF,
Nakase-Richardson R Relationship of caregiver
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comes after postacute rehabilitation for trau-
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investigation pp842-848.

• Smeets SM, van Heugten CM, Geboers JF, Visser-
Meily JM, Schepers VP Respite care after
acquired brain injury: the well-being of care-
givers and patients pp834-841.

• Triolo RJ, Nogan Bailey S, Miller ME, Rohde LM,
Anderson JS, Davis Jr JA, Abbas JJ, DiPonio LA,
Forrest GP, Gater Jr DR, Yang LJ Longitudinal per-
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• Wu M, Landry JM, Schmit BD, Hornby TG, Yen S
Robotic resistance treadmill training improves
locomotor function in human spinal cord
injury: a pilot study pp782-789.

• Zariffa J, Curt A, EMSCI Study Group, Steeves JD
Functional motor preservation below the level
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• Chen H, Lin K, Wu C, Chen C Rasch validation
and predictive validity of the Action Research
Arm Test in patients receiving stroke rehabili-
tation pp1039-1045.
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C The strength of the ankle dorsiflexors has a
significant contribution to walking speed in
people who can walk independently after
stroke: an observational study pp1072-1076.
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• Faria CD, Teixeira-Salmela LF, Silva EB, Nadeau S
Expanded timed up and go test with subjects
with stroke: reliability and comparisons with
matched healthy controls pp1034-1038.

• Glenny C, Stolee P, Thompson M, Husted J, Berg K
Underestimating physical function gains:
comparing FIM Motor Subscale and interRAI
post acute care activities of Daily Living Scale
pp1000-1008.

• Grauwmeijer E, Heijenbrok-Kal MH, Haitsma IK,
Ribbers GM A prospective study on employ-
ment outcome three years after moderate to
severe traumatic brain injury pp993-999.

• Hong S, Goh EY, Chua S, Ng S Reliability and
validity of step test scores in subjects with
chronic stroke pp1065-1071.

• Hou W, Shih C, Chou Y, Sheu C, Lin JH, Wu H,
Hsueh I, Hsieh C Development of a computer-
ized adaptive testing system of the Fugl-
Meyer Motor Scale in Stroke patients
pp1014-1020.

• Hubbard IJ, Harris D, Kilkenny MF, Steven G, 
Faux SG, Pollack MR, Cadilhac DA Adherence to
clinical guidelines improves patient outcomes
in Australian audit of stroke rehabilitation
practice pp965-971.

• Inkpen P, Parker K, Kirby RL Manual wheelchair
skills capacity versus performance pp1009-
1013.

• Kamm CP, Heldner MR, Vanbellingen T, Mattle
HP, Müri R, Bohlhalter S et al Limb apraxia in
multiple sclerosis: prevalence and impact on
manual dexterity and activities of daily living
pp1081-1085.

• Lu W, Chen CC, Huang SL, Hsieh C Smallest real
difference of two instrumental activities of
daily living measures in patients with chronic
stroke pp1097-1100.

• McKim DA, Katz SL, Barrowman N, Ni A, LeBlanc C
et al Lung volume recruitment slows pul-
monary function decline in Duchenne muscu-
lar dystrophy pp1117-1122.

• Ng S, Hui-Chan CW Contribution of ankle 
dorsiflexor strength to walking endurance in
people with spastic hemiplegia after stroke
pp1046-1051.

• Rah UW, Yoon S, Moon GJ, Kwack K, Hong JY, Lim
YC, Joen B Subacromial corticosteroid injection
on poststroke hemiplegic shoulder pain: a
randomized, triple-blind, placebo-controlled
trial pp949-956.

• Rodgers MM, Cohen ZA, Joseph J, Rossi W
Workshop on personal motion technologies
for healthy independent living: executive
summary pp935-939.

• Roorda LD, Green JR, Houwink A, Bagley PJ,
Smith J, Molenaar IW, Geurts AC The Rivermead
Mobility Index allows valid comparisons
between subgroups of patients undergoing
rehabilitation after stroke who differ with
respect to age, sex, or side of lesion pp1086-
1090.

• Roorda LD, Green JR, Houwink A, Bagley PJ,
Smith J, Molenaar IW, Geurts AC et al Item hier-
archy–based analysis of the Rivermead
Mobility Index resulted in improved interpre-
tation and enabled faster scoring in patients
undergoing rehabilitation after stroke
pp1091-1096.

• Saunders LL, Krause JS, Acuna J Association of
race, socioeconomic status, and health care
access with pressure ulcers after spinal cord
injury pp972-977.

• Schmid AA, Damush T, Tu W, Bakas T, Kroenke K,
Hendrie HC, Williams LS Depression improve-
ment is related to social role functioning after
Stroke pp978-982.

• Schmid AA, Van Puymbroeck M, Altenburger PA,
Dierks TA, Miller KK, Damush TM, Williams LS.
Balance and balance self-efficacy are associ-
ated with activity and participation after
stroke: a cross-sectional study in people with
chronic stroke pp1101-1107.

• Spruit-van Eijk M, Zuidema SU, Buijck BI,
Koopmans RT, Geurts AC To what extent can
multimorbidity be viewed as a determinant
of postural control in stroke patients? pp1021-
1026.

• Vereecken M, Vanderstraeten G, Ilsbroukx S.
From Wheelchair Circuit to Wheelchair
Assessment Instrument for people with
Multiple Sclerosis: reliability and validity
analysis of a test to assess driving skills in
manual wheelchair users with multiple scle-
rosis pp1052-1058 

Volume 93:7

• Belanger HG, Vanderploeg RD, Soble JR,
Richardson M, Groer S Validity of the veterans
health administration's traumatic brain
injury screen pp1234-1239.

• Berlowitz DJ, Spong J, Gordon I, Howard ME,
Brown DJ Relationships between objective
sleep indices and symptoms in a community
sample of people with tetraplegia pp1246-
1252.

• Chun SM, Hwang B, Park J, Shin H Implications
of sociodemographic factors and health
examination rate for people with disabilities
pp1161-1166.

• Cook KF, Bamer AM, Amtmann D, Molton IR,

Jensen MP Six patient-reported outcome
measurement information system short form
measures have negligible age- or diagnosis-
related differential item functioning in indi-
viduals with disabilities pp1289-1291.

• Crary MA, Carnaby GD, LaGorio LA, Carvajal PJ
Functional and physiological outcomes from
an exercise-based dysphagia therapy: a pilot
investigation of the McNeill Dysphagia
Therapy Program pp1173-1178.

• Gorgey AS, Dolbow DR, Gater Jr DR A model of
prediction and cross-validation of fat-free
mass in men with motor complete spinal cord
injury pp1240-1245.

• Hiengkaew V, Jitaree K, Chaiyawat P Minimal
detectable changes of the Berg Balance Scale,
Fugl-Meyer Assessment Scale, timed ‘up and
go’ test, gait speeds, and two-minute walk
test in individuals with chronic stroke with
different degrees of ankle plantarflexor tone
pp1201-1208.

• Kwah LK, Herbert RD, Harvey LA, Diong J, Clarke
JL, Martin JH, Clarke EC, Hoang PD, Bilston LE,
Gandevia SC Passive mechanical properties of
gastrocnemius muscles of people with ankle
contracture after stroke pp1185-1190.

• La Porta F, Caselli S, Susassi S, Cavallini P, Tennant
A, Franceschini M Is the Berg Balance Scale an
internally valid and reliable measure of bal-
ance across different etiologies in neuroreha-
bilitation? A revisited Rasch Analysis study
pp1209-1216.

• Li Pi Shan RS, Chrusch WM, Linassi AG, Sankaran
R, Munchinsky J Reuse and refurbish: a cost
savings delivery model for specialized seating
pp1286-1288.

• Mansfield A, Inness EL, Lakhani B, McIlroy WE
Determinants of limb preference for initiating
compensatory stepping poststroke pp1179-
1184.

• Morris JH, Van Wijck F Responses of the less
affected arm to bilateral upper limb task
training in early rehabilitation after stroke: a
randomized controlled trial pp1129-1137.

• Picelli A, Bonetti P, Fontana C, Barausse M,
Dambruoso F, Gajofatto F, Girardi P, Manca M,
Gimigliano R, Smania N Is spastic muscle echo
intensity related to the response to Botulinum
Toxin Type A in patients with stroke? A cohort
study pp1253-1258.

• Pluchino A, Lee SY, Asfour S, Roos BA, Signorile JF
et al Pilot study comparing changes in pos-
tural control after training using a video
game balance board program and two stan-
dard activity-based balance intervention
programs pp1138-1146.



Syn’apse � AUTUMN/WINTER 2012

32

• Rha D, Han S, Kim H, Won S, Lee SC et al
Ultrasound-guided lateral approach for nee-
dle insertion into the subscapularis for treat-
ment of spasticity pp1147-1152.

• Wilkinson D, Sakel M, Camp S, Hammond L
Patients with hemispatial neglect are more
prone to limb spasticity, but this does not
prolong their hospital stay pp1191-1195.

Volume 93:8

• Bland MD, Sturmoski A, Whitson M, Connor LT,
Fucetola R, Huskey T, Corbetta M, Lang CE
Prediction of discharge walking ability from
initial assessment in a stroke inpatient reha-
bilitation facility population pp1441-1447.

• Brown PA, Harniss MK, Schomer KG, Feinberg M,
Cullen NK, Johnson KL Conducting systematic
evidence reviews: core concepts and lessons
learned ppS177-S184.

• Davis LC, Sherer M, Sander AM, Bogner JA,
Corrigan JD, Dijkers MP, Hanks RA, Bergquist TF,
Seel RT Preinjury predictors of life satisfaction
at one year after traumatic brain injury
pp1324-1330.

• Dijkers MP, Murphy SL, Krellman J Evidence-
based practice for rehabilitation profession-
als: concepts and controversies ppS164-S176.

• Fogelberg DJ, Hoffman JM, Dikmen S, Temkin
NR, Bell KR Association of sleep and co-occur-
ring psychological conditions at one year
after traumatic brain injury pp1313-1318.

• Graham JE, Karmarkar AM, Ottenbacher KJ Small
sample research designs for evidence-based
rehabilitation: issues and methods ppS111-S116.

• Hanks RA, Rapport LJ, Wertheimer J, Koviak C
Randomized controlled trial of peer mentor-
ing for individuals with traumatic brain
injury and their significant others pp1297-
1304.

• Hart T, Hoffman JM, Pretz C, Kennedy R, Clark AN,
Brenner LA A Longitudinal study of major and
minor depression following traumatic brain
injury pp1343-1349.

• Holcomb EM, Millis SR, Hanks RA Comorbid dis-
ease in persons with traumatic brain injury:
descriptive findings using the Modified
Cumulative Illness Rating Scale pp1338-1342.

• Horn SD, DeJong G, Deutscher D Practice-based
evidence research in rehabilitation: an alter-
native to randomized controlled trials and
traditional observational studies ppS127-S137.

• Johnston MV, Dijkers MP Toward improved evi-
dence standards and methods for rehabilita-
tion: recommendations and challenges
ppS185-S199.

• Kennedy GM, Brock KA, Lunt AW, Black SJ
Factors influencing selection for rehabilita-
tion after stroke: a questionnaire using case
scenarios to investigate physician perspec-
tives and level of agreement pp1457-1459.

• Nawoczenski DA, Riek LM, Greco L, Staiti K,
Ludewig PM Effect of shoulder pain on shoul-
der kinematics during weight-bearing tasks
in persons with spinal cord injury pp1421-1430.

• Neumann D, Zupan B, Babbage DR, Radnovich
AJ, Tomita M, Hammond F, Willer B Affect recog-
nition, empathy, and dysosmia after trau-
matic brain injury pp1414-1420.

• Ottenbacher KJ, Jette AM, Fuhrer MJ, Granger CV
Looking back and thinking forward: 20 years
of disability and rehabilitation research
pp1392-1394.

• Page SJ, Schmid A, Harris JE Optimizing termi-
nology for stroke motor rehabilitation: rec-
ommendations from the American Congress of
Rehabilitation Medicine Stroke Movement
Interventions Subcommittee pp1395-1399.

• Qureshi AI, Chaudhry SA, Biggya L. Sapkota BL,
Rodriguez GJ, Fareed M, Suri K Discharge desti-
nation as a surrogate for modified Rankin
Scale defined outcomes at three and twelve
months poststroke among stroke survivors
pp1408-1413.

• Sander AM, Maestas KL, Pappadis MR, Sherer M,
Hammond FM, Robin Hanks R Sexual function-
ing one year after traumatic brain injury:
findings from a prospective traumatic brain
injury model systems collaborative study
pp1331-1337.

• Seel RT, Dijkers MP, Johnston MV Developing
and using evidence to improve rehabilitation
practice ppS97-S100.

• Seel RT, Steyerberg EW, Malec JF, Sherer M,
Macciocchi SN Developing and evaluating pre-
diction models in rehabilitation populations
ppS138-S153.

• Sequeira G, Keogh JW, Kavanagh JJ Resistance
training can improve fine manual dexterity
in essential tremor patients: a preliminary
study pp1466-1468.

• Spiess MR, Jaramillo JP, Behrman AL, Teraoka JK,
Patten C Unexpected recovery after robotic
locomotor training at physiologic stepping
speed: a single-case design pp1476-1484.

• Velozo CA, Seel RT, Magasi S, Heinemann AW,
Romero S Improving measurement methods in
rehabilitation: core concepts and recommen-
dations for scale development ppS154-S163.

• West CR, Campbell IG, Romer LM Assessment of
pulmonary restriction in cervical spinal cord
injury: a preliminary report pp1463-1465.

• Whyte J, Barrett AM Advancing the evidence
base of rehabilitation treatments: a develop-
mental approach ppS101-S110.

• Wise EK , Hoffman JM, Powell JM, Bombardier
CH, Bell KR Benefits of exercise maintenance
after traumatic brain injury pp1319-1323.

Volume 93:9

• Batchelor FA, Hill KD, Mackintosh SF, Said CM,
Whitehead CH Effects of a multifactorial falls
prevention program for people with stroke
returning home after rehabilitation: a ran-
domized controlled trial pp1648-1655.

• Behrman AL, Ardolino E, VanHiel LR, Kern M,
Atkinson D, Lorenz DJ, Harkema SJ Assessment of
functional improvement without compensa-
tion reduces variability of outcome measures
after human spinal cord injury pp1518-1529.

• Caliandro P, Celletti C, Padua L, Minciotti I, Russo
G, Granata G, La Torre G, Granieri E, Camerota F
Focal muscle vibration in the treatment of
upper limb spasticity: a pilot randomized
controlled trial in patients with chronic stroke
pp1656-1661.

• Datta S, Lorenz DJ, Harkema SJ Dynamic longi-
tudinal evaluation of the utility of the Berg
Balance Scale in individuals with motor
incomplete spinal cord injury pp1565-1573.

• Forrest GF, Lorenz DJ, Hutchinson K, VanHiel LR,
Basso DM, Datta S, Sisto SA, Harkema SJ
Ambulation and balance outcomes measure
different aspects of recovery in individuals
with chronic, incomplete spinal cord injury
pp1553-1564.

• Harkema SJ, Schmidt-Read M, Lorenz DJ,
Edgerton VR, Behrman AL Balance and ambula-
tion improvements in individuals with
chronic incomplete spinal cord injury using
locomotor training–based rehabilitation
pp1508-1517.

• Harkema SJ, Hillyer J, Schmidt-Read M, Ardolino
E, Sisto SA, Behrman AL Locomotor training: as
a treatment of spinal cord injury and in the
progression of neurologic rehabilitation
pp1588-1597.

• LorenzDJ , Datta S, Harkema SJ Longitudinal
patterns of functional recovery in patients
with incomplete spinal cord injury receiving
activity-based rehabilitation pp1541-1552.

• Malec JF, Hammond FM, Giacino JT, Whyte J,
Wright J Structured interview to improve the
reliability and psychometric integrity of the
Disability Rating Scale pp1603-1608.

• Remelius JG, Jones SL, House JD, Busa MA, Averill
JL, Sugumaran K, Kent-Braun JA, Van Emmerik RE



A
R
TICLES IN

 O
TH
ER
 JO
U
R
N
A
LS

33

Gait impairments in persons with multiple
sclerosis across preferred and fixed walking
speeds pp1637-1642.

• Roy RR, Harkema SJ, Edgerton VR Basic concepts
of activity-based interventions for improved
recovery of motor function after spinal cord
injury pp1487-1497.

• Sisto SA, Lorenz DJ, Hutchinson K, Wenzel L,
Harkema SJ, Krassioukov A Cardiovascular status
of individuals with incomplete spinal cord
injury from seven neurorecovery network
rehabilitation centers pp1578-1587.

• Schwartz CE, Bode RK, Quaranto BR, Vollmer T
The Symptom Inventory Disability-Specific
Short Forms for multiple sclerosis: construct
validity, responsiveness, and interpretation
pp1617-1628.

• Schwartz CE, Bode RK, Vollmer T The Symptom
Inventory Disability-Specific Short Forms for
multiple sclerosis: reliability and factor struc-
ture pp1629-1636.

CLINICAL REHABILITATION
Volume 26:4

• Cobley CS, Thomas SA, Lincoln NB, Walker MF The
assessment of low mood in stroke patients
with aphasia: reliability and validity of the
ten-item hospital version of the Stroke Aphasic
Depression Questionnaire (SADQH-10) pp372-
381.

• Coupar F, Pollock A, Rowe P, Weir C, Langhorne P
Predictors of upper limb recovery after stroke:
a systematic review and meta-analysis
pp291-313.

• Smith M, Brady M, Clark AM, Barbour R
Dysarthria following stroke: the patient’s
perspective on management and rehabilita-
tion/response pp382-383.

• Taylor WJ, Brown M, William L, McPherson KM,
Reed K, Dean SG, Weatherall M A pilot cluster
randomized controlled trial of structured
goal-setting following stroke pp327-338.

Volume 26:5

• Cowey E, Smith LN, Booth J, Weir CJ Urinary
catheterization in acute stroke: clinical reali-
ties. A mixed methods study pp470-479.

• Diserens K, Moreira T, Hirt L, Faouzi M, Grujic J,
Bieler G, Vuadens P, Michel P Early mobilization
out of bed after ischaemic stroke reduces
severe complications but not cerebral blood
flow: a randomized controlled pilot trial
pp451-459.

• Faria CDCM, Teixeira-Salmela LF, Neto MG,
Rodrigues-de-Paula F Performance-based tests
in subjects with stroke: outcome scores, relia-
bility and measurement errors pp460-469.

• Varela S, Ayán C, Cancela JM, Martín V Effects of
two different intensities of aerobic exercise
on elderly people with mild cognitive impair-
ment: a randomized pilot study pp442-450.

Volume 26:6

• Axelrod L, Bryan K, Gage H, Kaye J, Ting S,
Williams P, Trend P, Wade D Disease-specific
training in Parkinson’s disease for care assis-
tants: a comparison of interactive and self-
study methods pp545-557.

• Harwood M, Weatherall M, Talemaitoga A,
Barber PA, Gommans J, Taylor W, McPherson K,
McNaughton H Taking charge after stroke:
promoting self-directed rehabilitation to
improve quality of life – a randomized con-
trolled trial pp493-501.

• Lund A, Michelet M, Sandvik L, Wyller TB, 
Sveen U A lifestyle intervention as supplement
to a physical activity programme in rehabili-
tation after stroke: a randomized controlled
trial pp502-512.

• Phillips MF, Robertson Z, Killen B, White B A
pilot study of a crossover trial with random-
ized use of ankle-foot orthoses for people
with Charcot–Marie–Tooth disease pp534-544.

Volume 26:7

• Learmonth YC, Paul L, Miller L, Mattison P,
McFadyen AK The effects of a twelve-week
leisure centre-based, group exercise inter-
vention for people moderately affected with
multiple sclerosis: a randomized controlled
pilot study pp579-593.

• Schurr K, Sherrington C, Wallbank G, Pamphlett
P, Olivetti L The minimum sit-to-stand height
test: reliability, responsiveness and relation-
ship to leg muscle strength pp656-663.

• Yamaguchi T, Tanabe S, Muraoka Y, Masakado Y,
Kimura A, Tsuji T, Liu M Immediate effects of
electrical stimulation combined with passive
locomotion-like movement on gait velocity
and spasticity in persons with hemiparetic
stroke: a randomized controlled study pp619-
628.

Volume 26:8

• Huseyinsinoglu BE, Ozdincler AR, Krespi Y
Bobath Concept versus constraint-induced
movement therapy to improve arm functional
recovery in stroke patients: a randomized
controlled trial pp705-715.

• Hwang CH, Seong JW, Son D Individual finger
synchronized robot-assisted hand rehabilita-
tion in subacute to chronic stroke: a prospec-
tive randomized clinical trial of efficacy
pp696-704.

• Langhammer B, Stanghelle JK, Sunnerhagen KS,
Khan CM, Oesch PR, Gamper UN, Kool JP, Beer S
Re: ‘Potential effectiveness of three different
treatment approaches to improve minimal to
moderate arm and hand function after
stroke-a pilot randomized controlled clinical
trial’/response pp758-760.

• Tanaka N, Saitou H, Takao T, Iizuka N, Okuno J,
Yano H, Tamaoka A, Yanagi H Effects of gait
rehabilitation with a footpad-type locomo-
tion interface in patients with chronic post-
stroke hemiparesis: a pilot study pp686-695.

• Walker MF, Sunderland A, Fletcher-Smith J,
Drummond A, Logan P, Edmans JA, Garvey K,
Dineen RA, Ince P, Horne J, Fisher RJ, Taylor JL The
DRESS trial: a feasibility randomized con-
trolled trial of a neuropsychological approach
to dressing therapy for stroke inpatients
pp675-685.

• Williams G, Hill B, Pallant JF, Greenwood K
Internal validity of the revised HiMAT for 
people with neurological conditions pp741-747.

Volume 26:9

• Brands IMH, Wade DT, Stapert SZ, van Heugten
CM The adaptation process following acute
onset disability: an interactive two-dimen-
sional approach applied to acquired brain
injury pp840-852.

• Canning CG, Allen NE, Dean CM, Goh L, Fung VSC
Home-based treadmill training for individu-
als with Parkinson’s disease: a randomized
controlled pilot trial pp817-826.

• Crosbie JH, Lennon S, McGoldrick MC, McNeill
MDJ, McDonough SM Virtual reality in the
rehabilitation of the arm after hemiplegic
stroke: a randomized controlled pilot study
pp798-806.

• Dunne JW, Gracies JM, Hayes M, Zeman B, Singer
BJ and on behalf of the Multicentre Study Group A
prospective, multicentre, randomized, dou-
ble-blind, placebo-controlled trial of
Onabotulinum Toxin A to treat
plantarflexor/invertor overactivity after
stroke pp787-797.

• Hartwig M, Gelbrich G, Griewing B Functional
orthosis in shoulder joint subluxation after
ischaemic brain stroke to avoid post-hemi-
plegic shoulder–hand syndrome: a random-
ized clinical trial pp807-816.



Syn’apse � AUTUMN/WINTER 2012

34

• Lincoln NB, Taylor J, Radford KA Inter-rater
reliability of the Nottingham Neurological
Driving Assessment for people with dementia
– a preliminary evaluation pp836-839.

• Teale EA, Forster A, Munyombwe T, Young JB A
systematic review of case-mix adjustment
models for stroke pp771-786.

• Toulotte C, Toursel C, Olivier N Wii Fit® training
vs Adapted Physical Activities: which one is
the most appropriate to improve the balance
of independent senior subjects? A randomized
controlled study pp827-835.

DISABILITY AND
REHABILITATION
Volume 34:10

• Brand DJ, Alston RJ, Harley DA Disability and
race: a comparative analysis of physical
activity patterns and health status pp795–801.

• Palmcrantz S, Holmqvist LW, Sommerfeld DK
Long-term health states relevant to young
persons with stroke living in the community
in Southern Stockholm – a study of self-rated
disability and predicting factors pp817–823.

• Shiri S, Wexler ID, Feintuch U, Meiner Z, 
Schwartz I Post-polio syndrome: impact of
hope on quality of life pp824–830.

• White JH, Miller M, Magin P, Attia J, Sturm J,
Pollack M Access and participation in the com-
munity: a prospective qualitative study of
driving post-stroke pp831–838.

Volume 34:11

• Bar-Shalita T, Vatine J, Parush S, Deutsch L,
Seltzer Z Psychophysical correlates in adults
with sensory modulation disorder pp943–950.

• Sandhaug M, Andelic N, Berntsen SA, Seiler S,
Mygland A Self and near relative ratings of
functional level one year after traumatic
brain injury pp904–909.

• Sitjà-Rabert M, Rigau D, Vanmeerghaeghe AF,
Romero-Rodríguez D, Subirana MB, Bonfill X
Efficacy of whole body vibration exercise in
older people: a systematic review pp883–893.

Volume 34:12

• Bright FAS, Boland P, Rutherford SJ, Kayes NM,
McPherson KM Implementing a client-centred
approach in rehabilitation: an autoethnog-
raphy pp997–1004.

• Bruce C, To C, Newton C Accent on communica-
tion: the impact of regional and foreign
accent on comprehension in adults with
aphasia pp1024–1029.

• Nyman SR, Dibb B, Victor CR, Gosney MA
Emotional well-being and adjustment to
vision loss in later life: a meta-synthesis of
qualitative studies pp971–981.

• Pangalila RF, van den Bos GAM, Stam HJ, van Exel
NJA, Brouwer WBF, Roebroeck ME Subjective
caregiver burden of parents of adults with
Duchenne muscular dystrophy pp988–996.

Volume 34:13

• Kneebone II, Neffgen LM, Pettyfer SL Screening
for depression and anxiety after stroke:
developing protocols for use in the community
pp1114–1120.

• Meyer M, Britt E, McHale HA, Teasell R Length of
stay benchmarks for inpatient rehabilitation
after stroke pp1077–1081.

• Mulligan H, Whitehead LC, Hale LA, Baxter GD,
Thomas D Promoting physical activity for indi-
viduals with neurological disability: indica-
tions for practice pp1108–1113.

Volume 34:14

• Dixon D, Johnston M, Elliott A, Hannaford P
Testing integrated behavioural and biomed-
ical models of activity and activity limitations
in a population-based sample pp1157–1166.

• Lennon OC, Denis RS, Grace N, Blake C
Feasibility, criterion validity and retest relia-
bility of exercise testing using the Astrand-
rhyming test protocol with an adaptive
ergometer in stroke patients pp1149–1156.

• Mozo-Dutton L, Simpson J, Boot J MS and me:
exploring the impact of multiple sclerosis on
perceptions of self pp1208–1217.

• Saariaho T, Saariaho A, Karila I, Joukamaa M
Early maladaptive schema factors, pain
intensity, depressiveness and pain disability:
an analysis of biopsychosocial models of pain
pp1192–1201.

• Wottrich AW, Åström K, Löfgren M On parallel
tracks: newly home from hospital – people
with stroke describe their expectations
pp1218–1224.

• Ylva N, AnetteF Psychometric properties of the
Activities-Specific Balance Confidence Scale in
persons 0–14 days and 3 months post stroke
pp1186–1191.

Volume 34:15

• Calley A, Williams S, Reid S, Blair E, Valentine J,
Girdler S, Elliott C A comparison of activity, par-
ticipation and quality of life in children with
and without spastic diplegia cerebral palsy
pp1306-1310.

• Combs SA, Finley MA, Henss M, Himmler S,
Lapota K, Stillwell D Effects of a repetitive gam-
ing intervention on upper extremity impair-
ments and function in persons with chronic
stroke: a preliminary study pp1291-1298.

• Holmes JM, Ford E, Yuill F, Drummond AER,
Lincoln NB Attendance at a psychological sup-
port group for people with multiple sclerosis
and low mood pp1323-1327.

• JovanovićMJ, LakićevićM, Stevanović D, Milić-
Rasić V, Slavnić S Community-based study of
health-related quality of life in spinal cord
injury, muscular dystrophy, multiple sclerosis,
and cerebral palsy pp1284-1290.

• Kim W, Cho S, Shin HI, Park J Identifying fac-
tors associated with self-rated health accord-
ing to age at onset of disability pp1262–1270.

Volume 34:16

• Boland P, Levack WMM, Hudson S, Bell EM
Coping with multiple sclerosis as a couple:
‘peaks and troughs' - an interpretative phe-
nomenological exploration pp1367-1375.

• White JH, Gray KR, Magin P, Attia J, Sturm J,
Carter G, Pollack M Exploring the experience of
post-stroke fatigue in community dwelling
stroke survivors: a prospective qualitative
study pp1376-1384.

Volume 34:17

• Achten D, Visser-Meily JMA, Post MWM, Schepers
VPM Life satisfaction of couples three years
after stroke pp1468-1472.

• Mackenzie A, Greenwood N Positive experi-
ences of caregiving in stroke: a systematic
review pp1413-1422.

• McKenna A, Wilson FC, Caldwell, S, Curran D,
Nagaria J, Convery F Long-term neuropsycho-
logical and psychosocial outcomes of decom-
pressive hemicraniectomy following
malignant middle cerebral artery infarctions
pp1444-1455.

• Powell T, Gilson R, Collin C TBI thirteen years
on: factors associated with post-traumatic
growth pp1461-1467.

• Richard-Greenblatt M, Martin Ginis KA, Leber B,
Ditor D Knowledge mobilization regarding
activity and exercise after spinal cord injury:
a Canadian undergraduate curriculum scan
pp1456-1460.

• Smedema SM, Ebener D, Grist-Gordon V The
impact of humorous media on attitudes
toward persons with disabilities pp1431-1437.

• Steultjens MPM, Stolwijk-Swüste J, Roorda LD,
Dallmeijer AJ, van Dijk GM, Post B, Dekker J



A
R
TICLES IN

 O
TH
ER
 JO
U
R
N
A
LS

35

WOMAC-pf as a measure of physical function
in patients with Parkinson's disease and late-
onset sequels of poliomyelitis: unidimension-
ality and item behaviour pp1423-1430.

• Wiegerink DJHG, Stam HJ, Ketelaar M, Cohen-
Kettenis PT, Roebroeck ME Personal and envi-
ronmental factors contributing to
participation in romantic relationships and
sexual activity of young adults with cerebral
palsy pp1481-1487.

Volume 34:18

• Achterberg TJ, Wind H, Frings-Dresen MHW
What are the most important factors for work
participation in the young disabled? An
expert view pp1519-1525.

• Perenboom RJM, Wijlhuizen GJ, Garre FG,
Heerkens YF, van Meeteren NLU An empirical
exploration of the relations between the
health components of the International
Classification of Functioning, Disability and
Health (ICF) pp1556-1561.

• Pundik S, Holcomb J, McCabe J, Daly JJ
Enhanced life-role participation in response
to comprehensive gait training in chronic-
stroke survivors pp1535-1539.

• Togher L, Power E, Rietdijk R, McDonald S, Tate R
An exploration of participant experience of a
communication training program for people
with traumatic brain injury and their com-
munication partners pp1562-1574.

Volume 34:19

• Bayley MT, Hurdowar A, Richards CL, Korner-
Bitensky N, Wood-Dauphinee S, Eng JJ, McKay-
Lyons M, Harrison E, Teasell R, Harrison M,
Graham ID Barriers to implementation of
stroke rehabilitation evidence: findings from
a multi-site pilot project pp1633-1638.

• Stevelink SAM, Hoekstra T, Nardi SMT, van der Zee
CH, Banstola N, Premkumar R, Nicholls PG, van
Brakel WH Development and structural valida-
tion of a shortened version of the
Participation Scale pp1596-1607.

Volume 34:21

• Andrade PMO, Oliveira Ferreira F, Mendonça AP,
Haase VG Content identification of the inter-
disciplinary assessment of cerebral palsy
using the International Classification of
Functioning, Disability and Health as refer-
ence pp1790-1801.

• Baert I, Vanlandewijck Y, Feys H, Vanhees L,
Beyens, H, Daly D Determinants of cardiorespi-
ratory fitness at 3, 6 and 12 months post-
stroke pp1835-1842.

• Becker JT, Dew MA, Aizenstein HJ, Lopez OL,
Morrow L, Saxton J, Tárraga L A pilot study of the
effects of internet-based cognitive stimula-
tion on neuropsychological function in HIV
disease pp1848-1852.

• Jannings W, Pryor J The experiences and needs
of persons with spinal cord injury who can
walk pp1820-1826.

PHYSICAL THERAPY
Volume 92:4

• Jette DU, Jewell DV Use of quality indicators in
physical therapist practice: an observational
study pp507-524.

• Manns PJ, Dunstan DW, Owen N, Healy GN
Addressing the nonexercise part of the activ-
ity continuum: a more realistic and achiev-
able approach to activity programming for
adults with mobility disability? pp614-625.

• Saavedra SL, Teulier C, Smith BA, Kim B, Beutler
BD, Martin BJ, Ulrich BD Vibration-induced
motor responses of infants with and without
myelomeningocele pp537-550.

• Wu C, Chen Y, Lin K, Chao C, Chen Y Constraint-
induced therapy with trunk restraint for
improving functional outcomes and trunk-
arm control after stroke: a randomized con-
trolled trial pp483-492.

Volume 92:5

• Carda S, Invernizzi M, Cognolato G, Piccoli E,
Baricich A, Cisari C Efficacy of a hip flexion assist
orthosis in adults with hemiparesis after
stroke pp734-739.

• Haas R, Maloney S, Pausenberger E, Keating JL,
Sims J, Molloy E, Jolly B, Morgan P, Haines T
Clinical decision making in exercise prescrip-
tion for fall prevention pp666-679.

• Lewek MD, Feasel J, Wentz E, Brooks Jr FP,
Whitton MC Use of visual and proprioceptive
feedback to improve gait speed and 
spatiotemporal symmetry following chronic
stroke: a case series pp748-756.

• Mossberg KA, Fortini E Responsiveness and
validity of the six-minute walk test in indi-
viduals with traumatic brain injury pp726-733.

Volume 92:6

• Conrad A, Coenen M, Schmalz H, Kesselring J,
Cieza A Validation of the comprehensive ICF
core set for multiple sclerosis from the per-
spective of physical therapists pp799-820.

• Grangeon M, Charvier K, Guillot A, Rode G, Collet
C Using sympathetic skin responses in individ-

uals with spinal cord injury as a quantitative
evaluation of motor imagery abilities pp831-
840.

• Page SJ, Fulk GD, Boyne P Clinically Important
differences for the Upper-Extremity Fugl-Meyer
Scale in people with minimal to moderate
impairment due to chronic stroke pp791-798.

Volume 92:7

• Earhart GM, Williams AJ Treadmill training for
individuals with Parkinson’s Disease pp893-
897.

• Gray VL, Juren LM, Ivanova TD, Garland SJ
Retraining postural responses with exercises
emphasizing speed poststroke pp924-934.

Volume 92:8

• Ardolino EM, Hutchinson KJ, ZippGP, Clark MA,
Harkema SJ The ABLE Scale: the development
and psychometric properties of an outcome
measure for the spinal cord injury population
pp1046-1054.

• Chen H, Wu C, Lin K, Chen H, Chen CP, Chen C
Rasch validation of the streamlined Wolf
Motor Function Test in people with chronic
stroke and subacute stroke pp1017-1026.

• Deutsch JE, Maidan I, Dickstein R Patient-cen-
tered integrated motor imagery delivered in
the home with telerehabilitation to improve
walking after stroke pp1065-1077.

• de Jong LD, Dijkstra PU, Stewart RE, Postema K
Repeated measurements of arm joint passive
range of motion after stroke: interobserver
reliability and sources of variation pp1027-1035.

• Mullen AE, Wilmarth MA, Lowe S Cervical disc
pathology in patients with multiple sclerosis:
two case reports pp1055-1064.

• Wu C, Yang C, Chuang L, Lin K, Chen H, Chen M,
Huang W Effect of therapist-based versus
robot-assisted bilateral arm training on
motor control, functional performance, and
quality of life after chronic stroke: a clinical
trial pp1006-1016.

Volume 92:9

• Boonsinsukh R, Saengsirisuwan V, Carlson-
Kuhta P, Horak FB A cane improves postural
recovery from an unpracticed slip during
walking in people with Parkinson’s Disease
pp1117-1129.

• Roos MA, Rudolph KS, Reisman DS The struc-
ture of walking activity in people after stroke
compared with older adults without disabil-
ity: a cross-sectional study pp1141-1147.
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PHYSIOTHERAPY RESEARCH
INTERNATIONAL
Volume 17:2

• Brock KA, Cotton SM Concerns about standards
of reporting of clinical trials: an RCT compar-
ing the Bobath Concept and Motor Relearning
interventions for rehabilitation of stroke
patients as an exemplar pp123-124.

• Dixon J, Gamesby H, Robinson J, Hodgson D,
Hatton AL, Warnett R, Rome K, Martin D The
effect of textured insoles on gait in people
with multiple sclerosis: an exploratory study
pp121-122.

• Landry MD, Goldstein M, Stokes E Physiotherapy
Health Services Research (PHSR): The road
‘that must now be taken’ pp63-65.

• Schoeb V, Bürge E Perceptions of patients and
physiotherapists on patient participation: a
narrative synthesis of qualitative studies
pp80-91.

• Sorinola IO, Bateman RW, Mamy K Effect of
somatosensory stimulation of two and three
nerves on upper limb function in healthy
individuals pp74-79.

• Verheyden G, Ashburn A, Burnett M, Littlewood
J, Kunkel D, on behalf of The Stroke Association
Rehabilitation Research Centre Investigating
head and trunk rotation in sitting: a pilot
study comparing people after stroke and
healthy controls pp66-73.

Volume 17:3

• Aarskog R, Wisnes A, Wilhelmsen K, Skogen A,
Bjordal JM Comparison of two resistance train-
ing protocols, 6rm versus 12 rm to increase 1
rm in health young adults. A single- blind,
randomised controlled trial pp179-186.

• Cooper A, Alghamdi GA, Alghamdi MA, Altowaijri
A, Richardson S The relationship of lower limb
muscle strength and knee joint hyperexten-
sion during the stance phase of gait in hemi-
paretic stroke patients pp150-156.

• Devos H, Akinwuntan AE, Gélinas I, George S,
Nieuwboer A, Verheyden G Shifting up a gear:
considerations on assessment and rehabilita-
tion of driving in people with neurological
conditions. an extended editorial pp125-131.

PHYSIOTHERAPY THEORY
AND PRACTISE
Volume 28:3

• Hakim RM, Davies L, Jaworski K, Tufano N,
Unterstein A A computerized dynamic postur-
ography (CDP) program to reduce fall risk in a
community dwelling older adult with chronic
stroke: A case report pp169–177.

• Rydwik E, Bergland A, Forsén L, Frändin K
Investigation into the reliability and validity
of the measurement of elderly people's clinical
walking speed: A systematic review pp238–256.

Volume 28:4

• Ade E, Smith Jr AR, Spigel PM A case report:
application of the upright motor control test
on physical therapy intervention of an indi-
vidual following a stroke pp317–325.

• Blievernicht J, Kate Sullivan K, Erickson MR
Outcomes following kinesthetic feedback for
gait training in a direct access environment:
A case report on social wellness in relation to
gait impairment pp326–332.

• Lindelöf N, Karlsson S, Lundman B Experiences
of a high-intensity functional exercise pro-
gramme among older people dependent in
activities of daily living pp307–316.

• Reiman MP, Bolgla LA, Loudon JK A literature
review of studies evaluating gluteus maximus
and gluteus medius activation during reha-
bilitation exercises pp257–268.

• Takatori K, Okada Y, Shomoto K, Ikuno K, Nagino
K, Tokuhisa K Effect of a cognitive task during
obstacle crossing in hemiparetic stroke
patients pp292–298.

Volume 28:5

• Barr JB, Wutzke CJ, Threlkeld AJ Longitudinal
gait analysis of a person with a transfemoral
amputation using three different prosthetic
knee/foot pairs pp407–411.

• Eek E, Holmqvist LW, Sommerfeld DK Adult
norms of the perceptual threshold of touch
(PTT) in the hands and feet in relation to age,
gender, and right and left side using transcu-
taneous electrical nerve stimulation pp373–383.

Volume 28:6

• Eisenberg NR Post-structural conceptualiza-
tions of power relationships in physiotherapy
pp439–446.

• Wikström-Grotell C, Eriksson K Movement as a
basic concept in physiotherapy – a human
science approach pp428–438.

Volume 28:7

• Bohannon RW, Kindig J, Sabo G, Duni AE, Cram P
Isometric knee extension force measured
using a handheld dynamometer with and
without belt-stabilization pp562–568.

• Lindberg J, Carlsson J The effects of whole-
body vibration training on gait and walking
ability – a systematic review comparing two
quality indexes pp485–498.

STROKE
Volume 43:4

• Addo J, Ayerbe L, Mohan KM, Crichton S,
Sheldenkar A, Chen R, Wolfe CDA, McKevitt C
Socioeconomic status and stroke: an updated
review pp1186-1191.

• Aries MJH, Coumou AD, Elting JWJ, van der Harst
JJ, Kremer BPH, Vroomen PCAJ Near infrared
spectroscopy for the detection of desatura-
tions in vulnerable ischemic brain tissue: a
pilot study at the stroke unit bedside pp1134-
1136.

• Brazzelli M, Saunders DH, Greig CA, Mead GE
Physical fitness training for patients with
stroke: updated review ppe39-e40.

• Brainin M, Pinter M Poststroke fatigue: a hint,
but no definite word on therapy yet pp933-
934.

• Coutts SB, Modi J, Patel SK, Demchuk AM, Goyal
M, Hill MD CT/CT angiography and MRI findings
predict recurrent stroke after transient
ischemic attack and minor stroke: results of
the prospective CATCH study pp1013-1017.

• Fischer U, Mono ML, Zwahlen M, Nedeltchev K,
Arnold M, Galimanis A, Bucher S, Findling O,
Meier N, Brekenfeld C, Gralla J, Heller R,
Tschannen B, Schaad H, Waldegg G, Zehnder T,
Ronsdorf A, Oswald P, Brunner G, Schroth G,
Mattle HP and for the QABE investigators Impact
of thrombolysis on stroke outcome at twelve
months in a population: The Bern Stroke
Project pp1039-1045.

• Marzolini S, Oh P, McIlroy W, Brooks D The feasi-
bility of cardiopulmonary exercise testing for
prescribing exercise to people after stroke
pp1075-1081.

• Minnerup J, Ritter MA, Wersching H, Kemmling
A, Okegwo A, Schmidt A, Schilling M, Ringelstein
EB, Schäbitz WR, Young P, Dziewas R Continuous
positive airway pressure ventilation for acute
ischemic stroke: a randomized feasibility
study pp1137-1139.

• Morone G, Iosa M, Bragoni M, Domenico De
Angelis D, Venturiero V, Coiro P, Riso R, Pratesi L,
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Paolucci S Who may have durable benefit from
robotic gait training? A two-year follow-up
randomized controlled trial in patients with
subacute stroke pp1140-1142.

• Pollock A, Hazelton C, Henderson CA, Angilley J,
Dhillon B, Langhorne P, Livingstone K, Munro FA,
Orr H, Rowe F, Shahani U Interventions for visual
field defects in patients with stroke ppe37-e38.

• Saver JL, Warach S, Janis S, Odenkirchen J, Becker
K, Benavente O, Broderick J, Dromerick AW, Duncan
P, Elkind MSV, Johnston K, Kidwell CS, Meschia JF,
Schwamm L, and for the National Institute of
Neurological Disorders and Stroke (NINDS) Stroke
Common Data Element Working Group
Standardizing the structure of stroke clinical
and epidemiologic research data: The National
Institute of Neurological Disorders and Stroke
(NINDS) Stroke Common Data Element (CDE)
Project pp967-973.

• Tilley BC Contemporary outcome measures in
acute stroke research: choice of primary outcome
measure and statistical analysis of the primary
outcome in acute stroke trials pp935-937.

• Turner A, Hambridge J, White J, Carter G, Clover K,
Nelson L, Hackett M Depression screening in
stroke: a comparison of alternative measures
with the structured diagnostic interview for
the diagnostic and statistical manual of men-
tal disorders, fourth edition (major depressive
episode) as criterion standard pp1000-1005.

• Zedlitz AMEE, Rietveld TCM, Geurts AC, Fasotti L
Cognitive and graded activity training can
alleviate persistent fatigue after stroke: a ran-
domized, controlled trial pp1046-1051.

Volume 43:5

• Ellis C, Simpson AN, Bonilha H, Mauldin PD,
Simpson KN The one-year attributable cost of
poststroke aphasia pp1429-1431.

• Jakovljevic DG, Moore SA, Tan L, Rochester L, Ford
GA, Trenell MI Discrepancy between cardiac and
physical functional reserves in stroke pp1422-
1425.

• Kelly AG, Hellkamp AS, Olson DW, Smith EE,
Schwamm LH Predictors of rapid brain imaging
in acute stroke: analysis of the Get With The
Guidelines–Stroke Program pp1279-1284

• Lahr MMH, Luijckx GJ, Vroomen PCAJ, van der Zee
D, Buskens E Proportion of patients treated
with thrombolysis in a centralized versus a
decentralized acute stroke care setting pp1336-
1340.

• Mazighi M, Meseguer E, Labreuche J, Amarenco P
Bridging therapy in acute ischemic stroke: a
systematic review and meta-analysis pp1302-
1308.

• Sarker S, Rudd AG, Douiri A, Wolfe CDA
Comparison of two extended activities of
daily living scales with the Barthel Index and
predictors of their outcomes: cohort study
within the South London Stroke Register
(SLSR) pp1362-1369.

Volume 43:6

• Abe H, Kondo T, Oouchida Y, Suzukamo Y,
Fujiwara S, Izumi S Prevalence and length of
recovery of pusher syndrome based on cere-
bral hemispheric lesion side in patients with
acute stroke pp1654-1656.

• Guzauskas GF, Boudreau DM, Villa KF, Levine SR,
Veenstra DL The cost-effectiveness of primary
stroke centers for acute stroke care pp1617-1623.

• Husseini NE, Goldstein LB, Peterson ED, Zhao X,
Pan W, Olson DM, Zimmer LO, Williams Jr JW,
Bushnell C, Laskowitz DT Depression and anti-
depressant use after stroke and transient
ischemic attack pp1609-1616.

• Koch S, Sacco RL, Perez-Pinzon MA
Preconditioning the brain: moving on to the
next frontier of neurotherapeutics pp1455-1457.

• Lees R, Fearon P, Harrison JK, Broomfield NM,
Quinn TJ Cognitive and mood assessment in
stroke research: focused review of contempo-
rary studies pp1678-1680.

• Moore SA, Hallsworth K, Bluck LJC, Ford GA,
Rochester L, Trenell MI Measuring energy
expenditure after stroke: validation of a
portable device pp1660-1662.

• Saver JL, Altman H Relationship between neu-
rologic deficit severity and final functional
outcome shifts and strengthens during first
hours after onset pp1537-1541.

• Zhang J, Zhang Y, Xing S, Liang Z, Zeng J
Secondary neurodegeneration in remote
regions after focal cerebral infarction: a new
target for stroke management? pp1700-1705.

Volume 43:7

• Hsu W, Cheng C, Liao K, Lee I, Lin Y Effects of
repetitive transcranial magnetic stimulation
on motor functions in patients with stroke: a
meta-analysis pp1849-1857.

• Palmer R, Enderby P, Cooper C, Latimer N, Julious
S, Paterson G, Dimairo M, Dixon S, Mortley J,
Hilton R, Delaney A, Hughes H Computer therapy
compared with usual care for people with
long-standing aphasia poststroke: a pilot
randomized controlled trial pp1904-1911.

• Vossel S, Weiss PH, Eschenbeck P, Saliger J, Karbe
H, Fink GR The neural basis of anosognosia for
spatial neglect after stroke pp1954-1956

Volume 43:8

• Chumbler NR, Quigley P, Li X, Morey M, Rose D,
Sanford J, Griffiths P, Hoenig H Effects of telere-
habilitation on physical function and disabil-
ity for stroke patients: a randomized,
controlled trial pp2168-2174.

• Howard VJ, Kissela BM How do we know if we
are making progress in reducing the public
health burden of stroke? pp2033-2034.

• Jensen-Kondering U, Baron J Oxygen imaging
by MRI: can blood oxygen level-dependent
imaging depict the ischemic penumbra?
pp2264-2269.

• Kelly PJ, Crispino G, Sheehan O, Kelly L, Marnane
M, Merwick A, Hannon N, Chróinín DN, Callaly E,
Harris D, Horgan G, Williams EB, Duggan J, Kyne L,
McCormack P, Dolan E, Williams D, Moroney J,
Kelleher C, Daly L Incidence, event rates, and
early outcome of stroke in Dublin, Ireland:
The North Dublin Population Stroke Study
pp2042-2047.

• Kindler J, Schumacher R, Cazzoli D, Gutbrod K,
Koenig M, Nyffeler T, Dierks T, Müri RM Theta
burst stimulation over the right Broca's
homologue induces improvement of naming
in aphasic patients pp2175-2179.

• Kleindorfer D, Lindsell C, Alwell KA, Moomaw CJ,
Woo D, Flaherty ML, Khatri P, Adeoye O, Ferioli S,
Kissela BM Patients living in impoverished
areas have more severe ischemic strokes
pp2055-2059

• Kronish IM, Edmondson D, Goldfinger JZ, Fei K,
Horowitz CR Posttraumatic stress disorder and
adherence to medications in survivors of
strokes and transient ischemic attacks pp2192-
2197.

• Liman TG, Winter B, Waldschmidt C, Zerbe N,
Hufnagl P, Audebert HJ, Endres M Telestroke
ambulances in prehospital stroke manage-
ment: concept and pilot feasibility study
pp2086-2090.

• Prabhakaran S, Naidech AM Ischemic brain
injury after intracerebral hemorrhage: a crit-
ical review pp2258-2263.

• Sandset EC, Murray GD, Bath PMW, Kjeldsen SE,
Berge E on behalf of the Scandinavian
Candesartan Acute Stroke Trial (SCAST) Study Group
Relation between change in blood pressure in
acute stroke and risk of early adverse events
and poor outcome pp2108-2114.

• Schulz R, Park C, Boudrias M, Gerloff C, Hummel
FC, Ward NS Assessing the integrity of corti-
cospinal pathways from primary and second-
ary cortical motor areas after stroke
pp2248-2251.
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• Tao W, Liu M, Fisher M, Wang D, Li J, Furie KL,
Hao Z, Lin S, Zhang C, Zeng Q, Wu B Posterior ver-
sus anterior circulation infarction: how dif-
ferent are the neurological deficits?
pp2060-2065.

• Ueno Y, ChoppM, Zhang L, Buller B, Liu Z,
Lehman N, Liu XS, Zhang Y, Roberts C, Zhang ZG
Axonal outgrowth and dendritic plasticity in
the cortical peri-infarct area after experi-
mental stroke pp2221-2228.

• Yeo SS, Choi BY, Chang CH, Kim SH, Jung Y, Jang
SH Evidence of corticospinal tract injury at
midbrain in patients with subarachnoid
hemorrhage pp2239-2241.

• Zimerman M, Heise KF, Hoppe J, Cohen LG,
Gerloff C, Hummel FC Modulation of training by
single-session transcranial direct current
stimulation to the intact motor cortex
enhances motor skill acquisition of the
paretic hand pp2185-2191.

Volume 43:9

• Heiss W David Sherman lecture 2012: The role
of positron emission tomography for transla-
tional research in stroke pp2520-2525.

• Hong IK, Choi JB, Lee JH Cortical changes after
mental imagery training combined with elec-
tromyography-triggered electrical stimula-
tion in patients with chronic stroke
pp2506-2509.

• Kalaria RN Cerebrovascular disease and
mechanisms of cognitive impairment: evi-
dence from clinicopathological studies in
humans pp2526-2534.

• Mattle HP, Brainin M, Chamorro A, Diener HC,
Hacke W, Leys D, Norrving B, Ward N European
Stroke Science Workshop ppe81-e88.

• Otterman NM, van der Wees PJ, Bernhardt J,
Kwakkel G Physical therapists' guideline
adherence on early mobilization and inten-
sity of practice at Dutch acute stroke units: a
country-wide survey pp2395-2401.

• Schmid AA, Van Puymbroeck M, Altenburger PA,
Schalk NL, Dierks TA, Miller KK, Damush TM,
Bravata DM, Williams LS Poststroke balance
improves with yoga: a pilot study pp2402-
2407.

• Sundseth A, Thommessen B, Rønning OM
Outcome after mobilization within 24 hours
of acute stroke: a randomized controlled trial
pp2389-2394.

ACPIN Membership
Sandy Chambers ACPIN Honorary
Membership Secretary

Registration will close for 2012 on
31st October. If you require mem-
bership for discounts on courses,
including the UK Stroke Forum,
please join/renew before the 31st
October deadline.

Our membership numbers continue
to climb steadily – even after the first
of the year! We are now over 2,700
strong and likely to increase further
due to our great programmes and
the work of all the members and
committees – both regional and
national.
As you will note from the banner

above, we will be closing member-
ship registration on 31st October, as
we do each year, to ‘clean up’ and
get ready for the new membership
year in 2013. Shortly, we hope to have
a new membership system opera-
tional that will allow members and
regions much more flexibility and
autonomy in managing their infor-
mation on the ACPIN membership
database. I will be sending you infor-
mation about the new system once it
is fully tested and operational.
Please remember to update your

details via the ACPIN website
(www.acpin.net) to ensure that you
are kept informed of the upcoming
changes and any new courses. As
always, please contact me at: 
memsec@acpin.org if you have
queries regarding your membership.

Interactive CSP
update September 2012
Chris Manning iCSP link moderator
for neurology

Out of 56,532 iCSP members, 10,303
are registered with the neurology
network reflecting the prominence
of neurological physiotherapy.

You may have noticed a new cate-
gory of discussion; ‘Clinical Case
Discussion’. This is as you might
imagine for questions and sugges-
tions about specific scenarios. The
discussion section is more general eg
use of outcome measures, spasticity
management in the community.
There have been several discus-

sions and news items concerning
exercise, which reflects the content
of recent ACPIN conferences and a
general realisation that the people
we work with are less active than the
general population and can benefit
from increased activity.
The ‘News’ section has information

about new guidelines and consulta-
tions. Keep an eye on this as the
timescale for response to some con-
sultations is short.
Recent additions to documents

have been sparse. If you do come
across useful policies, or articles
please share them with the network.

NEWS

Find us on
Facebook

The International Neurological Physical Therapy Association
(INPA) can be found on Facebook. Visit the site often for
information and news from physical therapists around the
world. At last count we had therapists from 20 different
countries participating. So join us.
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What were your original motiva-
tions for wanting to become a PST
- how far have those motivations
been fulfilled?

I became spinally injured in 1996 in a
motorbike accident, which left me
paralysed from my waist at T12. It was
in the spinal centre that I became
aware of how much people were
asking about relationship and sexual
issues so early after their accident, I
was one of them, I went home with
an indwelling catheter in feeling very
unsexy. It took us a long time to
manage the adjustments and apart
from the psychologist at the spinal
centre (an able bodied man) we felt
we had no one we could talk to! I
felt the staff had more important
things to do than talk to me about
my relationship and sexual worries. I
was scared I may embarrass them,
none of the staff had sex in the title
so it felt a bit of a taboo subject!
With this in mind I set out to find

out how I could fill that gap. I was a
travel consultant prior to my accident
and did not believe I was clever
enough to go to University. I was so
determined I had to prove myself
wrong and that I did! With the help,
guidance and support of my col-
leagues at Relate Lancashire I trained
and gained my diploma in relation-
ship counselling and enough clinical
hours to embark on my Post Graduate
Diploma in Psychosexual Therapy.

Where and who do you work
with?

My client group consists of individu-
als and their partners struggling with
various sexual dysfunctions affecting
their relationships, regardless of
ability or disability. In addition to
working at Stoke Mandeville Spinal
Centre I work with private clients,
clients from Warrington Disability
Partnership (WDP) and BUPA.
My expertise lies in the areas of

sexual dysfunction related to spinal
cord injury and the relationship
issues that a SCI may bring with it.
I feel it is necessary to address the

issue of how important sexuality is
after a spinal cord injury, in that this
aspect of the relationship shared by a
couple, is often neglected, with the
focus being on the physical dysfunc-
tion. I am becoming more involved
in encouraging spinal centres to help
incorporate ideas for change and
presenting this information to all the
staff to allow them to think about
what is achievable within the short
space of time that patients are in
spinal centres and how sexual reha-
bilitation can be effectively inte-
grated during that period.
Myself, and a colleague who works

within oncology, created I-Said,
(Informing on Sexuality After Illness
and Disability) a company delivering
training around sexuality and rela-
tionships, illness, disability and carer
support to relevant groups and insti-
tutions nationwide. Something
which both of us believe is hugely
ignored and is difficult for individual
staff to know how to work with.
I work as a volunteer with SHADA

the Sexual Health and Disability
Alliance as well as helping SPOKZ a
disability counselling service with
their online forum.
In addition, I am a group leader,

trainer and mentor for The Back Up
Trust, a national charity that runs a
range of services for people with
spinal cord injury.

Can you mention one challenge
and one reward that you experi-
enced during training?

I had never worked with a truly reli-
gious couple of a different culture
before, this terrified me at the start.
What if I said something wrong etc,
we developed a wonderful thera-
peutic alliance and they too had
been worried about working with a
white lady in a wheelchair! They
now have three children and con-
tacted me as each child was born.
The issue they came with was
regarding non penetration! Their first
child was one of my magic moments!

What do you think is most
demanding about being a PST
therapist?

Working with spinal cord injury
patients that have an absolute script
in their head that sex is never going
to be worth the bother again. That’s
hard, as I know from personal expe-
rience what this can do to a relation-
ship. I also know how amazing it can
be again, when you get the intimacy
back it’s worth it!

What are the 'magic moments' of
therapy for you?

Clients telling me their intimate sto-
ries, it’s difficult for many people to
talk about sex never mind to a
stranger! It’s always special when
you feel them freely discussing their
issues with you; that’s their begin-
ning, they have been strong enough
to broach the subject with one an
other and ask for help!

For more information please contact
Michelle at:
Emailmichelledonald@gofast.co.uk
Telephone 07775 927 533
Training websitewww.i-said.co.uk

FIVE MINUTES WITH…
MICHELLE DONALD PSYCHOSEXUAL THERAPIST



Syn’apse � AUTUMN/WINTER 2012

40

East Anglia
Nicola Alexander

2012 has yet again been another
successful year in East Anglia. In April
we had our AGM with a vestibular and
FES update. June saw a ‘connective
tissue and fascia’ course run at
Addenbrookes which was very well
received and created so much interest
that we plan to run it again next year.
In October we ran a one and a half day
‘Locomotion and lower limb rehabili-
tation’ course, with Helen Lindfield,
Bobath Tutor, as ever the course was
very successful and we look forward to
more courses with Helen in the future.
The last item for our 2012 programme is
a ‘Long Term Management of Spinal
Cord Injury’ course, to be run by Debbie
Hill and held at Norwich Community
Hospital on 30th November and 1st
December. 
Our 2013 programme is currently 

in draft format but ideas include:
• Motor relearning with Gemma Alder
• Reach to Grasp with Paulette Van Vliet
• AGM – Exercise and muscle fatigue in
MS held at UEA in April

• Connective tissue and fascia (repeat
course from 2012 programme)

• Exploring, treating and assessing
cognitive impairment
Please keep an eye on the ACPIN

website, Facebook page and Twitter
feed for updates.
Our membership numbers have

remained high, and the committee has
been strong. We have been pleased to
welcome two new committee members
– Paul Chapman and Tabitha Mathers.
Funds within East Anglia ACPIN have

been healthy now for a few years, and
we have subsidised courses heavily. We
will continue to subsidise courses in
2013 to make them affordable for our
members.
As always, we are keen to receive

course suggestions, so please contact
me if you have any ideas.

Kent
Nikki Guck

We have had another very successful
year with our membership at the
highest it has ever been, doubling our
numbers and sustaining a very strong
dedicated committee who readily give
up their spare time to organise a
regular programme of events for the
local and often national membership.
Our programme in 2012 began with a

brilliant study day on ‘Spasticity
management’ delivered by clinical
specialist Claire Ward. Thirty-three
people attended the day which was
held at The Village Hotel in Maidstone.
Attendees came from a wide geograph-
ical area including Cheshire and
Sheffield and all the feedback was
extremely positive. Our thanks must be
given to Claire for delivering such a
thought provoking and challenging
programme.
Our programme is always unfolding

and as we go to print there are plans
for a practical ‘Aquatic Therapy’ two
day course in ‘Complex Neurology’ in
November. Additionally the Christmas
lecture will be ‘Kinesiology taping in
neurology’ with mulled wine and
mince pies. And finally save the date
for Saturday 9th March 2013 which will
be the Kent AGM with an exciting study
day on Ataxia from Professor Jon
Marsden and Dr Lisa Bunn. All new
dates will be sent to the membership
and advertised on the website.
As the region covers a large

geographical area, we as a committee
are always keen to hear from members
that wish to join us. It is very sociable,
as well as being a good time to
network and discuss changes that are
occurring in the ever changing NHS and
private sectors. We are always also
looking for members to send us ideas
for future courses and evening lectures.
Please do not hesitate to contact either
myself or anyone on the committee on
kentacpin@yahoo.co.uk, we look
forward to hearing from you.

London
Andrea Stennett

2012 has been a great year for the
London Region both with ACPIN and
non-APCIN related activities. The
summer started off with the Queen’s
Diamond Jubilee celebrations and
ended with the Summer (Olympic and
Paralympic) Games. Physiotherapists
from our region participated at various
levels of the Summer Games which
contributed to its success.
The London Committee would like to

take this opportunity to thank all our
speakers and members for making this
year another success. We continued
with the usual format for our courses
which include a combination of study
days, study mornings and evening
lectures. As a committee, we try to
provide courses that are laced with a
mixture of evidence from the literature
and practical tips that are clinically
relevant. This we credit to our presen-
ters both locally and internationally.
We are in the process of planning the

2013 programme and will publish these
soon. Please keep checking the ACPIN
website, Frontline and iCSP for updates
on courses.
The London Committee remains

stable with twelve members. Welcome
to Biswajit Majumdar and Sally
Davenport who recently joined the
committee. We bid farewell to Trudy-
Ann Sinclair as secretary and wish her
all the best in her future endeavours.
Madeleine Formoy will take on the role
of secretary. This too is my final report
as your regional representative. It was
a pleasure serving you in this capacity. 
Wishing you all the best for 2013. 
If you have any ideas for future

courses, feedback or general comments
please email us at
londonacpin@googlemail.com

REGIONAL REPORTS
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Manchester
Stuart McDarby

2012 has been a successful year for
Manchester ACPIN, with a continuation
of bi-monthly lectures and a two day
course in the autumn.
We began the year with our AGM and

practical demonstration in March. Once
again we are grateful for the support
provided to the Manchester Committee
by the Manchester Neurotherapy Centre
staff who provided a patient demon-
stration that was well received.
May’s lecture was provided by

Krystina Walton at the Highbank
Rehabilitation Centre who talked at
length around neuropathic pain. The
evening became a question and
answer session which proved inter-
esting and prompted some insightful
discussion!
July saw a lecture at Hope Hospital

from MS nurse Alison Bradford, again
feedback was positive and the lecture
proved popular.
September saw Manchester host

Anne Shumway-Cook and Marjorie
Woolacott, in conjunction with
Merseyside and Yorkshire ACPIN. This
was a two day event, a mixture of
practical and theory from internation-
ally renowned speakers and we trust
attendees found it worthwhile!
In 2012 our committee gained an

extra member, with Lindsay Suddell
joining our group. Welcome, Lindsay,
and we look forward to working with
you! The rest of the committee has
remained largely the same, with Claire
(chair), Anna (secretary), Helen
(treasurer), Stuart (regional representa-
tive) and committee members Dani
and Lorraine. As always, we welcome
any interest in members joining and
any new ideas on topics and speakers.
We aim to spread our lectures around
greater Manchester but this is
dependent on venue availability. Any
contributions regarding venues are
always welcomed.
We are currently developing a

programme for 2013 and have a final
lecture for this year scheduled for
November. Members are advised to
keep an eye out for further details and
you can contact myself or the
committee at
acpinmanchester@yahoo.co.uk

Merseyside
Anita Wade-Moulton

Our membership continues to grow.
In May we had an evening meeting

focusing on feedback to members
about the National ACPIN conference
and an open forum to encourage a
two-way dialogue with members
regarding their needs from ACPIN. We
accompanied this with cheese and
wine. Unfortunately it was the day we
had ‘summer’ so the meeting was not
very well attended.
In September Merseyside supported

the two day course by Ann Shumway-
Cooke on ‘Balance Rehabilitation’. This
course was very well attended.
For October we hosted a successful

lecture from a musculoskeletal
colleague on treatment of the shoulder
from the perspective of a muscu-
loskeletal physiotherapist
In November, following last year’s

course by Clare Fraser, Bobath Tutor,
another hands on treatment based
course was very well received.
Other courses and lectures are being

planned for 2013 and although we have
a variety of subjects and suggestions
for these, any suggestions from
members are very welcome, please
email Merseyside ACPIN.
At present these are our Merseyside

executive committee and committee
members  
• President Sharon Williams
• Chair Jenny Wynne
• Secretary Heather Linnane
• Treasurer Jo Haworth
• Lecture Secretary vacant
• Membership secretary Jackie Isaacs
• Regional representative Anita Wade-
Moulton

• Yahoo Internet account Sami Bartley
• Committee Member Caroline Child

North Trent
Anna Wilkinson

We recently had an interesting talk
from Jen Read, occupational therapist
on dyspraxia; recognising its features
and management strategies. We had a
one day course with Nova Mullin about
vestibular rehabilitation and this was
well received. We have a
neuroanatomy course run by Alan Ward
on our agenda also for November. We
have courses on handling abnormal
movement aimed at Band 5 therapists
and those wanting to brush up on
handling skills. Next year we have
podiatry, multiple sclerosis, neglect
and splinting courses planned but
plenty of space for other ideas. If you
want to see anything in particular,
please let us know.
Our committee can be contacted on

northtrentacpin@hotmail.co.uk or
regional representative at
anna@morerehab.com
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Northern Ireland
Dr Jacqui Crosbie

This year the ACPIN programme for
Northern Ireland has run from January
to May 2012, with monthly evening
lectures. We held evening lectures
featuring a range of topics. Glenda
Duncan a dietician from the Regional
Acquired Brain Injury Unit in Belfast
held a session which highlighted the
contribution of nutrition to neurolog-
ical recovery. A respiratory update
featured non-invasive ventilation in
neuromuscular disease. We also ran a
practical evening showing how Pilates
principles and exercises can be incor-
porated into neurological
rehabilitation programmes.
We try to involve other members of

the multidisciplinary team in neuro-
logical rehabilitation so following the
summer break the first evening
meeting in October 2012 was given by
Martina Daly, a continence nurse
specialist. The November meeting will
be a lecture on fear of falling by Shelley
McKeown, a clinical psychologist.
Unfortunately, we were not able to

offer a course or study day in last year’s
programme due to difficulty confirming
dates with speakers or tutors. However,
in the forthcoming session we plan to
run a course with Catherine Cornell
(Dublin) a Bobath Tutor and a
Parkinson’s Disease update with Fiona
Lindop (Derby Hospitals).
On the research front the Stroke Unit

of the Royal Victoria Hospital Belfast is
participating in the Dopamine
Augmented Rehabilitation in Stroke
(DARS) project. It is planned to start
mid-end July. This study will investi-
gate whether giving co-careldopa
treatment in combination with routine
occupational and physiotherapy
improves functional recovery after
stroke.
The baby fairy has been very active in

NI recently so next year will be
something of a challenge as half of the
committee will be on maternity leave!
All being well we’ll keep things
together until they return. At our next
committee meeting we shall be
electing a new chair for the 2012-13
session.

Northern
Anne Wood

Northern ACPIN has seen some changes
with three new members joining the
ranks: Lara Malone as chair, Anne Wood
as regional representative and Lesley
Charman as committee member. We
are pleased to have 81 members in the
Northern region and are keen to
welcome new potential members.
Between September 2011 and March

2012 we held a series of ‘Best in
practice’ lectures in neurological
conditions at a variety of sites in our
region. Topics included: multiple
sclerosis, spasticity, acquired brain
injury, Parkinson’s Disease, spinal cord
injury and stroke. These were so well
received that a further series of ‘Best in
Practice’ lectures have been arranged
monthly from October to March/April
including the topics: motor neurone
disease, management of the acute
neurosurgical patient, stroke from a
physiotherapy perspective, Bobath
concept: its place in contemporary
neuro-rehabilitation and also
functional disorders. These lectures are
presented by experts in their field and
are again at a variety of locations
across the region. See Frontline or
contact Northern ACPIN for further
details.
Northern ACPIN has also run a

‘Casting in neurology’ practical
workshop in June and the course
‘Motor relearning: a problem solving
approach, theoretical and practical
applications in neurophysiotherapy for
stroke’. We are currently planning
further courses to be run in 2012/ 2013.
We welcome any ideas for courses,

lectures or events for the future and
any members who would like to join
our friendly committee. We can be
contacted at:
northernacpin@hotmail.co.uk

Oxford
Claire Guy

From our committee to all Oxford
members, welcome to our report for
the Autumn edition. Our evening
lectures remain the mainstay for Oxford
ACPIN with regular attendance of over
20 and although the venue tends to be
Oxford, we will hope to be sharing
these more widely. Please let the
committee know your preference on
venue location.
The Olympics were the sportfest many

had hoped for and when this is
published the Paralympics will have
taken centre stage. Oxford played its
part in the legacy Ludwig Guttmann
left for the importance of sport for
people following spinal cord injury (SCI)
and ultimately the ongoing
Paralympics. For those members who
have asked, sadly Nikki Emerson did
not make the GB 2012 team, but will be
aiming for Rio.
The Autumn programme started with

Clare Park, speech and language thera-
pist talking about swallowing and
dysphagia and Derek Wade, on the
‘Minimally aware state’. The
programme will follow with; SCI
‘stations’ at Stoke Mandeville Hospital,
exercise physiology with Professor
Helen Dawes, a specific topic related to
postural management with Pat Postill
and hopefully the ever popular neuro-
surgery updates with Stana Bojanic at
the AGM. Courses we hope to run this
year will be on vestibular rehabilitation
and ataxia.
A big thank you to our members for

your commitment at lectures. Keep any
ideas coming to us, you can contact me
on Claire.guy@buckshealthcare.nhs.uk
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Scotland
Gillian Crighton

We have had a really busy year, starting
off with the mental imagery study day
in Perth in May, followed by the neuro-
logical hand course in August in
Dundee and the FES study day in
Clydebank in September, where four
different companies demonstrated
their FES devices with patient demon-
strations and feedback. The
neurological balance course took place
in October in Inverness, rounding up
another successful year for ACPIN
Scotland.
Fiona Genney, our chair is taking

some time off on maternity leave later
this month. Thank you Fiona for all
your hard work over the last few years.
Elaine Hunter from NHS Fife will be
taking over the role next month.
We are always keen for new

committee members, meeting around
four times a year in Perth. If you are
interested in joining our committee or
wish to find out more about what we
do please contact me at 
gilliancrighton@nhs.net
If you would like to share any

academic work, useful websites or the
results of your projects with other
ACPIN members please contact me or
alternatively you could write an article
for Synapse. 

Suggested website: www.askdoris.org
Doris provides easy access to current
evidence, ongoing research and priori-
ties for future research. In effect it does
your literature search for you.

South Trent
Laura Mitton

South Trent ACPIN committee has seen
a few changes this year as we
welcomed Elizabeth Varley as the new
chair, Katy Coutts as membership
secretary and Laura Mitton as regional
representative.
This summer has seen South Trent

ACPIN hosting an advanced Bobath
course with Mary Lynch-Ellerington
focusing on the head neck and thorax.
The feedback received was very positive
with attendees reporting the course to
be very informative and enjoyable.
The latter end of 2012 will see South

Trent ACPIN hosting a movement
science lecture in October and an ‘End
of life’ lecture in November which will
aim to give therapists an insight into
some of the issues associated with this
stage of care and how best to manage
them.
In 2013 we plan to run a series of

evening lectures including ‘Use of the
Wii’ by the Wii Star Research Team and
stem cell research in relation to therapy
outcome following stroke. In addition
April 2013 will see us host a journal club
aimed at exploring Pusher syndrome.
More details of these events and other
courses will be confirmed following our
next committee meeting.
All details of events and courses will

be emailed to South Trent ACPIN
members, however if you would like to
get in touch or are interested in joining
the South Trent Committee we are
always keen to welcome new members
and receive any ideas for future
courses. Please contact me via email at
laura.mitton@nhs.net

South West
Helen Madden

South West ACPIN committee continues
to grow with a large committee based
in Bristol and Devon so we try and
ensure events are held across our vast
region. Our membership also continues
to grow with over 200 members
supporting the events we run, so thank
you for your support.
Courses organised over the last six

months have been held in various
locations in Bristol and Plymouth and
have included a research update
evening, a Parkinson’s Disease study
day with Bhanu Rawaswamy, an
evening lecture on Functional Electrical
Stimulation (FES), an evening lecture
on orthotics and our AGM included
looking at emerging technology in
rehabilitation.
Courses in current planning for the

coming six months include a motor
relearning course and a Bobath
problem solving course in the commu-
nity with further course ideas still to be
finalised. Courses will be advertised on
our regional south west webpage on
the ACPIN website, interactive CSP and
via email to our members. Places for
courses will only be confirmed once a
completed application form and
payment has been received by the
course organiser.
Our CPD fund was discontinued at the

beginning of the year due to the
amount of work involved by the
committee to organise this and a lack
of applications by our members. We
have therefore decided to have a raffle
this year with a prize of a place at
national ACPIN conference for people
who attend our courses in 2012. Further
details are available on the ACPIN
website on our South West regional
page.
Please get in touch with us if you

wish to find out more information
about being on the committee, or have
ideas/suggestions for future courses or
venues.
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Surrey and Borders
Emma Jones

2012 has been a successful year to date,
returning to our previous programme
of two monthly evening lectures and
an annual study day.
This commenced in February with our

AGM and Claire Ward’s informative and
well attended lecture on the role of the
ICF model to support patient centred
rehabilitation. This talk explored how
the ICF could assist with clinical
decision making, goal setting and the
importance of considering participa-
tion, for optimising the outcome of
rehabilitation.
In April, Jacqueline Pattman

presented an interactive evening
lecture on ‘Hydrotherapy in neurology’.
This lecture was enjoyed by a number
of clinicians within the region and the
cakes provided by Holy Cross were
delicious as well!
In June, Brigitt Bailey spoke to

members on medico-legal issues in
neurology and the ‘Role of the expert
witness’. This was an enlightening
evening on the legal processes involved
within neurology and prompted
thought provoking discussion between
members.
We have also enjoyed our study day

in September on ‘Upper limb technolo-
gies for neurological patients’, hosted
by Southampton University. This study
day was aimed at providing members
with an update on the use of upper
limb technologies within assessment
and rehabilitation. The day
commenced with a key note lecture by
Professor Jane Burridge on the
evidence base for the use of upper
limb technologies, the importance of
conducting research into technologies
and what the future within field may
hold. This was followed by Ruth Turk
exploring the use of technology for the
assessment of the upper limb, in order
to understand the relationship
between impairment and functional
activity following stroke. The day
continued with two lectures presenting
current research in upper limb
technologies including the use of
Transcranial Direct Current Brain
Stimulation combined with Robot
Therapy and the LIFE CIT programme
(Computer Technology to enhance
Constraint Induced Therapy). Dr Sara
Demain commenced the afternoon

session with a lecture on the burden of
using technologies with patients and
the day was concluded with an inter-
active discussion panel. The day was
also sponsored by Saebo, Biometrics
and Beagle. The day was a fantastic
opportunity to bring together evidence
based practice with innovative and
dynamic considerations for clinical
practice. It was an extremely informa-
tive study day.
The final talk of this year is on the

use of the Goal Attainment Scale as an
outcome measure within neuroreha-
bilitation. This is due to be presented
by Steve Ashford, clinical specialist
physiotherapist. We are looking
forward to this being an interesting
conclusion to the year.
Ongoing events with be forwarded to

Surrey and Borders ACPIN members by
email. They also may be advertised in
Frontline, on the iCSP website and on
Facebook and Twitter, so keep your
eyes peeled!
Please do not hesitate to contact me

with any queries or suggestions for
future programmes at
emrob222000@yahoo.co.uk
We look forward to seeing you all at

future events!

Sussex
Gemma Alder

Welcome to any new and existing
members. Thank-you to all ACPIN
members that have continued to
support the running of Sussex ACPIN.
The committee will continue to present
a combination of study days and
evening lectures and endeavour to
have these at a number of different
locations throughout Sussex.
The Sussex committee are grateful to

all of the programme speakers this
summer. These included ‘Vestibular
rehabilitation’, ‘The Dizzy Patient’ and
an overview of the ‘LSVT BIG training’
in Parkinson’s Disease.
We have a selection of other events

in the pipeline for the rest of 2012 and
early 2013. These will include; ‘The
neurological patient and sexuality
issues within therapy, another oppor-
tunity to attend ‘Aquatic physiotherapy
in neurological conditions’ with
Jacqueline Pattman, ‘A neurorehabil-
tation MSc journey’ and a possible
topic for our AGM in March will be
‘Sensory control of movement’.
More information and confirmation

of these courses will be available on
the website in the near future. 
As always your thoughts and ideas

are important to us; they really aid us
shaping the course format for the
following year. Please feel free to
contact myself or any of the committee
members to share your ideas.
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Wales
Adele Griffiths

WALES ACPIN membership has
continued to grow steadily through
2012 and now stands at ninety. We
have organized three events since the
Spring report.
The first was an evening lecture by Dr

Tom Hughes speaking about recent
advances in the use of Telemedicine.
The evening lecture was broadcast via
Web-ex, an e-meeting tool which
allows ACPIN members to view and
participate in lectures from the comfort
of their own homes or from their local
physio departments. This was the first
lecture broadcast in this way and there
were some teething difficulties which
are detailed on page 19 of this issue of
Synapse in a piece entitled Celtic
Connections.
In early September ACPIN co-hosted a

‘Falls and balance’ conference with
Cardiff Universities’ School of Health
Care Studies and the Wales School of
Primary Care Research. The key note
speakers were Anne Shumway-Cook
and Marjorie Woollacott at the start of
their UK Autumn tour. 150 delegates
from a range of professions were
booked on the conference; attendance
was a little lower than that, one of the
pitfalls of free events. The day featured
a number of examples of good practice
in falls management with opportuni-
ties for discussion, questions and
networking. In the afternoon there was
a poster discussion session at which
people who had submitted posters
were invited to speak and answer
questions from the audience. The
conference was brought to a close by a
lively panel session with several of the
conference speakers and representa-
tives from the Welsh Government. At
the end of the event delegates were
invited to fill in a postcard to
themselves with three pledges for
changing practice, these will be sent to
them as a New Years’ greeting in 2013.
The ‘Falls and balance’ conference was

followed by a two day ‘Balance rehabili-
tation’ course led by Anne
Shumway-Cook and Marjorie Woollacott.
The course ‘Balance rehabilitation:
translating research into practice’ was
very practical and firmly based on a
wealth of evidence. For a more detailed
write up of the course please see page
28 of this edition of Synapse.

In addition to the Web-ex meeting
trial, WALES ACPIN has also established
a Wikispace for members to keep
abreast of forthcoming events and a
Gmail address for ease and continuity
of contact. The name of the Wikispace
is ‘Wales ACPIN’.To join this or to
register for a Web-ex lecture or to join
ACPIN WALES please email:
walesacpin@gmail.com 
The organizing committee for Wales

ACPIN welcomes anyone who wishes to
join and also suggestions from
members about courses or evening
lectures. The committee is small, very
friendly and would be delighted to
have some new members. If you are
interested let someone know or send
an email.

Wessex
Lindsay O’Connor

As mentioned in our last update there
were several changes to our committee
and this has continued to be a theme
throughout the last six months as we
have a new secretary, treasurer and
regional representative who were
elected at our AGM in April. We
continue to have a large regional
membership and a strong and dynamic
committee who are always welcome to
new members.
As a region we have been busy with a

regular series of stimulating and
relevant evening lectures that have
been incredibly well attended. In
March we held an evening lecture in
Southampton led by Miranda Gardner,
head injury specialist nurse, on
‘Traumatic brain injury and the behav-
ioural components of rehabilitation’.
This well presented and thought
provoking lecture proved so successful,
with a large number of members and
interested colleagues attending, that
we over-filled our usual space. In April
our AGM was held near Winchester and
followed on from another excellent talk
on ‘The psychology of inattention’ by
Richard Maddicks and Sarah Walker-
Bircham, clinical neuropsychologists.
In May our evening lecture was
presented by Emyr Morgan,
Neurosciences Care Group pharmacist
on the topic of ‘Neuropharmacology’.
In June Peter Hutchings, peer support
officer at the Spinal Injuries Association
presented an evening lecture on
‘Spinal Cord Injury – the early days’.
Peter has a spinal cord injury himself
and was an excellent presenter and
story teller; if you have not had the
opportunity to hear him talk you
should definitely try to. As peer
support officer for the South Peter
performs an invaluable role, providing
practical support and information to
spinal cord injured people and their
families who are not in specialist
spinal units. Peter also provides a huge
source of information and support for
health care professionals working
outside of specialist units. From
personal experience working with
Peter and a patient of my own I cannot
emphasise enough the huge role he
plays.
July and August saw a break in our

schedule for the summer, with an
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exciting programme of events planned
for the Autumn and New Year. We
started with a ‘Pusher behaviour’
course in September and several other
events are in the pipeline including
plans for a half day course on
‘Functional disorders’ in November, so
please keep a look out for further
information. We hope to meet the
needs of the regional membership by
offering stimulating and relevant
events which enhance knowledge,
professional development, clinical
skills and networking.
As a region we continue to support

the Wessex-Ghana Stroke Partnership.
We previously heard from Emily Rogers,
a local physiotherapist, who is
returning to Ghana in September and
is currently carrying out an exciting
research project exploring the
challenge of evaluating such projects.
We hope to keep up to date with the
on-going progress of the Partnership in
the future.
As a committee we are looking into

alternative venues for events, particu-
larly those with a non-clinical content,
in order to meet the needs of members
across our large region and to offer as
many of you as possible the opportu-
nity of attending.
Please get in touch with any

comments or suggestions, we will
always welcome your input and want
to represent members of the Wessex
region as best as is possible.

West Midlands
Cameron Lindsay

The West Midlands region welcomed
Charlotte Jackson as a new committee
member during the summer. We had a
relatively quiet beginning to the year
in terms of study events but have a
well packed series of events in autumn
and winter. This year we have been
successful in developing wider links
throughout the region and as a result,
held our first ACPIN course in
Leamington for many years in
September. This ‘Movement Science’
course was limited to 20 people and
was oversubscribed with many more
wishing to attend. We hope further
courses will be be run here.
As our previous disease specific event

was such a success we have used the
same recipe to put together a series of
talks on ‘Muscular Dystrophy’ to take
place on the 28th November 2012.
We are looking forward to upcoming

events in 2013. As this goes to press we
are yet to get a confirmed date for a
repeat ‘Neuroplasticity’ course led by
Jackie Shanley but this is expected to
be in early 2013. We have also planned
a regional update on ‘Early supported
discharge for stroke’ and a roundup of
current local trials in neurological
rehabilitation being led by physiother-
apists within the region. In Easter
Paulette van Vliet will be doing a
practical and theoretical course.
Following the committee’s develop-

ment of a bursary programme at the
AGM we have had a poor uptake.
Please look at the ACPIN regional
website to see details of how to apply.

Yorkshire
Kirstie Elliot

2012 continues to be a busy year for
Yorkshire ACPIN. Having held our
successful if a trifle chilly AGM looking
at the latest evidence, research and
trends in MS, MND, PD and ABI, we
have continued to look at providing a
varied lecture programme. This
includes day courses on neglect, ataxia
and myofacial techniques as well as
evening lectures on management of
the acute stroke patient and CT/MRI
interpretation, hierarchy of cognition,
spinal cord injuries and a joint collab-
oration with the allied health
professions research network looking at
local opportunities for research in
neuro rehabilitation.
The AGM was particularly successful

in terms of recruiting to our
committee; in fact our committee now
numbers 19 members including our
liaison members who are assisting us
with increasing the range of venues we
are using. We continue to look at
spreading venues and hope to see
more new faces supporting these new
venues.
As always we continue to look

forward and are looking to hold a day
on spasticity management, two day
courses lead by Paulette van Vliet
looking at reach to grasp and
functional task training from a motor
relearning viewpoint and also master
classes with Mary Lynch Ellerington.
As always we are more then happy to

take any questions, suggestions and
comments via our yorkshireacpin
@yahoo.co.uk email. We continue to
send out flyers on courses to our
members so would ask everyone to
update their details via the national
website as we don’t have access to the
national database.
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Synapse is the official peer-reviewed
journal of the Association of Chartered
Physiotherapists in Neurology (ACPIN).
Synapse aims to provide a forum for
publications that are interesting,
informative and encourage debate in
neurological physiotherapy and 
associated areas.

Synapse is pleased to accept submitted
manuscripts from all grades and 
experience of staff including students.
We particularly wish to encourage
‘novice’ writers considering publication
for the first time and ACPIN provides
support and guidance as required. All
submissions will be acknowledged
within two working weeks of receipt.

Examples of articles for submission:

Case Reports
Synapse is pleased to accept case reports
that provide information on interesting or
unusual patients which may encourage
other practitioners to reflect on their own
practice and clinical reasoning. It is recog-
nised that case studies are usually written
up retrospectively. The maximum length is
3,000 words and the following structure is
suggested:

Title – this should be concise and reflect
the key content of the case report.

Introduction – this sets the scene giving
background to the topic, and why you con-
sider this case to be important, for example
what is new or different about it? A brief
overview of the literature or the incorpora-
tion of a few references is useful so people
can situate the case study against what
already is known.

The patient – give a concise description of
the patient and condition that shows the
key physiotherapeutic, biomedical and psy-
chosocial features. Give the patient a name,
but not their own name. Photographs of the
patient will need to be accompanied by
explicit permission for them to be used. Only
relevant information to the patients’ prob-
lem should be included.

Intervention/method – Describe what 
you did, how the patient progressed and
the outcome. Aims, treatment, outcomes, 
clinical reasoning and the patient’s level 
of satisfaction should be addressed.
Indications of time scales need to be 
considered.

Implications for practice – Discuss the
knowledge gained, linking back to the
aims/purpose, and to published research
findings. Consider insights for treatment 
of similar patients, and potential for 
application to other conditions.

Summary – List the main lessons to be
drawn from this example. Limitations
should be clearly stated, and suggestions
made for clinical practice.

References – the Harvard style of referenc-
ing should be followed (please see
Preparation of editorial material below).

Original research papers
These should not exceed 4,000 words and
papers should include the following 
headings:

Abstract – (maximum of 300 words)

Introduction

Method – to include design, participants,
materials and procedure

Results

Discussion

Conclusion – including implications for
practice

References

Abstracts of thesis and dissertations
Abstracts from research (undergraduate and
postgraduate) projects, presentations or
posters will be welcomed. They should be
up to 500 words, and broadly follow the
conventional format: introduction, purpose,
method, result, discussion, conclusion.

Audit report
A report which contains examination of the
method, results, analysis, conclusions of
audit relating to neurology and physio-
therapy, using any method or design. This
could include a Service Development
Quality Assurance report of changes in 
service delivery aimed at improving quality.
These should be up to 2,000 words.

Sharing good practice
This Synapse feature aims to spread the
word amongst ACPIN members about 
innovative practice or service develop-
ments. The original format for this piece
started as a question and answer session,
covering the salient points of the topic,
along with a contact name of the author
for readers to pursue if they wish.
Questions were loosely framed around the
following aspects (this would be for an
audit)
• What was the driving force to initiate it?
• How did you go about it?
• What measurements did you use?
• What resources did you need?
• What did you learn about the process?
• How has it changed your service?

However recent editions have moved away
from this format, and provide a fuller 
picture of their topic eg Introducing a 
management pack for stroke patients in
nursing homes (Dearlove H Autumn 2007),
An in-service development education pro-
gramme working across three different
hospitals (Fisher J Spring 2006), A therapy
led bed service at a community hospital
(Ramaswamy B Autumn 2008) and
Establishing an early supported discharge
team for stroke (Dunkerley A Spring 2008).

Product news
A short appraisal of up to 500 words, used
to bring new or redesigned equipment to
the notice of readers. This may include a
description of a mechanical or technical
device used in assessment, treatment
management or education to include 
specifications and summary evaluation.
Please note, ACPIN and Synapse take no
responsibility for these products, it is not an
endorsement of the product.

Reviews
Course, book or journal reviews relevant to
neurophysiotherapy are always welcome.
Word count should be around 500. This
section should reflect the wealth of events 
and lectures held by the ACPIN Regions
every year.

OTHER REGULAR FEATURES
Focus on…
This is a flexible space in Synapse that 
features a range of topics and serves to offer
different perspectives on subjects.
Examples have been a stroke survivor’s
own account, an insight into physiotherapy
behind the Paralympics and the topics of
research, evidence and clinical measure-
ment.

Five minutes with…
This is the newest feature for Synapse,
where an ACPIN member takes ‘five min-
utes’ to interview well-known professionals
about their views and influences on topics
of interest to neurophysiotherapists. We are
always keen to receive suggestions of indi-
viduals who would be suitable to feature.

PREPARATION OF EDITORIAL
MATERIAL

Copies should be produced in Microsoft
Word. Wherever possible diagrams and
tables should be produced in electronic
form, eg excel, and the software used
clearly identified.

The first page should include:
• The title of the article
• The name of the author(s)
• A complete name and address for 
correspondence

• Professional and academic qualifications
for all authors and their current positions 

For original research papers, a brief note
about each author that indicates their 
contribution and a summary of any funds
supporting their work.

All articles should be well organised and
written in simple, clear, correct English.
The positions of tables and charts or photo-
graphs should be appropriately titled and
numbered consecutively in the text.

All photographs or line drawings should
be at least 1,400 x 2,000 pixels at 72dpi.

All abbreviationsmust be explained.

References should be listed alphabetically,
in the Harvard style. (see www.shef.ac.uk/
library/libdocs/hsl-dvc1.pdf) eg:

Pearson MJT et al (2009) Validity and inter-
rater reliability of the Lindop Parkinson’s
Disease Mobility Assessment: a preliminary
study Physiotherapy (95) pp126-133.

If the article mentions an outcome 
measure, appropriate information about it
should be included, describing measuring
properties and where it may be obtained.

Permissions and ethical certification;
either provide written permission from
patients, parents or guardians to publish
photographs of recognisable individuals, or
obscure facial features. For reports of
research involving people, written confir-
mation of informed consent is required.

SUBMISSION OF ARTICLES
An electronic and hard copy of each article
should be sent with a covering letter from
the principal author stating the type of 
article being submitted, releasing copy-
right, confirming that appropriate 
permissions have been obtained, or stating
what reprinting permissions are needed.
For further information please contact the
Synapse editor Lisa Knight at:
synapse@acpin.net

The Editorial Board reserves the right to
edit all material submitted. Likewise,
the views expressed in this journal are
not necessarily those of the Editorial
Board, nor of ACPIN. Inclusion of any
advertising matter in this journal does
not necessarily imply endorsement of
the advertised product by ACPIN. 

Whilst every care is taken to ensure
that the data published herein is accu-
rate, neither ACPIN nor the publisher
can accept responsibility for any omis-
sions or inaccuracies appearing or for
any consequences arising therefrom.

ACPIN and the publisher do not spon-
sor nor otherwise support any 
substance, commodity, process, 
equipment, organisation or service in
this publication.

WRITING FOR SYNAPSE
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