Bioo2/009

08/03 2004 TUE 16:35 FAX -61 2 99510180 .

A pilot study to evaluate the
effectiveness of Bowen Technique
in the management of clients with
frozen shoulder

B. Carter
Clinical Nursing Practice Research Unit, University of Central Lancashire,

Preston, UK

SUMMARY. Objective: Te avaluate clients’ experience of Bowen Technique in the
treatment of frozen shoulder in terms of their pain, functional ability and well-being.
Design: A case serles that used primarily quantitative methods and qualitative
interviews. Participants: Twenty participants with frozen shoylder. Intervention: Bowen
Technique, using 'frozen shoulder procedure’. Maln outcome measures: Range of active
and passiva motion (abduction, flexion, extension, mediat rotation, lateral rotation and
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‘wall climb’) In both shoukders, pain Intensity scores, impact on well-baing and health
status, Main regults: impravemant in shoulder mobliity and assoclated function for all
particlpants. Median ‘worst paln’ pre-therapy score reduced from 7 (mean 7, range
i=10) to a rmedian “worst pain’ score of | {mean (.45, range 0--5) post-therapy. Fewar
pain quality descriptors used by all participants. All participants experlenced
improvemant in their dally activities. Conclustons: Bowen Technigue demonstrated an
improvement for participants, even those with a very longstanding history of frozen
shoulder, Further trials are warranted. © 2002 Elsevier Sclance Ltd. All rights reserved.

INTRODUCTION

“‘Frozen shoulder’ is often used as a catch-all label
for any type of painful and stiff shoulder. Some au-
thors prefer to use the tzrm acute capsulitis. How-
ever, this term cen often only be truly arvived at ag
a diagnosis after radivlogical and other diagnos-
tic investigations.! Case definition {precise diag-
nogis af the cause of shoulder pain) is extremely
problematic® and this can lead to difficulty in as-
sessing the valve of treatments for shoulder pain.?
Criteria have been proposed for use in the pri-

- mery care seting relating to the clinical histary

of worsening painful shoulder, motion Joss of at
least  month’s duration and physical examination
documenting painful, restricted shoulder motion.?
Some authors argus that frozen shoulder is a self-
limiting condition (albeit with a protracted recov-
ery period)® whilst others propose that spisodes
are not isolated and previous history influsnces
new episodes.

Symptoms often swart with vague, generalized
pain that may be referred down the foreamn,
and soms lirnitation of movement. Most people
complain of hypernesthesia and some experience
hyperalgesia. As the pain eases the main problem
experienced is functional disability.'! Perceived
clinical progression commences with ‘a pattern
of pain followed by a loss of motion’.” A wide
range of related disebilities including sleeping and
physical functioning problems and psychological
symptoms bave been reported.®

The treatment of frozen shoulder is an atea
of controversy within orthopaedics®™® with a
range of trestment modalities baing offered
to patients inchuding: & mix of physical ther-
apy, exercise;'® NSAIDs and corticosteroid
injections;'*'* drugs and manipulation under
aneesthesia;” suprascapular merve block;" hy-
draulic distension;'*" operative management;'’
arthroscopic relsass;'® elecireacupuncture:™ and
education and stretching*® Often clients require
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prelonged treatment almost regardless of the inter-
vention offered. Incidencs figures range from 1:50
annuslly®' to 7-25 per 1000 GP consultations.
Yot despite the incidence of this problem and its
impact on clients thers are few sound studies eval-
uating the differing treatment modalities.® Most
studies have been undertaken on hospital patients
even though only a few patients with shoulder pain
require referral to 8 specialist.” Studies tend to
produce conflicting® or inconclusive™ results, or
du not suggest any significant differences betwesn
differing treatments.® Follow-up periods last from
eight months™ to seven years. However, 12-24
months ig the expected period of tire during which
slow healing and recovery naturally occurs,? re-
gardless of the intervention.

Bowen Technique

Bowen Technique is a system of subtle and very
precise mobilizations called Bowen moves. These
moves are applied, using the fingers and thumbs,
over muscles, tendons, merves and fascia: only
genile, non-invasive pressure is used.” A single
treatment consists of a series of specific sequences
of these moves, catled procedures, with frequent
pauvses to allow time for the hody to respond. The
goal is to assist the body 10 restore structural in-
tegrity and optimal function.® The ‘frozen shoul-
der procedure’ has 2 carefully documented proto-
col for practitjoners to follow, ensuring that each
practitioner using & pure technique undertakes the
same moves. A Bowen move challenges individ-
ual muscles for several seconds by the application
of a gentle lateral pressure, exerted by the thers-
pist’s thumb, ageinst its medial edge; the muscle
fibres and its fascia are disturbed from their neutral
position andg they sre slightly streiched. The ther-
apist applies gentle pressure towards.the core of
the muscle using the ekin siack available, and then
roils the thumb laterally across the muscle, After
the thumb rolls over and across the muscle, gently
compressing it, the muscle will react by springing
back to its originat position. The competent Bowen
therapist has a keen sense of tissue tension. This
enables him/her to feel where stress has built up in
the tissues, how much pressure to uss and where
and when to perform a move to release the buiid-
up of stress. The therapist strives to undertake a
minimyum of moves and procedures to wigger the
body’s own self-bealing powers. The pocrer the
health of the patient or the more acute the prob-
lem, the less that is done with Ieas pressure during
the sessiom, the o profound will be the effect.
The anticipated number of treatments for frozen
shoulder wonld be five or fewer?

METHODS

The intention of this study was to evaluate clients’
experience of Bowen Technique in the treatment of
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frozen shoulder in terms of their pain, functional
ability end well-being. In this paper the focus is
on pain and functional ability with well-being as
a secondary measure. The clients’ experiences of
the techrique and their levels of satisfaction are
not reported here,

A quantitative case series approach supported
by post therapy client interviews was adopted.
Basgeline medical and demographic data were col-
lected relating to gender, age, oceupation and past
medical history, Data relating to the key ontcome
measures of range of movement, pain scores (in-
tensity, duration, periodicity) and impact of pain
on well-being were collected. This was achieved
through specially developed consultation shests,
seif-report pain diaries, self-complete question-
naires and semi-structired interviews with clienrs
at specific stages within their treatment. Thos
comprehensive data sets wers generated for cach
participant.

Scoring range of movement

The therapist assessed end scored the participants’
range of motion in both shoulders at each visit
across a range of six movements. The participants
were given a score of cither 1-3 or 1~4 as ap-
propriats to each test (1 =least range of motion
and 3 or 4 =grearest possible range of motion}.
The clements scored were abduction (1-3), flex-
ion (1-4), extension (1~3), medial rotation {1-3),
lateral rotation (1-3) and ‘wall climb’ ({—4). The
scores represent the extent of motion that the par-
ticipants could achieve. The non-affested shoulder
wag therefore used as a ‘benchmark’ for each in-
dividual participant. Thus the possible range for
scotes was 6-20. Mobility tests were carried out
&5 both passive and active movements. This al-
lowed each individual participant to be scored (ac-
tive and passive) for both shoulders on initial and
subsequent assessments. Thus for each participant
& socre for the initial difference and the final dif-
ference batween the non-affected and affected side
could be derived. Additionally on a dailv basis par-
ticipents rated, on a 0-10 scale, the average jevel
of restriction to their range of motion they experi-
enced in their affecied shoulder.

Scoring pain

Pain was scored at each therapy session and
through the completion of a *Daily Pain Diary’.
Participanis rated their daily worst, least and aver-
age pain intensity on a 010 scale (by clrcling the.
relevant score). For example:

Pleass rats your pain by circling the number that best
desctibes your pain at its werst loday.

In order to capture another eiement of the pain
experience participants were presented, in their
Daily Fain Diaries, with alistof 15 pain descriptors
derived from the McGill Pain Questicnnaire, They
were asked to place a tick next 1o the word if they
felt that it applied 1o their pain. Participants zlso
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rated the kevel (mone, mild, moderate, or severs)
to which they felt that their pain interfered with
aspecte of their activities of daily living includ-
ing general activity, mood, walking ability, nor-
mal work, relations with other peaple, sleep and
snjoyment of life. For example: !

Flease tick Ibe box that desoribes how paln bas

interfared with your relations with other peopls.

{This agpect was followed up most closely within
the participant interviews and is not reported in
depth in this paper.)

- The number of therapists involved in the study
was restricted to two and their practice wes re-
viewed by 2 qualified Bowen Instructor to help
ensure comnsistency, standardization and *purity ' of
the technique. This review entailed the therapists
being observed undertaking the sequence of moves
and in providing arationale for their practice. They
were also reviewed by the researcher (whoisnota
Bowen: Therapist) for their accuracy in completing
the consultation sheets and accuracy in completing
the scoring aspects of the consultation (for sxam-
ple, the range of motion). The study was given sth-
ical approval by the Local Research Ethics Com-
mijttes. Informed, writen consent was gained from
cach client with the usual safeguards with respect
to confidentiality and anonymity being adhered to
throughout the study. Clients were incloded in the
study if they met the criteria for frozen shoulder,
were over 18 years of age, had no concurrent mejor
mentsl heaith problem or had raceived any other
physical treatment modaidity such as physiotherapy
and cortizone injections for three months prior to
commencement of the study. The criteria used for
frozen shoulder were those proposed as suitable
for use within the primary care setting:*

1) clinical history of worsening painfal shoulder

2) motion loss of at Jeast ! month’s duration

3} physical examination documenting painful,
mstricted shoulder motion.

The therapists applied these criteria at the first
treatment session. ¥t was not a requiremenit of the
study that participants had to have been diagnosed
by z medically quatifted doctor, althoagh all pa-
tients had previcvsly visited their General Practi-
tioner, who had diagnosed their problem as being
frozen shoulder.

One set of clients was recruited in N'W Eng-
land through referral via a (GP surgery who had eg-
tablished links with their lecal Bowen Therapist,
The second therapist, working in SW Scotland,
had intended to recruit Bwough their GP surgery.
However, there were no referrals during the tme
window of the smudy and ren clisnts were recruited
by local advertisement. None of the clieats paid for
their trsatinent. The study was sot in the therapist’s
clinics (one was in a grivaw house and another
was in & room in a house from which other thera-
pists worked). Clients attended for treatment ses-
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sions and wers discharged by the therapist after
freatmens completion. Treatment completion o¢-
cusred st the end of five sessions {the maximum
number of sessions deemed appropriate for the
treatment of frozen shonldar} or before this if there
was resolution or substantial resolution of symp-
toms {such as very mitimal pein scores).

Data analysis

Data from the questionnaires, pain diaries, ccn-
snltation sheets and other documentation were
analyzed using descriptive statistics in SPSS for
Windows. Analysis of cach case was undertaken
and then consideration across cases was under-
taken using ell data setz for each case. Althongh
this stody also focused on evaiuating clients’
perceptions of the therapy, this data is not pre-
gented in this article.

RESULTS

Twenty-one clisnts were recruited to the study.
One client was exciuded dus to a complex his-
tory emanating from a severs shoulder injury. Ten
participants were male and ten were female. Sev-
enty five percent of the participants were aged
over 50 years (see Figure 1). Fourieen partici-
pants were right-handed and six were left-handed.
Eleven participants were experiencing symptoms
in their right shoukier and seven in their left
(see Table 1} None of the participants had re-
seived Bowen Technique prior to their recruitment
to the study although three had previously been
seen as a hospital outpatient for physiotherapy
treatment. There were no reports of any adverse
experiences as 4 rasult of Bowen Technique. Six
participants visited their therapist five times, six
attended for four visits, and eightattended for three
visits before discharge. No factors were seen to
be assoviated with either response or lack of re-
sponse to Bowen Techmique, The majority of par-
ticipants {n=13) had experienced pain for over
three months (see Figure 2),

Most participants had experienced reduced
range of motion in the affected shoulder for as
long &5 they had had the pain, although some had
experienced s slower reduction of range of maotion
as the shoulder graduatly froze. Most participanis
{n = 14) stated thet they had moderate restriction,
four stated severs and two stated mild restriction to
their range of motion. Nobody reported no resiric-
tion. It is important to note that all participants
had s full range of mobility {as tested) in their
non-affected side and thus were all able to attain
2 full score of 20 for their non-affected side on
presentation for therapy, There was & marked im-
provement in range of motion, with 70% (n=14)
of participants experiencing no difference in range
of motion between their affected and non-affected
side al the end of treatment. The remaining six
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Fig. 1 Age of particpants in yeas.
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Left sided dominant and right %
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participants all demonstrated improvement in their
range of motion with the differences reducing
down to between 1 and 3. Figure 3 shows the score
for each participant for the initial and final differ-
ence in range of motion between the non-affected
and affected side.

Participants were experiencing a range of
symptoms on presentation (see Figure 4). Many
were experiencing a constellation of pain-related
symptoms: the worse the reported pain, the more

1 2 305

symptoms reported by the participants. Eight
participants reported their pain to be worst mostly
at night, six reported it to be worst mostly during
the day and six indicated that it was equally bad
during the night and the day. The median worsl
pre-therapy pain intensity score was 7 (mean 7,
range 1-10): only one person reported having a
worst pre-therapy pain score of 1. The median least
pre-therapy pain intensity score was 3 (mean 2,
range 0-6). Thus overall participants were gen-
erally experiencing high pain scores pre Bowen
Technique. Participants identified the pain de-
scriptors that reflected their pain experience (see
Figure S). The median worst post-therapy pain
intensity score was 1 (mean 145, range 0-5).
The median least post-therapy pain scere was 0
(mean 0.8, range 0-3). The use of all descriptors
was high pre-therapy and was markedly reduced
post-therapy. Participants who continued to score
pain were using a very restricted range of gener-
ally ‘lower’ level descriptors such as ‘tender’ and
‘aching’.

The participants perceived the pain from their
frozen shoulder as having a fairly major impact

fic8 91011 12024 >24
Length of time (in months)

Fig. 2 Lergth of time (in monihs) participarts had exosrienced fozen shoulder (p = 20)
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Fig. 4 Symptoms reporied by partcipants prior te therady (n = 20).
on aspects of their daily activities of living. ing severe interference with daily activities (see
. Post-therapy participants had returned to theirnor-  Figure 6).

H mal activities of living and usual mood, rela- It is noteworthy that 40% (n=8) of partici-
£ tionships and enjoyment, None were experienc- pants achicved an average final pain score of zero
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Fig.5 Pain descrinwors usad before and after Bowen therspy
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Fig. 7 Impact of pain on perticipants’ mood, relationships and enjoymert.

by the end of their treatment, and a total of 80% DISCUSSION

(n = 16) scored their pain as being berwezn 0 and 2

and described it as a slight ache (often associated Bowen Technique was successful for the major-
with particularly strenucus activity). The differ- ity of participants and it provided reducticn, to 2
ence betwesn the pain scores pre- and posttherapy  greater or lesser degree, in each individual par-
was marked (see Figure 8). ticipant’s baseline symptoms. This then impacted

1 2 3 4 6§ 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20
Participants
—— Average presenling pain —— Average final pain

Fig. 8 Average pain scores immediately prior to fist Bowen intervention and average pain scores afier cempletion cf final
Bowen imtarvention, oy participant
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- on their ability 10 engage with their usual daily

(social and physical) activities. A key outcome of
the study was the improvement, across all partici-
pants, in the range of movement (functional abil-
ity} in the frozen shoulder with 70% (n= 14) of
participants experiencing no difference in mobil-
ity betwesan their affected and non-affected side
at the end of meatment. This would seem o be
a betier response than many of the other stud-
ies which have utilized a range of more conven-
tional treatments %2% The rematuing six partic-
pants all demonstrated improvernent in mobility
with a reduced difference betwezn the affected
and non-affected side. These six participanis all
were more functionally able and were able to par-
ticipats more fully in their usual daily activities,
Bowen Technique would sesm to have had an im-
pact on the duration and/or intensity of morbidity,
and thus educed the major implications related to
morbidity.*® Pain scores also decreased markedly.
Participants were either scoring no pain (2 score of
zero) or substantially lower pain intensity scores
(1=2) by the end of treatment. The range and inten-
gity of pain descriptors used to describe their pain
bad also reduced substantially with much milder
terms, such as 'slight ache' and ‘mild pain' being
used for those participants sconing pain compared
with the original more intense and invasive de-
scriptors chosen. None of the participants reported
that their pain was having 2 severs impect on their
daily activities, and there was a decrease in the re-
ports of mild and moderate impact by the end of the
treatment. The combinetion of improved mobility,
functional statas and decreased pain contributed
to a fesling of enhanced well-being ag evidenced
through the improved scores for the participants’
daily activities,

Despit= the care that was taken in the design of
the study, it is sccepted thatitis subject to a number
of limitations and thus the results should be viewed
with some degree of caution. The study was not
subject to the same rigours as would be found
within the gold-standard of the double-blind, ran-
domized controlled triel, The lack of a control
group limited the design, This meant that the ther-
apists themselves wers not blinded to the study.
This had been discussed in detail in the planning
stage of the study but the practical difficulties of
including a control groap mesnt that this was not
possible in this study although it would be rec-
ommended for future studies. Other issues that,
degpite careful management, may bave influenced
the resuits inclnded the fact that two therapisis
participated, two different locations for treatment
were used and there were two routes of recruit-
ment. These could have led 1o some variability in
technique and client expectations, althoughno dif-
ferences emerged between the results of the two
therapists. The method of scoring the range of
motion was potentially open to the subjectivity of
the therapists, aithough & number of safeguards
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were in place to mirimize this. The researcher
maintained contact with the therapists throughout
the study to check if they were experiencing any
problems with scoring clients or using the consul-
tation sheets. The therapists were instructed to em
on the side of the worse of two possible scores
rather than the better of the two should they have
been in any doubt. Whilst the vse of an instrument
to measure specific angles could have increased
the accuracy of measurernents, this option was not
deemed appropriate due to the cost and the poten-
tial for operator error Despite these limitations,
it is balieved that the research findings do repre-
sent an accurate reflection of the effectiveness of
Bowen Techmigue for these clients.

It it worthwhile noting that no participants
withdrew from thiz study and yet withdrawal
from shoulder pain studies is recognized as
problematic.? In other studies high withdrawal
rates (17-59%) have been noted across treatment
groups. ¥

Bowen Technique, from this pilot study.
demenstrated an improvement for participants,
even thoss with a very longstanding history of
frozen shoulder. This is agood result, as otherstud-
ics have demonstrated poorer results with patienis
with longstanding frozen shoulder symptoms ¢ For
the majority of participants it provided a good out-
come, particularly in relation to improved mobil-
ity, In terms of the outcome measures used in other
studies-—success rate, mobility, pain and func-
tional status—Bowen can be seéen 10 be a positive
intervention forthe clients in this smdy. Obviously,
this small scale umcontrolled study is only a be-
ginning, but from these findings further study is
warranted,
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