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posttraumatic stress disor-
der symptoms…” Dunleavy 
K, Kubo Slowik A. Phys Ther. 
2012;92:339–351.

I thank the authors of this thought-
ful case report1 for helping to in-
form the physical therapy commu-
nity about the unique and often 
poorly understood ways in which 
patients with a history of abuse 
or violent trauma may respond in 
a physical therapy setting. I also 
thank the authors for their care-
ful discussion of the management 
strategies they used to effectively 
treat the patient in this case. I ap-
preciate the authors’ work because 
I am a health care professional 
and a patient whose psychological 
issues and experience in physical 
therapy have many similarities to 
those of the patient in this case 
report.

As the authors of the case report 
note, a substantial number of men 
and women in the general popula-
tion have a history of signifi cant 
trauma due to child abuse or 
physical or sexual violence; there-
fore, physical therapists in most 
specialties are likely to encoun-
ter some of them as patients. Yet 
individuals with a history of this 
kind of trauma may have avoidant 
behaviors (which can include not 
disclosing their trauma histories) 
and other behaviors that often are 
exacerbated in stressful environ-
ments—which may make them 
appear to be unstable, uncoopera-
tive, unfriendly, distant, control-
ling, or simply unpredictable, and 
thus diffi cult to treat. But when 
such patients are recognized and 
effectively managed, as happened 
in this reported case, not only may 
health care providers who have 
signifi cant contact with these in-
dividuals (eg, physical therapists) 

succeed in treating the primary 
somatic complaints, they also may 
play a role in promoting psycho-
logical healing. I would like to re-
inforce this particular message of 
the case report by offering another 
illustration of how this might work 
through a brief description of my 
own experience.

I should fi rst state that, unlike the 
patient in the case report, I have 
not been a victim of rape. My 
trauma history is not related to an 
individual experience of physical 
or sexual violence, but rather to 
a more protracted—over several 
years of my childhood—exposure 
to a home environment where the 
parents were intensely unhappy 
with each other, interpersonal 
communication was disrupted, 
and parental issues often were 
displaced onto their children in 
the form of outbursts of anger and 
both physical and psychological 
boundary violations. This type of 
history may be associated with 
what is referred to as “complex 
posttraumatic stress disorder.” Ap-
parently, I had suffi cient psycho-
logical resources so that, as soon 
as I was able, I moved away from 
that home environment to attend 
college. I did not know until years 
later that what I had experienced 
could be regarded as “abuse” or 
“neglect.” And only recently have 
I come to understand the source 
and signifi cance of stress symp-
toms that I’ve experienced to 
varying degrees over the years, 
symptoms that also were exacer-
bated recently by the diagnosis of 
a potentially life-threatening medi-
cal condition and “triggers” in my 
physical therapy sessions.

I am a physician-researcher now 
in my late 50s. I was diagnosed 
with breast cancer in early 2011, 
underwent a mastectomy followed 
by radiation therapy, and subse-

quently developed a near-frozen 
shoulder for which I was referred 
for physical therapy. When I ini-
tially came to the physical therapy 
clinic, I was feeling very vulner-
able. Up to that point, I had been 
being shuttled rather quickly 
through various hospital depart-
ments (diagnostic radiology, sur-
gical oncology, plastic surgery, 
radiation oncology) for different 
aspects of my treatment. Although 
I felt challenged by the process, 
my contacts with practitioners in 
each of those departments were 
limited. During those 3 months, I 
tried to simply maintain a sense of 
forward progress, with my sights 
on getting well again. But, as I 
began physical therapy, with new 
onset pain and limited ability to 
use my dominant arm, I was quite 
anxious, feeling abruptly disabled 
and uncertain as to how things 
were going to proceed.

I was acutely aware of the pain in 
my shoulder at rest and with any 
attempt at movement, active or pas-
sive. My physical therapist noted 
my anxiety and was careful to take 
time to explain to me what she saw 
and what she was doing with me. 
She informed me that I exhibited 
signifi cant muscle guarding. Hav-
ing my attention brought to this 
guarding was actually profound 
feedback for me. I had not been 
aware that my body was doing 
this, that it could actually be doing 
something that impeded treatment 
efforts. I struggled to think about 
how to address this guarding and 
to “cooperate.” My therapist per-
ceived my discomfort and worked 
to help me manage my body’s 
defensiveness. For example, over 
several weeks of our twice-weekly 
sessions, as I lay supine and she 
sat by my side offering instruction, 
she would calmly encourage me to 
“breathe,” to “try to relax and let 
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[my] arm go” and “just let gravity 
take it” (eg, during shoulder rota-
tion exercises). Perhaps even more 
important to me, she often would 
say things such as “don’t worry, I’ll 
catch you.”

As I (or, more specifi cally, my 
body) slowly came to appreciate 
that what she said worked and that 
I could count on her to provide the 
necessary monitoring and support 
to minimize my pain, my trust and 
confi dence in the process grew. My 
fears that my pain might suddenly 
worsen from some unanticipated 
movement began to diminish, and 
I was able to pay more attention to 
the details of specifi c movements 
and the related internal sensations 
themselves. My guarding lessened. 
Not only was my physical thera-
pist able to execute more effective 
stretches of my arm and shoulder, 
but responsibility for therapeutic 
progress began to be shared, as I 
was able to take more initiative for 
guiding stretching movements on 
my own.

After several weeks of treatment, 
I was making clear progress, with 
my muscle guarding dropping 
away and the range of motion of 
my shoulder slowly improving. 
But then, like the patient in the 
case report, I started having some 
new issues whose origin and sig-
nifi cance were unclear to me and 
my physical therapist at the time. 
I began to have disturbing dreams. 
I recalled that I had had similar 
dreams in my late teens when I had 
moved away from home to go to 
college. One involved my having a 
dissociative reaction (intense fear 
with “spacing out”) in response 
to an unexpected fi t of rage and 
verbal abuse from my father when 
I was quite young. The other in-
volved seeing myself encased in 
a frozen-over river where the ice 
was audibly and visibly crack-
ing. (I also had had 4 sessions of 

craniosacral treatment by another 
female therapist around that time; 
but the point at which my dreams 
emerged during treatment was 
close to that at which nightmares 
are reported to have been noted 
by the patient in the case report, 
who apparently did not undergo 
any craniosacral treatment.) 

I mentioned these dreams to my 
physical therapist, who expressed 
concern and encouraged me to 
consider consulting a counselor or 
psychotherapist. Probably because 
of my own intransigence related 
to deep-seated fears and years of 
avoiding confronting my trauma 
issues (which I now understand to 
be common for patients who have 
experienced trauma), I verbally 
defl ected her suggestion, indicat-
ing that I felt I could manage and 
would get such help “if things got 
worse.”

Well, some things did indeed get 
worse. I began to develop other 
symptoms and signs consistent 
with features of posttraumatic 
stress disorder (ie, hyperarousal, 
avoidance/numbness, and re-
experiencing) that were quite 
similar in many respects to those 
of the patient in the case report. 
For example, I felt that I was get-
ting oddly jumpy and would fi nd 
myself twitching or having more 
full-body reactions (strong startle 
responses) to unexpected sounds 
and movements of people in my 
environment. I was irritable at 
times. I recoiled and became 
tremulous on a couple of occa-
sions when my therapist stretched 
my arm over my head. I had a 
strange sense of her “hovering” 
over me on some occasions when 
I was supine or “pinning” me to 
the wall on one occasion when 
I was standing. Later, I came to 
understand that I was apparently 
responding to “triggers” in my en-
vironment that were reminiscent 

of earlier traumas and that I was 
“fl ashing back” to them. These epi-
sodes were typically short-lived, 
lasting seconds, although I did 
have one that was associated with 
my nearly fainting, and I often had 
strong visceral reactions during 
them, feeling my heart pounding 
and breathing more rapidly. In a 
discussion with my physical thera-
pist where I encouraged feedback, 
she informed me that she had 
been fi nding me “hard to read,” 
that I could be reactive at times, 
but I appeared unemotional and 
uncommunicative, with very poor 
eye contact, at other times.

Such feedback—along with my 
growing awareness that I was 
having moments where I was 
only partially aware of what had 
just transpired in the preceding 
seconds and then fi nding myself 
in some defensive or other frozen 
posture—ultimately led to my 
growing concern that something 
was going on that was outside of 
my conscious control and interfer-
ing with my usual functioning. Be-
cause of my medical background, 
I began searching the scientifi c lit-
erature for information that might 
allow me to better understand and 
control my symptoms. Finally, and 
as a result of all of this informa-
tion, I followed up on my physi-
cal therapist’s advice and sought 
counseling.

During my physical therapy treat-
ment, my therapist was never 
aware that I had any history of 
signifi cant emotional trauma 
(aside from that possibly associ-
ated with being diagnosed with 
cancer), as I had never discussed 
details of my early life experience 
with her. I also was unaware at 
the time that I had symptoms and 
signs that pointed to a diagnosis 
of posttraumatic stress disorder. 
Fortunately for me, my physical 
therapist is a sensitive and highly 
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skilled individual who was able to 
adjust her treatment approach so 
that I was still able to make signifi -
cant progress in regaining the full 
use of my shoulder.

But it wasn’t just my body that 
experienced healing. I believe my 
psyche benefi ted as well. I believe 
it was my physical therapist’s real 
consistency in communicating 
her concern and respect for my 
feelings, my autonomy, and my 
physical and psychological bound-
aries (despite my being a rather 
“diffi cult” patient) that encouraged 
me to keep returning to the clinic 
and to feel engaged over the sev-
eral months it took to complete 
my treatment. I also believe that 
having this relatively unique op-
portunity to repeatedly participate 
in such “person-centered” forms 
of interaction (that were in such 
contrast to my early traumatic ex-
periences) at a time when I was in 
pain and feeling quite vulnerable 
(as I had in earlier trauma states) 
was instrumental in beginning to 
undermine some of my old de-
fensive patterns of coping and set 
them in the direction of potential 
reorganization and healing.

Being encouraged to also consider 
psychotherapy as I was, or doing 
coordinated work with psycho-
therapists and using cognitive-be-
havioral techniques as the patient 
and authors of this case report 
did, is likely to be important for 
many traumatized patients as well. 
Higher cognitive functions involv-
ing language and conscious aware-
ness are thus able to be engaged 
and help patients like myself un-
derstand and manage symptoms, 
integrate traumatic experiences, 
and support the learning of new 
and better coping strategies.

I regard the sum of my experi-
ences in physical therapy, now 
complemented by psychotherapy, 

as potentially life changing. And 
I would simply like to encourage 
others to keep a low threshold of 
suspicion for a history of abuse 
and psychological trauma in their 
patients, because it may never be 
too late for intervention to occur 
and healing to begin.

Name withheld by request

This letter was posted as a Rapid Response on 
March 26, 2012, at ptjournal.apta.org. 
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Author Response
We thank the writer of the letter1 
responding to our case report.2 We 
found her description of her ex-
periences extremely powerful and 
the similarities between her re-
sponses and the responses of our 
patient during physical therapy to 
be remarkable. The dialogue also 
highlights the importance of case 
reports in presenting issues relat-
ed to clinical practice, along with 
how patient responses might re-
veal patterns that are not immedi-
ately obvious. Among the notable 
similarities were: (1) the signifi -
cant delay in the onset of the post-
traumatic stress disorder (PTSD) 
symptoms after the trauma, (2) 
the emergence of symptoms while 
receiving physical therapy after 
some improvements in physical 
function, (3) the psychological and 
somatic symptoms experienced 
during physical therapy treatment, 
(4) the disclosure of symptoms to 
the physical therapist, and (5) sug-
gestions to seek psychotherapy.

As the letter writer notes, the 
amount of time that physical 
therapists spend with patients, 

as well as the amount of physi-
cal contact, may set the stage for 
emergence of the psychological 
symptoms. Physical therapists, 
therefore, should be conscious 
of the possibility of stirring up 
buried psychological trauma that 
might or might not be related to 
the presenting diagnosis. There is 
a need to consider the potential of 
confounding psychological comor-
bidities from past psychological 
trauma in patients with any type 
of diagnosis as well as in those 
who have a more recent history of 
physical trauma. 

Studies of musculoskeletal trauma 
have found that higher levels of 
acute posttraumatic stress was one 
of the predictors of higher levels 
of pain and disability in patients 
with whiplash3 and, conversely, 
that individuals with higher lev-
els of pain continued to be psy-
chologically distressed 6 months 
later with moderate posttraumatic 
reactions.4 Veterans returning from 
Iraq who have PTSD have a higher 
incidence of musculoskeletal dis-
orders—such as low back pain, 
headaches, and lower-extremity 
diagnoses—than those without 
PTSD.5 The linkage between pain, 
physical trauma, and psychologi-
cal stress is well established, but 
the exact mechanisms and triggers 
for delayed onset PTSD may be 
less clear. Reactions to the physi-
cal dysfunction—such as lack 
of personal control and feelings 
of vulnerability, as described so 
eloquently by the letter writer— 
might be the unpredictable trigger 
for delayed onset PTSD.6 Physical 
therapists, therefore, should pay 
attention to signs of somatic stress 
in all patients regardless of the ex-
tent of physical trauma or history 
of the presenting diagnosis.

The similarities in the time frames 
and responses between the letter 
writer and our patient pose the 

June 2012  Volume 92   Number 6   Physical Therapy   ■   875

Letter 6.12.indd   875Letter 6.12.indd   875 5/7/12   1:16 PM5/7/12   1:16 PM


