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AN OVERVIEW OF THE 13TH INTERNATIONAL MDT CONFERENCE:
SUPPORTING CLINICAL OBSERVATIONS

KIMBERLY GREENE, PT, DIP. MDT

The 13th International MDT Conference in Copenhagen, Denmark was packed full of the most recent
and relevant MDT-related research presented by world class speakers. The conference kicked off with
speakers emphasizing the importance of identifying psychosocial risk factors when classifying patients in
the OTHER/Chronic Pain category. Professor Tamar Pincus discussed the barrier of depression and the
"yes, but" phrase frequently encountered with the depressed patient. Her research supports the
importance of referring to a specialist for addressing psychological orange flags such as depression,
personality disorders, and post-traumatic stress disorder. She also emphasized the importance of
cognitive reassurance rather than affective reassurance by providing education rather than empathy.
Jonathan Hill further highlighted the importance of identifying prognostic indicators using the STarT Back
Tool by differentiating matched treatment provisions for those patients that are high-risk (Appendix A).
His research found 12% of patients are high risk and benefit by implementing biopsychosocial treatment.
Birgitta Oberg discussed the factors associated with a work injury (black flags). She determined that the
patient's view about need for adjustments at work are important consideration for determining return to
work, and the therapist plays an important role in working with the employer to address the concerns.
Adri Apeldoorn discussed the reliability and validity of questionnaires used for psychological screening
and the need for specific behavioral management with chronic pain patients. MDT faculty, Georg Supp,
assessed a high risk lumbar patient using STarT Back questionnaire and Fear Avoidance Beliefs
Questionnaire (FABQ) (Appendix B). Supp’s assessment highlighted the importance of considering
biopsychosocial factors when classifying patients and emphasized the importance of implementing a
measurement tool for patients with yellow flags so that treatment can include strategies discussed by the
above researchers.

Later afternoon sessions involved Hanne Albert presenting data on Modic Type 1 changes (vertebral
bone edema). Her research indicates a high degree of disability is associated with the pathological
changes. Albert reported that 6% of the chronic LBP population has Modic changes resulting in
disability. For Modic Type 1 changes, Albert supports a multi-week antibiotic treatment resulting in
marked improvement within six to eight weeks '. Jaro Karppinen added that Modic Type 1 changes and
disc extrusions often have clinical relevance, but degenerative radiological findings are frequent among
asymptomatic individuals, and radiological findings increase with age. Karppinen reinforced the
importance of downgrading radiological reports as an integral part of treatment to prevent fear avoidance
behaviors.

Albert also presented her research on the benefits of active conservative rehabilitation, reinforcing that
symptom-guided exercises are effective for radiculopathy in patients that qualify for surgery. Her advice
for treatment included suggestions to remain active while avoiding activity that worsened leg symptoms'.
Oberg presented a similar study on the benefits of physiotherapy compared to cervical fusion. There
was no functional improvement between the surgical and nonsurgical groups at two year follow-up
suggesting that physical therapy should be the first line of treatment for cervical radiculopathy.

Ron Schenk, Hans van Helvoirt and Gunilla Svensson discussed the most recent research on
. i centralization.  Similar to the lumbar spine, Schenk's study supports
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transforaminal epidural steroid injection (TESI).

Jeremy Lewis presented his shoulder research comparing exercise to passive treatments. He also
reviewed the management of rotator cuff pathology, challenging the evidence for surgical intervention'.
Similar to MDT, he supports the use of using a shoulder algorithm with emphasis on symptomatic
responses to determine the appropriate treatment. He emphasizes that Orthopedic Special Tests (OST)
are not tissue-specific allowing multiple structures to be stressed; therefore, supporting the lack of reliability
and validity with OSTs. Dr. Lewis emphasized that poor prognosis is associated with shoulder symptoms
lasting a year in duration. He describes neovascular changes at the musculoskeletal junction with chronic
tendinopathy (contractile dysfunction) and suggests tissue loading using exercise two to three times per
week.

Richard Rosedale and Afshin Abady presented their recent studies applying MDT to shoulder pain'. Their
research also supports that Orthopedic Special Tests (OST) have limited reliability and validity in
determining the pathoanatomical structure. Their study demonstrated that OST (Hawkins-Kennedy,
Speed's, and Empty Can) have the ability to rapidly change in the presence of a derangement. The
research suggests that approximately one third of patients referred for shoulder pain have a cervical
component. This study also demonstrates that classification of shoulder pain is helpful for predicting
outcome and discharge rate. To support their research, Grant Watson assessed a live patient referred for
shoulder pain suffering from a cervical derangement; thus, depicting the high percentage of spinal
derangements in the shoulder population.

Mark Miller presented the economic benefits of a precise mechanical diagnosis linked to specific care using
a negotiated case rate in comparison to standard community care using fee-for-service. This study
highlighted a 40% savings by lowering the use of MRI, injections, and surgeries, resulting in quicker
recovery rates and higher patient satisfaction. This is the first study highlighting the cost effectiveness of
MDT compared to standard of care and will likely attract the attention of the responsible payer.

Finally, Helen Clare did a great job summarizing the most recent research using MDT evaluation as a
screening tool. The areas that were discussed included screening for serious pathology, prognosis,
necessity for surgery, psychological barriers, treatment indicators and the presence of spinal involvement in
extremity conditions (Appendix C) .

The conference also featured several social highlights including the first ever International MDT Research
Foundation (IMDTRF) Fun Run on Saturday morning, with over sixty participants. Runners gathered to
enjoy a 5K run or walk through the city while enjoying the company of like-minded colleagues. IMDTRF
plans to hold a Fun Run at the 2016 MDT Conference of the Americas in Miami, so be sure to bring your
running shoes! The gala dinner was yet another opportunity for colleagues to connect and unwind. The
evening started with a canal boat tour which delivered conference goers to Moltkes Palace where wonderful
food and wine was served in a unique environment.

On Sunday evening, the Conference Committee recognized the Bronze Lady Awards for outstanding
service to the Institute for the past three years. The recipients were:

2013: Antoine Gemayel, PT, Dip MDT (lItaly), Mary Sheid, PT, Cert. MDT (USA)
2014: Richard Rosedale, PT, Dip MDT (Canada)
2015: Lawrence Dott, Chief Executive Officer, McKenzie Institute International

As with all MDT Conferences, much knowledge was shared, many memories were created and friendships

formed. While we await word from MIl on our next international conference location for 2018, we hope to
see many of you for the America Region event next August 2016!
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The Keele STarT Back Screening Tool

Patient name: Date:

Thinking about the last 2 weeks tick your response to the following questions:

Disagree  Agree
0 1

1 My back pain has spread down my leg(s) at some time in the last 2 weeks 0 |
2 Thave had pain in the shoulder or neck at some time in the last 2 weeks 0 |
3 T have only walked short distances because of my back pain O ]
4 In the last 2 weeks, I have dressed more slowly than usual because of back pain 0 |
5 It’s not really safe for a person with a condition like mine to be physically active 0 |
6 Worrying thoughts have been going through my mind a lot of the time 0 |
7 1feel that my back pain is terrible and it’s never going to get any better 0 |
8 In general I have not enjoyed all the things I used to enjoy O O
9. Overall, how bothersome has your back pain been in the last 2 weeks?
Not at all Slightly Moderately Very much Extremely
L] L] L] L] L]
0 0 0 1 1
Total score (all 9): Sub Score (Q5-9):

© Keele University 01/08/07
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The STarT Back Tool Scoring System

Total score

/

3 or less

v

Low risk

3 or less

'

Medium risk

~,

4 or more

'

Sub score Q5-9

!

4 or more

'

High risk
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"My back pain has spread down my leg(s) at some time in the last 2 weeks

The Keele STarT Back Screening Tool

Patient name: Date: _ 2\.AR NS

Thinking about the last 2 weeks tick your response to the following questions:

Disagree  Agree
0 1

I have had pain in the shoulder or neck at some time in the last 2 weeks

I have only walked short distances because of my back pain

In the last 2 weeks, I have dressed more slowly than usual because of back pain

It’s not really safe for a person with a condition like mine to be physically active

Worrying thoughts have been going through my mind a lot of the time

[ feel that my back pain is terrible and it’s never going to get any better

SO | =3P ON | Wb W N

N O O O O

ROE KRR =R

In general I have not enjoyed all the things I used to enjoy

Overall, how bothersome has your back pain been in the last 2 weeks?

Not at all Slightly Moderately Very much Extremely
O O O ™ O

0 0 0 1 1

Total score (all 9): 9 Sub Score (Q5-9): -

© Keele University 01/08/07
Funded by Arthritis Research UK



Name: Date:  A\.0R.S

Here are some of the things which other patients have told us about their pain. For each statement please circle any

number from 0 to 6 to say how much physical activities such as bending, lifting, walking or driving affect or would
affect your back pain.

COMPLETELY UNSURE COMPLETELY
DISAGREE AGREE
1. My pain was caused by physical activity 0 i @ 3 4 5 6
2. Physical activity makes my pain worse 0 1 2 3 4 5
3. Physical activity might harm my back 0 1 2 3 4 5 @
4. 1should not do physical activities 0 1 2 3 4 @ 6
which (might) make my pain worse
5. Icannot do physical activities which 0 1 2 3 4 5 @

(might) make my pain worse

The following statements are about how your normal work affects or would affect your back pain.

COMPLETELY UNSURE COMPLETELY
DISAGREE AGREE
6. My pain was caused by my work or by @ 1 2 3 & 5 6
an accident at work
7. My work aggravated my pain 0 1 2 @ 3 b 6
8. Thave a claim for compensation for my pain @ 1 2 3 4 5 6
9. My work is too heavy for me @ 1 2 3 4 5 6
10. My work makes or would make my pain worse 0 1 2 3 @ 5 6
11. My work might harm my back 0 2 3 4 5 6

© 0
)
w
S
[
o

12. 1 should not do my normal work with my 0
present pain

13. T cannot do my normal work with my 0
present pain

& &

14. T cannot do my normal work until my pain 0
is treated

15. 1do not think that I will be back to my
normal work within 3 months

©
—
o
(9%
E=N
h
o

16. I do not think that I will ever be able to go @ 1 2 3 4 5 6
back to that work






Thinking about the last 2 weeks tick your response to the following questions:

Disagree Agree
0 i

I My back pain has spread down my leg(s) at some time in the last 2 weeks O

2 | have had pain in the shoulder or neck at some time in the last 2 weeks

3 I have only walked short distances because of my back pain

4 In the last 2 weeks, | have dressed more slowly than usual because of back pain

b

6 Waorrying thoughts have been going through my mind a lot of the time

7 1 feel that my back pain is terrible and it’s never going to get any better

"
pr!
X
!
4
P
!
r

O
O
B
It’s not really safe for a person with a condition like mine to be physically active O
O
B
O

8 In general I have not enjoyed all the things I used to enjoy

9. Overall. how bothersome has your back pain been in the last 2 weeks?

Not at all Slightly Moderately Very much Extremely
O O O X O
¢ 0 0 t 1
Total score (all 9): } Sub Score (Q5-9): A(
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MDT and the Athlete
Allan Besselink, PT, Dip. MDT and Greg Lynch, Dip. Phty, Dip. MDT, Dip. MT, MPNZ, MNZCP

The 13" McKenzie Institute International Conference in Copenhagen was the first time that a
pre-conference workshop was included in the program for an international conference. The workshop,
entitted “MDT and the Athlete”, was developed and presented by Allan Besselink (USA), Greg Lynch
(NZ) and Ole Meyer (Denmark). The two sessions sold out almost as quickly as they were posted
resulting in a total of 89 participants from 23 countries.

With a comprehensive manual, the four hour workshop emphasised the application of MDT to the athletic
and sporting population. It was divided into sections that addressed the broad scope of sports medicine
and training followed by an introduction to the relevance of MDT for the athlete, assessment and
treatment, recovery of function, and prevention. Case studies and role playing scenarios were utilized to
further emphasise the assessment and management process.

Group discussion addressed not only the challenges of the current sports medicine model, but also the
potential role and challenges of applying and integrating MDT in sports medicine. Limitations of the
current sports medicine model — much the same as the general orthopaedic community — are the
emphasis on ‘imaging’ for diagnosis and management, reliance on orthopaedic special tests for
diagnosis, and the foundation of a pathoanatomical model. As research has indicated, all of these areas
have questionable reliability and validity, making MDT a natural choice for the assessment and treatment
of sports-related injuries.

The value of MDT across the athletic spectrum — from injury to recovery of function, and training to injury
prevention — was presented. Progression of forces — a cornerstone of MDT — has a perfect fit with the
training continuum. Discussion focused on the progression of forces for athletes diagnosed with
Derangement and progression of loading for Contractile Dysfunction in returning an athlete back to
training and sport. The use of consistent MDT terminology can assist the clinician, athlete, and coach in
guiding the athlete back to training and sport in a safe and efficient manner. The same terminology can
also be used in a training context. The principles of MDT allow the athlete to manage their return and to
be an active participant in the process. For those athletes who do not specifically fulfil the criteria for
classification, the group discussed appropriate classification in the ‘OTHER’ sub-group along with how to
manage these individuals according to their individual clinical and sport presentation.

The workshop is scheduled to be presented again as a Pre-Conference Workshop in conjunction with the
2016 McKenzie MDT Conference for the Americas in Miami. Facilitators will include Allan Besselink and
Greg Lynch with support provided by Josh Kidd, PT, DPT, OCS, Dip. MDT, CSCS, Mathieu Sequin, BSc,
PT, Cert. MDT, Cert. Sport Physio and Nicolas Turcotte, PT. Cert. MDT. The “MDT and the Athlete”
workshop continues to evolve from its roots in Copenhagen, and we look forward to having you join us in
Miami!
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McKenzie Physical Therapists and the American Dental Association: What We Learned from San
Francisco Screenings
David J Pleva, PT, MA, Dip. MDT and Timothy J Caruso, PT, MBA, Cert. MDT

Over the past 15 years, Tim Caruso has been speaking to dental professionals at national and state
meetings about the effects of poor posture, improper techniques or equipment, and pain in the
profession. During his travels, he has noticed an increasing number of dental professionals seeking out
suggestions for how to relieve their pain and discomfort, how to choose the proper equipment and how to
begin an exercise routine to meet their specific needs. Additionally, he has sat on the Dental Wellness
Advisory Committee (DWAC) of the American Dental Association (ADA) and has been working with them
to keep dental professionals healthy. He has also helped create ergonomic tip sheets for ADA members
to avoid some of the ongoing maladies that they encounter in their day to day practice. But still the
question remains on how to establish a cost effective way to address the practitioner’'s pain while at work
or to help prolong their careers pain free.

To answer some of these questions, in 2011, the American Dental Association invited Tim and | to their
annual conference in Las Vegas. We participated in the health screenings portion (HSP) of the national
meeting performing musculoskeletal and postural assessments on dental professionals in attendance.
The musculoskeletal screenings were done using the Mechanical Diagnosis and Therapy (MDT) system
guidelines for evaluating musculoskeletal spinal and extremity conditions.

We screened 62 participants in two days. We had originally allowed for 20 minute “appointments”, but
due to several computer glitches, we were quickly overrun with dental professionals that wanted to be
screened. The process included having the participants postures photographed in a seated and standing
position before and after his/her screening. Next, a musculoskeletal pain survey was filled out and an
abbreviated MDT assessment was performed. The recorded complaints ranged from spinal pain to
extremity pain and even a few non-mechanical presentations requiring further investigation were
discovered. The participating dental professionals were very appreciative of the time we had with them,
the tips we provided and the recommendation for follow-up with a McKenzie certified therapist closer to
home. We asked ourselves “perhaps there is a real need out there?!”

The screenings were so well received that we were invited back to their annual conference in 2012 in
San Francisco. In addition to our revisions to the questionnaires and scheduling, we enlisted the help of
three California licensed, McKenzie certified therapists (Todd Soares, PT, Cert. MDT, Karl von
Tiesenhausen, PT, Cert. MDT, and Marianne Potts, PT, Cert. MDT) to perform the screenings due to
California’s practice act. Over 100 dental professionals (dentists, hygienists and assistants) were
screened for various spinal and extremity complaints. Once again, we obtained seated and standing
postural photos prior to the musculoskeletal pain survey and performing the MDT assessment.

On the HSP questionnaire, 61% of current practicing dental professionals reported regularly experiencing
pain, tingling or numbness with 42.6% stating their symptoms began as a result of their work. In
reviewing the data from San Francisco, we had 61 males (51.3%) and 58 females (48.7%). The years in
practice ranged from 0 to 55 with most in the 31 — 35 year range. Age ranged from 25 to more than 75
years old. The average visual annual score (VAS) was 4.03 out of 10. Their regions of pain complaints
included: headache, neck, shoulder, elbow, wrist/hand, back, thigh, leg and foot. Some participants had
upper or lower extremity symptoms consistent with cervical or lumbar derangements. The most common
regions of pain complaints for both the hygienists and dentists were back, neck and shoulder pain. The
hygienists had more complaints of wrist, forearm, hand/finger symptoms than the dentists. The dentists
had more complaints of back and neck pain. Seventy percent of the dental professionals screened had
experienced pain in the last 12 months.

Symptoms were categorized as follows: present zero to two years in 41 subjects (37%), two to five years
in 22 (20%), five to 10 years in 17 (15.5%) and more than 10 years in 30 subjects (27%). Of these, 22
(19%) felt they were getting better; 67 (59%) were unchanging and 23 (20.5%) felt that they were getting
worse. Almost 43% have had pain for greater than five years and the majority had symptoms that were
either staying the same or worsening. Seventy-six percent had previous episodes with 36% having more
than 11 episodes. Thirty seven percent believed their symptoms began as a result of repetitive motions



at work with 34% not being able to find a direct cause. Eight percent were not able to practice because of
their symptoms.

Overall, 78.4% responded positively to mechanical therapy after this brief screening. Fifty-two percent
had an extension directional preference, 27% lateral, 3% flexion and 19% did not exhibit a directional
preference. With classification of these participants, fifty-five percent were derangements, 17% were
dysfunctions, 2% posture and 15% fell into the OTHER category. Of those who were derangements,
73% responded to extension, 14% to lateral principles and 13% responded to flexion. Just by correcting
the sitting posture, 31.8% reported improvement in their symptoms. These findings demonstrate that the
majority of dental professionals that participated in the screenings can respond quickly to an appropriate
conservative treatment plan.

We also found some interesting findings that we need to further investigate. Hand dominance did not
have a significant role in symptoms and neither did the number of hours worked per year or hours spent
sitting or standing have any significant correlation with back pain. Significant risk factors were height,
age, years in practice and posture.

The next two years, we were involved in the ADA meeting performing postural screenings and ergonomic
assessments with participants at the meeting in an informal setting. We discovered similar findings and a
general lack of knowledge on where to seek out a competent caregiver.

When looking at these numbers, we ask ourselves, why should one suffer so long with symptoms that
are not getting better when there is help out there? Our experience and the feedback that we have
received has been invaluable and speaks to the need to share the importance of seeking out and
exhausting conservative spinal care before having expensive imaging, undergoing unnecessary
procedures or signing up for surgical intervention. There are a significant number of individuals in any
number of professional organizations that do not have any idea where to start to seek out competent
initial care and treatment for ongoing back, neck or extremity pain. We can see that partnering with the
American Dental Association will have a positive impact on the dental professionals by sharing this
information about MDT as a service to its members.

We were invited back to the 2014 ADA conference in San Antonio and in addition to screening more
dental professionals, we presented our initial findings from San Francisco to over 150 dental
professionals. We are in the process of streamlining our musculoskeletal questionnaire in order to make
meaningful recommendations to the ADA. We will be presenting more detailed findings from San
Francisco with the assistance of the American Dental Association’s epidemiologist at the 2015 American
Dental Association conference this November.
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Hebert J, Fritz J, Koppenhaver S, Thackeray A, Kjaer P. (2014). Predictors of clinical outcome
following lumbar disc surgery: the value of historical, physical examination, and muscle function
variables. European Spine Journal.

Objective:

Explore the relationships between preoperative finding and clinical outcome following lumbar disc
surgery and investigate the prognostic value of physical examination findings after accounting for
information acquired from the clinical history.

Design:
A secondary analysis of a parallel group randomized clinical trial comparing two postoperative
rehabilitation protocols following lumbar disc surgeries.

Setting:
Patients were selected from academic and private neurological and orthopaedic spine surgery practices
in Salt Lake City, Utah.

Patients:
Inclusion criteria:
e Aged from 18-60 years of age.
¢ Imaging confirmed lumbar disc herniation.
¢ Identified as candidates for single-level lumbar discectomy or microdiscetomy by their spine
surgeon.

Exclusion criteria:
e Previous lumbar surgery.
¢ Significant comorbidities or perioperative complications representing a contraindication to
exercise.

At postoperative week two, all participants underwent an eight-week exercise programme comprising
weekly supervised sessions and daily home exercises. Group 1 had general lumbar exercises and Group
2 had specific lumbar exercises.

At the end of the original study, no difference was found in the specific exercise group vs. general
exercises.

Main Outcome Measures:

Change in disability and pain intensity from the preoperative assessment to the completion of the
rehabilitation program. Low back pain related disability was assessed using the modified Oswestry
Disability Questionnaire.

Main Results:

At the end of the original study, no difference was found in the specific exercise group vs. general
exercises. Comparing pre-operative history and physical findings with end-of-rehabilitation findings
revealed the following relationships:

Univariate analysis:

e Greater pre-operative leg pain relative to low back pain was associated with more improvement
in disability and leg pain intensity, but less improvement in lower back pain intensity.

e Longer time to surgery was associated with more improvement in disability.

e More improvement in leg pain intensity was reported among participants who had received pain
medication.

e The presence of preoperative deformity was associated with greater improvement in disability,
leg pain intensity, and low back pain intensity.



e Greater improvement in disability was associated with the presence of a positive straight leg
raise test, cross straight leg raise test, pain peripheralization, as well as diminished reflexes,
sensation or strength prior to surgery.

e Having a positive straight leg raise test or strength deficit was associated with more improvement
in leg pain intensity.

¢ No relationship was found between lumbar multifidus function and clinical outcome.

Multivariate analysis (To account for the variation in the clinical history):
e The presence of pain peripheralization at baseline was associated with greater improvement in
both disability and low back pain intensity after ten postoperative weeks.

Conclusion:

The multivariate analyses indicated that the presence of preoperative pain peripheralization was
associated with improved disability and low back pain intensity following surgery and exercise
rehabilitation. Preoperative lumbar multifidus showed no relationship with clinical outcome following
umbar disc surgery and postoperative rehabilitation. Another predictor of outcome following lumbar disc
surgery was the presence of predominant leg pain compared to low back pain.

Comments/ Implications for the MDT clinician:

The authors’ preoperative mechanical assessment left a lot to be desired. They assessed the patient’s
response to sustained extension in prone, and single and repeated repetitions of lumbar extension,
flexion and side-gliding while standing, not lying, monitoring only for centralization and peripheralization
and not a mechanical response. The assessment and the definitions of centralization and
peripheralization were remedial; there was no attention to Directional Preference or an attempt to
exhaust the sagittal plane. One wonders how the mechanical assessment would have differed in the
hands of trained individuals. However, that being said, 32.7% of the patients demonstrated centralization
and 85.5% demonstrated peripheralization.

The authors pointed out that centralization was not associated with outcome following lumbar surgery. If
a patient centralizes during a mechanical evaluation, the recommendation would be to pursue therapy,
not to go ahead with surgery. The presence of centralization should further be explored because the
lesion has demonstrated a possibility that it can be reduced. This is exactly the patient that should not
have surgery, and it is no epiphany that a person who was not a good candidate for surgery in the first
place, may not have an optimal outcome. So, it is no wonder that centralization did not predict good
postsurgical outcome. This study does support that the presence of peripheralization preoperatively is
one of the best indicators of a good outcome post-surgically. This result corresponds with what MDT
clinicians see in the clinic. The presence of peripheralization is of utmost importance. It guides our
decision making, when to change direction, force, or when to refer out. With regards to peripheralization,
this study lets us know that one of the foundations that MDT is based upon continues to be solid.

http://researchrepository.murdoch.edu.au/26285/
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A Global Perspective: Growing a MDT Clinic Against the Odds
Celia Monk, Dip. Phys (Otago), Dip. MDT, MNZSP, MINZ

Early in 2010, due to New Zealand-wide health funding changes, | had the unexpected privilege of
suddenly having to open my own physiotherapy clinic without any preparation or forward planning. It was a
great challenge and opportunity to establish a practice in a city that was already over-supplied by
physiotherapy clinics and in a country that was beginning to feel the reality of the global financial crisis.
There was also an attitude in the local patient population that physiotherapy was ineffective and was not the
first treatment option when someone was experiencing any pain from an injury. This attitude had arisen
from several years of free physiotherapy treatments being offered by the main funding source, and many
were people being over-treated with poor results.

The first step | took to face the challenge was to write a business plan. This process was a fantastic
opportunity to sit down and put the emerging dream on paper, looking at what my competitors were doing,
researching the local demographics to enable effective marketing strategies to be put in place, and to
formulating a plan of how the clinic was going to function on a daily basis. As | had absolutely no
experience in writing a business plan, | turned to Google and found some great resources, making the
process painless and helpful.

The next important step was to develop a marketing plan. This included identifying my unique points of
difference from the other seven physiotherapy clinics that were within a 3km radius of my clinic. MDT
featured strongly in this, especially as | offer effective treatment requiring a low number of appointments,
which is opposite to the expectations and experiences for the local patient population. Word of mouth has
been a very powerful tool and has ensured that my clinic has grown steadily, even in spite of the challenges
faced by our city due to the earthquake events of 2010 and 2011 and the associated ongoing issues. As a
result, | have to ensure that every single contact a patient has with my clinic is positive, from the first
contact via phone or face-to-face, right through to all forms of communication and treatment.

One of the most helpful pieces of marketing advice | was given was to calculate how many patients | would
have to treat to pay for each marketing strategy. This was calculated by dividing the price of the marketing
strategy by the monetary figure that treating a patient 3.5 times (my average number of treatments for
patients) would generate. | then tracked each marketing strategy over the next year to see which ones were
the most cost effective. Out of all the many strategies | used, including newspaper advertising, mail box
drops, sports teams sponsorship, Google advertising, website development and patient email newsletters
to name a few, the most effective ones were my website and online communication via patient newsletter,
blogs, and utilisation of social media. | therefore invested time and money into those strategies only.

Another important step was gathering a support team around myself. | meet regularly with my accountant/
financial advisor, and have monthly meetings with another local physiotherapist who is facing similar
issues. | also have a business advisory team involving four of my closest friends who are able to ask me
the hard questions and offer new ideas and fresh initiatives. Without all this support, it would have been
tempting to lose sight of the overall dream and goals, and my business would not have grown to the extent
it has.
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