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Definición de Terapia Manual
Orthopaedic Manual Therapy (OMT) Definition. Voted in at General 
Meeting in Cape Town, March 2004

“Orthopaedic Manual Therapy is a specialized area of
physiotherapy / physical therapy for the management of
neuro-musculo-skeletal conditions, based on clinical
reasoning, using highly specific treatment approaches
including manual techniques and therapeutic exercises”

“Orthopaedic Manual Therapy also encompasses, and is
driven by, the available scientific and clinical evidence and
the biopsychosocial framework of each individual patient”



¿Qué es el Concepto Maitland®?

Es un Concepto de Terapia Manual.

¿Qué Conceptos conoces de Terapia Manual?

¿Qué es lo especial del Concepto Maitland®?















NIVEL 1: cuatro semanas

NIVEL 2A: dos semanas

NIVEL 2B: dos semanas

NIVEL 3: tres semanas
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Distribución Nivel 1
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¿Qué es lo especial del Concepto 
Maitland®?



Principios del Concepto Maitland®

Razonamiento Clínico

Tratamiento
Técnicas

Dirección del movimiento

Valoración
Toma de decisiones clínicas, completar 

hallazgos y resultados 

Concepto Brick Wall
Forma de pensar

Centrado en el paciente

Razonamiento Clínico



TEÓRICO CLÍNICO

DiagnósZco: Dolor 
Lumbar (M84.2) 

Presentación Clínica 1

Presentación Clínica 2

Presentación Clínica 3

Presentación Clínica 4

Forma de Pensar: Brick Wall



had disk signal loss. Disk height loss and disk bulge were moder-
ately prevalent among younger individuals, and prevalence esti-
mates for these findings increased steadily by approximately 1%
per year. Disk protrusion and annular fissures were moderately
prevalent across all age categories but did not substantially in-
crease with age. Authors rarely reported facet degeneration in
younger individuals (4%–9% in those 20 and 30 years of age), but
the prevalence increased sharply with age. Spondylolisthesis was
not commonly found in asymptomatic individuals until 60 years,

when prevalence was 23%; prevalence
increased substantially at 70 and 80 years
of age.

DISCUSSION
This systematic review indicates that
many imaging findings of degenerative
spine disease have a high prevalence
among asymptomatic individuals. All
imaging findings examined in this re-
view had an increasing prevalence with
increasing age, and some findings (disk
degeneration and signal loss) were pres-
ent in nearly 90% of individuals 60
years of age or older. Our study sug-
gests that imaging findings of degener-
ative changes such as disk degeneration,
disk signal loss, disk height loss, disk
protrusion, and facet arthropathy are
generally part of the normal aging pro-
cess rather than pathologic processes re-
quiring intervention. The finding that
!50% of asymptomatic individuals

30 –39 years of age have disk degeneration, height loss, or bulging
suggests that even in young adults, degenerative changes may be
incidental and not causally related to presenting symptoms. The
results from this systematic review strongly suggest that when
degenerative spine findings are incidentally seen (ie, as part of
imaging for an indication other than pain or an incidental disk
herniation at a level other than where a patient’s pain localizes),
these findings should be considered as normal age-related
changes rather than pathologic processes.

MR imaging is highly sensitive in detecting the degenerative
changes examined in our study.9 However, even among patients
with back pain, prior studies have demonstrated that degenerative
findings on MR imaging are not necessarily associated with the
degree or the presence of low back pain. Berg et al10 found that a
composite MR imaging score taking into account Modic changes,
posterior high intensity zones, disk signal changes, and disk height
decrease was not correlated with disability or the intensity of low
back pain in 170 disk prosthesis candidates. Takatalo et al11 found
that disk herniations were strongly associated with low back pain
severity among 554 young adults. However, annular fissures,
high-intensity zone lesions, Modic changes, and spondylotic de-
fects were not associated with low back pain severity.11 They also
demonstrated that disk degeneration was found in one-third of
asymptomatic 21-year-olds.11 A systematic review of 12 studies
found no consistent association between low back pain and MR
imaging findings of Modic changes, disk degeneration, and disk
herniation.12 In a large case control study, vertebral endplate
changes were not associated with chronic low back pain.13 A
number of studies of elite athletes have also demonstrated no
association between degenerative changes on MR imaging and the
presence or degree of low back pain.14,15 Systematic reviews on
the prognostic role of MR imaging findings for outcomes of con-
servative back pain therapies have failed to find an association
between imaging findings and clinical outcomes.16,17 Perhaps
most important, the relationship between imaging findings and

FIG 1. Results of literature search.

Table 1: Estimated number of patients by age used to inform
prevalence of degenerative spine imaging findings in
asymptomatic patientsa

Imaging Finding

Age (yr)

20 30 40 50 60 70 80
Disk degeneration 273 (9) 604 (16) 415 (12) 311 (10) 80 (4) 20 (2) 19 (2)
Disk signal loss 46 (2) 142 (5) 352 (4) 73 (2) 35 (1) 15 (1) 14 (1)
Disk height loss 15 (1) 163 (5) 186 (5) 208 (5) 35 (1) 15 (1) 14 (1)
Disk bulge 55 (4) 101 (7) 151 (8) 123 (7) 66 (5) 24 (3) 22 (3)
Disk protrusion 87 (5) 468 (14) 490 (14) 363 (12) 86 (5) 19 (2) 17 (2)
Annular fissure 167 (5) 350 (5) 426 (7) 53 (3) 35 (3) 15 (1) 14 (1)
Facet degeneration 0 (0) 0 (0) 596 (3) 53 (3) 35 (3) 15 (1) 14 (1)
Spondylolisthesis 0 (0) 0 (0) 31 (1) 53 (1) 35 (1) 15 (1) 14 (1)

a The number of studies are in parentheses.

Table 2: Age-specific prevalence estimates of degenerative spine
imaging findings in asymptomatic patientsa

Imaging Finding

Age (yr)

20 30 40 50 60 70 80
Disk degeneration 37% 52% 68% 80% 88% 93% 96%
Disk signal loss 17% 33% 54% 73% 86% 94% 97%
Disk height loss 24% 34% 45% 56% 67% 76% 84%
Disk bulge 30% 40% 50% 60% 69% 77% 84%
Disk protrusion 29% 31% 33% 36% 38% 40% 43%
Annular fissure 19% 20% 22% 23% 25% 27% 29%
Facet degeneration 4% 9% 18% 32% 50% 69% 83%
Spondylolisthesis 3% 5% 8% 14% 23% 35% 50%

a Prevalence rates estimated with a generalized linear mixed-effects model for the
age-specific prevalence estimate (binomial outcome) clustering on study and adjust-
ing for the midpoint of each reported age interval of the study.
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Razonamiento Clínico

“Proceso cogniVvo complejo que usa estrategias
de pensamientos formales e informales para
reunir y analizar información del paciente,
evaluar el significado de esta información, y
determinar el valor de acciones alternaVvas...”

Simmons B, 2010



• Todo fisioterapeuta hace razonamiento clínico.

• Separa a un buen profesional de un mal profesional.

• Mejores resultados en nuestros pacientes.

• Nuestra profesión es más valorada.

CONSCIENTE

INCONSCIENTE



Mecanismos patobiológicos

Actividades y Participación

Perspectivas del paciente

Factores contribuyentes

Precauciones y Contraindicaciones

Manejo y Tratamiento

Pronóstico 

Fuente de los síntomas y déficits 
físicos

Jones MA, et al. 2004

Categorías de Hipótesis



Valoración

IMTA manual del curso nivel 1 



Valoración CONSTANTE:

• Durante la consulta inicial.

• Durante el tratamiento.

• Después del tratamiento.

• Antes del siguiente tratamiento.

• RetrospecZvamente tras 4-5 tratamientos.

• Valoración analíZca final.



Tratamiento

Razonamiento Clínico

Técnicas



OBJETIVO:
NORMALIZAR DIRECCIONES DE MOVIMIENTO

dentro del paradigma BIOPSICOSOCIAL

• Se analiza cada movimiento.

• Pasivos Accesorios/Fisiológicos.

• Diferentes “intensidades” (grados de 
movimiento).

• Posición inicial, estructura, tipo, grado, con dolor 
o sin dolor, ritmo, tiempo.



GRADOS DE MOVIMIENTO

IMTA manual del curso nivel 1 



DOCUMENTACIÓN

IMTA manual del curso nivel 1 



Centrado en el Paciente

El paciente es el especialista de su cuerpo

Énfasis en el lado clínico.

Primera pregunta (problema principal) intenta 
abordar cómo percibe la persona su problema


