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[GERIATRIC FUNCTION]

Help Your Patients Improve Sitting Balance

PP No one wants their
patients to be couch pota-
toes, but the reality is, our
patients do spend much
of their time sitting. Los-
ing one’s balance while
sitting can be problem-
atic and a potential cause
of fall. In addition, sitting
balance is predictive of
functional status.!

The previous article
described an excellent
tool for assessing sitting
balance and trunk control. When we lecture,
we ask our classes which tools they use for
assessing sitting balance. Stop and ask, what
standard functional tool do I use to assess
sitting balance? Unfortunately, most of our
students say that they use the fair, fair+, poor,
poor+ scale.

Stop using that scale! There is no reliability
or validity to that scale. When we say that,
some students retort that it is published in
a book and they were taught it at a lecture.
Just because it is in a book or mentioned at
a lecture doesn’t make it a reliable or valid
tool. Go to the original research, not a book
or lecture notes and make sure what you are
using is a standardized test.

CMS is asking us to use standardized
tests — not ratings that don’t have reliability
or validity. Once we have a baseline mea-
sure, then we can really treat this important
area of rehabilitation.

Focus on Sitting
Many of the neurological gurus such as
Bobath, Carr and Shepard and Brunnstrom
use trunk control techniques in their milieu
of treatment. Unfortunately, we couldn’t find
any studies that pulled out just the sitting
component from their regimens; therefore, we
will instead review only the techniques that
show sitting balance training as a single factor.
Again, when we ask our classes what tech-
niques they use for sitting balance training,
we frequently hear “pushing the patient in
different directions.” We have not found any
support for this treatment in the studies we
reviewed, so we caution against this approach
as one that is efficacious.

Below are two studies that look solely at
trunk control and postural training. Both have
shown significant benefit for 'this single inter-
vention. The first is by de Seze and was con-
ducted on patients who had suffered a stroke
in the past six months. The program was
conducted by an occupational therapist, but
a physical therapist could also easily do this.

The patient was seated on a mat table with
a laser device on the head. The patient tried
to maintain upright balance with increasing
difficulty of the tasks. With the laser light on
the head, the patient was asked to point to
various pictures of differing heights. Some

Losing one’s balance
while sitting can be
problematic and a
potential cause of fall.

were at eye level, some at floor level and
some at ceiling level. The head and trunk
movements were started slowly and as the
patient’s trunk control improved, the head
and trunk motions were increased by speed-
ing up the pointing time.

Within 30 days, the postural control device
improved trunk control and neglect with the
benefits lasting for three months. The program
required one hour extra of rehabilitation time
daily for one month.? This exercise does not
require expensive laser equipment; a head
flashlight can be purchased at any hardware
store and patients can point to photos placed
around the room.

The next study compared using an exercise
ball to exercises done on a plinth. Both groups
improved in trunk control but the group per-
forming the exercises on the ball improved to
a significantly greater degree.3

Below are the exercises that were performed
in this study. In clinical practice, starting
patients on the mat table and then progress-
ing them to the physio ball works well. Sit-
ting exercises done either on the mat/plinth
or physioball include:
¢ Flexion/Extension of the trunk;
¢ Lateral flexion of the trunk;

* Pelvic clocks (making circles with your
hips);
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e Trunk rotation (arms across chest);

¢ Rolling hips forward and backward on the
mat or ball;

* Forward, backward and diagonal reaching;

* Supine, bridging on the mat or ball;

* Supine, trunk rotation;

® Supine, legs on ball or mat;

 Supine, trunk on ball (this one can only be
done on the ball).

We hope this article spurs clinicians to stop
being research “couch potatoes” and start
using the latest evidence to treat all levels of
care. The two studies cited in this article are
great examples that provide useful clinical
information to help our patients become bet-
ter sitters — and not potatoes. &
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