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Facilitator’s Guide – Series B
Section I:  OMM Case Presentation.  Prior to the next OMM session, students, interns, and residents  should read the case below and be prepared to discuss the questions in Section II on page 2.

Case Presentation
Chief Complaint:

Patient was a 79-year-old female who stated, “My left ankle and foot has hurt for the past three months.”  She doesn’t remember a specific point in time that the pain started.  She has stiffness, which is constant.  The patient states her pain is worse first thing in the morning and got only a little better during the day once she has been up and around.  The patient has also experienced pain when she walks and worsened when she flexes her ankle, when she walks up stairs, or drives.  She is unable to wear anything on her feet but sneakers.  NSAIDS did not provide any significant pain relief.  She saw an orthopedist and a podiatrist who treated the ankle with no relief.  She was referred to the office by her grandson’s girlfriend who had been a patient in the office.

She is not on any chronic medication and has no known drug allergies.

History:

Her past history reveals osteoarthritis of her knee and thumbs, hammer toes, seasonal allergies.  She has had a hammertoe repair of right foot and a right hip replacement.  She denies alcohol, tobacco or recreational drug use.  She is a widow of 12 years.  Not presently sexually active..  

Review of systems revealed Psych-depression following death of husband, reproductive history includes G1P1, menopause age 50., otherwise non-contributory.  

Physical Exam:

Vital signs are temp. 98.4, BP 128/78,  Resp. 14,  P 70, weight 175 lb., height 5’7”

AAO x 3 in NAD. Cardiovascular and respiratory exams are normal.

Osteopathic Structural Exam:

She ambulates stiffly with minimal dorsi or plantarflexion at the left ankle.  Forefoot resists internal external rotation bilaterally left worse than the right.  Left Achilles tendon is taut and thickened.  Left deep plantar fascia restriction is noted and painful on palpation.  Left ankle resists dorsi- and plantar flexion, o degrees active and 5 degrees passive range of motion noted.  The right pubes is inferior. The sacrum is in a right on right sacral torsion with L5 SrRl.  T10-12 are SlRr.

Hamstring spasms of left extremity is noted.  Restriction of talo-calcaneal movement on the left.  Left fibula head is  anterior (resists posterior translation).  Medial arches are weak but present.  Knees: mild swelling present bilaterally R>L.  The R-knee with mild valgus deformity.  (+) varicosities bilaterally, Heberden’s nodes present at DIP joints-all 8 fingers.  Neurovascular intact, good pulses-dorsal pedis and popliteal; good muscle tone for age, 5/5 muscle strength in upper and lower extremities, intact sensation to light touch and pinprick.  DTR’s 2+/4 x 4 ext.  

Assessment:

Be prepared to discuss this at the OMM session along with the question in the highlighted box above.

Section II:  Mini-Lecture/Discussion (approximate time 20–30 minutes)
Discussion Questions




Teaching Point
	1. How do you explain the current structural findings in the context of this case?  
· Are any relevant structural findings missing?
· What would you do differently?  Why?

	Differential diagnoses:

· The patient had a hip replacement and foot surgery.  There was likely long term compensation relying on the left lower extremity prior to these surgeries.  

	2. What  pathophysiology & functional anatomy knowledge is pertinent for diagnosing/treating this patient

	Pathophysiology

- Pain and tenderness usually center around the plantar fascial region on the medial calcaneal tubercle, but may be anywhere along the plantar fascia.  

- Histopathology of plantar fascitis is characterized by collagen degeneration, angiofibroblastic hyperplasia, chondroid metaplasia, and calcification of degenerated matrix.  
Functional Anatomy

The pain is the result of degenerative changes in the origin of the plantar fascia and traction periositis of the medial calcaneal tubercle resulting from overload.  Over time and with repetitive stress, microtears can occur in the origin of the plantar fascia generating an inflammatory response consisting of collagen necrosis, angiofibroblastic hyperplasia, mucinoid degeneration, chondroid metaplasia, and matrix calcification.

Periosteal inflammation is ubiquitous, frequently inducing an anterior calcaneal spur (ostosis) at the insertion of the fascia.  The anterior calcaneal ostosis remains after symptoms of pain have resolved, indicating that inflammation and injury, not the ostosis itself, is the usually etiology of pain.

· Might also consider leg length discrepancy in patients, especially after hip replacement surgery.

	3. What will be your highest yield regions?
	· Lower extremity, sacro-pelvis, lumbar and thoracic regions

	4. How does previous trauma influence these regions?

	· Gait changes before hip replacement surgery, during rehabilitation or after could affect all of these regions. 

·  Leg length difference subsequent to the surgery could influence the regions.  

· Previous falls in the elderly;

·  Improper shoe wear/ style of shoes.  

· Body weight for the obese patient.



	5. Which 1 or 2 of the aspects below has the greatest influence on the patient complaint?

· Pain

· Fluid congestion

· Hyper-sympathetic influence

· Parasympathetic influence
	· Pain

· Fluid Congestion



	6. What are the acute or chronic aspects?
	· Chronic repetitive stress leads to the changes associated with complaints noted in this case.

· Most structural findings will be chronic.  Symptoms may come and go as the patient compensates and decompensates

	7. Propose an appropriate differential diagnosis / assessment.


	Differential Diagnoses:
· Differential diagnoses: diabetic peripheral neuropathy, or from non-diabetic processes; occult fracture

· Primary Diagnosis: Plantar fascitis

· Secondary Diagnosis: osteoarthritis, hammer toe, possible osteoporosis

· Somatic dysfunction related to diagnosis:  lower extremity, pelvic, sacral, lumbar and thoracic regions

· Current treatment regime:


·  Modifiable Risk Factors-MRF*:

·     weight, choice of foot wear, activity level and location

Non-Modifiable Risk Factors-NMRF*


	8. Devise an appropriate treatment plan based on musculoskeletal components involved in the patient complaint.
CONTINUED -
	 Goals for osteopathic manipulative management-- includes:
· Decrease Pain

· Increase functional mobility and strength

The treatment plan could include:

1. OMT   

2. Teach the patient a proper stretching routine for the calf, hamstrings, and forefoot.

3. Evaluation for osteoporosis with appropriate treatment, if present

4. Steroid injection, if OMT and stretching ineffective.

5. Possible orthotics or taping of the foot

6. Conisder glucosamine or other measures for the osteoarthritis.

OMT:

· Ligamentous Articular Release (LAR) technique on the fibular head, plantar fascia and forefoot and the talocalcaneal regions to release the fascia and ligaments.  

· The bootjack technique to stretch the Achilles tendon. 

· Lymphatic pump to encourage dorsi/plantar flexion motions and encourage proper lymphatic drainage.  

· Encouraged patient to do toe raises to stretch the Achilles and wall stretches by leaning into the wall from about 12 to 15 inches away from the wall.  Demonstrated exercises and verify patient is able to reproduce the motions.

The use of a dorsal pedal lymphatic pump reduces some of the inflammation in the heel in plantar fascitis.  The use of the bootjack technique and fibular head release allow for the return to normal biomechanics of the lower extremity.  Returning the lower extremity to normal function may eliminate the need for injections in the plantar fascia and / or surgery.



	9. What are the dose and frequency considerations
	· Most often these patients will require 3 to 4 visits at a 10-14 day interval followed by increasing interval, probably a month, then as needed

· Patients who do their exercises are treating themselves every day and require less treatment and followup in the office.

	10. What are the outpatient, inpatient, and emergency room considerations?
	· There may be an incidental finding in a hospitalized patient.  It is usually an outpatient diagnosis and treatment.

	11. What are the indications and contraindications for the proposed osteopathic manipulative treatment?
	Indications: 

Pain with associated somatic dysfunction

Contraindications: 

Occult fracture would be contraindication for direct treatment.  If an osteoporotic patient we must consider the amount of force utilized with treatment and avoid steroid injections.




	12. How are you going to talk to your patient about their complaint and your treatment?
	· This is a chronic misuse or overuse injury, in part from the joints in the lower extremity that are not absorbing force like a shock absorber.  Then the arch of the foot has to do too much work.  The treatment will help all the joints and tissues do their job and act as shock absorbers.

	13. How will you communicate your findings, diagnosis, and treatment to your preceptor?
	· Note primary diagnosis.  Describe the place of the somatic dysfunction in the host’s ability to cope with and recover from the illness.  

       Host + Disease = Illness  

· We are addressing the Host aspect with OMT.  The host was compromised, hip replacement had been necessary, before she became symptomatic with the plantar fasciitis.




Section III:  Workshop/Lab (approximate time 60–70 minutes)

1.   Students/interns divide into groups at the tables.


2.   At each table, discuss and practice the appropriate palpatory diagnosis for this patient.


2. Facilitator demonstrates the key treatment techniques.

4.     Students and interns should practice the techniques on each other.
  

5.     At each table, while the techniques are being practiced:


· Identify and practice good body mechanics for the physician and patient in treatment.


· Discuss the treatment plan.

· Discuss what palpatory findings should change on the patient after OMM treatment.


6.     Documentation


Students/interns demonstrate an appropriate documentation of this case including findings and treatment here...
Section IV: Final Wrap-up and Questions/Answers
PAGE  
CORE OMM Curriculum
for Students, Interns, & Residents ©2006
1

