








Table 3 Patient-Reported GRC Pretreatment and NRS

Before and After Each Treatment

1. MET 2 3/10 2/10* 1. MET 3 6/10 6/10
2. MYK L5 5* 2/10 0/10* 2. MYK L5 6* 6/10 3/10*
3. MYK L5 7* 0/10 0/10 3. MYK L5 7 4/10 1/10*

4. MYK L5 7 1/10 0/10*

Abbreviations: GRC = Global Rate of Change; NRS = Numerical Rating Scale; MYK = MyoKinesthetic.
* Minimal clinically important difference.
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the CNS and PNS that may be contributing to the patient’s
complaint of pain with functional activities; thus, specifically,

a MYK treatment seemed to be indicated. Table 2 lists the
muscles treated and movements associated with the MYK L5
treatment.’”® At the second visit, a MYK L5 treatment was used
in both patients based upon the MYK posture assessment.
The following appointment, the patient was instructed that
the MYK treatment include stimulation/massage of all muscles innervated
by the L5 nerve root level bilaterally while performing passive and active
movements to decrease pain and improve function. The pain-intensity
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Patient-reported scores for Disablement in the Physically

Numerical Rating Scale (NRS) and Disablement in the Physically Active
(DPA) scale were used as patient-oriented outcome tools to measure
improvements."”® The Global Rate of Change (GRC) (11-point scale) was
used at the beginning of the appointment to measure global progress
from previous treatment.” Orthopedic tests and functional movement
were also used to measure progress of physical limitations. As shown

in Table 3, the NRS was collected pre- and posttreatment and GRC

was collected at baseline and at the beginning of each treatment to
retrospectively monitor change between treatments. Figure 1 illustrates
the DPA scale score collected at initial examination, 1 week, and 1 month.

COMPARATIVE OUTCOME

Patient #1 was initially treated with a MET to correct the pelvic girdle
dysfunction and then presented with a negative March test. The patient
reported a minimal clinically important difference (MCID) on the NRS after
the MET treatment (Table 3). The patient returned to the clinic 2 days
later and reported a 2 of 10 NRS score and a MCID for GRC (Table 3).
When the patient was reexamined, she maintained normal pelvic girdle
function and received a MYK L5 treatment to correct lingering complaints treatment.
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Figure 2 patient #2 toe-touch pre and post first MyoKinesthetic L5



of pain and inability to stand for prolonged periods of time. Posttreatment,
the patient reported a MCID on the NRS (0 of 10) (Table 3). At the 1-week
follow-up, the patient reported a MCID for GRC and the DPA scale (Table
3; Figure 1). Patient #1 continued to complain of “tightness where the pain
used to be” and received another MYK L5 treatment; posttreatment

there was no change in NRS (0 of 10). At a 1-month follow-up visit, patient
#1 reported a MCID for GRC and the DPA scale and was discharged (Table
3; Figure 1). At the patient’s 1-year follow-up appointment, the patient
reported a 0 of 10 NRS without any recurrences of LBP.

Patient #2 was initially treated with MET to correct the pelvic girdle
dysfunction and reported no change on the NRS, however did present with
a negative March test. The patient returned to the clinic 4 days later and
reported no change in NRS and, upon reexamination, maintained normal
pelvic girdle function. The patient remained unable to touch his toes and
received a MYK L5 treatment to decrease pain and improve function.

After the MYK L5 treatment, the patient reported a MCID was met for the
NRS (3 of 10). The patient returned to the clinic after 2 days reporting a
MCID on GRC and the DPA scale (Table 3; Figure 1). The patient received
another MYK L5 treatment. The patient’s NRS pretreatment was 4 of 10. Figure 3 Patient #2 toe-touch pre and post second MyoKinesthetic
Posttreatment, a MCID was met on NRS (1 of 10) (Table 3). At the patient’s L5 treatment.

1-week follow-up appointment, the patient complained of limited range

of motion touching his toes and was experiencing intermittent pain (NRS 1

of 10). Figure 2 displays a picture of his toe-touch pre and post his first MYK treatment. Figure 3 displays toe-touch pre and post his second
MYK treatment. A third MYK L5 treatment reduced the patient’s pain from 1 of 10 to 0 of 10. At this time, the patient was discharged from
treatment. At discharge the slump test was negative. At a 1-month follow-up, the patient reported a MCID for GRC and the DPA scale (Table
3; Figure 1). At a 1-year follow-up the patient reported a 0/10 NRS without any recurrences of LBP since treatments concluded.

DISCUSSION

The findings of the two patients within this Exploratory Clinical CASE Report presented unique patient outcomes compared with those
experiencing LBP and presenting with a herniated disc. Each patient reported MCID for a variety of patient outcome measures and reported
all symptoms resolved in four treatments or less. In another case study, the MYK posture assessment and treatment produced similar
Positive patient outcomes in a patient that had failed typical conservative treatment and surgical interventions; the patient reported full
resolution of pain in seven treatments in 2 weeks and was discharged after 10 treatments.” The patient in the case study by Brody et al.13 and
the patients in this manuscript present two separate examples of positive outcomes in improving function and decreasing pain by utilizing the
MYK system.

In this Clinical CASE Report, both patients received a MET first and it was beneficial in restoring normal pelvic girdle function when assessed
using the March test. The effects of this unique treatment combination (i.e., MET and MYK) resulted in both patients reporting full pain and
dysfunction resolution in 2 weeks from initial treatment for a herniated disc. Patient #2 far exceeded normal rehabilitation time frames for

an acute onset of LBP, whereas patients successfully completing traditional conservative care typically have resolution of symptoms in

4-8 weeks.”?* Additionally, depending on the results of diagnostic imaging, a patient reporting LBP for 9 years (patient #1), who failed
conservative care, would most likely undergo surgery to decrease pain and improve quality of life. Nonetheless, long-term patient outcomes
following a surgical intervention are unconvincing that surgery will decrease pain and/or improve quality of life.2'* It is unknown if only MYK
treatments or a combination of MET and MYK treatments is necessary to produce comparable results in other patients who have similar
symptoms.

It has been reported, that regardless of whether a patient successfully completes conservative care, up to 45% of patients go on to receive a
surgical intervention. 7% The discouraging short and long-term success with typical conservative care and surgery often leave patients looking
for other options. Both patients reported no episodes of LBP between discharge and their 1-year follow up. Weinstein et al.? found that there
was no difference in long-term outcomes when comparing surgery to conservative care options.” Furthermore, Parker et al.” reported that
22% of patients after a discectomy reported worsening of back pain or disability at a 1-year follow-up; this in turn led to reporting a decrease
in quality of life and general health state.” Additionally, patient #1 reported that this was the longest period of time since initial injury with no
episodes of LBP. The MET and MYK treatments provided positive short- and long-term results and could be viable options for many patients
experiencing LBP.
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There are a variety of conservative care treatment options for those experiencing LBP, however the high recurrence rate of LBP suggests
that the treatments might not appropriately target the source of pain.' Many patients are told that the source of their pain is from
anatomical abnormalities such as a bulged or herniated disc, even though many patients who do not have any associated symptomology
also have these abnormalities on MRI.2*In accordance with other proposed theories, the LBP in these patients could be stemming

from changes in the CNS and PNS motor control and core stability patterns. Theoretically, the MYK treatment creates postural changes
through the CNS and PNS and it appears that MYK might be a treatment to significantly decrease time loss from injury and aid patients
in restoring optimal function.14,15 It should be noted that even though both of the patients received a L5 MYK treatment, other patients
should receive a MYK treatment based upon their postural assessment regardless of the location of structural abnormalities. The MYK
postural assessment may indicate the same or different level of the structural abnormality.

Further research is needed to explore if a decrease in time loss from injury using MET and MYK treatments can be expected in other
patients presenting with similar symptoms. Also, it would be beneficial to understand if the same results could be produced using only
the MYK system, as seen in the Brody et al. case study.’ Additional research is needed to identify if various anatomical abnormalities
correlate to postural imbalances leading to specific MYK treatment suggestions. Lastly, it is essential that future research examines

the current theory of anatomical abnormalities as always the source of LBP; this is crucial to improving patient outcomes.

CLINICAL BOTTOM LINE

In two patients diagnosed with a herniated disc at L5, utilizing MET and the MYK system produced improvements in pain and

function. Thus, it remains questionable whether the presence of a herniated disc was the cause, a contributor, or unrelated to LBP. The
improvements in these two patients was clinically significant utilizing a MET and the MYK system and may be beneficial for other patients
reporting similar symptoms.
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