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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 
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question of whether the emer-
gence of delayed onset PTSD while 
receiving physical therapy treat-
ment is more common than we 
realize. Also noteworthy is that, in 
addition to the delayed onset, the 
PTSD symptoms appeared when 
the patients’ physical impairments 
were improving. Although most 
physical therapists are able to 
recall patients with acknowledged 
PTSD diagnoses, or patients who 
have exhibited unexplained so-
matic responses during manual 
therapy or other treatments, we 
could have easily missed the 
symptoms and responses of pa-
tients who avoided or discontin-
ued physical therapy. As the letter 
writer clearly articulates, there 
may be occasions when physical 
therapists are not sensitive to a 
patient’s complex, frightening, 
and unexpected needs related to 
psychological or physical trauma; 
instead, they may attribute the 
patient’s affective responses to 
the patient’s “diffi cult” personal-
ity. Major time restrictions in the 
present health care environment 
may result in missed opportunities 
to respond appropriately or may 
limit the amount of time needed 
to develop a trusting relationship. 
From the opposite perspective, the 
amount of time that we spend with 
our patients compared with the 
amount of time that other health 
care professionals spend suggests 
that we have the responsibility to 
be able to identify and respond 
appropriately to psychological 
reactions.

The patient-centered model relies 
on 2-way communication and is 
crucial (and diffi cult) to use when 
the topic is so personal. The com-
ments received have provided ex-
tremely valuable information for 
improving our interactions with 
patients. As physical therapists, we 

can perform physical examination 
tests, ask for patient history and 
other information, and make clini-
cal choices based on evaluation of 
what we observe or hear. However, 
sharing the psychological informa-
tion and reactions of both indi-
viduals depended on the patients 
being honest and brave enough to 
disclose what was happening to 
them. The importance of trust has 
been emphasized by other authors 
who have interviewed survivors of 
sexual abuse.7,8 The trust that has 
been placed in our hands is a gift, 
not to be taken lightly.

As the letter writer pointed out, 
the fear of being perceived as 
“critical” or “diffi cult” and the anxi-
ety related to discussing problems 
of this nature may limit how much 
is shared. Journaling is advocated 
by psychologists,9–11 and both we 
and our patient’s psychotherapist 
encouraged our patient to keep 
a journal. This suggestion on our 
part was partly to provide an outlet 
for the patient to express herself 
honestly without feeling that she 
was being judged, and partly to 
track the triggers of the emotions. 
The patient also believes that the 
journaling allowed her to integrate 
and refl ect on her emotional reac-
tions and organize her thoughts. 
The “Emergence of PTSD...” ar-
ticle was in part a result of this 
documentation and retrospective 
analysis and has extended beyond 
a personal diary, to reach out to 
others. 

As the letter writer highlights, the 
involvement of higher cognitive 
function and conscious awareness 
contributed to management of the 
symptoms. The paper and dia-
logue have provided an outlet for 
both patients to voice their stories, 
promote patient-professional com-
munication, increase awareness, 
and infl uence clinical practice, as 

they work toward their psycho-
logical healing.

Both the letter writer and the pa-
tient discussed in our case report 
are highly intelligent and success-
ful individuals with academic and 
clinical backgrounds. The abil-
ity to recognize and address the 
psychological symptoms not only 
requires fi nancial resources, but 
also the time, emotional fortitude, 
and pure courage to work toward 
managing the alarming condition. 
It often is easy to assume that 
patients with this type of back-
ground are likely to independently 
seek assistance for psychological 
problems, but the physical thera-
pist’s suggestion to seek assistance 
was identifi ed as an important 
step in both scenarios. As health 
care providers, seeking options for 
psychological care for those indi-
viduals who are less likely to seek 
assistance or are unable to afford 
care is more challenging. We hope 
that the profound messages that 
these 2 individuals have been able 
to articulate will provide hope for 
others with PTSD and guidance 
for physical therapists working 
with patients affected by PTSD or 
other anxiety disorders. We sin-
cerely thank both the letter writer 
and our patient for sharing their 
stories, feelings, and suggestions.

Kim Dunleavy, Amy Kubo Slowik

K. Dunleavy, PT, PhD, OCS, Physical Ther-
apy Program, Eugene Applebaum College 
of Pharmacy and Health Sciences, Wayne 
State University, 259 Mack Ave, Detroit, MI 
48201.  

A. Kubo Slowik, PT, Detroit Medical Center, 
Rehabilitation Institute of Michigan, Detroit, 
Michigan, and Physical Therapy Program, 
Eugene Applebaum College of Pharmacy 
and Health Sciences, Wayne State University.   

This letter was posted as a Rapid Response on 
April 5, 2012, at ptjournal.apta.org.
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Response of the Patient in the 
Case Report

As the patient described in the 
case report by Dunleavy and Kubo 
Slowik,1 I want to share that many 
aspects of the letter2 resonate with 
me. She describes her experience, 
which has unfolded over the past 
year, and I am in awe of her intel-
lectual and emotional commitment 

to this journey. I would like to ex-
press my gratitude and focus on 2 
aspects of what she has written.

She describes the road to recovery 
as going “through physical therapy.” 
The body really is the key here. We 
both live with posttraumatic stress 
disorder. We both have memories 
that come, not from the head, but 
from deep inside the body. Physical 
therapy may bring those memories 
to the surface, or it can re-trauma-
tize.3 The preparation and reactions 
of the physical therapist are crucial. 
In both of our cases, our physical 
therapists encouraged us to seek 
psychotherapy and followed up on 
our seeking additional help. The 
letter writer urged professionals to 
“keep a low threshold of suspicion 
for a history of abuse,” and I agree 
completely. That does, however, 
raise unanswered questions: How 
will physical therapists be prepared 
to deal with such a history? Will 
physical therapists be able to refer 
to effective professionals when 
comorbid conditions are apparent? 
Will supervisors understand when 
this process has required more 
than the usual amount of time? Will 
insurers be prepared to pay for 
additional services and additional 
necessary appointments?

The letter writer also describes 
how important it was that, in her 
most uncomfortable moments, 
her physical therapist would say, 
“Don’t worry, I’ll catch you.” As the 
patient, I can let these fragmented 
and explosive memories surface 
only if I am sure that I can trust my 
physical therapist to do that. I need 
to have learned that, no matter how 
jumpy or irritable or unfocused I 
am, my physical therapist will stick 
with me and handle it—and not let 
me get down on myself, either. I 
need to feel sure that my physical 
therapist is there to catch me.  

Name withheld by request

This letter was posted as a Rapid Response on 
April 5, 2012, at ptjournal.apta.org. 
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On “PTJ adopts a new pro-
cess for review of RCTs” 
[editorial]. Craik RL. Phys Ther. 
2012;92:642–643. 

I have a question and a concern 
related to Dr Craik’s May edito-
rial.1 She was not very specific in 
stating what criteria are being con-
sidered [in the RCT methods pre-
screen and review]. What criteria 
are used for participant selection? 
My concern is that physical thera-
pists are now practicing based on 
what a study’s results are, without 
considering the variability among 
the participants. For example, in a 
study that examines the effect of 
a modality used on people rang-
ing from teens to the elderly, the 
tissue structure alone is different 
and could respond differently to a 
technique, whether it is articular, 
muscular, or neural. My concern 
is that a generalization could be 
made to a wide population of 
people versus a more specific 
population. 

Patrick Zerr

P. Zerr, PT, Casa Grande, Arizona.  
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