Analysis 1.8. Comparison 1 Shock wave therapy (ESWT) versus
placebo, Outcome 8 Calcification size (complete resolution).

Study or subgroup Shock wave Placebo Risk Ratio Weight
therapy

n/N n/N M-H, Random, 95% CI

Risk Ratio

M-H, Random, 95% C|

Cosentino 2003 11/35 0/35 t

Hsu 2008 7/33 0/13
Pleiner 2004 6/23 2/20

Total (95% CI) 91 68
Total events: 24 (Shock wave therapy), 2 (Placebo)

Heterogeneity: Tau’=0.15; Chi*=2.21, df=2(P=0.33); I’=9.66%

Test for overall effect: Z=2.37(P=0.02)

23[1.41,375.77]
6.18[0.38,100.99]
2.61]0.59,11.5]

4.78(1.31,17.39]

Favours placeba 0 - 0 Favours shack wave

Risico SWT: 24/91 (26%); placebo: 2/68 (3%)




Analysis 1.11. Comparison 1 Shock wave therapy (ESWT) versus placebo, Outcome
11 Subgroup analysis: pain (various scales, lower score indicates less pain).

Study or subgroup ESWT Sham Std. Mean Difference Weight Std. Mean Difference
Mean(SD) Mean(SD) Random, 95% CI Random, 95% CI

1.11.1 Calcification

Gerdesmeyer 2003 46 -2.7(2.1) 42 -1.8(2.3) -0.41[-0.83,0.02]
Hsu 2008 33 21(15) 13 6.8(2.3) -2.63[-3.49,-1.78]
Kolk 2013 21 5.1(2.8) 17 53(2.7) b -0.07(-0.71,0.57]
Kvalvaag 2017 23 2.6(2.6) 23 2.8(2.4) -0.08[-0,66,0.5]
Pleiner 2004 20 3.5(2.8) 18 3.6(33) -0.03(-0.67,0.6]
Subtotal *** 143 113 -0.59[-1.33,0.14]
Heterogeneity: Tau’=0.6; Chi*>=29.73, df=4(P<0.0001); I’=86.54%

Test for overall effect: Z=1.59(P=0.11)

1.11.2 No calcification

Galasso 2012 11 41(44) 8.9(4.9) -1[-1.94,-0.05)
Kolk 2013 19 4.3(2.9) 5.1(2.9) -0.27[-0.92,0.38]
Li 2017 42 -4.5(8.1) -0.5(2.5) -0.66[-1.1,-0.22]
Schmitt 2001 20 23(3) 3.2(2.8) -0.31[-0.95,0.33]
Speed 2002 34 38.1(28.3) 39.3 (31.8) -0.04[-0,5,0.42]
Subtotal *** 126 -0.39[-0.7,-0.09]
Heterogeneity: Tau’=0.03; Chi’=5.5, df=4(P=0.24); P=27.33%

Test for overall effect: Z=2.53(P=0.01)

Test for subgroup differences: Chi*=0,25, df=1 (P=0.62), I’=0%%

Favours ESWT c - - Favours sham




Analysis 8.9. Comparison 8 Extracorporeal shock wave therapy (ESWT)
high dose versus ESWT low dose, Outcome 9 Calcification size (mm).

Study or subgroup ESWT high dose ESWT low dose Mean Difference Weight Mean Difference

N Mean(SD) N Mean(SD) Random, 95% ClI Random, 95% CI
8.9.1 6 months
Cacchio 2006 45 0.9(1.2) 18.9 (6.4) 73.89% -18[-19.9,-16.1]

Gerdesmeyer 2003 47 -152.8 T1.7 8.29% -75.1[-142.68,-7.52]
(148.7) (181.8)

loppolo 2012 23 -135.9 -109.7 17.83% -26.18[-68.8,16.44]
(7L.7) (75.7)

Subtotal *** 115 100% -24.19(-44.83,-3.55]
Heterogeneity: Tau?=149.13; Chi*=2.88, df=2(P=0.24); 1>=30.55%
Test for overall effect: Z=2.3(P=0.02)




Table 3. Results
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Table 1. Demographics and baseline data

A EN = P RS

Gender, n (%)
Male

Female

14 (34)
27 (66)

15 (37)
26 (63)

Age, mean (SD)

51.6(9.4)

52.7(8.7)

BMI|, mean (SD)

25.6 (4.3)

25.6 (3.4)

Duration complaints (years), mean (SD)

3.4 (3.0)

3.0(3.0)

Location, n (%)
Supraspinatus
Infraspinatus

Subscapularis

35 (85)
4 (10)
2 (5)

36 (88)
3(7)
2 (5)

Size deposit (mm), mean (SD)

15.5 (5.8)

15.8 (4.5)

Gartner, n (%)
Type |
Type |l

13(32)
28 (51)

21(68)
20 (49)

CMS, mean (SD)

67.7 (12.2)

66.4 (12.7)

DASH, mean (SD)

38.7 (16.0)

35.2 (15.8)

VAS pain, mean (SD)

5.8 (1.8)

6.0 (1.5)
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Shockwave therapie

* Past redelijk bij ‘bekende’ fysiotechnische behandelvormen
* Is al tamelijk verbreid onder fysiotherapeuten (rSWT)

* Doseringsparameters moet wel duidelijker worden
(Patiént voelt het wel; enige subjectieve dosering is mogelijk)

* Verschillen rSWT en fSWT moeten duidelijker worden
* Fysiotherapeuten gaan naast rSWT ook fSWT toepassen



EPTE: Percutane Electrolyse

* EPTE: Echogeleide Percutane Therapeutische Electrolyse
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with the needle) and anode (ha
percutaneous needle electrolysis

» Percutaneous needle electrolysis (PNE) consists in the
application of a galvanic current through an acupunc-
ture needle.

36 patients with lateral epicondylitis were treated
with four to six session of PNE combined with home
exercises.

All 89% who were assessed at 52 weeks reported no
recurrence.




Electrolyse: scheiden in ionen (bijv. NaCL of H.0)
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Electrolyse stimuleert herstel pezen;

‘ook in de hole of the donut’?




PULSERENDE GELIJKSTROOMTHERAPIE HUIDWONDEN

* INVLOED OP DE HUIDLADING

* INVLOED OP DE CELACTIVITEIT/ ELECTROLYSE
(ook wel: Elektroforese, Galvanotaxis)

* INVLOED OP DE CIRCULATIE

Area (cmz)




PULSERENDE GELIJKSTROOMTHERAPIE :
de HUIDLADING

de “injury-current”

FIGURE 1. Schematic diagram of the recording apparatus.

de elektrische spanning net onder de str.
coneum iIs lager dan in de diepere huidlaag




BENODIGDHEDEN ELEKTROTHERAPIE
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WHS
Wound
Healing
Society

Gerard Koel, PT, MSc

Submitted for publication Fawuary 7, 2013,
Accapted in revised form May 14, 2013

*Comaspondenca: Saxion University of Ap-
plad Seiances, Faculty of Physcal Actvity and
Haalth, PD Box 70000, 7500 KB Enschede, The
Nethesdands la-mail. g jkoek@zaxionnl).

Abbreviations
and Acronyms

DFU = diabetic foot ulcers

EBM = evidence-based
medicine

Electrostimulation: Current Status, Strength
of Evidence Guidelines, and Meta-Analysis

Gerard Koel* and Pamela E. Houghton
Facully of Physical Aclivily and Haalth, Saxion University of Applied Sciences, Enschade, The Netherdands.

EF = electric field

Significance: Delayed healing of skin wounds is a serious problem for the
patients, clinicians, and society. The application of interventions with proven
effectiveness to inerease wound healing is relevant.

Recent Advances: This article summarizes the results of effect studies with
the application of electrostimulation (ES) as additional treatment to standard
wound care (SWC). Therefore, five published narrative reviews are discussed.
In addition, 15 studies with a clear randomized controlled trial design are
analyzed systematically and the results are presented in four forest plots. The
healing rate is expressed in the outcome measure percentage area reduction in
4 weeks of treatment (PAR4). This leads to a continuous measure with mean
differences between the percentage healing in the experimental group (SWC
plus ES) and in the control group (SWC alone or SWC plus placebo ES).
Adding ES to SWC in all wound types increases PAR4 by an extra 26.7% (95%
confidence interval [CI] 15.6, 37.8); adding unidirectional ES to SWC increases
PAR4 by 30.8% (95% CI 20.9, 40.6) and adding unidirectional ES to the
treatment of pressure ulcers increases PAR4 by 42.7% (95% CI 32.0, 53.3).
Critical Issues: There is a discrepancy between the proven effectiveness of ES as
additional treatment to SWC and the application of ES in real practice. Possible
drawbacks are the lack of clinical expertise concerning the proper application of
ES and the extra time effort and necessary equipment that are needed.

Future Directions: Clinicians concerned about the optimal treatment of patients
with delayed wound healing should improve their practical competency to be able
to apply ES.




perimental (SWC + ES) Control (SWC alone) Mean Difference Maan Difference
Study or Subgroup Mean sD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 85% Cl
Ahmad 2002 6235 48 .45 45 2076 4058 15 22% 4150 |16.66, 66.52
Barczak 2001 6521 48.16 16 4404 4004 1r 65% 2517 [-7.52 57.86]
Carley 1585 8346 ST b 5 3Fr8z 4852 15 TO0% 4554 [14.62, 76.46]
Foodar 1991 aE.18 4082 26 3282 4696 24 8.4% 23.36[-3.41,50.13]
Franok 2006 4205 40.248 28 2827 4503 ZF 9.2% 1378[-11.18, 38.74]
Franak 2012 iGe.83 45 32 26 2324 42323 24 04% 4550([21.05 70.13]
Houghton 2003 443 48 67 22 i 36.66 20 H.7% 2830 [2.05, 54.55]
Houghton 2010 aroz 45 20 16 13.B3 3452 18 7B8% 23.19[5234 51.72]
Junger 2008 1811 35.81 20 304 1716 19 13.2% 1207 [-5.42, 29.56]
Petars 2001 56.09 49.63 20 3497 4743 20 T2% 2192[8A17,52.01]
Wood 1993 80.37 48.81 43 877 2513 31 135% 53.60[36.51, 70.60)
Total (85% Cl) 2T 230 100.0% 30.80 [20.88, 40.61]

Haterogeneity: Tawr = 110.41; Chif= 17.06, df = 10 (P =0.07). P=41%
Tast for ovarall effect: Z =6.15 (P < 0.00001)

-'I::II} -E:EI a &0 100
Control {SWC alona) Bxp. (SWC + uni ES}

Figure 2. Forest plot with the results of the 11 studies (eft columnf™= 315338 that applied unidirectional ES on all wound types comparing the mean
differences between the experimental group (SWC plus ES) and the control group (SWC alone or SWC plus placebo ES).
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Review Article

Effectiveness of Ultrasound-Guided Percutaneous Electrolysis for
Musculoskeletal Pain: A Systematic Review and Meta-Analysis

Guido F. Gémez-Chiguano, PT, MSc* Marcos J. Navarro-Santana (3, PT, MSc¢'*
Joshua A. Cleland, PT, PhD® Jose L. Arias-Buria, PT, PhD,"/ César Fernandez-de-las-Penas, PT, PhDY"/
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L10Z '|8 1@ ofuesen-eroses)
8102 ‘e 1@ zenbupoy-zapuewad

L10Z ‘1B 13 OuBJop
8102 ‘18 18 enageA enbiyy ap
G10Z e 1@ eung-seuy

Random sequence generation (selection bias)
Allocation concealment (selection bias)

Blinding of participants

Blinding of therapist

Blinding of outcome assessment (detection bias)
Iincomplete outcome data (attrition bias)

n Selective reporting (reporting bias)
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Random sequence generation (selection bias)

Allocation concealment (selection bias)

Blinding of participants

Blinding of therapist

Blinding of outcome assessment (detection bias)

Incomplete outcome data (attrition bias)

Selective reporting (reporting bias)

Other bias

75% 100%




Long-term (6 months or more)

de Miguel Valtierra et al. 2018 15 18 25 . -2.60 [4.11, -1.09}

Ferandez-Rodriguez et al. 2018 04 1.54 39 : -3.30 [4.03, -2.57)

Moreno et al. 2017 05 07 10 A -1.50 [-2.49, -0.51) ——
Rodnguez-Huguet et al. 2020b 128 181 18 . : -1.65[-2.72, -0.58} ACYEE. . S
Subtotal (95% Cl) 92 -2.28 [-3.27, -1.30) =
Heterogeneity: Tau’ = 0.71, Ch# = 1095, df =3 (P =0.01), P =73%

Test for overall effect: Z = 4 54 (P < 0.00001)

Total (95% Cl) 425 413 1000% -2.06(-2.69, -1.42)

Heterogenety: Tau® = 1.69; Ch#* = 155.30, df = 18 (P < 0.00001); I* = 88% j‘ ) 5 2 4
Testfofoveraueneq:z=6.36(P<0.00001) Favours [PE] Favours [Comparative]
Test for subgroup differences: Chi* = 0.20, df = 2 (P = 0.91), P = 0%

Conclusion

This meta-analysis found moderate evidence suggesting a
large positive effect of percutaneous electrolysis for re-
ducing pain and moderate evidence for a large decrease
in pain-related disability for musculoskeletal pain condi-
tions in the short term, midterm, and long term. Future
studies are needed to clarify the dosage and which mus-
culoskeletal pain conditions would be most likely to ben-
efit from this intervention.




EPTE: Percutane Electrolyse

* Minder perspectief dan SWT (Shock Wave Therapie)

* Heel veel onduidelijk omtrent dosering
Ook heel veel variabelen

* Vermoed dat het experimenteel zal blijven



5. Afsluiting, interpretaties.....

* |s er idd minder evidentie voor FT i.e.z.?
Is de intro van EBFT de reden dat FT i.e.z. niet wordt gebruikt?
Let wel: voor onderzoekers was FT i.e.z. beter te gebruiken......

* Ligt het aan de veranderde rol van de fysiotherapeut?
Is inmiddels meer coach dan behandelaar.

* Komt het door verzekering-technische aspecten?
De behandelfrequentie is lager, geen aparte declaratie codes.
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£l a Over oefentherapie bij SAPS

Rationales, effectiviteit en externe evidentie

Externe evidentie oefentherapie bij SAPS/ RCR-SP patiénten.

1.Page MJ, Green S, McBain B, Surace SJ, Deitch J, Lyttle N, Mrocki MA, Buchbinder R. Manual therapy and
exercise for rotator cuff disease. Cochrane Database Syst Rev. 10 juni 2016;(6):CD012224.

2.Bennell K, Wee E, Coburn S, Green S, Harris A, Staples M, et al. Efficacy of standardised manual therapy
and home exercise programme for chronic rotator cuff disease: randomised placebo-controlled trial. BMJ
2010;340:c2756:1-10.

3.Clausen MB, Holmich P, Rathleff M, Bandholm T, Christensen KB, Zebis MK, Thorborg K. Effectiveness of
Adding a Large Dose of Shoulder Strengthening to Current Nonoperative Care for Subacromial
Impingement: A Pragmatic, Double-Blind Randomized Controlled Trial (SExSI Trial). Am J Sports Med. 2021;
49:3040-49.

4.Hopewell S, Keene DJ, Marian IR, Dritsaki M, Heine P, Cureton L et al. Progressive exercise compared with
best practice advice, with or without corticosteroid injection, for the treatment of patients with rotator cuff
disorders (GRASP): a multicentre, pragmatic, 2 x 2 factorial, randomised controlled trial. Lancet. 31 July
2021;398(10298):416-28.

5.Schydlowsky P, Szkudlarek M, Madsen OR. Comprehensive supervised heavy training program versus
home training regimen in patients with subacromial impingement syndrome: a randomized trial. BMC
Musculoskelet Disord. 15 January 2022;23(1):52.
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Manual therapy and exercise for rotator cuff disease (Review)

Page MJ, Green S, McBain B, Surace SJ, Deitch J, Lyttle N, Mrocki MA, Buchbinder R



Aunthors’ conclusions

Despite identifying 60 eligible trials, only one trial compared a combination of manual therapy and exercise reflective of common
current practice to placebo. We judged it to be of high quality and found no clinically important differences between groups in any
outcome.| Effects of manual therapy and exercise may be similar to those of glucocorticoid injection and arthroscopic subacromial
decompression, but this is based on low quality evidence. Adverse events associated with manual therapy and exercise are relatively
more frequent than placebo but mild in nature. Novel combinations of manual therapy and exercise should be compared with a realistic
placebo in future trials. Further trials of manual therapy alone or exercise alone for rotator cuff disease should be based upon a strong
rationale and consideration of whether or not they would alter the conclusions of this review.
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THE SEXSI-TRIAL

A PRAGMATIC, DOUBLE-BLINDED
RANDOMISED CONTROLLED TRIAL

Authors: Clausen MB, Holmich P, Rathleff MS,
Bandholm T, Christensen KB, Zebis MK, Thorborg K

W e MikkelBek

m?-fﬁ 1 FE Effectiveness of Adding a Large Dose
) ' of Shoulder Strengthening to Current
Nonoperative Care for Subacromial
Impingement

A Pragmatic, Double-Blind Randomized
Controlled Trial (SExSI Trial)

Mikkel Bek Clausen,”'* PhD, Per Hélmich,” DMSc, Prof., Michael Rathleff,! PhD, Prof.,
Thomas Bandholm, ¥ PhD, Prof., Karl Bang Christensen,”™ PhD, Mette Kreutzfeldt Zebis,! PhD,
and Kristian Thorborg, ™ PhD, Prof.

Investigation performed at the Sports Orthopedic Research Center-Copenhagen,

Department of Orthopedic Surgery, Amager-Hvidovre Hospital, Institute of Clinical Medicine,
University of Copenhagen, Copenhagen, Denmark



BM) Open C(linical and cost-effectiveness of
progressive exercise compared with best
practice advice, with or without
corticosteroid injection, for the
treatment of rotator cuff disorders:
protocol for a 2x2 factorial randomised

controlled trial (the GRASP trial)
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Maia Schiissel M, efal Clinical  1hiroduction Shoulder pain is very common, with around

and cost-effectivaness of p
AP 70% of cases due to disorders of the rotator cuff. Despite

S;’? best practice adice o widespread provision of physiotherapy, there is uncertainty

with or without m,ﬁcom',o;d about which type of exercise and delivery mechanisms are

mjection, for the treatment associated with best cutcomes. There is also uncertainty

Strengths and limitations of this study
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Comprehensive supervised heavy training @
program versus home training regimen

in patients with subacromial impingement
syndrome: a randomized trial

Pierre Schydlowsky' ®, Marcin Szkudlarek'**® and Ole Rintek Madsen®*

Abstract

Background: There is no consensus on the best training regimen for subacromial impingement syndrome (SIS).
Several have been suggested, but never tested.

The purpose of the study is to compare a comprehensive supervised training regimen (STR) based on latest evidence

including heavy slow resistance training with a validated home-based regimen (HTR). We hypothesized that the STR
would be superior to the HTR.




Effectiveness of Adding

a Large Dose of Shoulder
Strengthening to Current
Nonoperative Care for
Subacromial Impingement:
A Pragmatic, Double-Blind
Randomized Controlled
Trial (SExSI Trial):

Letter to the Editor

DO 1011770035465 21 105 8452

Dear Editor:

Clawsen et al® eoncluded that adding exra strengthening
exercises (even deseribed os “a large dose”™) o a standard
exergise progriom does nol result in o betber gubooms: saq,
Juist, sexcy, However, Powell and Lewis™ regarded the state-
ment “You need o strengthen your shoulder” as nol sexy al
all. S, 8 muscle strength relevant or not relevant for
patients with shoulder pain (SP7?

Mist patients with 5P can generids less power an the 5P
side as compared with the healthy side®® Ta that clinical
symplom caused by muoscular irnsoficency? Maybe, bul
mre aflen the reduced tendon capabilily is Uhe most relevant
variahle. Patlents with subscmmial patn syndrome (SAPS)
are Al described s having mtator oufT-related 8P, where
inflammation in the rotator aufT tendon is the souree of noo-
ception and pain awarensss” Purthermore, patients with
SAPS are confronted with rather long episodes of pen; an,
sengibzation playsa role and mental dyslanetions can easdly
dewlop, such as decrensed selleonfidence (“Tm not enpable
ta realize that performance™) and dysfundional cognitions
"My shoulder is damaged™. Besdes local somatio tendon
related fwetoms, mental, mgrative, md proess feltors are eor-
related to the amount of SP**™ & physical therapist using
a hamdheld dynamometer o examine the generation of mus-
cle strength & aware that many variables influence the oul-
come in Newtoremeters, In fel, strength is a8 mulnndal
ouleame. Is an mereased amount of stength orrelated
with a dereased amount of BF? In my opindon, in the normal
rehabilitation of patients with SAPS, that earrelation & cor-
ret: if BP deoenses, most patients can generale more
strength sitribuled o bettér muscle-tendon  performance
and & derease of mental, copnitive, and process dyslmetions
(e, sersitization) '

Recently we researched the Blerature Lo formulate ree-
ommendations for Duleh general practitionsrs lo treal
their patients with SAPE the beat way. As with most other
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puidalines, exercise therapy was recommended based on
alightly positive clinical effects (short-term pain relisf
and funetion increase), low costs, easy nooess, and no neg-
abive side effects’ In a relrespective study in 2001 of
patients with SAPS, Clamsen et al* predicted that the
best exercise results were realized il strengthening exer-
clges were part of the rehabilitation program. The odds
ratio for good resulls for strengthening exercies when
compared with nonslrenglhening exercises was 165 (5%
CL 125-219), In & systematie review, Naunton et al®®
atated that “resistant and progressive exercises provide
an uncertain clineal mesrdnglol improvement n prn
and function compared with no trestment or placeba
among people with rolalor cuff related shoulder pain.”
Becnuse exercine therapy combines specifie effects (muscle
atrength, tendon-londing capacity) and nonspecific effects
(improved confdence, decressed sensilization, betler
health beliefs), it ia diMienlt to find dstinguished effects
of different exercise programs.

Why doT nol agree with Uhe sonclusiors of Clausen e al®?
First my compliments e the tdal methodalogy, for sharing
the clinieal dats, and for the recent aricles™ = wall done,
But not well done in my opinion is the “large additional
dose o home-lased elastic band intervention” Underneath
5 relevant shortoomings in the strengthening prgram:

» Palients were szerclsing in o strongly limited range of
mation: not =45 of scaption, thereby dyslunebional
and monolanous.

» The conseguent slow tempo of the exercises: almost
Eometrieal,

» The use of elastic bands for strengthening: it is difeult
1o realize a consistent loading.

w» The boring exercises lead Lo diminished complinnoe:
160 a'din the first 5 weeks, B2 a/din the middle 5 weeks,
and 52 aid in the last § weeks,

» Ta realize atrength inereases, the patient had toexercise
from 2 ta 12 hours in § months: patierts in this teial per.
formed the strenglh exercises 28 hours ind montha, The
intervention group (standard exercdses plos homs
astrength raining) exercised 45 min'‘wk, whereas the
ot group exercised 51 minfwk. Sq, the difference
between the groups is guile amall,

IF the shortemmings are relevant, the objective of the progmm
might not be reached; in fet, that is eorrect: 16 weeks of
traiming i mlervention goup did pob resll in any strength
inerease Figure T from Clavsen et of' SExSL il

Alsa, the pain scores, range of motion, and g aality-of-life
soores did not charge. That is to be expected: iF exercines
are nol able to increase tendon-bading capacily, pain
soores @0 nol change, So, nothing new: the sxercise pro
gram ia not effactive,

Nevertheless, Clausen et al concluded, “Adding a large
dose af shoulder strengthening to current nonoperative
care for bngstanding subseromial impingement (SAPS)
did not resiull in superior outeome for shoulder-gpecific dis-
ability after 4 montha” In my opinion, there & no large
dose (28 hours in 4 mantha, 53 &'d) and also nio strenglh-
ening ielastic band; SExSI program could be valuahle in
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Figure 1. Abduction strength measurad with HHD (handheid
dynamometer) duning 16 weeka of training. Strength =
expresasd a3 N-m per kg body weight. Values are presanted
asmezn = S0. GG, control group (100 SF patients with nor-
mal rehab); 15, intarvention group (100 SP patients with noe-
mal rehab plus ‘strengthen yowr shoulder' program); MG,
maximal voluntany contracton,

the frst traiming episode o cases with rather high pain
awarenesal If the strength was increased and the pain scores
were nol, the comelusion af the authors moght be corred., The
strengthening exercises are monfunctional and in oo slow
a tempa, with elsstic bands ina oo lmited o range of motion
Patients with SAPS were nol challenged Lo perform the sxer
cises, and possible nmspectic effscts on mental, cogrobive,
and process dysfunctions were nol realized.

To load tendons properly and thereby stimulate betier
Tunction, we have Lo pull strong enough upon Lthe tendon
eollagen fbers®; &0, in most patients with SAPS we need
slrenpthening exervises, A proper exercise progroom needs
Loy e pljursted to the patients, and il nesds o be fonetdonal,

Naow physcal therapists are challenged to repeal this
treatment protocal with a bebter exercise program. My
patients and T would be very disappointed Lo radn for 16
weeks withoul pain reliel and accompanying atrength
ineresse, Of course, in first-hne physical therapist practice,
masl patients with SAPS are pot referred o an orthopaedie
center, 20 “my” BAPS population might have a better prog-
i than the population in the SExST trial.

Unfprtunately, the SExST trial combines o good Lrial
methodalogy with a strengthening exercise program of
insulficient gquality. Beeause Lhe oyective strengthening
s pol realimed | Lhe conclusions are premature,

Gerard Koel, MSe, PT
Hengelo, the Netherlands

Latter to the Editor NIP19
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Osteoarthritis gl%ﬂsunnmmns
and Cartilage OA

Exercise and education vs intra-articular saline for knee osteoarthritis:
a 1-year follow-up of a randomized trial
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ARTICLE I NEFO SUMMARY

Article history: Objective: To assess the longer-term effect of the Good Life with osteoarthritis in Denmark (GLAD) ex-
Received 5 September 2022 ercise and education program relative to open-label placebo (OLP) on changes from baseline in core
Accepted 19 December 2022 outcomes in individuals with knee osteoarthritis (OA).
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Conclusion These results imply that GLAD should not be considered as a one-size-fits-all intervention. For patients who take
analgesics for their knee pain or report constant knee pain, GLAD seems to yield clinically relevant benefits when compared to an
open-label placebo. The results support a stratified recommendation of GLAD as management of knee OA.
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5. Afsluiting, interpretaties.....

* |s er idd minder evidentie voor FT i.e.z.?
Is de intro van EBFT de reden dat FT i.e.z. niet wordt gebruikt?
NEE dus; let wel: voor onderzoekers onderzoeken liever FT i.e.z.!

s inmidde

De behano

* Ligt het aan de veranderde rol van de fysiotherapeut?

s meer coach dan behandelaar. Grotendeels JA dus.

* Komt het door verzekering-technische aspecten?

elfrequentie is lager, geen aparte declaratie codes. JA.

* Het is zoals het is, (bijna ©) niemand treurt er om.
We gaan gewoon door met fysiotherapie, dan op leefstijl gericht.
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