Pilates goes Vertical! - Walk:BacK Level I & II


Two Day Workshop





DAY ONE 	(Times may vary.)








09:15		Registration - Collect Course Pack, Registration Form 


and Badge





09:40		Orientation to the Building


		Introduction





		Who and What is the Walk:BacK Programme?





PRACTICAL	1 Leg Standing


		Walking and Running Video Clips


		Meet Rob/Roberta the (composite) Runner


Walk:BacK - Working Hypothesis


		


10:45 - 11:00	COFFEE BREAK





11:00		QUIZ	Assumed Knowledge - (Min. Read Refs. 2 and 3)





11:30		Introduction to the Course Manual


		Assessment tools 





PRACTICAL	Static and Walking Assessment





12:45-13:30	LUNCH





13:30		Exercises Practical





15:00		AFTERNOON TEA





15:45		TREADMILL SESSION





16:30		Feedback - Summing Up





16:45		CLOSE continues next day at 09.00








DAY TWO 





08:45		Coffee/Tea Available





09:00		Prompt Start  - Revision of Assessment Tools


				


PRACTICAL	Treadmill with Video Recording


		Workshop on Stabilisation - Where to start?


		


10:45 - 11:00	COFFEE BREAK


�
DAY TWO	….continues from Page 1





11:00		Groups present their Clients








PRACTICAL	Static and Walking Assessment - More to look for!





12:00-12:45	LUNCH





12:45		Review





13:15		PRACTICAL	Walking & Running Assessment





15:30		AFTERNOON TEA





15:45		Feedback - Summing Up





16:15		CLOSE








WalK:BacK Level I and II – Suggested preparation work





Anatomy


Please revise the anatomy of:


MUSCLES: Abdomen - lumbar Multifidus, Transversus Abdominus, rectus abdominus, internal and external abdominal obliques. Lower Quadrant - Rectus Femoris, Psoas, Ilio-Tibial Band. 


NERVES: Trace the pathway taken by the following nerves on their route from nerve root to knee; Femoral nerve and Sciatic/Tibial nerves.





Paper – Patient


Please bring a brief summary of a real patient you know well, with lower quadrant dysfunction. We will am to use a selection from these, as an example in your workshop, to see how Walk:BacK may or may not be appropriate.





Segmental Stabilisation theory





Ref. No. 1


“Quite a heavy read, but considering you are getting the core material on which most of the Kinetic Control ™  courses are built, from the horses mouths and at cost of a few mouse clicks, its well worth the effort!” JS


Comerford M & Mottram (2001) Functional stability re-training: principles and strategies for managing mechanical dysfunction Manual Therapy 6(1), 3-14


AVAILABLE ONLINE! www.sciencedirect.com/science/journals (Sadly no longer complimentary access. But an ATHENS login will get you in free)





Ref. No. 2


Chapter 1 and 2 only “Well written & the 1st book to bring these four key authors together.” JS


Richardson C A, Jull G A, Hodges P W, Hides J A (1999) Therapeutic exercise for spinal segmental stabilisation in low back pain: Scientific basis and clinical approach. Churchill Livingston, Edinburgh�
Ref. No. 3 - Copy enclosed


Fischer R. (2003) Lumbopelvic stability and low back pian: Current thoughts and exercise guidelines. SportEX medicine (17) Jul 10-13 - “A very readable and a nice compact read - the speediest pre course read!” JS





Ref. No. 4


O’Sullivan P B, Twomey L T, Allison G T (1997) - “Heavily quoted due to its publication in a heavy weight journal - A must know if taking to Dr’s.” JS


Evaluation of specific stabilising exercise in the treatment of chronic low back pain with radiological diagnosis of spondylolysis or spondylolisthesis. Spine 22:2959-2967








Pilates MatWork





Ref. No.5


Chapters 1-2  “An excellent introduction to the origins of Pilates - Pilates Foundation recommended key text.” - Reviewed by JS in Physiotherapy Journal 2001 


Brooke Siler (2000) The Pilates Body, Michael Joseph UK


ISBN 0-718-14423-6





www.pilatesfoundation.com - “The UK’s most established practitioners are listed here.”





Functional Anatomy
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�
THE CONDENSED READING LIST





ABSTRACT - For emergency reading on the morning of the WalK:Back course, along with a quick “swiz” at the anatomy of muscles and nerves the lower quadrant (i.e. L1/2 downwards, and stop just below the knee if time is short) 





Answers to any QUIZ questions in this WalK:BacK Workshop are likely to be contained in this article





Comerford M & Mottram (2001) Functional stability re-training: principles and strategies for managing mechanical dysfunction Manual Therapy 6(1), 3-14


AVAILABLE ONLINE! www.sciencedirect.com/science/journals (Athens or similar Passwords Required)





Masterclass  from Manual Therapy





NB. Copyright © 2001 Harcourt Publishers Ltd. All rights reserved.


Kinetic Control, Mede House, Salisbury Street, Southampton, SO15 2TZ, UK �Received 20 November 2000; revised 15 December 2000; accepted 18 December 2000. Available online 22 February 2002.


 


Abstract


Functional stability is dependent on integrated local and global muscle function. Mechanical stability dysfunction presents as segmental (articular) and multi-segmental (myofascial) dysfunction. These dysfunctions present as combinations of restriction of normal motion and associated compensations (give) to maintain function. Stability dysfunction is diagnosed by the site and direction of give or compensation that relates to symptomatic pathology. Strategies to manage mechanical stability dysfunction require specific mobilization of articular and connective tissue restrictions, regaining myofascial extensibility, retraining global stability muscle control of myofascial compensations and local stability muscle recruitment to control segmental motion. Stability re-training targets both the local and global stability systems. Activation of the local stability system to increase muscle stiffness along with functional low-load integration in the neutral joint position controls segmental or articular give. Global muscle retraining is required to correct multisegmental or myofascial dysfunction in terms of controlling the site and direction of load that relates to provocation. The strategy here is to train low-load recruitment to control and limit motion at the site of pathology and then actively move the adjacent restriction, regain through range control of motion with the global stability muscles and regain sufficient extensibility in the global mobility muscles to allow normal function. Individual strategies for integrating local and global recruitment retraining back into normal function are suggested. �


 M. J. Comerford, B. Phty, MCSP, MAPA, S.L. Mottram, MSc, MSCP MMACP, Kinetic Control, Mede House, Salisbury Street, Southampton SO15 2TZ. 
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The condensed read - abridged! - And just remember the anatomy from your first year!





“Find out which joints bend too much and in which direction they “Give” - Find out which joints don’t. Stabilise the bits that move too much, and mobilise the others - Do this with reference to the motor learning model and in the context of a relevant functional outcome “ JS 2002
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www.physiotherapy.co.uk�35 Alexandra Park.. Bristol BS6 6QB


Free Call 0800 015 0005�
WalK:BacK


Spinal Health on the Move!


Page � PAGE �3��
�
�
�






JS Home @WalkBacK/Templates/Confirm/Program Prep n Reading List 
