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Author Response

I would like to thank Poulter,1 

Cibulka,2 and Hesch3 for their re-

sponses to the case report titled “Il-

ial Anterior Rotation Hypermobility 

in a Female Collegiate Tennis Play-

er.”4 I appreciate their professional 

input regarding the case report and 

admire their commitment to hold-

ing the physical therapy profession 

accountable for fostering evidence-

based practice. Several criticisms 

were made; some I feel are justi-

fi ed, whereas others warrant a 

response. I will address each of the 

responses separately.

Poulter states: 

The current evidence-based litera-

ture on low back pain is leaning 

heavily toward a treatment-based 

classifi cation system, with an ac-

tive treatment paradigm. This ar-

ticle seems to fl y in the face of this 

evidence and proposes a structur-

al-based diagnostic classifi cation 

based on poor tests and passive 

treatment, namely bed rest, trans-

cutaneous electrical nerve stimula-

tion, ice, ultrasound, massage, and 

taping.1(p507)

A treatment-based classifi cation 

system identifi es a heterogenous 

group of patients and places them 

into subgroups based on the exami-

nation data. The classifi cation of the 

patient in each subgroup guides the 

treatment plan.5 The assumption of 

this type of classifi cation system 

is that all patients will fall into a 

particular subgroup. Each patient 

is unique and may have multiple 

impairments that require a multi-

treatment approach. Based on ex-

amination data, my patient would 

need to be classifi ed in both the mo-

bilization and immobilization treat-

ment subgroups, as proposed by 

Fritz and George.5 Currently, there 

is only a treatment-based classifi ca-

tion system for classifying patients 

with acute low back pain to treat-

ment subgroups.5 I propose that a 

treatment-based classifi cation sys-

tem be developed for patients with 

sacroiliac joint dysfunction (SIJD). 

I recognize the defi ciency of valid 

tests associated with the sacroiliac 

region, specifi cally, those tests relat-

ed to SIJD where pain patterns are 

related to extra-articular structures. 

With the lack of a treatment-based 

classifi cation system and valid tests, 

accurate diagnosis and subsequent 

treatment of SIJD should be based 

on a combination of historic clues, 

palpatory fi ndings, segmental and 

regional motion testing, overall 

functional biomechanical exami-

nation, and appropriate diagnostic 

testing.6

I certainly could have classifi ed 

my patient as having general low 

back pain and ignored the patient’s 

mechanism of injury and the im-

pairments identifi ed in the exami-

nation. This approach was used by 

the athletic trainer for 2 weeks af-

ter the patient’s fi rst onset of pain. 

The athletic trainer had the patient 

continue this active treatment para-

digm until she no longer could play 

tennis, walk with a normal gait pat-

tern, or sit with normal posture.

Poulter suggests that a body chart 

and valid outcome measures should 

have been utilized in the case re-

port. I agree that a body chart 

would have increased clarity of the 

location of the patient’s pain. The 

patient reported right low back 

pain as a general descriptor; her 

pain was palpated inferior to the 

posterior-superior iliac spine (long 

dorsal sacroiliac ligament). I also 

agree that the Oswestry Disability 

Index7 could have been used with 

this patient. However, it was ap-

parent that, based on the patient’s 

goals, returning to competitive ten-

nis was the true measure of attain-

ing her functional outcome.

Poulter asks, “Why did a simple 

acute low back pain episode under 

your care become a 6-month chron-

ic recurrent episode?”1(p507) Based 

on the history, examination, and 

mechanism of injury, I believed the 

patient developed right ilial ante-

rior rotation hypermobility second-

ary to excessive stress to her long 

dorsal sacroiliac ligament (LDL). 

The LDL restrains anterior ilial rota-

tion and was susceptible to sprain 

secondary to performing repetitive 

2-hand backhands. The literature 

suggests that ligaments can regain 

50% of their normal tensile strength 

by 6 months after injury, 80% after 1 

year, and 100% after 1 to 3 years.8–10 

The subsequent treatment program 

was designed to stress the LDL 

gradually over time, being careful 

not to exceed its tensile strength 

during the remodeling phase. The 

sacroiliac belt and taping technique 

were necessary at 6 months during 

tennis play secondary to the high 

pelvic rotational forces and the LDL 

having approximately only 50% of 

its tensile strength. The patient was 

reexamined 1 year later and was 

found to have no impairments or 

functional limitations. We hypoth-

esized at 1 year that the ligament 

had regained its tensile strength 

and, therefore, the sacroiliac belt 

and taping technique no longer 

were necessary for tennis.

I do not understand the basis for 

Poulter’s comment suggesting 

that I contributed to the patient’s 

6-month chronic episode. Further-

more, I believe that I was able to 

offer the patient a solution to her 

complex problem.



Cibulka states, “How do we inter-

pret the apparent contradiction 

between not having the evidence 

and yet needing this evidence to 

make an accurate diagnosis? How 

do you make an accurate diagno-

sis with tests that lack sensitivity 

or specifi city?”2(p508) I recognize the 

defi ciency of valid tests associated 

with the sacroiliac region, specifi -

cally, those tests related to SIJD, 

where pain patterns are related to 

extra-articular structures. With the 

lack of a treatment-based classifi -

cation system and valid tests, ac-

curate diagnosis and subsequent 

treatment of SIJD should be based 

on a combination of historic clues, 

palpatory fi ndings, segmental and 

regional motion testing, overall 

functional biomechanical exami-

nation, and appropriate diagnostic 

testing.9

I apologize to Cibulka for not cit-

ing his article titled “Unilateral Hip 

Rotation Range of Motion Asymme-

try in Patients With Sacroiliac Joint 

Regional Pain”11 in my literature 

review. Its omission was not inten-

tional, and the article should have 

been included.

I also agree that the terms used 

to describe the SIJ need to be 

operationally defi ned. There is 

too much “jargon” that leads to 

confusion when discussing the 

sacroiliac joint.

Hesch discussed several interesting 

points in his response. I agree that 

the corrective exercise for the right 

ilial anterior rotation hypermobil-

ity could have been enhanced by 

adding abduction and lateral (ex-

ternal) rotation of the hip. The 

“upslip” of the innominate should 

have been examined with passive 

mobility testing in the prone po-

sition, as Hesch suggested. Hesch 

also brings up an interesting point 

that the Ostgaard test theoretically 

could induce anterior rotation of 

the ilium. Extensive research is 

needed to validate tests related to 

the diagnosis of SIJD.

H Todd Vaughn

HT Vaughn, PT, DPT, OCS, MTC, is Senior 
Lecturer, Physical Therapist Assistant 
Program, Southern Illinois University at 
Carbondale, Illinois. 

This letter was posted as a Rapid Response on 
March 27, 2009, at www.ptjournal.org.
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Incorporate functional progressions 
into rehabilitation programs

One of the most challenging tasks for a sports medicine 
clinician is rehabilitating an injured athlete for a successful 
return to competition. Effective Functional Progressions in Sport 
Rehabilitation provides clinicians with the strategies and tools 
they need to prepare their clients for the physical demands 
required by their sport. 

In this complete reference, clinicians will find evidence-
based, functional tests and learn how to interpret and use 
the test results to develop specific rehabilitation programs. 
The text also features an online component that allows 
users access to every image from the text to create take-
home instruction sheets for their clients or to create a 
PowerPoint presentation. The images and sample templates 
are available at www.HumanKinetics.com/ 
EffectiveFunctionalProgressionsinSportRehabilitation.
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