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Scope of Practice

Emphasis on Quality 
Evidence.

Active Learning

experienced tutors 
with strong clinical 

and academic 
background.

Affiliate with 
teaching and clinical 

organizations

Physiotherapy 
courses at basic 
expenses cost in 

developing countries

Accreditation service

Free access to 
learning activities 

free online courses.
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Program Tutors:

Mahmoud Saad 

Ken Chance Larsen 



Associate Senior Lecturer. Sheffield Hallam University SHU-UK.
Fellow Higher Education academy.UK
Certified McKenzie Therapist-Chair MIE 2010-2013
Clinical specialist - National Health Service NHS.UK
Chartered Society Physiotherapy MCSP.
Certified Medical Taping Tutor.
PRIMEPHYSIO. Founder.
Certified Manual therapist. UK. IFOPMT
Chairperson . Orthopedic Manual therapy Egypt OMTAE 



Best modern university
ƛƴ ǘƘŜ ƴƻǊǘƘ ƻŦ 9ƴƎƭŀƴŘ нлмсΧ 
ÅUndergraduate Program

ÅAdvanced Msc Physiotherapy
ÅF2F

ÅDistance Learning

ÅMSc in Manual Therapy

ÅPHD Program

ÅProfessional doctorate program



HISTORY

ÅOMTC Started 2004

Å58 Intakes 

ÅUK-Dubai-Egypt-KSA

ÅQatar-Jordan-Palestine ςSudan

Å2000 + Physios and medical doctors 



HISTORY 

ÅOMTC Previously known as Primehysio OMT 
diploma 

ÅOrthoapedic Manual Therapy Academy 
(OMTA)

is part of Primephysio Training UK Group  



Objectives
Stimulate your 

thinking to reflect
on and improve your 

current clinical practice 

to maximize the 
treatment 
outcomes. 

Research and clinical 
evidence related to 
different assessment 

and treatment concepts

Case studies, discussions, 

group activities and 
mini scenarios.

Applya wide range of 
assessment and 

treatment techniques 
for patients with 
musculoskeletal 

conditions

Ability to extract 
evidencefrom research 

and appraise research quality.

Critically reflecton own 
ability to manage patients 

with neuro-musculoskeletal 
problems.



Program Structure

Å Module 1: 

Manual therapy foundation 

2 days 16 Hours (2 days 8 hours a day)

Å Module 2: 

Clinical reasoning and practice for spine and extremities

2 days 16 Hours (2 days 8 hours a day)

Å Module 3:  

Integrated manual therapy approach for spine and extremities. 

2 days 16 Hours (2 days 8 hours a day)



Program Structure

Task 1: Online MCQ 50 Marks 

ÅDay 2, 20 MCQ, 10 Marks

ÅDay 4, 20 MCQ, 10 Marks

ÅDay 6, 30 MCQ, 30 Marks

Task2 :

Å Informal evaluation by the program tutor/s

ÅSuccessfully completing and signing the practical booklet



Å20 Min talk rule. If necessary!

ÅThere is no question called silly 

ÅListen-talk- brainstorm. No right and wrong 

ÅAssess your own progression. Use the SWOT analysis sheet

ÅPractical labs are for practical application not for watching 

ÅVideo taping allowed with tutors permission during practical lap only.



Your objectives !





Day (1)

Introduction, Ice breaker and Testing the water 

Setting the scene

Pain and neurophysiology education 

Identifying neural pain and clinical relevance?

Role of neural mobilisation in differential diagnosis and management.

Arthorgenic pain.

Mobilisation strategies and role in management

Justification and application of movement therapy 



Introduction



Musculoskeletal 
problems 

Most common conditions treated by 
Physiotherapists (Dean et al 2011)

The most common cause of physical 
disability globally. (Ves et al 2010)

GP visits in the UK (May 2012)



Conclusionsfrom
the Literature

ÅCommonest  chronic condition in the 
general population-Large numbers seek health-care.  
(Grieves 2016)

Symptoms can persist even after 
treatment and treatments often provide short -
term relief only.(O'sullivan2005)



Conclusionsfrom
the Literature

ÅValidity and reliability of accepted diagnostic 
categories is uncertain. e.g. shoulder tests(May et al 2010)

ÅThe evidence in systematic reviews and controlled trials is
not supportive of many commonly used treatment 
interventions.

ÅThe only intervention that consistently appears capable of 
offering long-term management strategies is exercise.



Few Myths!

ÅSpecial Tests: e.g. NEER's Test (1972)

ÅDiagnostic Labels

ÅBio-medically driven assessment 

ÅImaging !



Modern OMT

ÅAssessment is a multidimensional and multi-purpose process.

ÅTreatment ! there is no size that fits all..

Å.ƛƻƳŜŎƘŀƴƛŎŀƭ ƳƻŘŜƭǎ ŀǊŜ ǉǳŜǎǘƛƻƴŜŘ ŜΦƎΦ CǊȅΩǎ [ŀǿǎ

ÅEvidence for Neurophysiology education .. Link to clinical practice

Å5ŜŀǊ tŀǘƛŜƴǘ Υ Lǘ ƛǎ ŀƭƭ ŀōƻǳǘ ȅƻǳ Χ ŎƻƳǇƭƛŀƴŎŜ ό/ƘŀŘ /ƻƻƪ нлмтύ



Modern OMT

ÅAssessment : 

To build therapeutic relationship

To change/challenge wrong beliefs

Practice your Job as a drug dealer 

Agree the terms and conditions and Sign the contract 



Modern OMT

ÅAssessment : 
ÅTo maintain patient's safety- Exclude Red Flags

ÅDecision making . Keep or refer 

ÅNeverexclude any possibility 



If you are in doubt!! kick it out..  Salma Saad (2018)



Modern OMT

Assessment : that guides treatment e.g

Å Active and Passive ROM Testing

Å Joint (mobilise ) - Muscle ( load)

Å Neurodynamic testing 

Å Identify Source of symptoms

Å Guides treatment  



Case 
study 
P???. In 
groups 
of 4

Important questions you MUST ask 
with justification!

Physical examination ... Prioritise.

Clinical impression !

Complete your assessment sheet and 
keep it for later.





TYPES OF PAIN

Somatic ς
musculoskeletal 
structures: 

Deep and aching in quality

Vague and hard to localise. 

The stronger the noxious stimulus the further pain peripheralises.

Radicular / 

nerve root pain: 

Experienced in the leg. 

Associated with dermatomal pain patterns

Nerve function abnormalities e.g. weakness or paraesthesia, and abnormal tension tests 

Central :                    
Abnormalities in central 
nervous system. Central 
sensitization.

Visceral :                   
From organs. Bladder-
Kidney-Uterus-Prostate   



Pain generating mechanism (Glifford2013-Mckenzie and may 2003)

STATE OF TISSUES PAIN MECHANISM

Normal Abnormal stress ςmechanical

Inflamed (acute) Predominantly chemical ςsomatic and/or radicular

Healing (sub-acute) Chemical / mechanical interface

Abnormal (contracted / scar tissue) Mechanical ςsomatic and/or  radicular

Abnormal (derangement) Mechanical ςsomatic and/or radicular 

Persisting hypersensitivity (chronic) Peripheral / central sensitisation

Barriers to recovery (acute to chronic) Psychosocial factors



Factors identifying Mechanical & inflammatory pain 

INFLAMMATORY MECHANICAL 

ÅConstant pain 

ÅRecent onset (traumatic or possibly insidious)

ÅMay be swelling, redness, heat, tenderness

ÅAll movements aggravate symptoms

ÅNo movement found which abolishes or 
centralises pain ** 

ÅMore commonly intermittent but may be 
constant. 

Å Constant pain; ButCertain repeated movements 
cause a lasting reduction, abolition or centralisation 
of pain **

Å Movements in one direction may worsen 
symptoms, whereas movements in the other 
direction will improve them

Å The mechanical presentation will improve along 
with the symptoms

**Abolition means 0/10 - centralisation in case of spinal related symptoms.



Lamborghini and spinal pain
When the mechanical goes inflammatory



For sale é. 1,000000



Visceral pain 



Å The KEY:

ΨΩLǘ ƛǎ ŀƭǿŀȅǎ ǿƛǘƘ ǎƛǘǘƛƴƎ Σ LϥƳ ŦƛƴŜ ƻƴ ǘƘŜ ƳƻǾŜΩΩ

ΨΩLǘ ŘƻŜǎ ƴƻǘ ƳŀǘǘŜǊ ǿƘŀǘ Ǉƻǎƛǘƛƻƴ L ǎƭŜŜǇ ƻƴ ŀǘ ƴƛƎƘǘΣ 
L ǿŀƪŜ ǳǇ ǿƛǘƘ ǎƘƻǳƭŘŜǊ ǇŀƛƴΩΩ

ΨΩ CŜǿ ¦¢L ƛƴ ƭŜǎǎ ǘƘŀƴ ŀ ȅŜŀǊΣ ǘƘŜƴ ǘƘƛǎ ǎƛƭƭȅ [.tΣ ƴƻǘ 
ǎǳǊŜ ǿƘŀǘ ƛǎ ƎƻƛƴƎ ƻƴΩΩ

ΨΩ ²ŀƭƪƛƴƎ ƛǎ ŀ ōƛǘ ŘƛŦŦƛŎǳƭǘ Σ L ŦŜŜƭ ǘƘŜ ǎƻǊŜƴŜǎǎ ŘŜŜǇ 
inside the knee, has to rest before I carry on 
ǿŀƭƪƛƴƎΩΩ



Pain is in the brain 
the tissue is not the issue



In groups :

What is the clinical 
relevance of these 
scenarios ?





Brain Centres 
&freedom of 
information



Neurotag. 
Buttler 
(2000)



Chronic Pain (Glifford 2013) 

Å May be influenced by non-mechanical factors

Å No or minimal link to the original tissue damage 

Å Unclear correlation between the extent of injury and reported patient symptoms 

Å Possibility of neurophysiological, psychological or social factors

Å Possibility of central sensitisation 



Pain Neurophysiology 
education  

Nijs et al 2014

ÅFocuson convincingpatients that pain doesnot, in
itself, result from tissuedamage.

ÅApplyTime-contingentapproach:
άtŜǊŦƻǊƳthe exercisefor 5 minutes,regardlessof theǇŀƛƴέ

ÅNOTsymptom-contingentapproach
ά{ǘƻǇthe exerciseonce it ƘǳǊǘǎέto exercisesand physical
activity.



Nijset al 2014



Smile Assurance Shared decision

Professionalism Trust Education

Car Key 



Summary 
and clinical 
implication

Pain is a multidimensional process.

Addressing different factors affecting pain 
perception is a clinical MUST DO approach.

Education/Neurophysiology education has an 
impact on treatment outcomes.

Treatment starts in the waiting area and the 
corridor and finishes whenever the patient wants.



20 minutes



ÅContinued 



LINKING THEORY TO 
PRACTICE 



Neural dysfunction 

Central mechanism (Hodges 2007)

PAIN





Subjective 
Examination



Turning 
Examination 
into treatment 



Turning Examination into 
treatment 

Smile is analgesic 
(Louro & Sousa, 

2014).

Challenging the 
concept not the 
person. (Mosley 

2017)

Introduce new 
concept (Mosley 

2017)

Focus on abilities 
not disabilities.

Pain Vs problem 
Sign the contract.. 

Driver seat must be 
yours.

Professionalism Χ 
Positive , Caring 

attitude. 

The white shirt vs 
polo shirt ςstudent 
vs senior ςLada Vs 

mercedes 



The art of 
questioning 







SIN

24 H 

E/A
PMH

SQ
SH



Presenting condition

Area of symptoms

Location of Symptoms and Associated Symptoms-link

Behavior of Present Symptoms

Å Association pain-posture/movement
Å Constant/intermittent (pain free moments/days/periods)
Å Any directional Preference
Å Relationship of pain
Å Aggravates & easing (or abolishing) factors



Stability

Progression of symptoms

ÅBetter

ÅHow is it better?

ÅSame

ÅWorse

ÅHow is it WORSE?

ÅListen

ÅPatient Expectations



Social History

Å Occupation
Åe.g. Important daily stresses placed on the 

Lumbar spine

ÅActive Leisure Activities
ÅFrequency

ÅLevel of participation

ÅPrevious activities

Å.



PMH
SQ
DH

Å PMH
ÅEstablish comorbidities

ÅGeneral Health.

ÅSome really good clues to psychological status here!

ÅSpecial Questions
ÅQuestions relating to Medical Conditions  relevant to 

physiotherapy intervention.

ÅHelp rule out serious spinal pathology

ÅDrug History. 



Severity
Irritability
Nature 

SIN Factors

Åa clinical reasoning tool designed to help you formulate your 
physical examination to the appropriate level.

ÅValid outcome measures 

ÅGuide physical examination and treatment choices.

ÅCombined with the Must/ Should/ Could List it will help you 
clearly identify the structures to be assessed and carry out a 
logical clearly structured, appropriate physical assessment.



Severity
Irritability
Nature 

SIN Factors

Severity

ÅIs the problem severe?

ÅHow  does the patient describe the problem?

ÅWhat does the VAS tell you ?

ÅHow is the problem affecting the patients lifestyle? 
School? (WORK?) Hobbies? SLEEP? Function?

ÅHow's the patient coping with the problem? 
Medication? Psychologically



Severity
Irritability
Nature 

SIN Factors

Irritability

ÅHow easily is the problem aggravated?

ÅHow much is the problem aggravated?

ÅHow long does it take to settle?

ÅHow does the patient help the problem to settle 
down?



Severity
Irritability
Nature 

SIN Factors

ÅIs the condition appropriate for further assessment? 
(Red Flags) 

ÅMechanical or inflammatory 
ÅPeripheral/spinal/central
ÅFactors maintain symptoms (postural , working habits)
ÅLatency
ÅPotential yellow flags
ÅMyogenic
ÅArthrogenic
ÅIntra articular/ Extra articular

ÅNeurogenic
ÅNeural compromise/ Adverse Neural Mechanical 

Sensitivity

ÅPeripheral/ Spinal / Central



24 hours pattern Å Diurnal Pattern
Å(Morning stiffness > 2/24 systemic) (Maitland 2000)

ÅNocturnal pattern (Sleep)
ÅSleep deprivation- sensitisation

ÅNocturnal disturbance : On turning?

ÅOne of the original Red Flags



Summary
What Must/ Should you ask this patient?

Section What it informs

PC Source / Cause

HPC Source / Cause / Treatment

PMH Cause / Treatment

SH Source / Cause / Treatment

DH Treatment

24hr Source

Body chart Pattern recognition

Aggravating& Easing Factors Source / Cause / Treatment

Red Flags Treatment / management

Yellow Flags Source / Cause / Treatment



Patient Beliefs and Expectations

HOW CAN I HELP YOU TODAY?
ÅIs it realistic? 

ÅIf multiple problems- be focused

ÅHighlights possible barriers to recovery (Yellow Flags)

ÅGuides the treatment pathway 



Aim of examination
10 seconds rule 

What is the aim of my examination today? 

Rule out red flags

Set outcome measures

Identify area/s of symptoms 

Identify source/s of symptoms 

Pick treatment tools 

Send few message across to the patient 



Physical examination

MUST

To clear serious 
pathology and to see if 

a referral on is 
required

SHOULD

To differentiate 
between potential 

sources.  Reducing the 
differential diagnosis.

COULD

To fully clear areas or 
provoke symptom



Physical examination 

Observe

ωObserve: 
static -
dynamic

Move

ωMove : 
AROM-PROM

Test

ωTest : Special 
testing e.g. 
neurological 
examination

Palpate

ωPalpate: e.g. 
muscle



McKenzie System.. It is called mechanical 
DIAGNOSISand therapy

Å3 Golden clinical tips:

ÅRepeated movement testing

ÅCentralization and peripheralization phenomena 

ÅDirectional preference 



Repeated movement testing (RMT )and directional preference (DP) 
(McKenzie and may 2003)

Guided by subjective examination

Repetition is required to change mechanical forces , hence changing symptoms (if mechanical)

Patient move to different directions repeatedly and report change in symptoms, movement block and ROM. 

Applicable for spine and extremities.

If movement to specific direction/s that centeralise and/or reduce symptoms and/or increase ROM will be considered 
as :

PREFERED DIRECTION or MOVEMENT that guides the exercise prescription process.



Centralization and peripheralization phenomena 



If symptoms move up to the back does not necessarily mean mean It is 
centerlaises



Directional preference 

ÅMovement towards specific direction/s that :

ÅDecreases symptoms 

ÅCentralizes symptoms

ÅImprove movement quality

ÅBreak the movement block 



Directional preference 

ÅPrognosis: excellent, whether acute, chronic, LBP only, or sciatica with neural 
deficits.

ÅTreatment: directional end-range exercises, posture strategies, patient 
education.

ÅRecurrence prevention: excellent with continued use of exercises/posture 
strategies.

ÅPain source: rapidly reversible, likely an  intervertebraldisc.  (Five studies)



Predicts

Disc

Origin

Centralization and Directional preference (Cent/DP) 

Cent
DP

Identifies

Large LBP

Subgroup

Predicts

Good

Outcome

Absence:

Identifies

Non-mechanical Spinal 

Subgroup

Psycho-

social

Issues

Rapidly

Reversible

Pain

High

Reliability

Improves

Outcomes

Improves

Under-

standing

Other

Joint Pain

Irreversible

Disc

PainStimulates

Research
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Symptoms modification procedures

ÅA method that guides hypothesis generation and treatment selection.

Å5ƛǊŜŎǘƛƻƴŀƭ ǇǊŜŦŜǊŜƴŎŜ Χ ƛǎ ƛǘΚ

ÅMobilization with movement

ÅKnee : Femoral rotation- tibial rotation- Taping-lateral insole- gluts activation

ÅShoulder 



To move or not to 
ƳƻǾŜ Χ

Neural Tissues  



Ion Channels
ÅPassagesconstructed of proteins bound in the membrane 

of neuron (axolemma)

ÅHoles in the middle will open and close, regulating the flow 
of ions across the membrane of cells

ÅDifferent kinds of channels are synthesized on ribosomes 
around the nucleus ςto genetic (DNA) instructions in the 
cell nucleus and are transported in axonoplasmand 
inserted into the axolemma 

ÅThey live for around 2 days Some stay open for longer


