


The NZSOPA “Continuum of Care” Symposium was held at the Sebel Trinity Wharf Hotel, Tauranga on 

March 20th and 21st. Over 180 degegates registered and feedback was excellent. Speakers included: 

http://www.nzsopa.org.nz/symposium.html 

The NZSOPA Executive would like to thank all our speakers for such high quality presentations. The NZSOPA Executive would like to thank all our speakers for such high quality presentations. The NZSOPA Executive would like to thank all our speakers for such high quality presentations. The NZSOPA Executive would like to thank all our speakers for such high quality presentations.     

NZSOPA Sports Physiotherapy Symposium NZSOPA Sports Physiotherapy Symposium NZSOPA Sports Physiotherapy Symposium NZSOPA Sports Physiotherapy Symposium ----    2010201020102010    

““““Continuum of  CareContinuum of  CareContinuum of  CareContinuum of  Care””””    
Held on March 20th & 21st 2010    

Prof. Bill Vincenzino   Foot orthoses in anterior knee pain / “Elbowing in on 

tennis” 

Prof. John Cronin   Musculotendinous adaptation / Muscle & connective tissue 

interaction 

Dr Dale Speedy   Fluid intake during exercise / Hyponatraemia 

Margie Olds   Advanced rehabilitation of the sporting shoulder 

Dr Tony Schneiders   Concussion in sport 

Brenda Costa-Scorse   Management of acute medical and trauma emergencies 

Mr Andy Stokes    Orthopaedic surgeon—paediatric ACL injury and other knee 

problems 

Loretta O’Sullivan   The adolescent knee / Understanding adolescent athletes 

Dr Deborah Andrews   Musculoskeletal Radiology 
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“Risk Factors for Achilles Tendinopathy: A systematic   review ” 

 By Rachel Doody and Hannah George. 

 

 

For a summary of Rachel and Hannah’s research, see page 8.  
 

Asics Education Fund Asics Education Fund Asics Education Fund Asics Education Fund     

The ASICS Education Fund Award Recipient for the March 2010 Round has been announced.  

 

(There was only 1 application in this round) 

 

Dr Tony Schneiders was awarded funding to attend the  

 

 

 

 

 

Dr Schneiders will provide a full conference report and this will be pub-

lished in the NZSOPA Bulletin after the conference.  

 

For more information about this conference go to:    

ttp://sma.org.au/asics-conference/ 
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Above: Hannah George (AUT University) receiving the NZSOPA 4th Year Physiother-

apy Student Research Award at the recently held Continuum of Care Symposium.  

NEW**       NEW**       NEW**       NEW**       ASICS Sponsorship         ASICS Sponsorship         ASICS Sponsorship         ASICS Sponsorship         **NEW**NEW**NEW**NEW    

- CONTINUING EDUCATION SUPPORT, ASICS SHOES & APPAREL - 

NZSOPA members are eligible for Asics shoes and apparel at wholesale prices!! 

To order: 

Go to the Asics website www.asics.co.nz, note the model name (shoes) and product code (apparel) 

THEN…. 

download order form from the NZSOPA website www.nzsopa.org.nz/membersonly.html 



ASICS SponsorshipASICS SponsorshipASICS SponsorshipASICS Sponsorship    
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ASICS Shoe Report:    ASICS Shoe Report:    ASICS Shoe Report:    ASICS Shoe Report:        

Asics Nimbus 11     Asics Nimbus 11     Asics Nimbus 11     Asics Nimbus 11         

 

Members can access additional Asics information by going to the NZSOPA “Members Only” page 

http://www.nzsopa.org.nz/membersonly.html 

and clicking on the “Asics” tab under the orange menu list. Information includes: 

•   Asics shoe and apparel order form 

•    Asics Education Fund information 

•    Asics shoe reports 

Now in its 11th year of existence, Nimbus 11 makes 

further refinements, namely to affect loading rate in 

the midsole and reduce shear resistance at propulsive 

gait. 

Nimbus 11 is ?25 grams lighter than its predecessor.  

Lighter weight shoes reduce energy expenditure and 

therefore increase efficiency.  

The outsole is divided in the forefoot both transversely 

and longitudinally.  This development is a key feature 

that allows easier progression from forefoot load to 

toe off gait.  An energy efficiency feature, the body’s 

calf muscles may commit to less expenditure and 

therefore lower the risk of tear or strain.   

The midsole material continues to be constructed 

from Solyte foam instead of former spEVA.  The Solyte 

cap is a new addition and is designed to improve com-

fort underneath the forefoot.  It is gender specific in 

that Asics acknowledge women’s body weight is lower 

than men’s and a more compressible cap is used to 

give women the benefit of it’s deformation under fore-

foot load gait – a time where plantar pressure is at it’s 

highest in. 

Trusstic space continues to connect the rear and fore-

foot components of the shoe.  It works as a flexible 

bridge system, and deforms to a degree under mid-

stance load.  Again it is gender specific, as recent stud-

ies measuring Plantar fascia and Achilles tendon length 

in women find that during ovulation or 3rd week of 

menstrual cycles, fascia and tendon length increase, 

hence the arch effectively drops.  The trusstic system 

allows the arch to drop without adding pressure or 

frictional stress to this part of the foot.  It is a feature 

designed to reduce Plantar fascial irritation and arch 

www.asics.co.nz 

blistering. 

Asics upper is open weave in the toe box to recognize the 

need for maximum ventilation in the toes.   Its lack of overlay 

also reduces overall shoe weight. 

Biomorphic fabric has a 2 way stretch and is placed in the lat-

eral forefoot and medial arch – areas where the shoe upper 

normally creases without such fabric.  This is an important 

comfort feature and helps reduce 5th toe blistering and corn 

lesions. 

Wearer feedback reports that the Nimbus 11 feels lighter and 

is less interfering with natural foot motion to.  As a Sports Po-

diatrist I would target two opposite types of runners with this 

shoe: slow, heavier style runners who are prone to wearing 

out the forefoot through shear and lack of lift pre-heel strike, 

and bounding runners who have a short but high cadence and 

in the middle of the shoe instead of its heel. 

 

Monique Udjur 

Big Foot Podiatry 
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International Federation of Sports Medicine, “XXXI World Con-

gress”  

Location: Caribe Hilton, San Juan, Puerto Rico  

Website: http://www.fimspr.org/ 

Wednesday May 19th, 2010 

5th IWG World Conference on Women in Sport  

Location: Sydney, Australia  

Website: http:///www.iwg-gti.org/ 

Thursday May 20th, 2010 

Conference of Science Medicine & Coaching in Cricket  

Location: Sheraton Mirage, Gold Coast, Queensland, Australia  

Website: http://www.cricket.com.au/conference 

Tuesday June 1st, 2010 

Asics Conference of Science & Medicine in Sport  

Location: Mirage Resort, Port Douglas, Australia  

Website: http://sma.org.au/asics-conference/ 

Thursday November 4th, 2010 

NZSOPA Calendar 

Interested in at-

tending one of 

these confer-

ences? Apply to the 

Asics Education 

Fund for financial 

assistance. Details 

page 7.  

See the NZSOPA See the NZSOPA See the NZSOPA See the NZSOPA 

website “Calendar” website “Calendar” website “Calendar” website “Calendar” 

page for more page for more page for more page for more 

courses and con-courses and con-courses and con-courses and con-

ference informa-ference informa-ference informa-ference informa-

tion  tion  tion  tion   

www.nzsopa.org.nz/ 



 

All NZSOPA Members receive FREE  online access 

to the Journal of Sports & Orthopaedic Physical 

Therapy (JOSPT) (value USD $275). This is the offi-

cial publication of the Sports Physical Therapy 

Group of the American Physical Therapy Associa-

tion.  

LOGIN:             <your email address> 

PASSWORD:    nzsopa2010 

Page Page Page Page 6666    

February 2010; Volume 40, No.4 

JOSPTJOSPTJOSPTJOSPT————Free to NZSOPA MembersFree to NZSOPA MembersFree to NZSOPA MembersFree to NZSOPA Members    

Journal of  Orthopaedic & Sports Journal of  Orthopaedic & Sports Journal of  Orthopaedic & Sports Journal of  Orthopaedic & Sports 

Physical TherapyPhysical TherapyPhysical TherapyPhysical Therapy    

Having Trouble Logging Having Trouble Logging Having Trouble Logging Having Trouble Logging 

On to JOSPT? On to JOSPT? On to JOSPT? On to JOSPT?  

Check the following:  

1. Have you paid your membership sub-

scription for the NZSP and NZSOPA for 

2010?  

2. Check your email address— use the 

email address that the NZSP have on file 

for you. Have you changed your email 

address and not notified the NZSP?  

3. Password—use small letters for ‘nzsopa’ 

Still having trouble? Contact Michael Borich 

(secretary) at mborich@ihug.co.nz 
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NZSOPA Membership currently 

stands at $45. The NZSOPA 

Executive are continually striv-

ing to maximize value for the 

membership dollar.  

Members currently receive a 

number of other substantial 

benefits  for the $40 member-

ship, including:  

 

 

 

 

 

 

 

• **NEW** ASICS shoes and apparel at wholesale 

prices!! **NEW** 

• EXCLUSIVE access to the proposed Sports Physio-

therapy Australia Level 1-2 courses  

• FREE online access to JOSPT (value USD$275) 

• FREE Edition of the Quarterly APA “Sports Physio” 

Magazine 

• 20% Discount on McGraw-Hill Publications 

• Funding Support for Conferences/Courses/

Research (by application) 

• Substantial discount, Advanced Notice and prefer-

ential placing on Educational Courses. 

• Access to website with clinical and relevant arti-

cles. 

• Bi-monthly NZSOPA Bulletin featuring Activity, 

Course and information updates. 

• FREE classified advertising in the NZSOPA Bulletin 

Any member may apply. Simply complete 

the application form found at: 

www.nzsopa.org.nz/membersonly.html  

and send in with your CV to the NZSOPA 

Secretary by the due dates:  

 

31st March 2010 and 31st August 2010 

The NZSOPA Education Fund was estab-

lished in 2007, with the aim of assisting its’ 

members to conduct research, or attend a 

conference related to Sports & Orthopae-

dic Physiotherapy.   

We are proud to announce Asics 

sponsorship for the Education Fund 

from 2010.  
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Asics Education FundAsics Education FundAsics Education FundAsics Education Fund    

NZSOPA 4th Year Physiotherapy Student NZSOPA 4th Year Physiotherapy Student NZSOPA 4th Year Physiotherapy Student NZSOPA 4th Year Physiotherapy Student 

Research  AwardResearch  AwardResearch  AwardResearch  Award    

NZSOPA Member Benefi tsNZSOPA Member Benefi tsNZSOPA Member Benefi tsNZSOPA Member Benefi ts    

Next application  due Next application  due Next application  due Next application  due 

date for the ASICS date for the ASICS date for the ASICS date for the ASICS 

Education Fund is Education Fund is Education Fund is Education Fund is 31st 31st 31st 31st 

August 2010.August 2010.August 2010.August 2010.        Get your Get your Get your Get your 

application form in for application form in for application form in for application form in for 

the chance of  the chance of  the chance of  the chance of  

receiving $1000 in receiving $1000 in receiving $1000 in receiving $1000 in 

financial support.  financial support.  financial support.  financial support.      

NZSOPA Member BenefitsNZSOPA Member BenefitsNZSOPA Member BenefitsNZSOPA Member Benefits    

NZSOPA sponsor a $500 award for the best 4th Year Student research project relevant to 

Sports & Orthopaedic Physiotherapy, from each physiotherapy 

school.   
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Background 

Achilles Tendinopathy is a common clinical condition 

(Luscombe, Sharma & Maffulli, 2003) among athletes and 

the general population (Paavolva, Kannus, Jarvinen, Khan, 

Jozsa & Jarvinen, 2002). Achilles Tendinopathy appears to 

be more prevalent in sports involving a high component of 

running (Cook, Khan & Purdam, 2002), as loading of the 

Achilles tendon increases most markedly in running 

(Maffulli, Sharma & Lanscombe, 2004). However this con-

dition is not limited to the physically active population 

(Magra & Maffulli, 2008) with a large number of cases 

(31%) occurring in the sedentary population (Rolf & 

Movin, 1997). Clinically the patient experiences pain-

induced limitation of sport related activities, with activi-

ties of daily living only minimally affected (Maffulli et al., 

2004). 

 

The aetiology of Achilles Tendinopathy remains unclear 

however it is thought to be a multi-factorial process re-

sulting from a combination of intrinsic and extrinsic fac-

tors (Lascombe et al., 2003). The primary pathogenesis is 

thought to occur due to overuse or increased stress placed 

on the soft tissue and joints (Frey & Zamora, 2007). The 

pathophysiology of AT is non-inflammatory, with a degen-

erative or failed healing response in the tendon (Cook et 

al., 2002).  

 

Achilles Tendinopathy: A Systematic Review 
 Rachel Doody & Hannah George 

 
Winners of the NZSOPA 4th Year Student Research Award 2009 

 

The purpose of this systematic review was to investigate 

the association between biomechanical, systemic and 

lifestyle risk factors and the development of Achilles 

Tendinopathy. Identifying these variables may be clini-

cally useful in both the prevention and treatment of this 

condition. 

 

Methods 

Pertinent 

studies were 

identified 

from relevant 

health re-

lated data-

bases and 

divided into three groups; biomechanical, systemic and 

lifestyle risk factors. Quality assessment of all articles was 

performed using the “Guidelines for Assessing Quality in 

Prognostic Studies” critiquing tool that evaluates six cate-

gories of study characteristics required for comprehen-

sive epidemiological research. An overall level of evi-

dence was identified for each of the three risk factors 

groups. 

 

Nineteen articles met the inclusion criteria and were di-

vided into three categories; biomechanical, lifestyle and 

systemic risk factors. These risk factors may either con-

NZSOPA Bulletin, April, 2010 
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tribute independently or interact to predispose an individ-

ual to Achilles Tendinopathy.  

 

Results 

Biomechanical Factors 

The biomechanical risk factors 

identified include; decreased plan-

tarflexion strength and peak 

torque, reduced dorsiflexion ex-

cursion, altered foot touch down 

angle, decreased tibial external 

rotation moments, altered force 

distribution and altered knee kine-

matics and muscle activity as in-

trinsic risk factors for Achilles Tendinopathy. 

 

Genetic Factors 

Systemic risk factors were identified which may predis-

pose individuals to Achilles Tendinopathy. Evidence sug-

gests that genetic variations in both the COL5A1 and TNC 

gene may contribute to Achilles Tendinopathy, as well the 

presence of Diabetes Mellitus. 

 

Lifestyle Factors 

There was a positive association between lifestyle risk fac-

tors and Achilles Tendinopathy. A link has been found be-

tween the current use of fluoroquinolones (common anti-

biotic) and the onset of Achilles tendon injuries. Likewise 

it was found a higher percentage of Achilles tendon inju-

ries occur in those who are overweight or obese, when 

compared to a population with a normal BMI.  

 

Currently there is limited evidence to establish a definite 

cause-effect relationship between biomechanical, sys-

temic or lifestyle factors and the development of Achilles 

Tendinopathy. This is due to the lack of high quality scien-

tific research available to date.  

 

The results of this systematic review remain clinically valu-

able as it is important for clinicians to be aware of poten-

tial risk factors. With a thorough assessment a number of 

the risk factors are easily identifiable, and many of them 

may be rectifiable.  The most common biomechanical risk 

factor that is relevant in the clinical setting is changed dor-

siflexion range of motion. Whilst there were a number of 

systemic risk factors identified in this systematic review, 

none are easily identifiable in the Physiotherapy environ-

ment.  Recent infection or a condition requiring the pre-

scription of fluoroquinolone anti-bacterial medication as 

well as increased body mass index are notable lifestyle risk 

factors.  

 

Conclusion 

Achilles Tendinopathy is a complex condition with a multi-

factorial aetiology. There is evidence to suggest that bio-

mechanical, systemic and lifestyle factors may all contrib-

ute either independently or interact to contribute to the 

development of this condition. Clinical awareness of the 

potential risk factors may be useful in both the prevention 

and treatment of Achilles Tendinopathy.  

 

 

 

NZSOPA Bulletin, April, 2010.  
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Each edition of the NZSOPA Bulletin will contain an article relevant to the assessment or management of sports injuries.  

Contributions to “Sideline” from members are most welcome! 

With the winter season approaching, and the increase in new strains of influenza, the team physiotherapist should be 

aware of the basic treatment, and return to play considerations for pulmonary infections.  

 

 

 

 

 

Current Sports Medine Reports (2009)  Vol. 8, No. 2, pp. 71-75. 

ABSTRACT 

Despite their general high level of health, athletes are not free from the threat of developing pulmonary infection. 

Prompt diagnosis and proper treatment are important given the effects of pulmonary infection upon athletic per-

formance and time away from training. This article reviews common etiologies of community-acquired pneumo-

nia and a more in-depth discussion of mycoplasma pneumonie and influenza. Current treatment guidelines, acute 

hronchiús, fungal pulmonary infection, and return to play principles also are discussed. 

Proper diagnosis and treatment are important to decrease 

lost time from training and competition as well as prevention 

of development of more serious conditions. Accurate 

management of pulmonary infections also is paramount to 

reduce the risk of transmission to other team members and 

staff. All pulmonary infections can affect participation and  

athletic performance.  

 

Risk of Infection in the Athletic Population 

One recent hypothesis suggests an S-shaped relationship 

between exercise intensity and risk for infection in the ath-

letic population. The S-shaped curve hypothesis proposes a 

decreased risk of infection in elite athletes relative to "high 

exercise load" athletes, while athletes who undergo 

"moderate exercise load" training are at the lowest risk for 

infection (22). It also has been reported that, although ath-

letes are not clinically immunosuppressed, changes in several 

immune parameters common in athletes, such as physiologic 

stress (intense training), psychological stress, and inade-

quate/lack of sleep, may compromise resistance to common 

illnesses (15).  

 

Community Acquired Pneumonia 

The prevalence of CAP in the general population is reported 

to be 8-15/1000 people per year; the incidence recently has 

been reported as 11.6/1000 immunocompetent adults (35). 

Clinical presentation of CAP includes productive cough, 

dyspnea, or pleuritic chest pain; subjective fever, chills, 

malaise, and myalgias also can be associated symptoms. 

Physical exam signs can include fever, tachycardia, tachyp-

nea, crackles, rales, tactile fremitus, and egophony. A sys-

tematic review demonstrated an inadequate sensitivity of 

history and physical examination criteria to accurately diag-

nose CAP (25). The presence of an infiltrate on chest x-ray 

(CXR) is required to make the diagnosis of pneumonia. 

 

In the training room setting, unstable vital signs, an inability 

to take in oral nutrients, and altered mental status are clear 

indications for inpatient management. Complicating the 

choice of initial antibiotic therapy is an increasing drug re-

sistance to Streptococcus pneumoniae (DRSP) The IDSA/ATS 

guidelines (Table 2) recommend azitbromycin, claritbromy-

cin, or doxycycline as empiric therapy for CAP treated in the 

ambulatory setting with no significant risks for DRSP. 

 

Attack rates in families have been reported to be near 90%, 

and immunity is not long-lasting (11), pertinent to competi-

tive athletes who often live and travel in close quarters. 

 

Influenza is a well established cause of seasonal illness; 

It generally is characterized by acute onset of fever, myal-

gias, and respiratory symptoms, and is the most common 

Page Page Page Page 10101010    
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viral pathogen responsible for pneumonia. Complica-

tions of influenza are pulmonary and include primary 

influenza pneumonia and secondary bacterial pneumo-

nia (30). 

 

Primary influenza pneumonia has manifested primarily 

in older adults with underlying cardiac disease. It is im-

portant to note that influenza is more likely to cause 

upper respiratory tract infection that predisposes sec-

ondary bacterial pulmonary infection. 

 

In addition to history and physical examination, outpa-

tient diagnosis of influenza can be confirmed with the 

detection of influenza virus and virus antigen from nasal 

washes or pharyngeal swabs. Antiviral medications with 

activity against influenza viruses can be effective for the 

prevention and treatment of influenza. 

 

An earlier study reported the time to resolution of 

symptoms in patients with CAP; the authors reported 

median times to resolution of symptoms ranged from 3 

d for fever to 14 d for cough and fatigue. The study also 

reported that 35% of patients had at least one symp-

tom at day 28 and therefore concluded that full resolu-

tion of symptoms may take more than 28 d for a consid-

erable proportion of patients with pneumonia (26). 

 

Acute Bronchitis 

Acute bronchitis is an inflammation of the large airways 

of the lung that is characterized by cough. The etiology 

of  bronchitis is most  often attributed to viruses includ-

ing influenza A and B viruses, parainfluenza virus, respi-

ratory syncytial virus, coronavirus, adenovirus, rhinovi-

rus, and metapneumovirus. Clinically, cough is a defin-

ing symptom of acute bronchitis. 

 

Fever is unusual in the face of uncomplicated acute 

bronchitis; therefore, the presence of fever should raise 

suspicion for influenza or pneumonia. Persistent cough 

of greater than 3-wk duration warrants the considera-

tion of a Bordetella pertussis infection as opposed to a 

viral etiology. 

 

The differential also should include asthma, GERD, or 

postnasal drip syndrome. The ACCP guidelines also in-

cluded that antitussive agents are only occasionally 

useful. A 7-d trial of inhaled or oral corticosteroids may 

be a reasonable treatment consideration for cough per-

sisting for more than 20 d, but clinical trial data to sup-

Page Page Page Page 11111111    

port this approach are lacking (36). 

 

Return to Play Discussion 

The pathophysiology of the infection and the demands of the ath-

lete's sport should be considered when planning the athletes’ re-

turn to play.  In addition, this decision should be individualized on a 

case by case basis, taking into account the athlete's demand of 

sports activity and communicability of the disease process. There 

are limited evidence-based guidelines outlining return to play for 

athletes and pulmonary infection.  

 

One guideline proposes that athletes with respiratory symptoms 

above the neck such as sneezing and headache may play. Symp-

toms below the neck, such as cough, fever, and myalgias, warrant 

limiting the athlete's activity (19). 

 

A review of the literature regarding acute infection and fever re-

veals that strenuous exercise should be avoided in the face of on-

going infection and fever due to the systemic acute phase re-

sponse to mobilize nutrients for the increased needs of the acti-

vated immune system. This increased immune demand results in 

decreased muscle and aerobic performance (12). More impor-

tantly, exercise in the acute phase of an infection may promote 

complications, including myocarditis (13). While evidence linking 

myocarditis and febrile physical activity in humans is scarce, exer-

tion has been shown to increase viral replication rates and morbid-

ity associated with myocarditis in mice (18). These data are the 

cornerstone of the recommendation that athletes should not train 

or participate when febrile. 

 

Anticipatory guidance counseling of athletes should include 

the likelihood of recurrence of pulmonary infection, incidence 

of about 30%. With recurrence, treatment should include reduc-

tion of activity to non-contact, casual activity. In addition, 

for the athlete concerned with deconditioning during recovery, it 

can be shared that it takes 4-5 d of inactivity for 

deconditioning to begin (19).The return to play decision must in-

clude consideration of the risks of worsening or prolongation of 

symptoms and its potential affect upon athletic performance.  

 

Once the decision is made to resume training, it is recommended 

that any return to play strategy be graded in intensity and dura-

tion. Pulmonary infections are conditions to which athletes are 

susceptible due to rigorous physical burden of training and prob-

able multiple close contacts. Proper diagnosis, treatment, preven-

tion, RTP decision making, and anticipatory guidance are vital roles 

of the team physician. 

NZSOPA Bulletin, April, 2010.  
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Visit the NZSOPA Website:          http://www.nzsopa.org.nz/ 

NOTE: the login process has changed.  

You will be sent an email with the login and password details. You can then 

change your password online.  

Any problems with the new process, contact Hamish Ashton help@nzsopa.org.nz 

Members OnlyMembers OnlyMembers OnlyMembers Only    

            In the Members Only Section: 

∗ Asics Order Form 

∗ Blog   - recent topics 

∗ Asics Education Fund - guidelines and application form 

∗ Vacancies   - locum and job advertisements 

∗ Resources   - articles and review 

∗ Book Reviews  - read before you buy 

∗ Snippets   - Sports Medicine ‘snippets’ 

∗ Archives   - past newsletters 
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