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“Dr. Nick”

In 1974, the authors’ father, Nicholas S. Nicholas, DO,
FAAO, chairman of the Osteopathic Principles and
Practice Department at Philadelphia College of
Osteopathic Medicine (PCOM) published the first edi-
tion of Alas of Osreopathic Téchnzgues. His goal was to
put into print a number of the commonly used osteo-
pathic manipulative techniques of that time. They were
to be used by medical students to reference the tech-
niques being taught in the classroom and to standard-
ize the techniques so that in the oral examination, the
evaluation of their work could be more objectively eval-
uated.

Nicholas S. Nicholas, DO, a 1939 graduate of
Kirksville College of Osteopathy, was a general practi-
tioner who also specialized in industrial and sports
medicine. He used osteopathic techniques routinely in
his practice, and because of the clinical results, he was
very excited to teach these techniques to medical stu-
dents. Affectionately known as Dr. Nick to his students,
he began teaching at PCOM in 1946 and in 1974 be-
came chairman of the Osteopathic Principles and
Practice Department. In 1974, he enlisted PCOM fac-
ulty members to develop a list of techniques to include
in the original edition of his atlas. These faculty mem-

DEDICATION

bers included David Heilig, DO, FAAQO; Robert
England, DO, FAAO; Marvin Blumberg, DO, FAAO;
Jerome Sulman, DOj; and Katherine England, DO.

The students benefited, and their attempts to learn
the techniques were improved, as was seen during
PCOM examinations. As word of this text spread,
PCOM alumni and other osteopathic physicians also
saw a need for this text as a review and/or reference of
standard techniques for their practices. Because of ill-
ness, Dr. Nick was able to produce only two editions of
his work.

Over the years, the atlas gave way to videotape
demonstrations of techniques and further edited and
expanded versions of the written techniques. From the
time of the inception of the atlas, the number of named
styles of osteopathic techniques being taught in osteo-
pathic medical schools has grown from approximately
three to twelve distinctly named styles. Many of the
styles have similarities that can lead to confusion, which
is why we have decided to expand the original version
and update it to the present level of practice.

We dedicate this book to our father, who would
most likely have wanted to dedicate it to all of his for-
mer students and to all the future osteopathic physi-
cians he thought would appreciate a comprehensive
work on osteopathic manipulative techniques.
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Osteopathic medicine as taught and practiced in the
United States at the end of the 19th century through
the beginning of the 21st century has undergone many
changes. The evolution of scientific findings and under-
standing of biologic processes by which the body func-
tions and attempts to maintain health has had a direct
effect on the way osteopathic medical curricula are de-
veloped.

During our osteopathic medical school matricula-
tion, we were taught only three or four separate styles of
osteopathic technique. Since that time, many new diag-
nostic and therapeutic procedures have been added to
the armamentarium of osteopathic treatment, and there
are now over a dozen individual styles. Some of these
styles are very similar, and as described in the chapters
of this atlas, they have developed by nuance into dis-
tinct, individually named categories of technique.

Because of these additions and changes, both os-
teopathic medical students and practitioners have had a
much more difficult time trying to learn and remember
these techniques, and practitioners have faced an in-
creasingly complex process in deciding which technique
is clinically indicated for a particular patient. To aid the
study and practice, we have gradually developed a com-
pilation of techniques that are commonly used by os-
teopathic physicians and that are clinically effective.
The result of this effort is the Aras of Osteopaiiic
Zechniques.

At Philadelphia College of Osteopathic Medicine, a
tradition of technique atlas goes back to at least 1949
with the publication of Oswoparkze Iechnigues, by
Samuel Rubinstein, DO. It was dedicated to two highly
respected physicians, Otterbein Dressler, DO, and John
Eimerbrink, DO. In his preface, Dr. Rubinstein noted,
“The necessity for this type of textbook has become in-
creasingly apparent with time” because of the need to
have a visual record of the various physician and patient
positions and force vectors at play. Yet no other example
was readily reproduced until N. S. Nicholas, DO,
FAAO, published his Aras of Osteopathic Zéckhnigue in
1974.

Throughout our years of teaching, many practicing
physicians have asked us why there were no new edi-
tions of the Aras of Osteoparhrc Zéchnrgue. Our initial an-
swer was that other texts had been published. However,
these reference textbooks focus on the philosophy and
principles of osteopathic medical practice and include

only a few useful techniques. The need for an updated,
comprehensive atlas of techniques became increasingly
clear, and we have responded with a textbook that in-
cludes a straightforward, highly organized, and easily
navigable compendium of osteopathic techniques along
with the philosophy and principles that support them.
This material is intended to help students and practi-
tioners understand the reasoning behind the proce-
dures and the ramifications of their use in the clinical
setting.

One of the major improvements in the Azas of
Osteopathre Technigues is the presentation of more than
1000 color photos of every procedural step involved in
each technique. The photos for each technique are
placed together on the same or adjacent pages, along
with descriptive text, to make the book easy to use in
the clinical setting. The new photos were created specif-
ically for this atlas under the direction of the authors
and a professional photographer. Arrows and other an-
notations directly on the photos guide the reader
through the techniques. The clarity of these photos and
their annotations, combined with their organization
into an easy-to-use format, make this atlas an extremely
useful tool in both the laboratory and the clinic.

Also included in the atlas are the various diagnostic
procedures common to osteopathic medicine. The de-
scriptions for these include the musculoskeletal struc-
tural examination, regional range of motion assessment,
layer-by-layer palpatory examination, and the interseg-
mental examination of the spinal and pelvic regions.
Diagnosis is included so the reader can relate the spe-
cific treatment to the diagnostic criteria that govern its
use. This is important, as the physician must under-
stand the nature of the dysfunction and the technique
best suited to treat it successfully.

We have organized this atlas into two sections: Part
1, Osteopathic Principles in Diagnosis, and Part 2
Osteopathic Manipulative Techniques. The order of
Part 1 is similar to how we present the material to os-
teopathic medical students and is in keeping with what
we believe is the most appropriate and safe method of
performing the osteopathic musculoskeletal examina-
tion. We have arranged Part 2 in what we consider the
classical format, by technique style, as the reader should
first decide on a style, then proceed to the appropriate
chapter and to the specific anatomic region within that
chapter.
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Vill  PREFACE

We hope that the reader will find this useful in all
stages of osteopathic education: undergraduate, post-
graduate residency, and continuing medical education.
We hope use of this text will instill more confidence in
performing these techniques and thereby help readers
to better help patients. As physicians, we are trained to
use our minds and hands, and as osteopathic physi-

cians, we are frequently reminded that it is inherent to
our practice to do so. As the seal of Philadelphia
College of Osteopathic Medicine states, “Mens et
Manus.”

A.S. Nicholas
E.A. Nicholas



The Arlas of Osteoparhie Zéchnrgues is our effort to main-
tain a historical continuum of the many variations of os-
teopathic manipulative techniques that have been used
for over a century in the United States and now in many
other countries. We obviously have not invented any
techniques, nor have any been named after us. The
many osteopathic physicians who have preceded us into
this profession have taught us these techniques, and we
hope that this may continue their legacy.

A few physicians must be particularly thanked.
First, we must recognize our father, Nicholas S.
Nicholas. Over many years of witnessing his patients’
overwhelmingly positive feelings about the care they re-
ceived at his hands, we could not choose any other form
of occupation, as they just seemed minor compared to
the work he did. Second, we must thank David Heilig.
Our father many times stated that Heilig was the most
able physician he had ever seen with osteopathic diag-
nosis and technique. We were lucky enough to know
him as children and later to be taught by him. We then
worked side-by-side for more than 25 years, sharing
ideas and techniques. We were blessed to be his friends.

Walter Ehrenfeuchter, our friend and colleague for
many years, must also be recognized, as he helped in
developing the style of this atlas and put to pen many of
the techniques in our original manuals at PCOM. His
understanding of muscle energy technique was specifi-
cally used as a model in development of that chapter,
and his imprint can be found in other chapters as well.

We must thank others who have influenced us as
role models, teachers, and practitioners—Beryl
Arbuckle, Marvin Blumberg, Albert D’Alonzo, Henry
D’Alonzo, Fairman Denlinger, Katherine England,
Robert England, Wayne English, Robert Kappler,
Anthony Leone, Paul T. Lloyd, Robert Meals, Ida
Schmidt, Edward Stiles, James Stookey, Jerome

Sulman, Galen D.Young, Galen S.Young, and Abraham
Zellis—for all of their support and helpful comments
over three decades. More recently, we have had impor-
tant input from our friends and associates Denise
Burns, William Thomas Crow, John Jones, and Michael
Kuchera.

We cannot forget the many undergraduate PCOM
osteopathic manipulative medicine fellows who have
been associated with this effort. Everyone associated
with our department has had some effect on the out-
come, but some should be singled out for their original
ideas, editing, photo layouts, artwork, and graphics on
the manuals that preceded and eventually culminated
in this atlas: Sandra Ranieri-Costa, Daniel Csaszar,
Todd Feathers, Troy Henning, Payce Handler-Haly,
Thomas Haly, Sheryl Lynn Oleski, Concetta Oteri, Tara
Heinz-Lawlor, David Glusko, David Keller, Lauren
Noto-Bell, Francisco Laboy, Scott Peerenboom,
Danielle Campbell, Richard Sloan, Eun Strawser, and
KelliYoung. Special thanks to Kylie Johnston-Kanze for
her work on the cranial chapter.

Thanks to our other PCOM students who put in
time helping with this project: Nimi Patel and Nicholas
Rossi (models); Kate Story, Ashley Palese, and Amanda
Schompert (editing); Brad Taicher (computer skills);
and Patrick Soto and Justin Snyder (medical illustra-
tion).

Appreciation to Donna Balado for bringing this
possibility to Lippincott Williams & Wilkins and thanks
to Keith Donnellen and Brett MacNaughton for their
prodding, editing, and illustrating, which finally moved
this project to completion, as well as helping to give it
its distinctive look.

We also must thank our wives, Benita and Vicki, for
their patience with us during this enterprise.
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Osteopathic diagnosis involves all classical methods of
physical examination (e.g., observation, palpation, aus-
cultation). In addition, some distinct techniques are
most common to osteopathic medicine and are less
commonly used in allopathic medicine. These tech-
niques have to do with fine methods of tissue texture
evaluation and epicritic intersegmental evaluation of
the cardinal axes (x-, y-, and z-axes) of spinal motion.
Evaluating the patient using both observation and pal-
pation of specific landmarks in these axes to assess sym-
metry, asymmetry, and so on may be referred to as
three-plane modon diagnosis in later chapters.
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PRINCIPLES OF THE
OSTEOPATHIC EXAMINATION

OSTEOPATHIC PRINCIPLES (PHILOSOPHY)

The primary goal of the Educational Council on Osteo-
pathic Principles (ECOP) of the American Association of
Colleges of Osteopathic Medicine is to evaluate the most
current knowledge base in the fields of biomechanics,
neuroscience, and osteopathic principles and practice. By
constantly studying the most current trends in osteo-
pathic principles and practice, as well as the basic science
database, this committee produces a glossary of osteo-
pathic terminology that is the language standard for
teaching this subject. It was originally created to develop
a single, unified osteopathic terminology to be used in all
American osteopathic medical schools. One of the rea-
sons Nicholas S. Nicholas, DO, FAAO, published his
original Atlas of Osteopathic Techniques was to help in this
endeavor. He and his associate, David Heilig, DO,
FAAOQO, were two of the original members of this commit-
tee as representatives of one of the original sponsors, the
Philadelphia College of Osteopathic Medicine (PCOM).
Over time, with its glossary review committee, the ECOP
has produced frequent updates of the Glossary of
Osteopathic Terminology, issued each year in the American
Osteopathic Association Yearbook and Directory of
Osteopathic Physicians (1). It is now printed in each edi-
tion of Foundatons for Osteopathic Medicine (2).

The ECOP glossary defines osteopathic philoso-
phy as “a concept of health care supported by expand-
ing scientific knowledge that embraces the concept of
the uniry of the living organism’s structure (anatomy)
and function (physiology). Osteopathic philosophy em-
phasizes the following principles: (a) The human being
is a dynamic unit of function. (b) The body possesses
self-regulatory mechanisms that are self-healing in na-
ture. (¢ Structure and function are interrelated at all
levels. (d) Rational treatment is based on these princi-
ples.” (1) The uses of the diagnostic and therapeutic
maneuvers illustrated in this atlas are all based upon
these principles.

STRUCTURAL COMPONENTS

Structure and Function

Structure and function concepts of the myofascial and
articular portions of the musculoskeletal system are in-
herent to understanding osteopathic diagnostic and
therapeutic techniques. For example, knowledge of the
origin and insertion of muscles (functional anatomy) is
imperative in the performance of muscle energy tech-
nique. Understanding the structure of the spinal joints
helps in the evaluation of spinal mechanics and in the
direction of applied forces in techniques such as high-
velocity, low-amplitude (HVLA) manipulations, such as
when it is necessary to consider oblique cervical facets
and coupled joint motion.

Barrier Concepts

Barriers are also an important concept in the under-
standing and application of osteopathic techniques. In
osteopathic medicine, various barriers to motion have
been classically described within the framework of nor-
mal physiologic motion.

The greatest range of motion in a specified region
is the anatomic range, and its passive limit is described
as the anatomic barrier (1). This barrier may be the most
important to understand, as movement beyond this
point can disrupt the tissues and may result in sublux-
ation or dislocation. Osteopathic techniques should
never involve movement past this barrier!

The physiologic range of motion is the limit of active
motion given normal anatomic structures and the artic-
ular, myofascial, and osseous components (1). The
point at which the physiologic motion ends is the phys-
1ologic barrier. The term elastic barrier is used to describe
the motion between the physiologic and anatomic bar-
riers, which is available secondary to passive myofascial
and ligamentous stretching (1).
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When a dysfunctional state exists, reduced motion
or function occurs, and a restrictive barrier between the
physiologic barriers may be demonstrated (1). The re-
strictive barrier, the major aspect of the overall dysfunc-
tional pattern, can be eliminated or minimized with
osteopathic treatment. Manipulative techniques incor-
porate activating forces in the attempt to remove the re-
strictive barrier, but these forces should be kept within
the bounds of the physiologic barriers whenever possi-
ble. A pathologic barrier is more permanent; it may be re-
lated to contractures within the soft tissues, osteophytic
development, and other degenerative changes (e.g., os-
teoarthritis).

To avoid further injuring the patient with diagnos-
tic or therapeutic techniques, the practitioner must un-
derstand the normal compliance of tissues and the
limits they mainrtain. These different barriers must be
understood completely, as they may cause the physician
to alter the rechnique chosen (i.e., indirect versus di-
rect), or may limit the motion directed into the tissues
and or joints during treatment.

In osteopathic principles the present system of de-
scribing the cardinal motion dynamics in spinal me-
chanics is based on the positional and/or motion
asymmetry related to the freedom of motion (1).
Previously, there have been other ways to describe these
asymmetries. The direction in which the motion was re-
stricted was the most common early method. Other
past descriptions included whether the joint was open
or closed. These were also based on the mechanical
findings revealed on palpation. Today, the governing
system in use names the biomechanical findings based
on motion restriction and/or asymmetry and the direc-
tions in which motion is most free. This motion free-
dom is also called ease, free, and loose. In myofascial
diagnostic findings, it is common to see both the free-
dom and the limitation used (i.e., loose, tight; ease,
bind; and free, restricted). Yet the use of these descrip-
tions does not allow for problems in which motion is
symmetrically and/or universally restricted, as seen in
some patients.

One of the most important principles in diagnosis
and treatment is to control the tissue, joint, or other
structure within its normally adaptive motion limits.
Thus, the motion in a treatment technique should be
within normal physiologic limits. Certainly, the motion
used should always be within anatomic limits. It is our
philosophy that controlling motion within the physiologic
limits ensures greater safety margins while still keeping
efficacy high, whereas moving closer to the anatomic lim-
its increases risk with little increase in efficacy.

For example, in an HVLA technique, the restrictive
barrier should be engaged if engagement is tolerated.
The movement necessary to affect this barrier, how-
ever, should be only 1 to 2 degrees of motion (still
within the physiologic limits), whereas the actual phys-

10logic barrier of normal motion may be 5 to 6 degrees
further.

SOMATIC DYSFUNCTION

Somatic dysfunction is the diagnostic criterion for
which osteopathic manipulation is indicated. The
ECOP definition of somatic dysfunction is as follows:

Impaired or altered function of related compo-
nents of the somatic (body framework) system:
skeleral, arthrodial, and myofascial strucrures, and
related vascular, lymphatic, and neural elements.
Somatic dysfunction is treatable using osteopathic
manipulative treatment. The positional and mo-
tion aspects of somatic dysfunction are best de-
scribed using at least one of three parameters: (a)
the position of a body part as determined by pal-
pation and referenced to its adjacent defined
structure; (b) the directions in which motion is
freer; and (¢ the directions in which motion is re-
stricted (1).

Associated criteria for somatic dysfunction are re-
lated to assue texture abnormality, asymmetry, restriction
of motion, and tenderness (mnemonic: TART). The glos-
sary of osteopathic terminology states that any one of
these must be present for the diagnosis. The primary
findings we use for the diagnosis of somatic dysfunction
are motion restriction (and related motion asymmetry,
if present) and tissue texture changes. Tenderness
(some prefer sensitivity) can be one of the great pre-
tenders in the clinical presentation of a problem.
Tenderness may be elicited on palpation due to pres-
sure or because the patient wants the physician to be-
lieve there is pain. Pain may be present in one area but
the primary dysfunction or problem distant. Therefore,
we believe tenderness (sensitivity or pain) to be the
weakest of the aforementioned criteria, and in our prac-
tice it is used in a limited fashion, mostly when imple-
menting counterstrain techniques.

Certain qualities of these criteria are particularly
common in specific types of dysfunctions arising from
acute and chronic states. Increased heat, moisture, hy-
pertonicity, and so on are common with acute processes.
Decreased heat, dryness, atrophy, and stringiness of tis-
sues are more common with chronic problems.

MYOFASCIAL-ARTICULAR COMPONENTS

As the presence of somatic dysfunction by definition
may include myofascial and articular components, the
palpatory examination is an important part of the eval-
uation. Palpation will determine whether there is a pri-
mary myofascial or articular component or both and
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lead to the development of the most appropriate treat-
ment plan. Specific types of dysfunctions are best
treated by certain techniques. For example, a primary
tissue texture abnormality in the fascia is best treated by
a technique that most affects change at that level (e.g.,
myofascial release), whereas another technique may
have no real effect on the specific tissue involved (e.g.,
HVLA). Articular dysfunctions, on the other hand, are
best treated with an articular technique, such as HVLA,
and myofascial release would be less appropriate.

VISCERAL-AUTONOMIC COMPONENTS

Some dysfunctions may directly affect an area (e.g.,
small intestines with adhesions), while other dysfunc-
tions may be more reflexively important (i.e., cardiac
arrhythmia—somatovisceral reflex). Somatic dysfunction
may cause reactions within the autonomic nervous sys-
tem and result in many clinical presentations or visceral
disorders present with a number of somatic compo-
nents (3).

ORDER OF EXAMINATION

The order of the osteopathic physical examination is
best based on the patient’s history and clinical presen-
tation. In general, it is best to begin the examination by
performing the steps that have the least impact on the
patient physically and that lead to the least tissue reac-
tivity and least secondary reflex stimulation.

General Observation

It 1s recommended the physician begin with general ob-
servation of the static posture and then dynamic pos-
ture (gait and regional range of motion). For safety, it is
best to begin by observing function and range of mo-
tion with active regional motion testing. After examin-
ing the patient in this manner, the physician may decide
to observe the patient’s limits by passive range of mo-
tion (ROM) testing. The passive ranges should typically
be slightly greater than those elicited during active mo-
tion assessment. After identifying any asymmetries or
abnormalities at this point, it is reasonable to proceed
to the palpatory examination.

Layer-by-Layer Palpation

The palpatory examination is also best started by ob-
serving the area of interest for any vasomotor, dermato-
logic, or developmental abnormalities. The examination
may then proceed to temperature evaluation. The physi-

cian may now make contact with the patient following
a layer-by-layer approach to the examination to evalu-
ate the tissue texture. This approach permits the exam-
iner to distinctly monitor each anatomic layer from a
superficial to deep perspective to best determine the
magnitude of and specific tissues involved in the dys-
functional state. The tissues are progressively evaluated
through each ensuing layer and depth by adding a
slightly greater pressure with the palpating fingers or
hand. The physician should also attempt to monitor the
tissue texture quality and any dynamic fluid movement
or change in tissue compliance. During palpation over
a viscera, the mobility of that organ may be evaluated
along with any inherent motility present within that
organ.

Another method that we commonly use is a screen-
ing evaluation using percussion over the paraspinal
musculature, with patient seated or prone, to determine
differences in muscle tone at various spinal levels. In the
thoracic and lumbar areas, a hypertympanic reaction to
percussion appears to be associated with the side of the
rotational component.

These steps in the examination evaluate the pos-
tural and regional movement ramifications involved in
the patient’s problem, in addition to eliciting any gross
and fine tissue texture changes. The final step in the ex-
amination is to determine whether there is a related ar-
ticular component to the patient’s problem. This
involves controlling a joint and putting it through very
fine small motion arcs in all phases of its normal capa-
bilities (intersegmental motion testing). The physician
attempts with a three-plane motion examination to de-
termine whether the motion is normal and symmetric
or whether pathology is restricting motion, with or
without asymmetry in the cardinal axes. For example,
the C1 segment may be restricted within its normal
physiologic range of rotation and exhibit either a bilat-
erally symmetric restriction in rotation (e.g., 30 degrees
right and left) or an asymmetry of motion with greater
freedom in one direction than the other (e.g., 30 de-
grees right, 40 degrees left). As stated previously, most
descriptions of somatic dysfunction relate to the asym-
metric restrictions, but symmetric restrictions are seen
clinically.

In performing the stepwise layer-by-layer palpa-
tory examination and finishing with the intersegmental
motion evaluation, the physician can determine the
specific tissues involved in the dysfunction (e.g., mus-
cle, ligament, capsular), the extent to which it is pres-
ent (e.g., single segment, regional), and whether the
process is acute, subacute, or chronic. These determi-
nations prepare the physician to develop the most ap-
propriate treatment plan for the somatic dysfunction or
dysfunctions.
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OSTEOPATHIC STATIC
MUSCULOSKELETAL
EXAMINATION

The osteopathic structural examination has both static
and dynamic components. The physician will normally
use static examination as a method to discern obvious
structural asymmetries of osseous and myofascial origin
and extrapolate from that information to determine eti-
ologies that affect function. Therefore, on visual exami-
nation alone, a physician can postulate what the
subsequent specific dynamic examination will elicit.

Observance of gait may preface the static examina-
tion, as the patient can be observed walking into the ex-
amination room. A number of conditions produce
obvious antalgic and asymmetric tendencies, such as
osteoarthritis of the hips and knee, degenerative disco-
genic spondylosis of the lumbar spine, and acute prob-
lems, including strains and sprains. The visual
observance of gait and the associated static examination
(which may be performed either before or after gait
evaluation) will help the physician understand the pa-
tient’s medical and psychological status and also help
avoid portions of the examination that may be painful
or in other ways detrimental to the patient. These types
of scrutiny affect the patient less than dynamic exami-
nations with physical contact and therefore are less
likely to cause pain or damage the patient.

As an example, a patient with the asymmetric find-
ings illustrated in Figure 2.1 (see p. 10) could be rea-
sonably expected to exhibit motion restriction and
motion asymmetry in the thoracic and lumbar spine
with restrictions in lumbar side bending to the left and
midthoracic side bending to the right. These findings
would also cause the physician to be concerned with
right and left latissimus dorsi, psoas, and erector spinae
tension asymmetries affecting range of motion of the
hip, pelvis, and shoulder girdle (Fig. 2.1).

Therefore, the physician should observe the patient
In posterior, anterior, and lateral (sagittal and coronal

plane) views to develop the most complete understand-
ing of the patient’s physical makeup before performing
the remainder of the examination. These views may be
started at the feet or at the head. We generally recom-
mend starting at the feet, as that is the gravitational
contact point.

The static musculoskeletal (structural) examina-
tion uses superficial anatomic landmarks that help the
physician “see the forest for the trees.” Sometimes slight
asymmetries are missed, but aligning two or three land-
marks makes the asymmetry obvious. Some anatomic
landmarks are important for finding spinal vertebral
levels. The spine of the scapula is typically at the level of
T3, and the inferior angle of the scapula is typically at
the level of the spinous process of T7 and transverse
processes of T8 (Fig. 2.2). Some landmarks assist in lo-
cating a more clinically important landmark. The mas-
toid process and angle of the mandible are commonly
used to help the novice palpate the C1 transverse
process (Fig. 23). Other landmarks, such as the coracoid
process, bicipital groove of the humerus, and greater
and lesser tuberosities of the humerus, help distinguish
one tendon from another, hence differentiate between a
rotator cuff syndrome and another somatic problem
(Fig. 2.4). The most commonly used landmarks tend to
be the ones that determine horizontal symmetry or
asymmetry (Figs. 2510 2.9). Landmarks such as the tibial
tuberosities, anterior superior iliac spines, posterior su-
perior iliac spines, iliac crests, nipples, shoulders at the
acromioclavicular joint, earlobes, and eyes as horizontal
levels plane are often used for this purpose.

Asymmetry is one of the three measurable com-
ponents of somatic dysfunction (tenderness or sensi-
tivity being more subjective) and therefore is one of
the basic steps to develop the diagnosis for somatic
dysfunction.
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FIGURE 2.1. Asymmetry in scoliosis. (Modified with
permission from Nettina SM. The Lippincott Manual
of Nursing Practice, 7th ed. Baltimore: Lippincott
Williams & Wilkins, 2001.)

Vertebra prominens

C7 spinous process First rib

Spine of

Inferior angle scapula
of scapula level of T3
level of T7
spinous and
T8 transverse
process

lliac crest

level of L4
Dimple of \‘\a\
L)

Michaelis / 8 \ \\\ A\ —— Posterior
level of ) \ superior
sacral ilac

sulcus ' spine

level
of S2

FIGURE 2.2. Relating scapular landmarks to spinal
level. (Modified from Premakur K. Anatomy and
Physiology, 2nd ed. Baltimare: Lippincott Williams &

Wilkins, 2004, with permission.)

FIGURE 2.3. A and B. Landmarks to locate the C1 transverse process.
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Scapula, anterior view Scapula, posterior view
Clavicle Acromioclavicular joint Coracoid process Spine of scapula
SV \ Acromion process i Superior angle
e ——— L / - '\‘ S Supraspinous fossa
— il \ / Infraspinous fossa
— B}
, _217/ \)(-“ S . ] \ Medial border

Coracoid process —

/

A \\\ Humefus
'_l“\\ Ny \\Greatertuber le

. | \ Bicipital groo
. ¢ Glenohurmeral
A joint
P A /‘
Humena Lateral border /
Sternoclavicular Inferior angle _ |
joint\, \ Clavicle g N / Clavicle
Ribs B | Acromioclavicular joint a.: \ / Acromion
- =y __Coracoid —— =% & process
A .
Ry  Process Coracoid process~.__
£ A Humerss  |© | %
Subscapular < \ Humerus
0 fossa ¢ ) Greater tubercle
f '\ Glenoid | gsser tubercle

Medial border / fossa Bicipital groove

Sternum Lateral border

L Manubrium .
.\ Body Costal cartilage

~ Xiphoid process Deltoid
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FIGURE 2.4. Important landmarks of the shoulder girdle. (Reprinted with permission from Clay JH, Pounds DM. Basic
Clinical Massage Therapy: Integrating Anatomy and Treatment. Baltimore: Lippincott Williams & Wilkins, 2003.)
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Head (cephalic)

- Neck (cervical)

(mammary)

Navel
(umbilical)

Hip (coxa)

_-Groin
(inguinal)

Back of hand
(dorsum)

- Lower

| limb

— Top of foot
(dorsum)

FIGURE 2.5. Landmarks to help determine horizontal levelness. (Reprinted with permission from Premakur K. Anatomy and
Physiology, 2nd ed. Baltimore: Lippincott Williams & Wilkins, 2004.)
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Body

- Sagittal
planes -

Coronal
(frontal)
\ .

Transverse

—_—l

]

FIGURE 2.6. Planes of the body. The coronal plane is
associated with both the ventral (anterior) and dorsal
(posterior) aspects. (Reprinted with permission from
Clay JH, Pounds DM. Basic Clinical Massage
Therapy: Integrating Anatomy and Treatment.
Baltimore: Lippincott Williams & Wilkins, 2003.)
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On examination note:

Midgravitationa! line

Lateral body line

Position of feet

o Pronation

o Supination

o Levelness of tibial tuberosities
Levelness of patellae

Anterior superior iliac spines

o Level?

o Anteroposterior: rotational prominence
Prominence of hips

lliac crests, levelness

Fullness over iliac crest

Relation of forearms to iliac crests

o One longer

o Anteroposterior relation

o Nearness to body

Prominence of costal arches

Thoracic symmetry or asymmetry
Prominence of sternal angle

Position of shoulders

o Level or unlevel

o Anteroposterior relations
Prominence of sternal end of clavicle
Prominence of sternocleidomastoid muscles
Direction of symphysis menti
Symmetry of face (any scoliosis capitis)
Nasal deviation

Angles of mouth

Level of eyes

Level of supraciliary arches (eyebrows)
Head position relative to shoulders and body

FIGURE 2.7. Anterior view points of reference. (Modified from Premakur K. Anatomy and Physiology, 2nd ed. Baltimore:

Lippincott Williams & Wilkins, 2004, with permission.)
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On examination note:

Midgravitational line

Achilles tendon: straight, curved?

Position of feet

Relation of spine to midline (curves, etc.)
Prominence of sacrospinalis muscle mass
Symmetry of calves

Symmetry of thighs (including any folds)
Symmetry of buttocks

Lateral body lines

Levelness of greater trochanters

Prominence of posterior superior iliac spines
Levelness of posterior superior iliac spines
Levelness of iliac crests (supine, prone, sitting,
standing)

Fulliness over iliac crests

Prominence of scapula

Position of scapula and its parts

Levelness and relation of fingertips to body
Arms (relations)

Levelness of shoulder

Neck-shoulder angles

Level earlobes

Level of mastoid processes

Position of body relative to a straight vertical line
through the midspinal line

Posterior cervical muscle mass (more prominent,
equal, etc.)

Head position: lateral inclination

FIGURE 2.8. Posterior view points of reference. (Modified with permission from Premakur K. Anatomy and Physiology, 2nd
ed. Baltimore: Lippincott Williams & Wilkins, 2004.)
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a
b On examination note:
- Lateral midgravitational line
a External auditory canal
b Lateral head of the humerus
¢ Third lumbar vertebra
d Anterior third of the sacrum
: c e Greater trochanter of the femur
f  Lateral condyle of the knee
% d g Lateral malleolus
) « Anterior and posterior body line
> - Feet: degree of arching or flatness
) | e « Knees: degree of flexion or extension
« Spinal curves:increase, decreased, or normal
o Cervical lordosis: posterior concavity
o Thoracic kyphosis: posterior convexity
o Lumbar lordosis: posterior concavity
o Sacrum, lumbosacral angle
+ Arms: position relative to body
f + Abdomen:prominence or flatness
+ Sternal angle
| + Thorax: prominence or flatness
+ Head:relation to shoulder and body
g

FIGURE 2.9. Lateral view points of reference and midgravity line. (Modified with permission of the AACOM. Copyright
1983-2006. All rights reserved.)



Regional motion testing evaluates patients’ ability to
move through the cardinal axes of motion and reflects
their ability to move with pain, degenerative joint dis-
ease, muscle tension, inflammation, strain or sprain, and
so on. The static examination will give clues of motion
patterns 0o expect on intersegmental motion testing to
be performed later. The ranges that are accepted as nor-

mal depend upon the patient’s somatotype. They vary
from one type of patient to another; hence the term
ranges. Mesomorphic patients should be midrange, ecto-
morphic (long linear) patients at the high range, and en-
domorphic patients (brevilinear) at the lower range of
motion expectation.
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CERVICAL SPINE

Forward Bending and Backward Bending
(Flexion and Extension), Active

20
30

6.

70

The patient is seated.
The physician stands at the side of the patient.

The physician palpates the C7-T1 spinous process
interspace (Fig.3.1) or the spinous processes (Figs. 3.2
and 3.3).

The patient is instructed to bend the head and neck
forward to the functional and pain-free limitation
of motion (Fig.3.4).

The degree of forward-bending flexion is noted.
Normal forward bending of the cervical spine is 45 to
90 degrees.

The patient is instructed to bend the head and neck
backward as far possible within the physiologic and
pain-free range of motion (Fig. 3.5).

The degree of backward bending is noted. Normal
backward bending of the cervical spine 1s 45 to 90 de-

8TEES.

FIGURE 3.5. Step 6, active backward bending.

FIGURE 3.2. Step 3.

FIGURE 3.3. Step 3.

FIGURE 3.4. Step 4, active forward bending.



CERVICAL SPINE

Forward Bending and Backward Bending
(Flexion and Extension), Passive

1. The patient is seated.
2. The physician stands at the side of the patient.

3. The physician palpates the C7-T1 spinous process
interspace (Fig. 3.6) or the spinous processes (Figs. 3.7
and 38).

4. The physician bends the patient’s head and neck
forward while monitoring C7 and T1 and stops
when motion is detected at T'1 (Fig. 3.9).

S. The degree of flexion is noted. Normal flexion of
the cervical spine is 45 to 90 degrees.

6. The physician then extends the patient’s head and
neck while monitoring C7 and T'1 and stops when
motion is detected at T1 (Fig. 3.10).

7. The degree of extension is noted. Normal exten-
sion of the cervical spine is 45 to 90 degrees.

FIGURE 3.10. Step 6, active backward bending.

CHAPTER 3 | SPINAL REGIONAL RANGE OF MOTION

FIGURE 3.7. Step 3.

FIGURE 3.8. Step 3.

FIGURE 3.9. Step 4, active forward bending.

19
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CERVICAL SPINE

Side Bending, Active and Passive

1. The patient is seated.
2. The physician stands at the side of the patient.

3. The physician palpates the transverse processes of FIGURE 3.11. Step 3.
C7 and T1 (Fig. 3.11).

4. The patient is instructed to side-bend the head and
neck to the right to the functional and pain-free
limitation of motion (Fig. 3.12). This is repeated to
the left (Fig. 3.13).

5. The physician side-bends the patient’s head and
neck to the right while monitoring C7 and T'1 and
stops when motion is detected at T1 (Fig. 3.14). This
is repeated to the left (Fig. 3.15).

6. The degree of both active and passive side bending
is noted. Normal side bending in the cervical spine is
30 to 45 degrees.
FIGURE 3.12. Step 3, active side bending right.

FIGURE 3.13. Step 4, active side bending left.

FIGURE 3.15. Step 5, passive side bending left. FIGURE 3.14. Step 5, passive side bending right.
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CERVICAL SPINE

Rotation, Active and Passive

1. The patient is seated.
2. The physician stands at the side of the patient.

3. The physician palpates the transverse processes of FIGURE 3.16. Step 3.
C7 and T (Fig. 3.16).

4, The patient is instructed to rotate the head to the
right to the functional and pain-free limitation of
motion (Fig. 3.17). This is repeated to the left (Fig.
3.18).

S. The physician rotates the patient’s head to the right
while monitoring C7 and T1 and stops when mo-
tion is detected at T1 (Fig. 3.19). This is repeated to
the left (Fig. 3.20).

6. The degree of both active and passive rotation is
noted. Normal rotaton in the cervical spine is 70 to 90

degrees.
FIGURE 3.17. Step 4, active rotation right.

FIGURE 3.18. Step 4, active rotation left.

FIGURE 3.20. Step 5, passive rotation left. FIGURE 3.19. Step 5, passive rotation right.
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THORACIC SPINE
T1 to T4 Side Bending, Passive

1. The patient is seated.

2
30

4,

The physician stands behind the patient.

The physician’s left index finger or thumb may pal-
pate the transverse processes of T4 and T5 or the
interspace between them to monitor motion. The
webbing between the physician’s right index finger
and thumb is placed on the patient’s right shoulder
closest to midline at the level of T1 (Fig. 3.21).

A gentle springing force is directed toward the ver-
tebral body of T4 until the physician feels motion
of T4 onT5. This is done by creating a vector with
the forearm that is directly in line with the vertebral
body of T4 (Fig.3.22). This is repeated to the oppo-
site side (Figs. 3.23 and 3.24).

The degree of passive side bending on each side is
noted. Normal side bending for T'l1 to T4 is 5 to 25 de-

grees.

FIGURE 3.21. Step 3.

FIGURE 3.22. Step 4, side bending right.

FIGURE 3.23. Step 4.

FIGURE 3.24. Step 4, side bending left.



THORACIC SPINE
T5 to T8 Side Bending, Passive

1. The patient is seated.
2. The physician stands behind the patient.

3. The physician’s left hand palpates the transverse
processes of T8 and T9 or the interspace between
them to monitor motion. The webbing between the
physician’s index finger and thumb is placed on the
patient’s right shoulder halfway between the base of
the patient’s neck and the acromion process (Fig.
3.25).

4. A gentle springing force is directed toward the ver-
tebral body of T8 until the physician feels motion
of T8 onT9. This is done by creating a vector with
the forearm that is directly in line with the vertebral
body of T8 (Fig.3.26). This is repeated to the oppo-
site side (Figs. 3.27 and 3.28).

8. The degree of passive side bending on each side is
noted. Normal side bending for T to T8 is 10 to 30 de-

grees,

CHAPTER 3 | SPINAL REGIONAL RANGE OF MOTION

FIGURE 3.25. Step 3.

FIGURE 3.26. Step 4, side bending right.

FIGURE 3.27. Step 4.

FIGURE 3.28. Step 4, side bending left.
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THORACIC SPINE
T9 to T12 Side Bending, Passive

1.
2.
30

s.

The patient is seated.
The physician stands behind the patient.

The physician’s left hand may palpate the trans-
verse processes of T12 and L1 or the interspace be-
tween them to monitor motion. The space (webbed
skin) between the physician’s index finger and
thumb is placed on the patient’s right shoulder at
the acromioclavicular region (Fig. 3.29).

A gentle springing force is directed toward the ver-
tebral body of T12 until the physician feels motion
of T12 on L1.This is done by creating a vector with
the forearm that is directly in line with the vertebral
body of T12 (Fig. 3.30). This is repeated to the oppo-
site side (Figs. 3.31and 3.32).

The degree of passive side bending is noted on each
side. Normal side bending for T9 to T12 is 20 to 40 de-

8TeEs.

FIGURE 3.29. Step 3.

FIGURE 3.30. Step 4, side bending right.

FIGURE 3.31. Step 4.

FIGURE 3.32. Step 4, side bending left.
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THORACIC SPINE
T9 to T12 Rotation, Active

1. The patient is seated with the arms crossed so that
the elbows make a V formation.

2. The physician stands at the side of the patient and
palpates the patient’s transverse processes of T12 FIGURE 3.33. Step 2.
and L1, which are used to monitor rotation (Fig.
333).

3. The patient is instructed to rotate the upper body
(trunk) to the right to the functional and pain-free
limitation of motion (Fig. 3.34). This is repeated to
the left (Fig. 3.35).

FIGURE 3.34. Step 3, active rotation right.

FIGURE 3.35. Step 3, active rotation left.
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THORACIC SPINE
T9 to T12 Rotation, Passive

1. The patient is seated with the arms crossed so that
the elbows make a V formation.

2. The physician stands at the side of the patient and
palpates the patient’s transverse processes of T12
and L1, which are used to monitor rotation (Fig.
333).

3. To test passive right rotation, the physician’s right
hand is placed on the patient’s elbows or opposing
left shoulder. The physician rotates the patient to-
ward the right while monitoring motion at T12-1.1
(Fig. 3.36). This repeated to the opposite side (Fig.
337).

4. The degree of active and passive rotation is noted.
Normal rotation for T9 ro T12 is 70 to 90 degrees.

FIGURE 3.37. Step 3, passive rotation left.
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[ LUMBAR SPINE

| e

Forward Bending and Backward Bending
(Flexion and Extension), Active

1. The patient stands in a neutral position with feet a

shoulder-width apart.

2. The physician stands to the side of the patient so as

to view the patient in a sagittal plane (Fig. 3.38).

3. The patient is instructed to bend forward and at-
tempt to touch the toes without bending the knees
to the functional and pain-free limitation of motion

(Fig. 3.39).

4. The degree of active forward bending is noted.
Normal flexion for the lumbar spine is 70 to 90 de-

grees.

5. Motion is then tested for backward bending in the
lumbar region. The patient stands in a neutral posi-
tion with feet a shoulder-width apart. The patient is
instructed to bend backward to the functional and
pain-free limitation of motion while the physician

supports the patient’s upper body (Fig 3.40).

6. The degree of active backward bending is noted.
Normal extension for the lwnbar spine is 30 to 45 de-

grees,

FIGURE 3.38. Step 2.

FIGURE 3.39. Step 3, active farward bending.

FIGURE 3.40. Step b, active backward bending.
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LUMBAR SPINE

Side Bending, Active

1‘

2.

3.

The patient stands in a neutral position with feet a
shoulder-width apart.

The physician stands behind the patient so as to
view the patient in a coronal plane (Fig. 3.41).

The patient is instructed to reach down with the
right hand toward the knee to the functional and
pain-free limitation of motion (Fig. 3.42). This is re-
peated to the opposite side (Fig. 3.43).

The degree of active side bending is noted. Normal
side bending in the lumbar spine is 25 to 30 degrees.

FIGURE 3.41. Step 2.

FIGURE 3.42. Step 3, active side bending right.

FIGURE 3.43. Step 3, active side bending left.



LUMBAR SPINE

Side Bending, Passive, with Active Hip Drop

Test

1.

2.

30

The patient stands in a neutral position with feet a
shoulder-width apart.

The physician stands behind the patient so as to
view the patient in a coronal plane. The physician’s
eyes should be level with the lumbar spine (Fig. 3.44).

The patient attempts to maintain symmetric weight
bearing on both legs and then quickly flexes the
right knee, causing a right sacral base declination,
hence causing the pelvis to compensate with a lat-
eral translation to the left (Fig.3.45). This is repeated
on the opposite side (Fig. 3.46).

The degree of left lumbar side bending is noted.
Normal side bending in the lumbar spine is 25 to 30 de-
grees.
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FIGURE 3.44. Step 2.

FIGURE 3.45. Step 3, passive side bending left with
right sacral base unleveling.

FIGURE 3.46. Step 3, passive side bending right with
left sacral base unleveling.
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Normal Spinal Ranges of Motion for Active and Passive Testing

Guides to
Evaluation of
Permanent
Impairment (AMA)(1) | Angus Cathie, D.0. (2) Revised PCOM (3)
NORMAL DEGREES OF MOTION—CERVICAL SPINE
FLEXION 50 90 45-90
EXTENSION 60 45 45-90
SIDEBENDING R/L 45 30-40 30-45
ROTATION R/L 80 90 70-90
NORMAL DEGREES OF MOTION-THORACIC SPINE
T1-3 T4-8 T8-L1 T1-4 T5-8 T9-12
FLEXION 45
EXTENSION 0
SIDEBENDING R/L 45 35 45 5-25 10-30 20-40
ROTATION R/L 30 90 70-90
NORMAL DEGREES OF MOTION-LUMBAR SPINE
FLEXION 60+ 70-90
EXTENSION 25 30-45
SIDEBENDING R/L 25 25 25-30
ROTATION R/L

Flexion = forward bending; Extension = backward bending; R/L, right and left.

1. Reprinted with permission from Cocchiarella L, Andersson G (eds). Guides to the Evaluation of Permanent Impairment. 5th ed. New
York. American Medical Association, 2001.

2. Cathie A, Philadelphia College of Osteopathy. From Dr. Cathie’s PCOM (OPP) notebook, published in THE D.0., June 1969 and re-
printed in the 1974 Yearbook of the American Academy of Osteopathy. Colorado Springs, CO: American Academy of Osteopathy, 1974, p.
72.

3. Nicholas A. Osteopathic Manipulative Medicine Manual. Philadelphia: Philadelphia College of Osteopathic Medicine, 2006.



OSTEOPATHIC
LAYER-BY-LAYER PALPATION

EXAMINATION SEQUENCE

1. Observation

2. Tem.perature

3. Skin topography and texture
4. Fascia

5. Muscle

6. Tendon

7. Ligament

8. Erythema friction rub

OBSERVATION

Prior to touching the patient, the physician shoud visu-
alize the area to be examined for evidence of trauma, in-
fection, anomalies, gross asymmetries, skin lesions,
and/or anatomic variations. The patient should be posi-
tioned comfortably so that the most complete examina-
tion can be performed. At this point, the primary
interest is in changes associated with somatic dysfunc-
tion and any autonomic related effects. The physician
should visually inspect the area for clues that somatic
dysfunction may be present (e.g., hyperemia, abnormal
hair patterns, nevi, follicular eruptions) (Fig.4.1).

TEMPERATURE

Temperature is evaluated by using the volar aspect of
the wrist or the dorsal hypothenar eminence of the
hand. The physician does this by placing the wrists or
hands a few inches above the area to be tested and using
both hands to evaluate the paravertebral areas bilater-
ally and simultaneously (Fig 4.2). Changes in heat distri-

R

Figure 4.1. Visual observation of patient.

bution may be palpated paraspinally as secondary ef-
fects of metabolic processes, trauma, and so on (acute
versus chronic fibrotic inflammation). Heat radiation
may also be palpated in other areas of the body (e.g.,
extremities, abdomen). If unable to determine the ther-
mal status of the region in question, the physician may
at this point make slight physical contact with the ap-
propriate area of the palpating hand.

SKIN TOPOGRAPHY AND TEXTURE

A very light touch will be used. Gentle palpation with
the palmar surface of the tips of the fingers will provide
the necessary pressure. The pressure will permit the fin-
ger pads to glide gently over the skin without drag (fric-
tion). There should be no change in the color of the
physician’s nailbeds. When the physician is touching the
patient, it is important to explain the nature of the ex-
amination and receive the patient’s acceptance before
continuing. Therefore, it is important to be prepared
mentally to apply the hand as confidently and profes-
sionally as possible.
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A
Figure 4.2. A and B. Evaluation for thermal asymmetry.

Skin topography and texture are evaluated for in-
creased or decreased humidity, oiliness, thickening,
roughness, and so on.

FASCIA

The physician adds enough pressure to move the skin
with the hand to evaluate the fascia. This pressure will
cause slight reddening of the nailbed. The physician
moves the hand very gently in cephalad, caudad, left,
right, clockwise, and counterclockwise directions to
elicit motion and tension quality barriers of ease and
bind (Fig. 43). Minimal changes in pressure to evaluate
the different levels of fascia are helpful.

MUSCLE

Muscle is deeper tissue; therefore, the next degree of
palpatory pressure is applied. The physician adds
slightly more pressure to evaluate the muscle’s consis-
tency and determines whether there is ropiness, resist-
ance to pressure, stringiness, and so on. This pressure
will cause blanching of the physician’s nailbeds (Fig. 4.4).

Figure 4.3. Fascial evaluation for ease—bind asym-
metry.

Figure 4.4. Blanching of the nail bed with muscle
depth palpation.

TENDONS

Tendons should be traced to their bony attachments as
well as to their continuity with muscle. Any fibrous
thickening, change in elasticity, and so on should be
noted.

LIGAMENTS

Ligaments must be considered when restriction of joint
motion, hypermobility (joint laxity), pain, and so on are
present. Obviously, ligaments vary in type and are more
or less palpable depending on their anatomic place-
ment.

ERYTHEMA FRICTION RUB

The final step is to perform the erythema friction rub,
in which the pads of the physician’s second and third
digits are placed just paraspinally and then in two to
three quick strokes drawn down the spine cephalad to
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caudad. Pallor or reddening is evaluated per spinal seg- ties, as the purpose of this test is to identify central
ment for vasomotor changes that may be secondary to spinal areas of autonomic change related to segmental
dysfunction. This is not typically done on the extremi- dysfunction (Fig. 4.5).

c
Figure 4.5. A to C. Erythema friction rub.
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Intersegmental motion testing is classically described as
an evaluation of spinal articulatory (facet) motion. In
this chapter it is also considered as a technique to elicit
any motion at a joint (articulation), whether spinal,
pelvic, costal, or extremity. Depending on the joint, the
motions evaluated may include flexion and extension;
rotation; side bending and rotation coupling; transla-
tional motions anteriorly, posteriorly, or laterally; sepa-
ration or approximation of joint surfaces; and torsional
movements.

In spinal motion testing, the physician attempts to
discern the three-plane moton and the relation between
side bending and rotation (coupling). The physician can
determine the coupling status and whether the articular
somatic dysfunction is exhibiting a type 1 (opposite
side) or type 2 (same side) pattern (Figs.5.1 and 5.2). In the
thoracic or lumbar region, if the dysfunctional pattern is

FIGURE 5.1. Type 1 spinal coupled pattern.

found to be type 1, the examination is complete, as the
segment has a neutral relation with the coupling. If the
dysfunction exhibits a type 2 coupling pattern, the
physician must typically continue the examination to de-
termine whether a flexion or extension component is as-
sociated with the coupled motions of the dysfunction. In
the cervical spine, these coupling relations follow a dif-
ferent set of biomechanical rules from those of the tho-
racic and lumbar regions. In the cervical spine, flexion,
extension, and neutral components may be found with
type 1 or 2 coupling; or in the case of C1-C2 motion,
there may be no coupling at all.

Some physicians prefer to start with the flexion and
extension portion of the examination and then follow
with rotation and/or side bending to determine the cou-
pling components for determination of a type 1 or type
2 dysfunction. Because of the biomechanical patterns

FIGURE 5.2. Type 2 spinal coupled pattern.
35
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inherent to specific regions, the motion most easily
tested may vary. For example, in the C2 to C7 region,
it may be best to test side bending first. However, it is
always best to test the coupled segments together and
test the flexion or extension components before or after
the coupled testing. This is also true when performing
osteopathic manipulative treatment (OMT), such as
muscle energy technique, when all three axes are to be
treated. The coupling should always be kept unified.

There are a number of ways to test motion avail-
ability (quality and quantity) at an articulation. We pre-
fer a method that introduces motion directly to the joint
using physical contact on bony landmarks (e.g., cervical
articular processes) using a quick impulse. We use the
term positive when referring to this form of motion test-
ing. An example of positive motion testing is a lumbar
spring test for flexion and extension components of
dysfunction. Motion availability can be instantly ascer-
tained in whichever direction the impulse was vectored,
and the physician has a high degree of certainty that the
motion palpated is occurring at this location.

Another common method is use of visual clues. In
this method, the physician looks for a change in relation

(symmetry or asymmetry) of superficial anatomic land-
marks as the patient actively moves through a range of
motion. We use the term presumpuve when referring to
this form of motion testing. Examples of presumptive
motion testing are the standing and seated flexion (for-
ward bending) tests for sacroiliac region dysfunction. In
this form of motion testing the physician has a lower de-
gree of certainty that the designated joint has motion
reduction or asymmetry (dysfunction). Many postural
factors (e.g., sacral base unleveling, tight hamstring
muscles) other than motion disturbance at the joint can
cause false positives in this type of testing, and there-
fore, we limit its use.

When documenting the motion preferences re-
vealed on intersegmental motion testing, it is under-
stood that the following abbreviations are accepted and
used consistently within the osteopathic profession to
denote the x, y, and z components in the three-plane di-
agnosis and will be used in the following chapters to de-
scribe the dysfunction’s free motion characteristics:
Flexion = F; Extension = E; Neutral = N; Sidebending
right = SR; Sidebending left = SL; Rotation right =
RR; and Rotation left = RL.



LUMBAR INTERSEGMENTAL
MOTION TESTING

L1 to L5-S1 Rotation, Short-Lever Method,
Prone (L4 Example)

. The patient lies prone on the treatment table with
the head in neutral (if a face hole is present) or ro-
tated to the more comfortable side. Remember, the
side to which the head is rotated will passively increase
the rotational effect to that side.

. The physician stands at either side of the table and
palpates the 1.4 transverse processes (level of the
iliac crest) with the pads of the thumbs (Figs. 5.3 and
54).

. The physician alternately presses on the left and
right transverse processes of .4 with firm ventrally
directed impulses to evaluate for ease (freedom) of
left and right rotation (Figs. 5.5 and 5.6).

. If the right transverse process moves anteriorly (in-
ward) (white arrow) more easily and the left trans-
verse process is resistant, the segment is rotating
left more freely (rotated left) (Fig.5.7).

. If the left transverse process moves anteriorly (white
arrow) more easily and the right transverse process
is resistant, the segment is rotating right more freely
(rotated right) (Fig.5.8).

. The left transverse process of L4 in this example
may present more prominently (posteriorly) on
static (layer by layer) palpation in a rotated left dys-
function.

. The physician performs these steps at each segment
of the lumbar spine and documents the rotational
freedom of movement.

FIGURE 5.8. Step 5, rotation right.

CHAPTER5 | INTERSEGMENTAL MOTION TESTING

FIGURE 5.3. Step 2, hand position on skeleton.

FIGURE 5.4. Step 2, hand position on patient.

FIGURE 5.5. Step 2, skeleton, rotation left.

FIGURE 5.6. Step 3, skeleton, rotation right.

FIGURE 5.7. Step 4, rotation left.
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LUMBAR INTERSEGMENTAL
MOTION TESTING

L1 to L5-S1 Side Bending, Translational
Short-Lever Method, Prone (L4 Example)

1. The patient lies prone on the treatment table with
the head in neutral (if a face hole is present) or ro-
tated to the more comfortable side.

2. The physician’s thumbs rest on the posterolateral
aspect of the transverse processes (Figs. 5.9 and 5.10).

3. The physician introduces an alternating translatory
glide, left and right, to evaluate for ease of left and
right side bending.

4. If the thumb translates the segment more easily
from left to right, the segment has its ease in left
side bending and is termed side bent left (Figs.5.11 and
5.12).

5. If the thumb translates the segment more easily
from right to left, the segment has its ease in right
side bending and is termed side bent right (Figs. 5.13
and 5.14).

6. The physician performs these steps at each segment
of the lumbar spine and documents the side bend-
ing freedom of movement.

FIGURE 5.14. Step 5, side bending right on patient.

FIGURE 5.9. Step 2, hand position on skeleton.

FIGURE 5.10. Step 2, hand position on patient.

FIGURE 5.11. Step 4, side bending left on skeleton.

FIGURE 5.12. Step 4, side bending left on patient.

FIGURE 5.13. Step 5, side bending right on skeleton.
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LUMBAR INTERSEGMENTAL
MOTION TESTING

L1 to L5-S1 Type 2, Extension (Sphinx
Position) and Flexion, Prone

1. After determining that the rotational and side
bending components are coupled in a type 2 pat-
tern (same-side pattern of ease) the physician’s
thumbs are placed on the posterolateral aspect of FIGURE5.15. Step 1.
the transverse processes (Fig. 5.15) of the prone pa-
tient.

2. The patient is instructed to extend the thoracolum-
bar region by elevating the chest off the table with
the support of the elbows (Fig. 5.16).

3. The physician retests the rotational and/or side
bending components in this position. If the compo-
nents improve, the dysfunction is extended (Fig. 5.17).
If the dysfunctional component becomes more
asymmetric, the dysfunction is flexed (or neutral).

4. Some prefer also to have the patient curl up in a
knees-to-chest position to promote relative flexion
and retest the dysfunctional rotation and side- FIGURE5.16. Step 2, lumbar Sphinx position.
bending components. If the dysfunctional compo-
nents appear more symmetric in this position, the
dysfunction is termed flexed. If they are more asym-
metric in this position, it is termed extended (Fig.
5.18).

5. The physician must perform only one of these as
long as there is a known type 2 coupling pattern;
perform the most comfortable test.

6. The physician will document the findings in the
progress note according to the position or freedom
of movement elicited.

FIGURE 5.17. Step 3: extension improves asymmetry.

FIGURE 5.18. Step 4, flexion.
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LUMBAR INTERSEGMENTAL
MOTION TESTING

L1 to L5-S1 Passive Flexion and Extension,
Lateral Recumbent Position

1. The patient lies in the lateral recumbent (side-
lying) position.

2. The physician stands at the side of the treatment
table facing the patient.

3. The physician’s finger pads of the cephalad hand
palpate the spinous processes of L.5-S1 (Fig. 5.19) or
the interspinous space between L5 and S1 (Fig.5.20).

4. The physician’s caudad hand controls the patient’s
flexed lower extremities, and the physician’s thigh
may be placed against the patient’s tibial tuberosi-
ties for greater balance and control during position-
ing (Fig.5.21).

FIGURE5.19. Step 3, palpation of spinous processes.

FIGURE 5.20. Step 3, palpation of L5-S1 interspace.

FIGURE 5.21. Step 4.
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5. The physician slowly flexes and extends the pa-
tient’s hips with the caudad hand and thigh while
the cephalad hand constantly monitors the spinous
processes to determine the relative freedom of lum- FIGURE 5.22. Step 5, flexion, spinous process separate.
bar flexion and extension of L5 on S1 (Figs. 5.22 and
523).

6. The physician assesses the ability of the upper of
the two segments to flex and extend on the lower.
If L5 flexes and extends equally (symmetrically) on
S1, then L5 is termed neutral. If there is asymme-
try of motion between the two segments, the dys-
function is named for the direction of ease of
motion of the upper of the two segments (e.g., if L5
moves more easily in flexion, L5 is flexad; if the seg-
ment moves more freely into extension, L5 is ex-

tended).

7. The physician performs these steps at each seg-

meial 18%8] Bt e Tambah spifle. FIGURE 5.23. Step 5, extension, spinous process

approximate.
8. The physician will document the findings in the

progress note according to the position or freedom

of movement elicited.
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LUMBAR INTERSEGMENTAL
MOTION TESTING

L1 to L5-S1 Passive Side Bending, Lateral
Recumbent Position (L5-S1 Example)

. The physician flexes the patient’s hips to approxi-

mately 90 degrees and gently moves the patient’s
lower extremities slightly off the edge of the table
(Fig. 5.24).

. The physician slowly flexes and extends the pa-

tient’s hips until L5 is neutral relative to S1.

. The finger pads of the physician’s cephalad hand

palpate the left and right transverse processes of L5
(Fig. 5.25) ar the interspace between their transverse
processes.

. The physician’s caudad hand slowly raises the pa-

tient’s feet and ankles upward as the cephalad hand
monitors the approximation of the transverse
processes on the side to which the feet are raised
(or the separation of the transverse processes on the
side to which the patient is lying) (Fig. 5.26).

. The physician then lowers the patient’s feet and an-

kles while the cephalad hand monitors the approx-
imation of the transverse processes on the side to
which the feet are lowered (or the separation of the
transverse processes on the side opposite to which
the patient is lying) (Fig. 5.27).

. The physician assesses the ability of the upper of

the two segments (L5) to side-bend left and side-
bend right. In this test, side bending occurs on the
side to which the feet and ankles are moved.

. The physician performs these steps at each seg-

mental level of the lumbar spine.

. The physician will document the findings in the

progress note according to the position or freedom
of movement elicited.

FIGURE 5.24. Step 1.

FIGURE 5.25. Step 3, palpation of L5 transverse
processes.

FIGURE 5.26. Step 4, side bending right.

FIGURE 5.27. Step 5, side bending left.
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THORACIC INTERSEGMENTAL MOTION
TESTING

T1 to T4 Side Bending, Lateral Recumbent
Position (Long Lever) '

1. The patient lies in the lateral recumbent position
with the back close to the side of the table.

2. The physician sits in front of the patient at the side
of the table, facing the patient’s head. FIGURE 5.28. Step 3.

3. The physician places the finger pads of the caudad
hand over the transverse processes of the dysfunc-
tional segment or the interspace between them
while the cephalad hand reaches under the patient’s
head and carefully lifts it off the table (Fig.5.28).

4. The physician gently lifts the patient’s head while
monitoring the involved segment’s transverse
processes or the interspace between them. Side
bending is introduced on the side to which the head
is moved. This presents as a sense of approximation
of the transverse processes on the upward side and
separation of the transverse processes on the oppo-
site side (table side) (Fig. 5.29). FIGURE 5.29. Step 4, side bending right.

5. The physician reverses the movement by gently
lowering the head toward the table (Fig. 5.30) while
monitoring the approximation of the transverse
processes on the lower side (table side) and/or sep-
aration on the opposite side. Again, the side to which
the head moves is the side on which side bending occurs.

6. The physician repeats this sequence throughout the
T1 to T4 region to determine side bending prefer-
ence or ease of motion and then documents the
findings in the progress note.

FIGURE 5.30. Step 5, side bending left.
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THORACIC INTERSEGMENTAL MOTION
TESTING

T1 to T4 Passive Flexion, Extension, Side
Bending, and Rotation, Seated, Long-Lever
Method

. The patient is seated with the physician standing

behind the patient.

. The physician controls the patient’s head with one

hand and palpates the spinous processes of T1 and
T2 with the index and third finger of the other
hand.

. The physician slowly moves the patient’s head for-

ward and backward while constantly monitoring
the ability of the upper of the segments to move in
the respective direction tested (Figs. 5.31 and 5.32).

. The physician, while controlling the patient’s head,

palpates the left transverse processes of T'1 and T2
and moves the patient’s head to the left shoulder,
assessing the ability of the left T'1 transverse process
to approximate the left T2 transverse process. This
elicits left side bending (Fig. 5.33). This is repeated on
the right to elicit right side bending (Fig. 5.34).

FIGURE 5.31. Step 3, flexion, spinous process sepa-
rate.

FIGURE 5.32. Step 3, extension, spinous process ap-
proximate.

FIGURE 5.33. Step 4, side bending left.

FIGURE 5.34. Step 4, side bending right.
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5. While monitoring the left transverse processes, the
physician slowly rotates the patient’s head to the
left. This evaluates left rotation; it is sensed by a si-
multaneous posterior movement of the transverse FIGURE 5.35. Step 5, rotation left.
process on that side (Fig. 5.35). This is repeated on
the right to elicit right rotation (Fig. 5.36).

6. The physician performs these steps at each seg-
mental level T2-T3,T3-T4, and T4-T5.

7. The physician will document the findings in the
progress note according to the position or freedom
of motion elicited.

FIGURE 5.36. Step 5, rotation right.
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THORACIC INTERSEGMENTAL MOTION
TESTING

T1 to T12 Passive Flexion and Extension,
Translatory Method, Seated (T6-T7 example)

. The patient is seated with the physician standing

behind and to the side.

. The physician places the thumb and index finger of

one hand between the spinous processes of T6 and
T7, or the index and third finger palpate the spin-
ous processes of T6 and T7, respectively (Fig. 5.37).

. The patient’s arms are crossed, anteriorly, in a V-

formation. The physician’s right arm and hand are
placed inferior on the patient’s crossed elbows
while left hand remains on the T6-T7 interspace
(Fig. 5.38).

. The physician instructs the patient to completely

relax forward, resting the forehead on the forearm
as the left hand monitors flexion of T6 onT7 (sep-
aration of the spinous processes). The patient must
be completely relaxed and not guarding (Fig. 5.39).

. The physician’s posterior hand gently pushes or

glides the spinous process or interspace anteriorly
as the other hand lifts the patient’s elbows slightly
to evaluate extension of T6 onT7. This is noted by
the approximation of the spinous processes (Fig.
5.40). The patient must be completely relaxed and
not guarding. Care must taken to avoid hyperexten-
sion.

. Steps 4 and 5 are performed at each thoracic seg-

mental level.

. The physician will document the findings in the

progress notes according to the position or freedom
of motion elicited.

FIGURE 5.37. Step 2.

FIGURE 5.38. Step 3.

FIGURE 5.39. Step 4, flexion, spinous processes sepa-
rate.

FIGURE 5.40. Step 5, extension, spinous processes
approximate.
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TESTING

T1 to T12 Translatory Method (Passive Side
Bending), Seated

1. The patient is seated and the physician stands be-
hind and to the side.

2. The physician places the left thumb and index fin-
ger between the spinous processes of T6 and T7
(Fig. 5.41). Alternatively the physician’s left thumb
and index finger palpate the spinous process of T6.

3. The physician reaches across the front of the pa-
tient’s chest with the right arm and places the right
hand on the patient’s left shoulder with the physi-
cian’s right axilla resting on the patient’s right
shoulder (Fig.5.42).

4. The physician’s right axilla applies a downward
force on the patient’s right shoulder as the left hand
simultaneously glides or pushes the T6-T7 inter-
space to the patient’s left. This causes a left transla-
tory effect that produces right side bending of T6
onT7 (Fig. 5.43).

5. The physician’s right hand applies a downward
force on the patient’s left shoulder as the left hand
simultaneously glides the T6-T7 interspace to the
patient’s right. This produces left side bending of
T6 onT7 (Fig.5.44).

6. These steps are performed to evaluate right and left
side bending at each thoracic segmental level.

7. The physician will document the findings in the
progress note according to the position or freedom
of motion elicited.
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FIGURE 5.41. Step 2.

FIGURE5.42. Step 3.

FIGURE 5.43. Step 4, translatory side bending right.

FIGURE 5.44. Step 5, translatory side bending left.
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THORACIC INTERSEGMENTAL MOTION
TESTING

T1to T12 Prone Short-Lever Method, Passive
Rotation, Side Bending (Example T7)

1. The patient lies prone with the head in neutral. If
this is not possible, the patient should turn the head
to the more comfortable side. Note any change
below.

2. The physician stands at either side of the table and
palpates the T7 transverse process with the pads of
the thumbs or index fingers.

3. The physician alternately presses on the left and
right transverse processes of T7, evaluating for ease
of movement.

4. If the right transverse process moves anteriorly (in-
ward) more easily, the segment is rotating left more
freely and vice versa (Figs. 5.45 and 5.46).

5. In the step 4 scenario, the left transverse process
may be palpated more prominently (posteriorly) on
layer-by-layer palpation.

6. Next, with the thumbs palpating over the most lat-
eral aspect of the transverse processes, an alternat-
ing translatory glide to the left and right is
introduced to test side bending.

7. If the thumb translates the segment more easily
from left to right, left side bending is occurring
and vice versa (Figs. 5.47 and 5.48).

8. These steps are performed to evaluate right and left
rotation and side bending at each segmental level
(T1-T2,T2-T3,T3-T4, and so on to T11-T'12).

9. The physician will document these findings in the
progress note according to the position or the free-
dom of motion palpated.

FIGURE 5.45. Step 4, rotation left.

FIGURE 5.46. Step 4, rotation right.

FIGURE 5.47. Step 7, side bending left.

FIGURE 5.48. Step 7, side bending right.



THORACIC INTERSEGMENTAL MOTION
TESTING

T8 to T12 Long-Lever Method, Passive

Flexion and Extension, Lateral Recumbent

. The patient lies in the lateral recumbent position
with the hips and knees flexed (fetal position).

. The physician stands on the side of the table facing
the patient and controls the patient’s knees at the
tibial tuberosity with the caudad hand.

. The physician’s cephalad hand palpates the spinous
processes of T12 and L1 or their interspace with
the index and/or long finger (Fig. 5.49).

. The physician slowly flexes the hips by bringing the
knees to the chest as the physician’s cephalad hand
monitors the separation of the spinous processes
(flexion) (Fig. 5.50).

. The physician then extends the hips by bringing the
knees away from the chest as the cephalad hand
monitors the approximation of the spinous processes
(extension) (Fig.5.51).

. These steps are performed to evaluate flexion and
extension at each thoracic segmental level.

. The physician will document the findings in the
progress note according to the position or freedom
of motion elicited.
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FIGURE 5.49. Step 3, spinous processes of T12-L1.

FIGURE 5.50. Step 4, flexion.

FIGURE 5.51. Step 5, extension.
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THORACIC INTERSEGMENTAL MOTION
TESTING

T8 to T12 Long-Lever Method, Passive Side
Bending, Lateral Recumbent

1. The patient lies in the lateral recumbent position
with the hips and knees flexed (fetal position).

2. The physician stands on the side of the table facing
the patient and controls the patient’s knees at the FIGURE 5.52. Step 3.
tibial tuberosity with the caudad hand.

3. The physician moves the patient’s lower legs off the
edge of the table, and while monitoring the trans-
verse processes, the physician slowly raises the pa-
tient’s feet toward the ceiling and then draws them
toward the floor (Fig. 5.52).

4. Side bending is evaluated by monitoring the ap-
proximation of the transverse processes on the side
to which the feet are drawn (e.g., feet toward the
right, side bending right) (Figs. 5.53 and 5.54).

5. These steps are performed to evaluate left and right

side bending at each thoracic segmental level. FIGURE 553. Step 4, side bending right.

6. The physician will document the findings in the
progress note according to the position or freedom
of motion elicited.

FIGURE 5.54. Step 4, side bending left.




COSTAL MOTION TESTING

Costal Mechanics

In respiration, the sternum and ribs move in a simulta-
neous and combined pattern that expands the chest in
the anteroposterior and lateral diameters during inhala-
tion and decreases the anteroposterior and lateral diam-
eters in exhalation. The sternum and ribs 1 to 10 also
rise in a cephalad direction and descend caudally in in-
halation and exhalation, respectively (Fig. 5.55).

Rib Excursion with Inhalation

The vertebral and sternal attachments combine to pro-
mote specific vectors of motion during normal inhala-
tion, expanding the chest. This expansion moves
through two major vector paths. These patterns are de-
scribed as occurring through pump handle and bucket
handle axes in both vertebrosternal ribs 1 to 6 and ver-
tebrochondral ribs 7 to 10 (Figs. 5.56 and 5.57).
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FIGURE 5.55. Lateral view of first and seventh ribs in
position, showing the movements of the sternum and
ribs. A, ordinary expiration. B, quiet inspiration. C,
deep inspiration. (Reprinted with permission from
Clemente CD. Gray's Anatomy, 30th American ed.
Baltimore: Lippincott Williams & Wilkins, 1985.)

Figure 5.56. Axes of movement (AB and CD) of a ver-
tebrosternal rib. Interrupted lines indicate the posi-
tion of the rib in inhalation. (Used with permission of
the AACOM. Copyright 1983-2006. All rights
reserved.)

Figure 5.57. Axis of movement (AB) of a vertebro-
chondral rib. Interrupted lines indicate the position of
the rib in inhalation. (Used with permission of the
AACOM. Copyright 1983-2006. All rights reserved.)
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COSTAL MOTION TESTING

Costal Mechanics

Angle of Inclination of the Axes of Rib 1 and Rib 6

The costotransverse articulations combine with the cos-
tovertebral articulations at each vertebral level to de-
velop angles through which axis of rotation a rib may
move. Thus, the rib moves within this specific axis of ro-
tation, and the angle changes from superior to inferior
ribs. The angle, as it relates to the anteroposterior
planes and the lateral body line, determines whether the
rib motion produced through normal respiration is
greatest at the anterior midclavicular line or the lateral
clavicular-midaxillary line. Ribs 1 to 10 have some
shared motion parameters in each of the axes of rota-
tion. However, the motion pattern of the upper ribs is
related to a predominant anterior or frontal plane axis,
whereas in the lower ribs a less frontal, more sagittal
axis predominates. These differences produce the pat-
terns of pump handle motion preference of the upper
ribs and the bucket handle preference of the lower ribs
(Figs. 5.58 and 5.59).

Figure 5.58. Rib 1: Most frontal in plane, allowing a
more purely pump handle rib excursion.

Figure 5.59. Rib 6: Less frontal plane, allowing for
greater ability to move in a bucket handle motion
thancanrib 1.



Pump Handle Rib Motion

The term pump handle rib motion describes the move-
ment of a rib that can be compared to the motion of the
handle of a water pump. Its motion is produced by one
end being fixed in space and rotating around an axis
that permits the opposite end to move through space
(Fig. 5.60).

Bucket Handle Rib Motion

The term bucket handle rib motion describes the move-
ment of & rib that can be best compared to the move-
ment of the handle of a bucket as it is lifted up and off
the rim of the bucket and then laid down on the same
side. The motion is produced by both ends of the han-
dle being fixed at a rotational axis permitting only the
area between the two points to move through space (Fig
5.61)
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Figure 5.60. Pump handle rib motion. (Reprinted with
permission from Clay JH, Pounds DM. Basic Clinical
Massage Therapy: Integrating Anatomy and
Treatment. Baltimore: Lippincott Williams & Wilkins,
2003.)

Figure 5.61. Bucket handle rib motion. (Reprinted
with permission from Clay JH, Pounds DM. Basic
Clinical Massage Therapy: Integrating Anatomy and
Treatment. Baltimore: Lippincott Williams & Wilkins,
2003.)
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COSTAL MOTION TESTING
Upper Ribs 1 and 2, Supine Method

. The patient lies supine and the physician sits or

stands at the head of the table. (Or the patient may
sit.)

. The physician palpates the first ribs at their infra-

clavicular position at the sternoclavicular articula-
tion (the supraclavicular position can also be used)
(Fig. 5.62).

The physician monitors the relative superior
(cephalad) and inferior (caudad) relation of the pair
and on the symptomatic side determines whether
that rib is prominent or not and positioned superi-
orly or inferiorly.

. The patient is instructed to inhale and exhale

deeply through the mouth as the physician moni-
tors the ability of the pair of first ribs to move supe-
riorly and inferiorly.

If the rib on the symptomatic side is statically
cephalad and on inhalation has greater cephalad
(on exhalation, less caudad) movement, it is classi-
fied as an inhalation rib dysfunction (Fig.5.63).

. If the rib on the symptomatic side is statically cau-

dad and on inhalation has less cephalad (on exha-
lation, greater caudad) movement, it is classified as
an exhalation rib dysfunction (Fig. 5.64).

. The physician next palpates the second ribs ap-

proximately one finger’s-breadth below and one
finger’s-breadth lateral to where the first rib was
palpated and repeats steps 3 to 6 (Fig.5.65).

. The movement of the rib on the symptomatic side

that was freest is documented in the progress note
(inhalation or exhalation based on the respiratory
model ar elevated or depressed based on the struc-
tural model.)

Figure 5.62. Step 2, palpation of the first rib.

Figure 5.63. Step 5, inhalation rib dysfunction.

Figure 5.64. Step 6, exhalation rib dysfunction.

Figure 5.65. Step 7, palpation of the second rib.
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COSTAL MOTION TESTING
First Rib, Elevated, Seated Method

1. The patient is seated and the physician stands be-
hind the patient.

2. The physician palpates the posterolateral shaft of ] ) _ _
each first rib immediately lateral to the costotrans- Figure 5.66. Step 2, palpation of the firstrib.
verse articulation (Fig. 5.66). Note: The trapezius
borders may have to be pulled posteriorly (Fig.5.67).

3. With firm pressure of the thumbs or finger pads,
the physician directs a downward (caudad) force al-
ternately on each rib (Figs. 5.68 and 5.69).

4. The physician monitors the relative cephalad or
caudad relation of the pair and on the symptomatic
side determines whether that rib is prominent supe-
riorly as compared to its mate.

5. If a rib is prominent, painful, and has less spring
(movement) on downward pressure than its mate,

it is described as an elevated rib dysfunction. Figure 5.67. Step 3, palpation of the first rib.

6. This finding is documented in the progress note as
an elevated first rib dysfunction. This is a nonrespi-
ratory model of dysfunction.

Figure 5.68. Step 3, palpation of third rib.

Figure 5.69. Step 3.
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COSTAL MOTION TESTING
Upper Ribs 3 to 6, Supine Method

. The patient lies supine and the physician stands on

one side of the patient.

. The physician’s thumbs palpate the third ribs bilat-

erally at their costochondral articulations for pump
handle motion and at the midaxillary line with the
second or third fingertips for bucket handle motion
(Fig. 5.70).

. The physician monitors the relative cephalad or

caudad relation of the pair and on the symptomatic
side determines whether that rib is more or less
prominent or superiorly or inferiorly positioned.

. The patient is instructed to inhale and exhale

deeply through the mouth as the physician moni-
tors the relative cephalad and caudad movements
of each rib with the palpating thumbs and finger-
tips (Fig.5.71).

. If the rib on the symptomatic side is statically more

cephalad and on inhalation has greater cephalad
movement (on exhalation, less caudad movement),
it is termed an inhaladon rib (dysfunction) (Fig.5.72).

. If the rib on the symptomatic side is statically more

caudad and on inhalation has less cephalad move-
ment (on exhalation, greater caudad movement), it
is termed an exhalation rib (dysfunction) (Fig.5.73).

. The physician next palpates ribs 4 to 6 at their cos-

tochondral ends with the thumbs and at their mid-
axillary lines with the fingertips and repeats steps 3
to 6.

. The freest movement of the rib on the symptomatic

side is then documented in the progress note (in-
halation or exhalation based on the respiratory
model or elevated or depressed based on the struc-
tural model).

Figure 5.70. Step 2.

Figure 5.71. Step 4.

Figure 5.72. Step 5, inhalation rib.

Figure 5.73. Step 6, exhalation rib.
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COSTAL MOTION TESTING
Lower Ribs 7 to 10, Supine Method

1. The patient is supine and the physician stands on
one side of the patient.

2. The physician’s thumbs palpate the seventh ribs bi-
laterally at their costochondral articulations for Figure 5.74. Step 2.
pump handle motion and at the midaxillary line
with the second or third fingertips for bucket han-
dle motion (Figs. 5.74 and 5.75).

3. The physician monitors the relative cephalad or
caudad relation of the pair and determines on the
symptomatic side whether that rib is more or less
prominent or superiorly or inferiorly positioned.

4. The patient is instructed to inhale and exhale deeply
through the mouth as the physician monitors the
relative cephalad and caudad movements of each rib
with the palpating thumbs and fingertips.

5. If the rib on the symptomatic side is statically more Figure 5.75. Step 2.
cephalad and on inhalation has greater cephalad
movement (on exhalation, less caudad movement),
it is termed an inhalation rib (dysfunction) (Fig. 5.76).

6. If the rib on the symptomatic side is statically more
caudad and on inhalation has less cephalad move-
ment (on exhalation, greater caudad movement), it
is termed an exhalation rib (dysfunction) (Fig.5.77).

7. The physician next palpates, sequentially, the 8th
through 10th ribs at their costochondral ends with
the thumbs and at their midaxillary lines with the
fingertips and repeats steps 3 to 6.

8. The movement of the freest rib on the symptomatic
side is then documented in the progress note (in-
halation or exhalation based on the respiratory
model ar elevated or depressed based on the struc-
tural model).

Figure 5.76. Step 5, inhalation dysfunction.

Figure 5.77. Step 6, exhalation dysfunction.
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COSTAL MOTION TESTING
Floating Ribs 11 and 12, Prone Method

1. The patient lies prone and the physician stands on
either side of the patient.

2. The physician’s thumb and thenar eminence pal- )
pate the shaft of each 11th rib (Fig.5.78 and Fig. 5.79). Figure 5.78. Step 2.

3. The patient is instructed to inhale and exhale
deeply through the mouth.

4. The physician notes any asymmetric motion at
each rib.

Figure 5.79. Step 2.
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5. If on the symptomatic side the patient’s rib moves
more posteriorly and inferiorly with inhalation and
less anteriorly and superiorly with exhalation than
its mate, it is classified as an inhalation rib (dysfunc- Figure 5.80. Step 5, inhalation dysfunction.
tion) (Fig. 5.80).

6. If on the symptomatic side the patient’s rib moves
more anteriorly and superiorly with exhalation and
less posteriorly and inferiorly with inhalation than
its mate, it is classified as an exhalaton rib (dysfunc-
tion) (Fig.5.81).

7. These findings are documented in the progress
note.

Figure 5.81. Step 6, exhalation dysfunction.
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CERVICAL INTERSEGMENTAL MOTION
TESTING

Occipitoatlantal Articulation (Occiput-C1),
Type | Coupling Motion

1. The patient lies supine on the treatment table.
2. The physician sits at the head of the table.

3. The physician’s index or third finger pad palpates
the transverse processes of C1 (Fig.5.82).

4. The physician gently moves the patient’s head for-
ward and back, careful not to bring the segments
below the occiput into this motion (Fig. 5.83).

Figure 5.82. Step 3, C1 transverse process.

Figure 5.83. A. Step 4, flexion.

Figure 5.83. B. Step 4, extension.



. The physician gently moves the head off the table
and to the table in a forward-and-back translatory
movement, again careful not to induce movement
of the inferior cervical segments (Fig.5.84).

. To evaluate side bending and rotation, the physician
minimally translates the patient’s occiput alternately
to the left and right over C1 (atlas) without induc-
ing any movement of C1 to C7 (Figs. 5.85 and 5.86).

. These steps are evaluated for asymmetric move-
ment patterns that exhibit more side bending in
one direction and more rotation in the other as well
as ease or freedom of flexion or extension.

. The physician will document the findings in the
progress note according to the position or freedom
of motion elicited.
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Figure 5.84. A. Step 5, extension.

Figure 5.84. B. Step 5, flexion.

Figure 5.85. Step 6, left side bending/rotation coupling.

Figure 5.86. Step 6, right side bending/rotation cou-
pling.
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CERVICAL INTERSEGMENTAL MOTION
TESTING

Atlantoaxial Articulation (C1-C2), Rotation

. The patient lies supine and the physician sits at the

head of the table.

. The physician palpates the transverse processes of

the atlas (C1) with the pads of the index fingers and
the articular processes of the axis (C2) with the
pads of the third or fourth fingers (Fig. 5.87).

. The physician slowly rotates the patient’s head in

one direction, careful not to add any side bending
or flexion (Fig. 5.88). (This eliminates any lower cer-
vical movements and keeps motion vectored to this
level.)

. As the head is rotated, the physician monitors for

any movement of the axis (C2), and stops when this
is encountered. This is the limit of motion for this
articulation (Fig. 5.89).

. Step 4 is repeated in the opposite direction (Fig.

5.90).

. The physician will document the findings in the

progress note according to the position or freedom
of motion elicited.

FIGURE 5.87. Step 2, transverse process of atlas and
C2 articular process.

FIGURE 5.88. Step 3, rotation right.

FIGURE 5.89. Step 4; stop when C2 begins to move.

FIGURE 5.90. Step 5, rotation to opposite side.
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CERVICAL INTERSEGMENTAL MOTION
TESTING

Atlantoaxial (C1-C2), Supine, with Flexion
Alternative

1. The patient lies supine on the treatment table.

2. The physician sits at the head of the table.

3. 'The physician slowly flexes (forward-bends) the pa- FIGURE 5.91. Step 3, C1 rotation with head flexed.
tient’s head and neck to the comfortable passive

motion limit to segmentally restrict the free cou-
pled motions of the occipitoatlantal and C2 to C7
segments (Fig. 5.91).

4. The physician slowly and alternately rotates the pa-
tient’s head to the comfortable right and left passive
motion limits (Figs. 5.92 and 5.93).

5. The physician is alert for any restricted and/or
asymmetric rotation.

6. The physician then notes the asymmetric motion
preference if present (C1-RR or CI1-RL).

7. Note: Never do this type of motion test with either
the head and neck extended. We do not recommend
this test, as it is presumptive, whereas the afore-
mentioned CI1 rotation test with head in neutral
positioning is a positive test and better tolerated by
most patients.

FIGURE 5.92. Step 4, C1 rotation right with head
flexed.

FIGURE 5.93. Step 4, C1 rotation left with head flexed.
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CERVICAL INTERSEGMENTAL MOTION
TESTING

C2 to C7 Articulations, Short-Lever
Translatory Effect, Type Il Motion

1. The patient lies supine on the treatment table, and
the physician sits at the head of the table.

2. The physician palpates the articular processes of
the segment to be evaluated with the pads of the
index or third finger (Figs.5.94 and 5.95).

4. To evaluate asymmetry in side bending, a transla-
tory motion is introduced from left to right (Fig. 5.96,
left side bending) and then right to left (Fig. 5.97,
right side bending) through the articular processes.

5. Each cervical segment is evaluated in flexion, ex-
tension, and neutral to determine which position
improves the asymmetry.

6. The physician will document the findings in the
progress note according to the position or freedom
of motion elicited.

FIGURE 5.96. A. Step 4, side bending left.

FIGURE 5.97. A. Step 4, side bending right.

FIGURE 5.94. Step 2, cervical articular pillars on
skeleton.

FIGURE 5.95. Step 2, cervical articular pillars on patient.

FIGURE 5.96. B. Step 4, side bending left.

FIGURE 5.97. B. Step 4, side bending right.



CERVICAL INTERSEGMENTAL MOTION
TESTING

C2 to C7 Articulations, Long-Lever Method,

Type Il Motion (e.g., C3SRRR or SLRL)

. Cervical intersegmental motion may be evaluated
by long-lever method. Move the head in an ear-to-
shoulder, arclike movement to the level of the dys-
functional segment for its side bending ability (Fig.
5.98).

. At the end of the limit of side bending, a slight ro-
tation is added to the direction of the side bending
(Fig. 5.99).

. With the head in neutral for C2, flexion is increased
approximately 5 to 7 degrees for each descending
segment to be evaluated. The articular processes
are positioned in side bending/rotation to the right
and then the left until their limit is elicited (Figs.5.100
and5.101).

. Since C2 to C7 side-bend and rotate to the same
side regardless of the sagittal plane, the physician
must also assess flexion and extension motion pref-
erence or which position (flexion, extension, or
neutral) improves the asymmetry at each segmental
level (C2-CT7).

. The physician will document the findings in the
progress note by recording the position of freedom
of motion elicited in all three planes (F, E, or N—if
there is no preference for flexion or extension pref-
erence, SRRR or SLRL).
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FIGURE 5.98. Step 1, ear-to-shoulder method.

FIGURE 5.99. Step 2, rotation added.

FIGURE 5.100. Step 3, side bending/rotation right.

FIGURE 5.101. Step 3, side bending/rotation right.
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SACROILIAC JOINT MOTION TESTING

Pelvis on Sacrum (lliosacral),

Anteroposterior Rotation, Supine, Long Lever

(Leg Length)

10.

. The patient lies supine on the treatment table.

. The physician stands at the side of the table at the

patient’s hip.

. The physician palpates the patient’s anterior supe-

rior iliac spines (ASISs) and medial malleoli and
notes the relation of the pair (cephalad or caudad,
symmetric or asymmetric pattern) (Fig.5.102).

. The physician instructs the patient to flex the hip

and knee on one side. The physician’s hands then
control the patient’s knee and ankle (Fig. 5.103).

. The physician takes the patient’s hip through a

range of motion starting with 130 degrees of flex-
ion, progresses through external rotation and fi-
nally extension, bringing the patient to the neutral
starting position (Fig.5.104).

. The physician notes whether the ASIS on the

motion-tested side appears more cephalad than its
original position. This change would be secondary
to freedom in posterior rotation.

. The physician then takes the patient’s hip through

a range of motion starting with 90 degrees of flex-
ion, progressing through internal rotation and fi-
nally extension, bringing the patient to the neutral
starting position (Fig. 5.105).

. The physician notes whether the ASIS on the

motion-tested side appears more caudad than its
original position. This change would be secondary
to freedom in an anterior rotation.

. This is repeated on the other side to determine

whether each joint has freedom in posterior and an-
terior rotation and if not, which joint is free or re-
stricted in only one direction.

The physician will document the findings in the
progress note according to the position or freedom
of motion elicited.

FIGURE 5.102. Step 3, palpating the anterior supe-
rior iliac spine.

FIGURE 5.103. Step 4.

FIGURE 5.104. Step 5, flexion, external rotation,
and extension.

FIGURE 5.105. Step 7, flexion, internal rotation, and
extension.



SACROILIAC JOINT MOTION TESTING

Sacroiliac Joint and Pelvic Dysfunctions,
Pelvic (e.g., Innominate Rotation, Shear,
Inflare-Outflare), Standing Flexion Test

1. The patient stands erect with the feet a shoulder-

width apart.

2. The physician stands or kneels behind the patient
with the eyes at the level of the patient’s posterior

superior iliac spines (PSISs).

3. The physician’s thumbs are placed on the inferior
aspect of the patient’s PSIS. Maintain firm pressure
on the PSISs, not skin or fascial drag, to follow bony

landmark motion (Fig. 5.106).

4. The patient is instructed to actively forward bend
and try to touch the toes within a pain-free range

(Fig. 5.107).

5. The test is positive on the side where the thumb
(PSIS) moves more cephalad at the end range of
motion (Fig. 5.108). A positive standing flexion test
identifies the side on which the sacroiliac joint is
dysfunctional, not the specific type of dysfunction.
A positive result indicates that an iliosacral dys-
function (pelvis on sacrum) may be present. This is
usually compared to the results of the seated flex-
ion test to rule out sacroiliac dysfunction (sacrum
on pelvis). Regardless the type of dysfunction, the

problem is at the sacroiliac joint.

6. This is a presumptive test reflecting asymmetry,
which may be related to dysfunctions at the sacroil-
iac joint. It should not replace more specific motion

testing that actually elicits motion availability.

7. The physician will document the findings in the
progress note according to the position or freedom

of motion elicited.
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FIGURE 5.106. Step 3.

FIGURE 5.107. Step 4, forward bending.

FIGURE 5.108. Step 5, positive standing flexion test
right.
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SACROILIAC JOINT MOTION TESTING

Sacroiliac Joint and Pelvic Dysfunctions,
Pelvic (Innominate) or Sacral, Seated
Flexion Test

1. The patient is seated on a stool or treatment table
with both feet flat on the floor a shoulder-width
apart.

2. The physician stands or kneels behind the patient FIGURE 5.109. Step 3.
with the eyes at the level of the patient’s PSISs.

3. The physician’s thumbs are placed on the inferior
aspect of the patient’s PSISs and a firm pressure is
directed on the PSISs, not skin or fascial drag, to
follow bony landmark motion (Fig. 5.109).

4. The patient is instructed to forward-bend as far as
possible within a pain-free range (Fig. 5.110).

5. The test is positive on the side where the thumb
(PSIS) moves more cephalad at the end range of
motion (Fig. 5.111). A positive seated flexion test
identifies the side of sacral (sacroiliac or sacrum on
pelvis) dysfunction, not the specific type of dys-
function. A negative test may indicate a pelvic on
sacrum (iliosacral type) dysfunction, such as in-
nominate rotation.

FIGURE 5.110. Step 4, forward bending.

6. This is a presumptive test reflecting asymmetry,
which may be related to dysfunctions at the sacroil-
iac joint. It should not replace more specific motion
testing that actually elicits motion availability.

7. The physician will document the findings in the
progress note according to the position or freedom
of motion elicited.

FIGURE 5.111. Step 5, positive seated flexion test.



CHAPTER 5 | INTERSEGMENTAL MOTION TESTING 69

SACROILIAC JOINT MOTION TESTING

Sacroiliac Joint Motion, Pelvis on Sacrum
(lliosacral Dysfunction), Anteroposterior
Rotation Prone, Long Lever

1. The patient lies prone on the treatment table.

2. The physician stands to one side of the patient at

level of the hip.

3. The physician places the cephalad hand over the FIGURE 5.112. Step 3.

patient’s sacroiliac joint with the finger pads of the
index and third digits contacting the sacrum and
PSIS; or the index finger contacts the PSIS while
the thumb contacts the sacrum (Fig. 5.112). If palpat-
ing the opposite sacroiliac joint, the finger pads will
contact the landmark on the other side.

4. The physician’s other hand grasps the patient’s
fully extended (straight) lower leg at the level of the
tibial tuberosity (Fig. 5.113).

5. The physician gently lifts the extended leg and then
slowly and minimally lowers it while palpating the
movement of the PSIS as it relates to the sacrum
(Fig. 5.114). The physician may also carry the leg FIGURE 5.113. Step 4.
across the midline (Fig. 5.115) and then laterally (Fig.
5.116). Quality and quantity of motion, as well as
ease-bind relations, are monitored.

6. The physician repeats this on the opposite side.

7. This motion test may determine joint motion re-
striction and/or motion asymmetry (e.g., sacroiliac
restricted, free posteriorly).

8. This is a positive test, as compared to the standing
and seated flexion tests, which are more presump-
tive.

9. The physician will document the findings in the
progress note according to the position or freedom

of motion elicited. FIGURE 5.114. Step 5.

FIGURE 5.116. Step 5. FIGURE 5.115. Step 5.
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SACROILIAC JOINT MOTION TESTING

Sacroiliac Joint Motion, Pelvis on Sacrum
(lliosacral Dysfunction), Inflare-Outflare
Prone, Long Lever

1. The patient lies prone on the treatment table.

2. The physician stands to one side of the patient at

the level of the hip.
FIGURE 5.117. Step 3.
3. The physician places the cephalad-oriented hand

over the patient’s sacroiliac joint with the finger
pads of the index and third digit contacting the
sacrum and PSIS, or the index finger contacts the
PSIS while the thumb contacts the sacrum (Fig.
5.117). If palpating the opposite sacroiliac joint, the
finger pads will contact the landmark opposite what
is noted above.

4. The physician instructs the patient to flex the lower
leg (knee) approximately 90 degrees and then
grasps the ankle (Fig. 5.118).

5. The physician then externally and internally rotates
the patient’s hip .by movlmg the ankle medlall.y and FIGURE 5.118. Step 4.
laterally, respectively (Figs. 5.119 and 5.120). This ap-
proximates (outflare) and separates (inflare) the
sacroiliac joint.

6. The physician then repeats this on the opposite
side.

7. The above motion test may determine joint motion
restriction and/or motion asymmetry (e.g., sacroil-
iac joint restricted, free-inflare).

8. The physician will document the findings in the
progress note according to the position or freedom
of motion elicited.

FIGURE 5.119. Step 5.

FIGURE5.120. Step 5.
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SACROILIAC JOINT MOTION TESTING

Sacroiliac Joint Motion, General Restriction,
Prone, Short Lever

1. The patient lies prone on the treatment table.

2. The physician stands to one side of the patient at

the level of the hip. FIGURE 5.121. Step 3

3. The physician places the thenar eminences over the
patient’s PSISs (Fig.5.121).

4. The physician alternately introduces a mild to
moderate impulse through the PSISs with the
thenar eminences (Fig. 5.122).

5. The physician notes the quality (end feel) and
quantity of motion on each side.

6. This is a positive test that will determine which
sacroiliac joint is most restricted but will not deter-
mine the nature of the dysfunction.

7. The physician will document the findings in the
progress note according to the position or freedom

N e e FIGURE 5.122. Step 4, prone short lever with thenar

impulse.
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SACROILIAC JOINT MOTION TESTING

Sacroiliac Joint Motion, General Restriction
or Anteroposterior Rotation, Supine, Short
Lever

1. The patient lies supine on the treatment table.

2. The physician stands at the level of the patient’s
hip.

3. The physician’s palms or thenar eminences are
placed inferior to the patient’s ASISs (Fig. 5.123).

4. The physician alternately introduces a mild to
moderate impulse through the ASISs (may direct it
posteriorly or slightly cephalad) (Fig. 5.124).

5. The physician notes quality (end feel) and quantity
of motion on each side.

6. This will determine which sacroiliac joint is most
restricted and may determine which motion prefer-
ence is present (anterior or posterior rotation).

7. If a posterior innominate dysfunction is present, the
symptomatic and restricted side will have a prefer-
ence to move cephalad (Fig. 5.125).

8. If an anterior innominate dysfunction is present,
the symptomatic and restricted side will have a
preference to move caudad (Fig. 5.126).

9. The physician will document the findings in the
progress note according to the position or freedom
of motion elicited.

FIGURE 5.126. Step 8.

FIGURE 5.123. Step 3.

FIGURE 5.124. A. Step 4, supine short lever with
thenar impulse on right.

FIGURE 5.124. B. Step 4, supine short lever with
thenar impulse on left.

FIGURE 5.125. Step 7.
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Osteopathic manipulative techniques (OMT) are nu-
merous. Some techniques have been known by more
than one name, many new techniques have been devel-
oped, and some have seen resurgence after years of neg-
lect. They have gone through a metamorphosis in
description, and finally, with the advent of the
Educational Council on Osteopathic Principles
(ECOP) and its Glossary of Osteopathic Terminology
(www.aacom. org/om/Glossary.doc), have been stan-
dardized into the styles described in this text.

DIRECT AND INDIRECT TECHNIQUE

It is sometimes easier to understand the principles of
OMT according to which barrier and anatomic area the
technique primarily affects. The first principle relates to
the nature and direction of the restrictive barrier. Using
this principle, most techniques can be categorized as di-
rect or indirect. Thus, a technique engaging the most
restrictive barrier (bind, tight) is classified as direct and
a technique engaging the least restrictive barrier (ease,
loose) is classified as indirect.

The second principle is associated with which
anatomic manifestation of the dysfunction is primary
(e.g., muscle versus joint). To determine that a muscle
dysfunction is primary, the second principle directs the
physician to use techniques such as soft tissue or mus-
cle energy rather than high-velocity, low-amplitude
(HVLA) technique or osteopathy in the cranial field.

Generally, direct techniques engage the most re-
strictive barrier, and indirect techniques engage the
least restrictive barrier, which most commonly is de-
scribed as the edge of the physiologic barrier (Fig. 6.1).
Frequently, however, a dysfunctional state causes re-
strictive barriers to each side of the normal resting neu-
tral point. These bilateral restrictive barriers are most
commonly asymmetric in reference to their distance
from neutral but may be equally and symmetrically dis-
tant (Figs. 6.2 and 6.3).

Ab: anatomic barrier

Pb: physiologic barrier

Rb: restrictive barrier
FIGURE 6.1. Asymmetric range of motion with a nor-
mal physiologic barrier (Pb) opposite the side on
which a restricted barrier (Rb) is present.

Examination of the barriers delineated in Figures
6.2 and 6.3 shows that it is possible to treat a restrictive
barrier at either the ease or bind quality elicited on the
palpatory examination.

Many have described physiologic principles of mo-
tion of the spine, and most frequently the principles
stated by Harrison Fryette, DO, are those primarily
taught in osteopathic medical schools (first and second
principles of physiologic motion). These rules are spe-
cific to the thoracic and lumbar spine regions, but they
have tangential relation to how the mechanics of the
cervical spine are perceived. Our non-American manual
medicine associates have added other caveats to
Fryette, yet they agree with the basis of these findings,
which have been duplicated by others (e.g., White &
Panjabi, coupled motions) (1).

Paraphrasing C. R. Nelson (whose principle of mo-
tion is considered the third of the three physiologic prin-
ciples of motion), we see that the initiation of spinal
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Ab: anatomic barrier

Pb: physiologic barrier

Rb: restrictive barrier
FIGURE 6.2. Two restrictive barriers (Rb) asymmetri-
cally restricted.

vertebral motion in one plane will affect motion in all
other planes (2). Osteopathic texts have described this
principle, but always within the context of a single re-
strictive barrier causing asymmetrically restricted find-
ings of motion potential in an articulation. Expanding
this statement to what we have observed clinically would
therefore correlate with Figures 6.2 and 6.3. This would
also make it feasible to orient classically described direct
techniques, such as HVLA, in an indirect manner (which
we have seen taught and performed internationally). The
most important criteria to understand, whether per-
forming direct or indirect techniques, are the normal
physiologic motions of the specific area being examined
and/or treated and the compliance of the tissues involved
(e.g., acute versus chronic dysfunction).

Ab Pb Rb Neutral Rb Pb Ab

Ab: anatomic barrier

Pb: physiologic barrier

Rb: restrictive barrier
Figure 6.3. Two restrictive barriers (Rb) symmetri-
cally restricted.

SOMATIC DYSFUNCTION

As stated earlier, somatic dysfunction is the diagnostic
criterion that calls for OMT. The various qualities
elicited on the physical examination of a patient may
lead the physician to understand that the nature of a
dysfunction in one region is different from that of an-
other dysfunction in a different region. Thus, the physi-
cian may choose to use one technique for one
dysfunction and another technique for the other. If a
patient exhibits regional motion disturbance but inter-
segmental motion is normal, a technique oriented to
the articular aspects of the anatomy may not be indi-
cated. Or a patient might present for neck ache that on
examination exhibits paravertebral muscle hypertonic-
ity and general tenderness but no specific tender points.
This patient may benefit from a myofascial technique
but not counterstrain, as no counterstrain tender points
are present.

Some patients exhibit somatic components of vis-
ceral disease, and the treatment of this component may
have only a limited effect, whereas a patient with a pri-
mary somatic dysfunction and a secondary visceral
component may react well (somatically and viscerally)
to a specific OMT. Other factors in the presentation so-
matic dysfunction may change the thought process in
developing the treatment plan. Other visceral and auto-
nomic effects, lymphatic congestion, and gross edema
will all cause the physician to reevaluate the possibilities
for OMT and the potential for a number of techniques
that may be indicated in that case.

CONTRAINDICATIONS

Contraindications to OMT have changed dramatically
during our years of clinical practice because of the de-
velopment of new and/or modified techniques and bet-
ter understanding of disease processes. The ability to
perform OMT in a range of extremely gentle to more
forceful manner, combined with a direct or indirect ap-
proach, has caused us to look differently at the applica-
tion of OMT, generally making the decision on a
case-by-case basis of clinical presentation. This case-by-
case orientation may often change only the choice of
the patient’s position for a technique and not be consid-
ered a contraindication for an entire technique cate-
gory. Certain conditions, such as fracture, dislocation,
tumor, infection, and osteomyelitis, are contraindica-
tions for OMT directly over that site. However, it does
not preclude OMT to related somatic dysfunction in
areas that are proximal or distal to the problem.

Other conditions that may alter the physician’s
opinion concerning the appropriateness of OMT are
Down syndrome, rheumatoid arthritis, Klippel-Feil syn-
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drome, achondroplastic dwarfism, pregnancy, strains
and sprains, acute herniated intervertebral disc, acute
inflammatory situations, anatomic instability, hypermo-
bility, joint prosthesis, and severe manifestations of vis-
ceral disorders. These conditions may contraindicate
OMT in total or may contraindicate only a specific tech-
nique in a specific region. The physician’s clinical judg-
ment and a complete understanding of the technique
are paramount in the final decision as to whether OMT
is appropriate.

THE OSTEOPATHIC MANIPULATIVE
TREATMENT PRESCRIPTION

The selection of the technique to be used is primarily
founded in the nature of the somatic dysfunction and
its most prominent manifestations. This atlas presents
12 osteopathic manipulative technique sections. Each
section has an explanatory preface for the specific tech-
nique and the principles of its use and application. The
previously stated areas of dysfunction (articular, myo-
fascial, visceral, vascular, lymphatic, and so on) that can
be considered during selection of the treatment plan
may affect the decision to use a specific technique at
one dysfunctional level or another, depending on the
physical findings (i.e., HVLA versus muscle energy ver-
sus facilitated positional release versus myofascial re-
lease or a combination). This will be discussed further
and more specifically in each of the technique sections.

The OMT prescription is similar to that of the
pharmacologic prescription: the type of technique is
comparable to the category of the pharmacologic agent
chosen; the method and/or position chosen for the

OMT technique is comparable to the route of adminis-
tration of the pharmacologic agent; the forces involved
in the OMT and whether they are directly or indirectly
applied are comparable to the strength or dose of the
medication; and the repetitions, timing, and duration of
the OMT are comparable to the amount of medication
dispensed and the frequency of its administration.

For example, a 70-year-old patient who complains
of chronic low back pain secondary to lumbar disco-
genic spondylosis, lumbar spinal stenosis, and lumbar
somatic dysfunction may be treated with articulatory
and myofascial soft tissue techniques weekly over weeks
to months. However, a 16-year-old patient who com-
plains of acute low back pain secondary to a sprain dur-
ing football practice may be treated with a combination
of indirect myofascial release, muscle energy, and coun-
terstrain techniques every 2 to 3 days for 2 to 4 weeks.

Simple rules to guide the implementation of OMT
are best seen in the dose guidelines outlined in the
Foundations for Osteopathic Medicine (2). In general, one
must understand the nature of the dysfunction and the
other clinical manifestations being presented, the severity
and energy-depleting effects of the condition, the age of
the patient, and whether the condition is acute or chronic.
Common medical sense combined with a well-grounded
risk-benefit rationale should be the guiding principles.
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TECHNIQUE PRINCIPLES

Soft tissue technique is defined by the Education
Council on Osteopathic Principles (ECOP) as “a direct
technique, which usually involves lateral stretching, lin-
ear stretching, deep pressure, traction, and/or separa-
tion of muscle origin and insertion while monitoring
tissue response and motion changes by palpation; also
called myofascial technique” (1). Some aspects of soft
tissue techniques are similar to those of myofascial re-
lease in respect to the thermodynamic effects in altering
physical states (gel-sol) and causing tissue reactivity (fas-
cial creep). However, the specific manual methods by
which the physician causes these reactions are slightly
different. The most distinguishing aspects of soft tissue
technique as compared to myofascial release technique
are that with myofascial release technique the forces are
more deeply directed into the patient and that these
forces are implemented in a rhythmic, alternating (pres-
sure on, pressure off) fashion.

The forces should be directed deeply enough to en-
gage the tissue being treated, but at the same time the
treatment should be mildly to moderately introduced
and comfortably accepted by the patient. The only ex-
ception to this rule is the mbhibitory pressure style, in
which the physician may choose to use a constant,
deeply introduced force over some time (i.e., more than
30 seconds or until the tissue releases (as noted by an
increase in its length or decrease in its tension) (2).

TECHNIQUE CLASSIFICATION

Direct Technique

In direct technique, the myofascial tissues are moved
toward the restrictive barrier (tension, bind). To use di-
rect technique, the physician must understand the
anatomic relationship of the tissues being treated in

terms of musculotendinous origin and insertion, depth
of the muscle or fascia, and muscle type. The direction,
depth, and force of pressure will vary with the specific
area being treated because of normal anatomic changes
from region to region.

TECHNIQUE STYLES

Parallel Traction

In parallel traction, the myofascial structure being
treated is contacted at its origin and insertion, and the
treatment force is directed parallel to the musculotendi-
nous axis, causing an overall increase in length of the
structure. This may be done by directing a force with
the hand that is proximal to the origin, the hand that is
proximal to the insertion, or both hands moving oppo-
site each other at the same time. Each of these will
cause a relative increase in length of the myofascial tis-
sue being treated.

Perpendicular Traction

In perpendicular traction, the myofascial structure in
question is contacted at its midpoint between the origin
and insertion, and a perpendicular force is directed
away from the longitudinal axis.

Direct Inhibitory Pressure

In direct inhibitory pressure, the myofascial structure
being treated is contacted over the musculotendinous
portion of the hypertonic muscle, and a force is directed
into it. However, deep, specific pressure on the muscle
belly can cause painful side effects and bruising.
Therefore, the pressure should be directed at the ten-
don or musculotendinous junction.
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INDICATIONS

1. Use as part of the musculoskeletal screening exam-
ination to quickly identify regions of restricted mo-
tion, tissue texture changes, and sensitivity.

2. Reduce muscle hypertonicity, muscle tension, fas-
cial tension, and muscle spasm.

3. Stretch and increase elasticity of shortened, inelas-
tic, and/or fibrotic myofascial structures to improve
regional and/or intersegmental ranges of motion.

4. Improve circulation to the specific region being
treated by local physical and thermodynamic ef-
fects or by reflex phenomena to improve circulation
in a distal area (e.g., through somatic-somatic or
somatovisceral reflexes).

5. Increase venous and lymphatic drainage to de-
crease local and/or distal swelling and edema and
potentially improve the overall immune response.

6. Stimulate the stretch reflex in hypotonic muscles.
7. Promote patient relaxation.

8. Reduce patient guarding during implementation of
other osteopathic manipulative techniques or addi-
tional medical treatment.

9. Potentiate the effect of other osteopathic tech-
niques.

10. Improve the physician-patient relationship, as this
technique typically imparts a pleasant sensation to
the patient.

CONTRAINDICATIONS

Relative Contraindications

Use with caution, as common medical sense is the rule.
For example, in an elderly osteoporotic patient, the soft
tissue prone pressure technique may be contraindicated
over the thoracocostal and pelvic regions, but the lateral
recumbent methods can be more safely applied. Also,
contact and stretching over an acutely strained or
sprained myofascial, ligamentous, or capsular structure
may exacerbate the condition. Therefore, in these situ-
ations caution should prevail, and the soft tissue tech-
nique may be withheld until tissue disruption and
inflammation have stabilized.

Other precautions in the use of soft tissue technique:

1. Acute sprain or strain.

2. Fracture or dislocation.

3. Neurologic or vascular compromise.
4. Osteoporosis and osteopenia.

5. Malignancy. Most restrictions are for treatment in
the affected area of malignancy; however, care
should be taken in other distal areas depending on
type of malignancy and/or lymphatic involvement.

6. Infection (e.g., osteomyelitis).

Absolute Contraindications

None, as the physician may work proximal to the prob-
lem above or below the affected area and may alter the
patient’s position or technique to achieve some benefi-
cial effect.

GENERAL CONSIDERATIONS AND RULES

1. The patient should be comfortable and relaxed.

2. The physician should be in a position of comfort so
as to minimize energy expenditure and whenever
possible should use body weight instead of upper
extremity strength and energy.

3. Initially, forces must be of low intensity and applied
slowly and rhythmically. As heat develops and the
tissues begin to react, the pressure may be increased
if clinically indicated and well tolerated; however,
the cadence should remain slowly rhythmical.

4. The applied forces should always be comfortable
and not cause pain. A comfortable and pleasant ex-
perience is the intended effect.

5. Never direct forces directly into bone, and limit
pressure into the muscle belly.

6. As this is not a massage or friction technique, never
rub or irritate the patient’s skin by the friction of
your hands. The physician’s hand should carry the
skin with it and not slide across it when applying
the directed force.

7. Determine how you would like to employ the force:

a. By pushing or pulling perpendicular to cause
traction to the long axis of the musculotendi-
nous structure

b. By applying traction in a parallel direction to the
long axis, increasing the distance between the
origin and insertion of the muscle fibers
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CERVICAL REGION

Traction, Supine

1. The patient lies supine on the treatment table.
2. The physician sits or stands at the head of the table.

3. The physician’s one hand gently cradles the occiput FIGURE 7.1. Step 3, skeleton.
between the thumb and index finger. The physi-
cian’s other hand lies across the patient’s forehead
or grasps under the chin (Figs. 7.1 and 7.2). (Use cau-
tion in patients with temporomandibular joint
[TM]] dysfunctions.)

4. The physician exerts cephalad traction with both
hands with the head and neck in a neutral to
slightly flexed position to avoid extension. The
cradling hand must not squeeze the occiput, or the
occipitomastoid suture will be compressed (Fig. 7.3).

5. This tractional force is applied and released slowly.
It may be increased in amplitude as per patient tol-

e FIGURE 7.2. Step 3, patient.

6. This technique may also be performed using sus-
tained traction.

7. This technique may be performed for 2 to 5 min-
utes to achieve the desired effects. It may be espe-
cially helpful in patients with degenerative disk
disease.

8. In patients with TM]J dysfunction, it may be modi-
fied by placing the one hand on the forehead in-
stead of the mandible (Fig.7.4).

9. Tissue tension is reevaluated to assess the effective-
ness of the technique.

FIGURE 7.3. Step 4.

FIGURE 7.4. Step 8.



82 PART2 | OSTEOPATHIC MANIPULATIVE TECHNIQUES

CERVICAL REGION

Forward Bending (Forearm Fulcrum), Supine

1. The patient lies supine on the treatment table.
2. The physician is seated at the head of the table.

3. The physician gently flexes the patient’s neck with FIGURE 7.5. Step 3.
one hand while sliding the other hand palm down
under the patient’s neck and opposite shoulder (Fig.
15).

4. The physician gently rotates the patient’s head
along the physician’s forearm toward the elbow,
producing a unilateral stretch of the cervical par-
avertebral musculature (Fig. 7.6).

5. This stretch can be repeated as many times as nec-
essary to achieve the desired effect, usually 2 to 3
minutes.

6. This procedure is reversed to treat the opposite side
of the patient’s neck; or the physician’s hand that
was on the table can be lifted onto the patient’s FIGURE 7.6. Step 4, rotation right.
shoulder (Fig.7.7) and steps 4 and 5 can be repeated
in the opposite direction (Fig. 7.8).

7. Tissue tension is reevaluated to assess the effective-
ness of the technique.

FIGURE 7.7. Step 6, neutral.

FIGURE 7.8. Step 6, rotation left.



CHAPTER7 | SOFT TISSUE TECHNIQUES 83

CERVICAL REGION

Forward Bending (Bilateral Fulcrum), Supine

1. The patient lies supine on the treatment table.
2. The physician is seated at the head of the table.

3. The physician’s arms are crossed under the pa- FIGURE 7.9. Step 3.
tient’s head and the physician’s hands are placed
palm down on the patient’s anterior shoulder re-
gion (Fig. 7.9).

4. The physician’s forearms gently flex the patient’s
neck, producing a longitudinal stretch of the cervi-
cal paravertebral musculature (Fig. 7.10).

5. This technique may be performed in a gentle,
rhythmic fashion or in a sustained manner.

6. Tissue tension is reevaluated to assess the effective-
ness of the technique.

FIGURE 7.10. Step 4.
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CERVICAL REGION

Contralateral Traction, Supine

. The patient lies supine on the treatment table.

. The physician stands at the side of the table oppo-

site the side to be treated.

. The physician’s caudad hand reaches over and

around the neck to touch with the pads of the fin-
gers the patient’s cervical paravertebral muscula-
ture on the side opposite the physician (Fig. 7.11).

. The physician’s cephalad hand lies on the patient’s

forehead to stabilize the head (Fig. 7.12).

. Keeping the caudad arm straight, the physician

gently draws the paravertebral muscles ventrally
(white arrow, Fig. 7.13), producing minimal extension
of the cervical spine.

. This technique may be performed in a gentle,

rhythmic, and kneading fashion or in a sustained
manner.

. Tissue tension is reevaluated to assess the effective-

ness of the technique.

FIGURE 7.11. Step 3.

FIGURE 7.12. Step 4.

FIGURE 7.13. Step 5.
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CERVICAL REGION

Cradling with Traction, Supine

1. The patient lies supine on the treatment table.
2. The physician sits at the head of the table.

3. The physician’s fingers are placed under the pa- FIGURE 7.14. Step 3.
tient’s neck bilaterally, with the fingertips lateral to
the cervical spinous processes and the finger pads
touching the paravertebral musculature overlying
the articular pillars (Fig. 7.14).

4. The physician exerts a gentle to moderate force,
ventrally to engage the soft tissues and cephalad to
produce a longitudinal tractional effect (stretch)
(Figs. 7.15 and 7.16).

5. This traction on the cervical musculature is slowly
released.

6. The physician’s hands are repositioned to contact
different levels of the cervical spine, and steps 4 and
5 are performed to stretch various portions of the FIGURE 7.15. Step 4.
cervical paravertebral musculature.

7. This technique may be performed in a gentle rhyth-
mic and kneading fashion or in a sustained manner.

8. Tissue tension is reevaluated to assess the effective-
ness of the technique.

FIGURE 7.16. Step 4.
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CERVICAL REGION

Suboccipital Release, Supine

1. The patient lies supine on the treatment table.

2. The physician sits at the head of the table.

3. The physician’s finger pads are placed palm up be-
neath the patient’s suboccipital region, in contact
with the trapezius and its immediate underlying

musculature (Fig. 7.17).

4. The physician slowly and gently applies pressure
upward into the tissues for a few seconds and then

releases the pressure (Figs. 7.18 and 7.19).

5. This pressure may be reapplied and released slowly
and rhythmically until tissue texture changes occur
ar for 2 minutes. The pressure may also be contin-
ued in a more constant inhibitory style for 30 sec-

onds to 1 minute.

FIGURE 7.17. Step 3.

FIGURE 7.18. Step 4.

FIGURE 7.19. Step 4.
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CERVICAL REGION

Rotation, Supine

1. The patient lies supine on the treatment table.
2. The physician sits at the head of the table.

3. The physician’s cupped hands (palmar aspect) are FIGURE 7.20. Step 3.
placed to each side of the patient’s temporo-
mandibular region, making sure to not compress
over the external acoustic meatus (Fig. 7.20).

4. The physician gently and slowly axially rotates the
patient’s head to the left to the restrictive barrier at
its passive tolerable elastic limit and holds this po-
sition for 3 to 5 seconds (Fig. 7.21).

5. The physician then slowly rotates the head to the
right restrictive barrier at its passive tolerable elas-
tic limit and holds this position for 3 to 5 seconds
(Fig. 7.22).

6. This is repeated to each side until release of tissue
tension and/or improvement of range of motion. FIGURE 7.21. Step 4.

FIGURE 7.22. Step 5.
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CERVICAL REGION

Supine, Forefingers Cradling

1. The patient lies supine on the treatment table.
2. The physician sits or stands at the head of the table.

3. The physician’s hands cradle the temporal regions FIGURE 7.23. Step 3.
(avoiding pressure over the ears) with the fingers
over the cervical paraspinal tissues, proximal to the
articular processes (Fig. 7.23).

4. The patient’s head is bent slightly backward (ex-
tended) and taken through a progression of side
bending and rotation to one side and then the other
with continuing pressure from the finger pads on
the posterior cervical tissues (Figs. 7.24 and 7.25).

5. This is repeated in a slow, rhythmic manner until
release of tissue tension and/or improvement of
range of motion. Normally, this takes between 2
and 3 minutes.

FIGURE 7.24. Step 4.

FIGURE 7.25. Step 4.
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CERVICAL REGION
Thumb Rest, Supine

1. The patient lies supine on the treatment table with
or without a pillow under the head.

2. The physician sits or stands at the head of the table.
FIGURE 7.26. Step 3.

3. The thumb and forefinger of one of the physician’s
hands cups the posterior cervical area palm up (Fig.
1.26).

4. The physician’s other hand is placed over the tem-
poral and frontal regions of the patient’s head and
gently brings the head into slight backward bending
(extension) and rotation against the thumb (Figs. 7.27
and 7.28).

5. The motion is very slight.

6. Tension (pressure) is relaxed slowly and reapplied
slowly.

7. The pressure may be reversed to the other side. FIGURE 7.27. Step 4

FIGURE 7.28. Step 4.
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CERVICAL REGION

Coupling with Shoulder Block, Supine

. The patient lies supine on the treatment table and

the physician stands or sits at the head of the table.

. The physician places one hand on top of the pa-

tient’s acromioclavicular joint on the side to be
treated (Fig. 7.29).

. The physician’s other hand crosses the midline to

control the patient’s head from that same side and
gently pushes the head toward the opposite side
(Fig. 7.30).

. The physician moves the head until meeting the re-

strictive barrier at its passive tolerable elastic limit
and holds this position for 3 to 5 seconds and then
slowly returns the head to neutral.

. This is repeated rhythmically and gently until re-

lease of tissue tension and/or improvement in range
of motion.

. The physician’s hands may be reversed and the

process repeated on the opposite side.

FIGURE 7.29. Step 2.

FIGURE 7.30. A. Steps 3 and 4, anterior head control.

FIGURE 7.30. B. Steps 3 and 4, alternate, posterior
head control.
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CERVICAL REGION

Lateral Traction, Seated (Example: Left
Cervical Paravertebral Muscle Hypertonicity,
Fascial Inelasticity, and Others)

1. The patient is seated on the treatment table.

2. The physician stands behind and to the right side
of the patient with the patient resting comfortably

against the physician’s chest. FIGURE 7.31. Step 3.

3. The physician’s right cupped hand and forearm are
passed under the patient’s chin so as to gently
touch the patient’s left periauricular region (Fig.
131).

4. The physician’s left hand is placed on top of the pa-
tient’s left shoulder at the superior trapezius and
supraclavicular region (Fig. 7.32).

5. The physician’s right hand gently rotates the pa-
tient’s head to the right and exerts a gentle cepha-
lad traction while the left hand maintains a gentle
caudad counterforce on the left shoulder (Fig. 7.33).

6. This technique may be performed in a gentle, FIGURE 7.32. Step 4.
rhythmic fashion or in a sustained manner.

7. If indicated, the technique may be reversed to treat
the opposite side.

8. Tissue tension is reevaluated to assess the effective-
ness of the technique.

FIGURE 7.33. Step 5.

SOFT TISSUE TECHNIQUES
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CERVICAL REGION

Sitting Traction (Example, Using Right Knee)

. The patient is seated on the treatment table.

. The physician stands behind and to the left of the

patient.

. The physician’s right foot is placed on the table

with the right knee and hip flexed.

. The physician’s right elbow is placed on the right

thigh.

. The physician’s right hand cradles the occiput with

the thumb and index finger while the left hand
holds the patient’s forehead (Figs. 7.34 and 7.35).

. The physician slowly elevates the right thigh and

knee by lifting the heel of the right foot (plantar-
flexing foot), thereby producing cervical traction
(Fig. 7.36).

. The traction is released when the physician slowly

returns the right heel to its original position (Fig.
1.37).

. This technique may be performed in a gentle,

rhythmic fashion or in a sustained manner.

. Tissue tension is reevaluated to assess the effective-

ness of the technique.

FIGURE 7.34. Step 5.

FIGURE 7.35. Step 5, alternative hand position.

FIGURE 7.36. Step 6.

FIGURE 7.37. Step 7.
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CERVICAL REGION
Head and Chest Position, Seated

1. The patient is seated on the treatment table.

2. The physician stands facing the patient with one leg

in front of the other for balance.
FIGURE 7.38. Step 3.

3. The patient’s frontal bone (forehead) is placed
against the physician’s infraclavicular fossa or ster-
num (Fig. 7.38).

4. The pads of the physician’s fingers contact the me-
dial aspect of the cervical paravertebral muscula-
ture overlying the articular pillars (Fig. 7.39).

5. The physician leans backward, drawing the patient
toward the physician. This causes the physician’s
hands to engage the soft tissues, exerting a gentle
ventral force with concomitant cephalad traction.
This produces a longitudinal tractional effect
(stretch) (Fig. 7.40).

6. This technique may be performed in a gentle, FIGURE 7.39. Step 4.
rhythmic, and kneading fashion or in a sustained
manner.

7. Tissue tension is reevaluated to assess the effective-
ness of the technique.

FIGURE 7.40. Step 5.
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Prone Pressure

10.

. The patient is prone, preferably with the head

turned toward the physician. (If the table has a face
hole, the head may be kept in neutral.)

. The physician stands at the side of the table oppo-

site the side to be treated.

. The physician places the thumb and thenar emi-

nence of one hand on the medial aspect of the pa-
tient’s thoracic paravertebral musculature overlying
the transverse processes on the side opposite the
physician (Fig. 7.41).

. The physician places the thenar eminence of the

other hand on top of the abducted thumb of the
bottom hand or over the hand itself (Fig. 7.42).

. Keeping the elbows straight and using body weight,

the physician exerts a gentle force ventrally (down-
ward) to engage the soft tissues, and then laterally,
perpendicular to the thoracic paravertebral muscu-
lature (Fig. 7.43).

. This force is held for a few seconds and is slowly re-

leased.

. Steps 5 and 6 can be repeated several times in a

gentle, rhythmic, and kneading fashion.

. The physician’s hands are repositioned to contact

different levels of the thoracic spine, and steps 5 to
7 are performed to stretch various portions of the
thoracic paravertebral musculature.

. This technique may also be performed using deep,

sustained pressure.

Tissue tension is reevaluated to assess the effective-
ness of the technique.

FIGURE 7.41. Step 3.

FIGURE 7.42. Step 4.

FIGURE 7.43. Step 5.
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Prone Pressure With Two Hands (Catwalk)

1. The patient is prone on the treatment table, prefer-
ably with the head turned toward the physician. (If

the table has a face hole, the head may be kept in
neutral). FIGURE 7.44. Step 3.

2. The physician stands at the side of the table, oppo-
site the side to be treated.

3. The physician’s hands are placed palm down side
by side on the medial aspect of the patient’s tho-
racic paravertebral musculature overlying the trans-
verse processes on the side opposite the physician
(Fig. 7.44).

4. The physician adds enough downward pressure to
engage the underlying fascia and musculature with
the caudal hand (Fig. 7.45).

5. The physician adds lateral pressure, taking the myo-
fascial structures to their comfortable elastic limit FIGURE 7.45. Step 4.
(Fig. 7.46).

6. This force is held for several seconds and then
slowly released.

7. As the pressure is being released with the caudal
hand, the physician’s cephalad hand begins to add
a downward lateral force (Fig. 7.47).

8. The combination of downward and lateral forces
and the release of this pressure is alternately ap-
plied between the two hands.

9. The downward and lateral pressure directed by
each hand should be rhythmically applied for sev-

1 '
eral seconds FIGURE 7.46. Step 5.

FIGURE 7.47. Step 7.
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Prone Pressure with Counterpressure

. The patient lies prone on the treatment table,

preferably with the head turned toward the physi-
cian. (If the table has a face hole, the head may be
kept in neutral.)

. The physician stands at either side of the table.

. The physician places the thumb and thenar emi-

nence of the caudad hand on the medial aspect of
the patient’s thoracic paravertebral musculature
overlying the transverse processes on the side oppo-
site the physician with the fingers pointing cephalad.

. The physician places the hypothenar eminence of

the cephalad hand on the medial aspect of the pa-
tient’s paravertebral musculature overlying the tho-
racic transverse processes, ipsilateral to the side on
which the physician is standing, with the fingers
pointing caudad (Figs. 7.48 and 7.49).

. The physician exerts a gentle force with both

hands, ventrally to engage the soft tissues and then
in the direction the fingers of each hand are point-
ing, creating a separation and distraction effect (Fig.
7.50).

. The degree of ventral force and longitudinal stretch

exerted varies according to the patient’s condition
(e.g., severe osteoporosis), as rib cage trauma can
occur.

. This technique may be performed in a gentle,

rhythmic, and kneading fashion or using a deep,
sustained pressure.

. The physician’s hands may be lifted and reposi-

tioned at remaining levels of dysfunction and the
cephalad and caudad positions may be reversed.

. Tissue tension is reevaluated to assess the effective-

ness of the technique.

FIGURE 7.48. Step 4.

FIGURE 7.49. Step 4.

FIGURE 7.50. Step 5.
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Side Leverage, Lateral Recumbent

1. The patient lies in the lateral recumbent (side
lying) position, treatment side down.

2. The physician is seated on the side of the table, fac-

ing the patient. FIGURE 7.51. Step 3.

3. The physician reaches over the patient’s shoulder
with the caudad hand and places the thumb and
thenar eminence on the medial aspect of the para-
vertebral muscles overlying the upper thoracic
transverse processes at the side on which the pa-
tient is lying (Fig. 7.51).

4. The physician reaches under the patient’s face with
the cephalad hand and contacts the periauricular
region, cradling the head (Fig. 7.52).

5. The physician’s caudad hand exerts a gentle force
ventrally and laterally to engage the soft tissues
while the cephalad hand gently lifts the head to FIGURE 7.52. Step 4.
produce cervical and upper thoracic side bending.
The physician may add slight flexion until meeting
the comfortable elastic limit of the tissues (Fig. 7.53).

6. Step 5 can be repeated several times in a gentle,
rhythmic, and kneading fashion or using deep, sus-
tained pressure.

7. The physician’s caudad hand is repositioned to
contact different levels of the upper thoracic spine
and steps 5 and 6 are performed to stretch various
portions of the upper thoracic paravertebral mus-
culature (Fig. 7.54).

FIGURE 7.53. Step 5.

FIGURE 7.54. Step 7.
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Bilateral Thumb Pressure, Prone

. The patient lies prone on the treatment table,

preferably with the head turned toward the physi-
cian. (If the table has a face hole, the head may be
kept in neutral.) The physician stands at the head of
the table.

. The physician’s thumbs bilaterally contact the

paravertebral musculature overlying the transverse
processes of T1 with the fingers fanned out laterally
(Fig. 7.55).

. The physician’s thumbs exert a gentle ventral force

to engage the soft tissues and add a caudal and
slightly lateral force until meeting the comfortable
elastic limits of the tissues (Fig. 7.56). Do not rub the
skin, as it may be irritated.

. This stretch is held for several seconds, then slowly

released. Repeat in a gentle, rhythmic, and knead-
ing fashion.

. The thumbs are repositioned over the transverse

processes of each thoracic segment (T2,T3, and so
on to T'12) continuing this rhythmic kneading pro-
cedure to the apex of the thoracic kyphosis (usually
T7-T8).

. The physician then moves to the level of the pa-

tient’s pelvis and faces the patient’s head. The
physician’s thumbs are placed paraspinally over the
transverse processes of T'12 pointing cephalad with
the fingers fanned out laterally (Fig. 7.57).

. The physician repeats the kneading procedure from

T12toT1 or uses deep sustained pressure (Fig. 7.58).

. The tissue tension is reevaluated to assess the effec-

tiveness of the technique.

FIGURE 7.55. Step 2.

FIGURE 7.56. Step 3.

FIGURE 7.57. Step 6.

FIGURE 7.58. Step 7.
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Trapezius, Inhibitory Pressure, Supine

1. The patient lies supine on the treatment table.
2. The physician sits at the head of the table.

3. The physician’s hands are placed on each trapezius FIGURE 7.59. Step 3.

so that the thumbs (pads up) lie approximately two
thumb’s-breadths inferior to the posterior border of
the trapezius and the index and third digits (pads
down) rest on the anterior border of the trapezius
two finger’s-breadths inferiorly (Fig. 7.59). The
thumbs and finger pads may be reversed in position
if this is more comfortable for the physician (Fig.
7.60).

4. The physician slowly adds a squeezing force on the
trapezius between the thumbs and fingers (Fig. 7.61).

5. This pressure is held until tissue texture changes
are palpated or for 1 to 2 minutes.

FIGURE 7.60. Step 3, alternative position.

FIGURE 7.61. Step 4.
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Upper Thoracic with Shoulder Block, Lateral

Recumbent

10.

. The patient lies in the lateral recumbent position

with the side to be treated up.

. The physician stands at the side of the table, facing

the patient.

. The physician’s caudad hand is passed under the

patient’s arm, with the pads of the fingers on the
medial aspect of the patient’s paravertebral muscles
overlying the thoracic transverse processes (Fig. 7.62).

. The physician’s cephalad hand contacts the ante-

rior portion of the shoulder to provide an effective
counterforce (Fig.7.63). Note: The patient’s arm may
be flexed approximately 120 degrees and draped
over the physician’s shoulder-contacting arm as
needed (Fig. 7.64).

. The physician’s caudad hand exerts a gentle force,

ventrally to engage the soft tissues and laterally to
create a perpendicular stretch of the thoracic para-
vertebral musculature (Fig. 7.65).

. This stretch is held for a few seconds and is then

slowly released.

. Steps 5 and 6 are repeated in a gentle, rhythmic,

and kneading fashion.

. The physician’s caudad hand is repositioned to an-

other affected level of the thoracic spine and steps
5 to 7 are performed at each affected level.

. This technique may also be performed using deep,

sustained pressure.

Tissue tension is reevaluated to assess the effective-
ness of the technique.

FIGURE 7.62. Step 3.

FIGURE 7.63. Step 4.

FIGURE 7.64. Step 4, alternative position.

FIGURE 7.65. Step 5.
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Lower Thoracics Under the Shoulder, Lateral
Recumbent

1. The patient is in a lateral recumbent position with
the side to be treated up.

2. The physician stands at the side of the table, facing

the front of the patient. FIGURE 7.66. Step 3.

3. The physician reaches both hands under the pa-
tient’s arm, with the pads of the fingers contacting
the medial aspect of the patient’s paravertebral
muscles, overlying the thoracic transverse processes
(Figs. 7.66 and 7.67).

4. The physician’s hands exert a gentle force ventrally
to engage the soft tissues and laterally to create a
perpendicular stretch of the thoracic paravertebral
musculature (Fig. 7.68).

5. This stretch is held for a few seconds and is slowly
released.

6. Steps 4 and 5 are repeated in a gentle, rhythmic, FIGURE 7.67. Step 3.
and kneading fashion.

7. The physician’s hands are repositioned to another
affected level of the thoracic spine and steps 4 to 6
are performed to stretch various portions of the
thoracic paravertebral musculature.

8. This technique may also be performed using deep,
sustained pressure.

9. Tissue tension is reevaluated to assess the effective-
ness of the technique.

FIGURE 7.68. Step 4.
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Over and Under Technique, Seated

1. The patient is seated with the arms crossed and the
thumbs hooked into the antecubital fossae (Fig.7.69).

2. The physician stands facing the patient.
FIGURE 7.69. Step 1.

3. The physician’s hands reach under the patient’s
forearms and over the patient’s shoulders, allowing
the patient’s forehead to rest on the forearms.

4. The pads of the physician’s fingers contact the
upper thoracic paravertebral musculature overlying
the transverse processes (Fig. 7.70).

5. With one leg slightly behind the other for balance,
the physician leans backward and draws the patient
forward. The physician simultaneously raises the
patient’s forearms, using them as a lever, producing
minimal thoracic extension (Fig. 7.71).

6. The pads of the physician’s fingers exert a gentle
ventral and cephalad force to engage the soft tis- FIGURE 7.70. Step 4.
sues, producing a longitudinal stretch of the tho-
racic paravertebral musculature (Fig. 7.72).

7. Steps 5 and 6 may be repeated several times in a
gentle, rhythmic, and kneading fashion or using
deep, sustained pressure.

8. Tissue tension is reevaluated to assess the effective-
ness of the technique.

FIGURE 7.71. Step 5.

FIGURE 7.72. Step 6.
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Midthoracic Extension, Seated

1. The patient is seated on the end of the table with
the hands clasped behind the neck.

2. The physician stands at the side of the patient.
FIGURE 7.73. Step 4.

3. The physician reaches under the patient’s upper
arms and grasps the patient’s far elbow. The pa-
tient’s other elbow rests on the physician’s forearm
near the antecubital fossa.

4. With the fingers pointing cephalad, the physician’s
other hand is cupped over the thoracic spinous
processes, contacting the paravertebral muscula-
ture of one side with the thenar eminence and the
other side with the hypothenar eminence (Figs. 7.73
and 7.74).

5. The physician exerts a gentle force ventrally and
cephalad, engaging the soft tissues to produce a
longitudinal stretch while the OthEI.' hand elevate§ FIGURE 7.74. Step 4.
the patient’s elbows to produce minimal thoracic
extension (Fig. 7.75). CAUTION: DO NOT push directly
down on the spinous processes or hyperextend the tho-
racic spine.

6. This technique may be performed in a gentle,
rhythmic fashion or with deep, sustained pressure.

7. The physician’s dorsal hand is repositioned at dif-
ferent levels of the thoracic spine and steps 5 and 6
are performed to stretch various portions of the
thoracic paravertebral musculature.

8. Tissue tension is reevaluated to assess the effective-
ness of the technique.

FIGURE 7.75. Step 5.
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Rib Raising, Supine Extension

This procedure is commonly used in the postoperative
setting to treat the somatic components of visceroso-
matic reflexes (postsurgical paralytic ileus).

1.

The patient is supine on the treatment table or hos-
pital bed and the physician is seated on the side to
be treated.

. The physician’s hands (palms up) reach under the

patient’s thoracic spine (Fig. 7.76) with the pads of
the fingers on the patient’s thoracic paravertebral
musculature between the spinous and transverse
processes on the side closest to the physician (Fig.
1.77).

. The physician exerts a gentle force ventrally to en-

gage the soft tissues and laterally perpendicular to
the thoracic paravertebral musculature. This is fa-
cilitated by a downward pressure through the el-
bows on the table, creating a fulcrum to produce a
ventral lever action at the wrists and hands, engag-
ing the soft tissues. The fingers are simultaneously
drawn toward the physician, producing a lateral
stretch perpendicular to the thoracic paravertebral
musculature (Fig. 7.78).

. This stretch is held for several seconds and is slowly

released.

. Steps 3 and 4 are repeated several times in a gentle,

rhythmic, and kneading fashion.

. The physician’s hands are repositioned to contact

the different levels of the thoracic spine and steps 3
to 6 are performed to stretch various portions of
the thoracic paravertebral musculature.

. This technique may also be performed using deep,

sustained pressure.

. Tissue tension is reevaluated to assess the effective-

ness of the technique.

FIGURE 7.76. Step 2.

FIGURE 7.77. Step 2.

FIGURE 7.78. Step 3.
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Prone Pressure

10.

. The patient is prone, with the head turned toward

the physician. (If the table has a face hole, keep the
head in neutral.)

. The physician stands at the side of the table oppo-

site the side to be treated (Fig. 7.79).

. The physician places the thumb and thenar emi-

nence of one hand on the medial aspect of the pa-
tient’s lumbar paravertebral musculature overlying
the transverse processes on the side opposite the
physician (Fig. 7.80).

. The physician places the thenar eminence of the

other hand on the abducted thumb of the bottom
hand (Fig. 7.81).

. Keeping the elbows straight and using body weight,

the physician exerts a gentle force ventrally to en-
gage the soft tissues and laterally perpendicular to
the lumbar paravertebral musculature (Fig. 7.82).

. This force is held for several seconds and is slowly

released.

. Steps 5 and 6 can be repeated several times in a

gentle, rhythmic, and kneading fashion.

. The physician’s hands are repositioned to contact

different levels of the lumbar spine, and steps 5 to
7 are performed to stretch various portions of the
lumbar paravertebral musculature.

. This technique may also be performed using deep,

sustained pressure.

Tissue tension is reevaluated to assess the effective-
ness of the technique.
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FIGURE 7.79. Step 2.

FIGURE 7.80. Step 3.

FIGURE 7.81. Step 4.

FIGURE 7.82. Step 5.
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Prone Traction

. The patient is prone with the head turned toward

the physician. (If the table has a face hole, keep the
head in neutral.)

. The physician stands at the side of the table at the

level of the patient’s pelvis.

. The heel of the physician’s cephalad hand is placed

over the base of the patient’s sacrum with the fin-
gers pointing toward the coccyx (Fig. 7.83).

. The physician does one or both of the following:

a.The physician’s caudad hand is placed over the
lumbar spinous processes with the fingers point-
ing cephalad, contacting the paravertebral soft
tissues with the thenar and hypothenar emi-
nences (Fig. 7.84)

b. The hand may be placed to one side of the spine,
contacting the paravertebral soft tissues on the
far side of the lumbar spine with the thenar emi-
nence or the near side with the hypothenar emi-
nence.

. The physician exerts a gentle force with both hands

ventrally to engage the soft tissues and to create a
separation and distraction effect in the direction the
fingers of each hand are pointing (Fig. 7.85). Do not
push directly down on the spinous processes.

. This technique may be applied in a gentle, rhyth-

mic, and kneading fashion ar using deep, sustained
pressure.

. The physician’s caudad hand is repositioned at

other levels of the lumbar spine and steps 4 to 6 are
repeated.

. Tissue tension is reevaluated to assess the effective-

ness of the technique.

FIGURE 7.83. Step 3.

FIGURE 7.84. Step 4a.

FIGURE 7.85. Step 5.
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Bilateral Thumb Pressure, Prone

1. The patient is prone, with the head turned toward
the physician. (If the table has a face hole, keep the
head in neutral.)

2. The physician stands at the side of the table at the FIGURE 7.86. Step 4.

level of the patient’s thighs or knees.

3. The physician’s thumbs are placed on both sides of
the spine, contacting the paravertebral muscles
overlying the transverse processes of L5 with the
fingers fanned out laterally (Fig. 7.86).

4. The physician’s thumbs exert a gentle force ven-
trally to engage the soft tissues cephalad, and later-
ally until the barrier or limit of tissue motion is
reached (Fig. 7.87). Note: Do not rub the skin with
your thumbs, as this will irritate or chafe it.

5. This stretch is held for several seconds, is slowly re-
leased, and is then repeated in a gentle, rhythmic, FIGURE 7.87. Step 4
and kneading fashion. o '

6. The physician’s thumbs are repositioned over the
transverse processes of each lumbar segment (L4,
L3, L2, then L.1) and steps 4 and 5 are repeated to
stretch the various portions of the lumbar paraver-
tebral musculature.

7. This technique may also be performed using deep,
sustained pressure.

8. Tissue tension is reevaluated to assess the effective-
ness of the technique.
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Scissors Technique, Prone

10.

11.

. The patient is prone, with the head turned toward

the physician. (If the table has a face hole, keep the
head in neutral.)

. The physician stands at the side of the table oppo-

site the side to be treated (Fig.7.88).

. On the side to be treated, the physician’s caudad

hand reaches over to grasp the patient’s leg proxi-
mal to the knee or at the tibial tuberosity (Fig. 7.89).

. The physician lifts the patient’s leg, extending the

hip and adducting it toward the other leg to pro-
duce a scissors effect (Fig. 7.90).

. The physician’s caudad hand may be placed under

the far leg and then over the proximal leg so that
the patient’s leg can support the physician’s fore-
arm.

. The physician places the thumb and thenar emi-

nence of the cephalad hand on the patient’s para-
vertebral musculature overlying the lumbar trans-
verse processes to direct a gentle force ventrally and
laterally to engage the soft tissues while simultane-
ously increasing the amount of hip extension and
adduction (Fig. 7.91).

. This force is held for several seconds and is slowly

released.

. Steps 6 and 7 are repeated several times in a slow,

rhythmic, and kneading fashion.

. The physician’s cephalad hand is then repositioned

to contact other levels of the lumbar spine and steps
6 to 8 are performed to stretch the various portions
of the lumbar paravertebral musculature.

This technique may also be performed using deep,
sustained pressure.

Tissue tension is reevaluated to assess the effective-
ness of the technique.

FIGURE 7.88. Step 4.

FIGURE 7.89. Step 4.

FIGURE 7.90. Step 5.

FIGURE 7.91. Step 5.
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Prone Pressure with Counterleverage

10.

. The patient is prone with the head turned toward

the physician. (If the table has a face hole, keep the
head in neutral.)

. The physician stands at the side of the table oppo-

site the side to be treated (Fig. 7.92).

. The physician places the thumb and thenar emi-

nences of the cephalad hand on the medial aspect
of the paravertebral muscles overlying the lumbar
transverse processes on the side opposite the physi-
cian.

. The gphysician’s caudad hand contacts the patient’s

anterior superior iliac spine on the side to be
treated and gently lifts toward the ceiling (Fig. 7.93).

. To engage the soft tissues, the physician’s cephalad

hand exerts a gentle force ventrally and laterally,
perpendicular to the lumbar paravertebral muscu-
lature (Fig. 7.94).

. This force is held for several seconds and is slowly

released.

. Steps 4 to 6 are repeated several times in a slow,

rhythmic, and kneading fashion.

. The physician’s cephalad hand is then repositioned

to contact different levels of the lumbar spine and
steps 4 to 6 are performed to stretch various por-
tions of the lumbar paravertebral musculature.

. This technique may also be performed using deep,

sustained pressure.

Tissue tension is reevaluated to assess the effective-
ness of the technique.

CHAPTER 7

FIGURE 7.92. Step 2.

FIGURE 7.93. Step 4.

FIGURE 7.94. Step 5.
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Lateral Recumbent Position

. The patient lies in the lateral recumbent position

with the treatment side up.

. The physician stands at the side of the table, facing

the front of the patient.

. The patient’s knees and hips are flexed, and the

physician’s thigh is placed against the patient’s in-
frapatellar region (Fig. 7.95).

. The physician reaches over the patient’s back and

places the pads of the fingers on the medial aspect
of the patient’s paravertebral muscles overlying the
lumbar transverse processes (Fig. 7.96).

. To engage the soft tissues, the physician exerts a

gentle force ventrally and laterally to create a per-
pendicular stretch of the lumbar paravertebral
musculature (Fig. 7.97).

. While the physician’s thigh against the patient’s

knees may simply be used for bracing, it may also
be flexed to provide a combined bowstring and lon-
gitudinal traction force on the paravertebral mus-
culature. This technique may be applied in a gentle
rhythmic and kneading fashion or with deep, sus-
tained pressure.

. This technique may be modified by bracing the an-

terior superior iliac spine with the caudad hand
while drawing the paravertebral muscles ventrally
with the cephalad hand (Fig.7.98).

. The physician’s hands are repositioned to contact

different levels of the lumbar spine and steps 4 to 6
are performed to stretch various portions of the
lumbar paravertebral musculature.

. Tissue tension is reevaluated to assess the effective-

ness of the technique.

FIGURE 7.95. Step 3.

FIGURE 7.96. Step 4.

FIGURE 7.97. Step 5.

FIGURE 7.98. Step 7.
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Supine Extension

10.

. The patient is supine. (The patient’s hips and knees

may be flexed for comfort.)

. The physician is seated at the side to be treated.

. The physician’s hands (palms up) reach under the

patient’s lumbar spine, with the pads of the physi-
cian’s fingers on the patient’s lumbar paravertebral
musculature between the spinous and transverse
processes on the side closest the physician (Figs. 7.99
and 7.100).

. To engage the soft tissues, the physician exerts a

gentle ventral and lateral force perpendicular to the
thoracic paravertebral musculature. This is facili-
tated by downward pressure through the elbows on
the table, creating a fulcrum to produce a ventral
lever action at the wrists and hands (Fig. 7.101).

. The fingers are simultaneously drawn toward the

physician, producing a lateral stretch perpendicular
to the thoracic paravertebral musculature.

. This stretch is held for several seconds and is slowly

released.

. Steps 4 to 6 are repeated several times in a gentle,

rhythmic, and kneading fashion.

. The physician’s hands are repositioned to contact

the different levels of the lumbar spine and steps 4
to 6 are performed to stretch various portions of
the lumbar paravertebral musculature.

. This technique may also be performed using deep,

sustained pressure.

Tissue tension is reevaluated to assess the effective-
ness of the technique.

CHAPTER 7

FIGURE 7.99. Step 4.

FIGURE 7.100. Step 4.

FIGURE 7.101. Step 5.
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Long-Lever Counterlateral with Knees,
Supine

1. The patient lies supine on the treatment table.

2. The physician’s caudad hand flexes the patient’s

hips and knees to approximately 90 degrees each
(Fig. 7.102). FIGURE 7.102. Step 2.

3. The physician’s cephalad hand reaches over the pa-
tient and under the patient’s lumbar region in the
area of the dysfunction.

4. The physician controls the patient’s lower extremi-
ties bilaterally at the tibial tuberosities and slowly
moves the knees laterally away from the physician
(Fig. 7.103).

5. As the patient’s knees are moved away from the
physician, the physician monitors the tension di-
rected into the paravertebral lumbar tissues.

6. The physician then gently but {irmly pulls upward
(anteriorly) into the patient’s paraspinal tissues FIGURE 7.103. Step 4.
until the comfortable elastic limits of the tissues are
met (Fig. 7.104).

7. The physician next moves the patient’s knees
slightly farther away, holds this position for several
seconds, and then slowly releases the pressure (Fig.
7.105).

8. This is repeated in a rhythmic, alternating pressure
and release fashion until the tissue tension is re-
leased or up to 2 minutes.

FIGURE 7.104. Step 6.

FIGURE 7.105. Step 7.



LUMBAR REGION

Left, Lumbar Paravertebral Muscle Spasm,
Myofascial Hypertonicity, Seated

10.

. The patient is seated on the end of the table with

the physician standing behind the patient and to
the right side, opposite the dysfunction.

. The patient is instructed to place the left hand be-

hind the neck and grasp the left elbow with the
right hand. The physician’s right hand reaches
under the patient’s right axilla and grasps the pa-
tient’s left upper arm (Fig. 7.106).

. The physician’s left thumb and thenar eminence

are placed on the medial aspect of the patient’s left
paravertebral musculature overlying the lumbar
transverse processes (Fig. 7.107).

. The patient is instructed to lean forward and relax,

allowing the body weight to rest onto the physi-
cian’s right arm.

. To engage the soft tissues, the physician’s left hand

directs a gentle ventral and lateral force to create a
perpendicular stretch while rotating the patient to
the right with the physician’s right arm and hand
(Fig. 7.108).

. This stretch is held for several seconds and is slowly

released.

. Steps 5 and 6 are repeated several times in a gentle,

rhythmic, and kneading fashion.

. The physician’s left hand is repositioned to contact

remaining dysfunctional levels of the lumbar spine
and steps 5 to 7 are repeated.

. This technique may also be performed using deep,

sustained pressure.

Tissue tension is reevaluated to assess the effective-
ness of the technique.

CHAPTER 7

FIGURE 7.106. Step 2.

FIGURE 7.107. Step 3.

FIGURE 7.108. Step 5.

SOFT TISSUE TECHNIQUES
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TECHNIQUE PRINCIPLES

Ward describes myofascial release technique as “de-
signed to stretch and reflexly release patterned soft tis-
sue and join-related restrictions” (1). This style of
osteopathic manipulation has historical ties to early os-
teopathic manipulative treatment and soft tissue tech-
nique, but Ward combined principles of many other
techniques to develop a distinct technique, even though
its roots may go back to early osteopathic physicians
(2). The Education Council on Osteopathic Principles
has defined myofascial release technique as a “system of
diagnosis and treatment first described by Andrew
Taylor Still and his early students, which engages con-
tinual palpatory feedback to achieve release of myofas-
cial tissues” (1). In comparing this technique to other
osteopathic techniques (especially for soft tissue), it is
obvious that hand placement and force vector direc-
tions are similar and that the principles used to affect
the various anatomic tissue types, muscle origins and
insertions, and so on are also important in this style.
Whereas soft tissue technique has been historically di-
rect in classification, myofascial release can be per-
formed in either a direct or indirect manner. Therefore,
some would classify it as a combined technique (2).
Myofascial technique may be performed with one
hand or two. Clinically, a two-handed method may be
more effective in diagnosis and treatment. The osteo-
pathic physician will use epicritic palpation to determine
the soft tissue compliance (looseness, ease, freedom)
and stiffness (tightness, binding, restriction). However,
in dysfunctional states there may be a general or univer-
sal barrier (restriction), so that these tissues have an
asymmetric quality or quantity of compliance. Thus, a
sense of freedom in one or more directions and restric-
tion in the others can exist. These asymmetries are clin-
ically described as having a tight-loose or ease-bind
relationship. Ward also points out that the tight-loose
asymmetry may be more clinically relevant at the loosé

sites, where pain and instability may be present (1).
Therefore, the physician must be aware that there may
be a cause-and-effect situation whereby (a) the tight or
direct barrier is causing a secondary loose reaction or (b)
the loose site is inherently unstable, and easing the bar-
rier in either direction may not be clinically advisable.

Barriers may be identified with the patient passive
or active. The treatment may also consist of these alter-
natives. The patient’s respiratory assistance, specifically
directed isometric muscle contractions (e.g., clenching
fists or jaw), tongue movements or ocular movements,
and so on are often used to potentiate the technique.
These are generally referred to as release-enhancing
mechanisms (REMs) (not to be confused with rapid
eye movements).

As the fascia is so deeply incorporated into the
muscles and the rest of the body, any force directed on
it may affect the ligamentous and capsular (articular)
tissues and structures very distal to the specific area
being palpated and treated. Therefore, this technique
may effect widespread reactions. For example, releasing
the area surrounding T7 and T8 may cause the patient
to have less suboccipital symptoms through the positive
effect of the technique on the trapezius muscle.

A number of physical and anatomic aspects are im-
portant in myofascial release as illustrated by Ward (1).
These include Wolff’s law, Hooke’s law, and Newton’s
third law. They relate the various reactions to force,
such as deformation and the fact that physical contact
between the physician and patient has equal and oppo-
site force magnitudes. Therefore, by introducing laws of
thermodynamics and energy conservation theories, we
can project the changes that occur in the patient’s tis-
sues when pressure is initiated into these structures.
Joule found that the amount of energy done as work
was converted to heat. The resulting changes may be
changes in the collagenous state from gel to sol. With
continued treatment affecting these tissues, the oppor-
tunity may exist to alter the elastic properties perma-
nently (plastic change).

115



116 PART2 | OSTEQPATHIC MANIPULATIVE TECHNIQUES

TECHNIQUE CLASSIFICATION

Direct, Indirect, or Combined With Two-Handed
Technique

Myofascial release may be performed directly, so that
the restrictive barrier (tension, bind) is engaged, or in-
directly, so as to engage the physiologic or restrictive
barrier at the ease (loose, free) direction of tension or
motion asymmetry (see Chapter 6, Principles of
Osteopathic Manipulative Techniques). It may also be
performed in a simultaneous direct and indirect ap-
proach in which the physician uses one hand to ap-
proach the tight barrier and the other to approach the
loose barrier. It may also be performed such that the
physician alternates between direct and indirect types.

TECHNIQUE STYLES

Light, Moderate, or Heavy in Force Application

Myofascial release technique is interesting and very
useful in that the forces may be directed in differenti-
ated levels; also, the physician can direct the force to-
ward (direct) or away from (indirect) the barriers being
monitored. Therefore, this technique is useful in acute
and chronic clinical presentations with their associated
variations in pain level.

INDICATIONS

1. Use as part of the musculoskeletal screening exami-
nation to quickly identify regions of potential motion
restriction and tissue texture changes.

2. Reduce muscle tension and fascial tension.

3. Stretch and increase elasticity of shortened, inelastic,
and/or fibrotic myofascial structures to improve re-
gional and/or intersegmental ranges of motion.

4. Reduce the tight-loose asymmetry to improve the tis-
sue consistency in the loose tissues by increasing
elasticity in the tight tissues.

5. Improve circulation to the specific region being
treated by local physical and thermodynamic effects
or by reflex phenomena to improve circulation in a
distal area (e.g., through somatosomatic, somatovis-
ceral reflexes).

6. Increase venous and lymphatic drainage to decrease
local and/or distal swelling and edema and poten-
tially improve the overall immune response.

7. Potentiate the effect of other osteopathic techniques.

CONTRAINDICATIONS

Relative Contraindications

As myofascial technique may be performed with ex-
tremely light pressure in a direct or indirect manner,
there is little likelihood of adverse effects other than
aches post treatment that are secondary to compensa-
tion and decompensation reactions and similar to aches
post exercise. As in other techniques, increased water
intake and ice pack application as needed post treat-
ment will generally reduce any such reaction.

1. Acute sprain or strain.
. Fracture or dislocation.

2
3. Neurologic or vascular compromise.
4. Osteoporosis and osteopenia.

5

. Malignancy. Most restrictions are for treatment in
the affected area of malignancy; however, care
should be taken in other distal areas depending on
type of malignancy and/or lymphatic involvement.

6. Infection (e.g., osteomyelitis).

Absolute Contraindications

None, as the technique may be performed with very
light pressure. The physician may work proximal or dis-
tal to the affected area and alter the patient’s position or
style of technique to achieve some beneficial effect.

GENERAL CONSIDERATIONS AND RULES

1. The physician palpates the patient using layer-by-
layer palpatory principles and with just enough
pressure to capture the skin and subcutaneous fas-
cial structures. This is one level of pressure less than
that of soft tissue technique. Any movement of the
hand on the skin should cause the skin to move
along with the hand without sliding the hand over
the skin.

2. The physician gently moves the palpating hand or
hands in a linear direction of choice (hands of the
clock) moving through the x- and y-axes. The z-axis
has already been engaged by the layer-by-layer pal-
patory pressure into the body, gaining access to the
superficial fascia.

3. Symmetry versus asymmetry of tissue compliance is
noted in the linear directions tested.

4. The physician may add a variety of directions of mo-
tion, including other linear movements in a 360-



degree reference and clockwise and counterclock-
wise rotational movement. Again, symmetry versus
asymmetry of tissue compliance is noted.

. The pressure the physician uses to determine com-
pliance may be minimal or moderate, depending on
the clinical presentation of the patient (acute painful
versus chronic minimally painful) and what the
physician believes is appropriate for the situation.

. After determining the ease and bind barriers of the
tissue in these directions, the physician determines
whether gentle or moderate pressure in a direct (to-
ward bind) or indirect (toward ease) technique is ap-
propriate. Again, this is determined by the clinical
presentation and examination findings. In general,
the gentlest method is the safest.

. The physician slowly moves the hand-controlled
myofascial tissues toward the appropriate barrier,
and on meeting the barrier, he or she holds the tis-
sue at that point without relieving the pressure. The
physician should notice that after approximately 20
to 30 seconds, a change of tissue compliance occurs;
this is demonstrated by movement of the tissue
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through the originally determined barrier (creep or
fascial creep).

0

The physician follows this change and continues
holding until no further evidence of creep occurs.
There may be a number of compliance changes
(creep) before this phenomenon stops.

9. The physician reevaluates the tissue to determine
whether the tissue’s compliance and quality have im-
proved. The technique may be repeated at the same
area or another, and follow-up visits may be pre-
scribed for a 3-day interval or longer, depending on
patient reactivity.

Because of the various tissue levels encountered
and the proximal-to-distal relationships (tensegrity) as-
sociated with the somatic dysfunction, there may be
countless ways in which to touch and position the pa-
tient when implementing myofascial release technique.
We have described a number of commonly used tech-
niques but have also illustrated many others without the
descriptive text because the physician may follow the
guidelines and develop a particular strategy or treat-
ment protocol that best suits the patient.
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CERVICAL REGION

Supine Cradling

. The patient lies supine and the physician sits at the

head of the table.

. The physician’s hands are placed palms up under

the patient’s articular process (pillar) at the level of
the dysfunction (Fig. 8.1).

. The physician lifts upward into the patient’s poste-

rior cervical tissues with only enough force to con-
trol the skin and underlying fascia, so as to not slide
the hands across the patient’s skin.

. The physician monitors inferior and superior, left

and right circumferential rotation, and torsional
(twisting) motion availability for ease-bind sym-
metric or asymmetric relations (Fig.8.2).

. After determining the presence of an ease-bind

asymmetry, the physician will either indirectly or
directly meet the ease-bind barrier, respectively (Fig.
8.3).

. The force is applied in a very gentle to moderate

manner.

. This is held for 20 to 60 seconds or until a release

is palpated.

FIGURE 8.1. Step 2, articular processes.

FIGURE 8.2. Step 4, meeting the barriers.

FIGURE 8.3. Step 5, indirect barrier.
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THORACIC REGION

Thoracic Inlet and Outlet, Seated Steering
Wheel

1. The patient is seated. The physician stands behind
the patient.

2. The physician places the hands palms down over
the shoulder, proximal to the cervicothoracic junc-
tion at the angle of the neck and shoulder girdle
(Fig. 8.4).

FIGURE 8.4. Step 2.

3. The physician places the thumbs over the posterior
first rib region, and laces the index and third digits
immediately superior and inferior to the clavicle at
the sternoclavicular joins bilaterally (Fig. 8.5).

4. The physician lifts upward into the patient’s poste-
rior cervical tissues with only enough force to con-
trol the skin and underlying fascia so as to not slide
across the patient’s skin.

5. The physician monitors inferior and superior, left
and right circumferential rotation, and torsional FIGURE 85. Step 3.
(twisting) motion availability for ease-bind sym-
metric or asymmetric relations.

6. After determining the presence of an ease-bind
asymmetry, the physician will either indirectly or
directly meet the ease-bind barrier, respectively.

7. The force is applied in a very gentle to moderate
manner.

8. The physician will continue this until a release is
palpated (facial creep) and continue to follow this
creep until it does not recur. This is held for 20 to
60 seconds or until a release is palpated. Deep in-
halation or other release enhancing mechanisms
can be helpful.
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THORACIC REGION

Prone

. The patient lies prone on the treatment table.

. The physician stands beside the patient, slightly

cephalad to the iliac crests.

. The physician places both hands palms down with

the fingers slightly spread apart immediately
paraspinal on each side (Fig. 8.6).

. The physician imparts a downward force into the

patient’s thoracic tissues with only enough force to
control the skin and underlying fascia so as to not
slide across the patient’s skin.

. The physician monitors inferior and superior, left

and right circumferential rotation, and torsional
(twisting) motion availability for ease-bind clock-
wise and counterclockwise relations (Figs. 8.7 and 8.8).

. After determining the presence of an ease-bind

asymmetry, the physician will either indirectly or
directly meet the ease-bind barrier, respectively.

. The force is applied in a very gentle to moderate

manner.

. This is held for 20 to 60 seconds or until a release

is palpated.

FIGURE 8.6. Step 3.

FIGURE 8.7. Step 5, inferior and superior barriers.

FIGURE 8.8. Step 5, circumferential barriers.



PELVIC AND SACRAL REGION

Bilateral Sacroiliac Joint with Forearm
Pressure, Supine

. The patient lies supine and the physician sits at the
side of the patient at the level of the midfemur to
knee.

. The physician asks the patient to bend the proximal
knee so the physician’s cephalad hand can inter-
nally rotate the hip until the pelvis comes off the
table.

. The physician’s other hand is placed palm up under
the sacrum (Fig. 8.9).

. After returning the hip to neutral, the physician
places the other forearm and hand over the anterior
superior iliac spines (ASIS) of the patient’s pelvis
(Fig. 8.10).

. The physician leans down on the elbow of the arm
that is contacting the sacrum, keeping the sacral
hand relaxed and with the forearm monitors for
ease-bind asymmetry in left and right rotation (Fig.
8.11) and left and right torsion.

. After determining the presence of an ease-bind
asymmetry, the physician will either indirectly or
directly meet the ease-bind barrier, respectively.

. The force is applied in a very gentle to moderate
manner.

. This is held for 20 to 60 seconds or until a release
is palpated.

CHAPTER 8 | MYOFASCIAL RELEASE TECHNIQUES

FIGURE 8.9. Step 3.

FIGURE 8.10. Step 4.

FIGURE 8.11. Step 5.
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LUMBOSACRAL REGION

Prone

. The patient lies prone. The physician stands beside

the patient.

. The physician places one hand over the inferior

lumbar segment (e.g., L4-L5) and the other over
the superior lumbar segment (e.g., L1-L.2) (Fig.
8.12).

. The physician monitors inferior and superior glide,

left and right rotation, and clockwise and counter-
clockwise motion availability for ease-bind asym-
metry (Fig. 8.13).

. After determining the presence of an ease-bind

asymmetry, the physician will either indirectly or
directly meet the ease-bind barrier, respectively.

. The force is applied in a very gentle to moderate

manner.

. This is held for 20 to 60 seconds or until a release

is palpated.

FIGURE 8.12. Step 2.

FIGURE 8.13. Step 3, ease-bind asymmetry.
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EXTREMITIES

Interosseous Membrane, Seated

1. The patient is seated or supine. The physician
stands or sits in front and to the side of the patient
on the affected side.

2. The physician palpates the affected forearm over FIGURE 8.14. Step 3.

the interosseous membrane and notes any evidence
of a taut, fibrous band, pain, or ease-bind tissue
elasticity asymmetry.

3. The physician places the thumbs over the anterior
dysfunctional aspect of the interosseous membrane
with the palm and fingers encircling the forearm
(Fig. 8.14).

4. The physician monitors cephalad and caudad, left
and right rotation, and clockwise and counterclock-
wise motion availability for ease-bind asymmetry
(Fig. 8.15).

5. After determining the presence of an ease-bind FIGURE 8.15. Step 4
asymmetry, the physician will either indirectly or
directly meet the ease-bind barrier, respectively.

6. The force is applied in a very gentle to moderate
manner.

7. This is held for 20 to 60 seconds or until a release
is palpated.
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EXTREMITIES

Supine Leg Traction

. The patient lies supine on the treatment table and

the physician stands at the patient’s feet.

. The physician’s hands (palms up) reach under and

control the patient’s Achilles and calcaneal region.

. The physician lifts both lower legs to 20 to 30 de-

grees off the table (Fig. 8.16).

. The physician gently leans backward, adding slight

traction through the leg, to affect tension in the
lower leg, hip, and sacroiliac joints (Fig. 8.17).

. The physician may add internal and/or external ro-

tation and abduction and/or adduction through the
leg and attempt to discern any ease-bind asymme-
try in these movements and at what level of the
pelvis, hip, knee, or other structure it may be most
evident (Fig. 8.18).

. After determining the presence of an ease-bind

asymmetry, the physician will either indirectly or
directly meet the ease-bind barrier, respectively (Fig.
8.19).

. The force is applied in a very gentle to moderate

manner.

. This is held for 20 to 60 seconds or until a release

is palpated.

FIGURE 8.16. Step 3.

FIGURE 8.17. Step 4, traction through the leg.

FIGURE 8.18. Step 5, internal and external rotation,
abduction and adduction.

FIGURE 8.19. Step 6, indirect and direct barriers.



MYOFASCIAL RELEASE TECHNIQUES

Figures 8.20 to 8.30 show the continued principles of
myofascial release (direct, indirect) but are without
written descriptions. Just use the arrows as a guide to
the many vectored force applications that can be effec-
tive for treatment of the pictured region.

CHAPTER 8 | MYOFASCIAL RELEASE TECHNIQUES 125

FIGURE 8.20. Sternoclavicularjoint and arm traction.

FIGURE 8.21. Long axis release.

FIGURE 8.22. Scalene release.

FIGURE 8.23. Sternal release.
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MYOFASCIAL RELEASE TECHNIQUES

FIGURE 8.24. Thoracolumbar release.

FIGURE 8.25. lliotibial band-tensor fascia lata release.

FIGURE 8.26. Sacrococcygeal release.

FIGURE 8.27. Ischiorectal fossa (pelvic diaphragm)
release.
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FIGURE 8.28. Plantar fascial release.

FIGURE 8.29. Submandibular release.

FIGURE 8.30. Hyoid release.
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TECHNIQUE PRINCIPLES

Counterstrain technique was proposed by Lawrence
H. Jones, DO, FAAO (1912-1996). Jones initially be-
lieved that a patient could be placed in a position of
comfort so as to alleviate the symptoms. After notic-
ing a dramatic clinical response, he studied the nature
of musculoskeletal dysfunctions and determined that
tender points could be elicited by prodding with the
fingertip (1). These tender points were eventually col-
lated into local areas of tenderness, which are related
to segmental and musculotendinous areas of somatic
dysfunction. Tender points are usually found within
tendinous attachments, the belly of a muscle, and
often ligaments. They are described as discrete points
about the size of a fingertip that are exquisitely ten-
der, tense, and edematous (2). The patient may not
have conscious pain at the tender point location, and
the area immediately surrounding the tender point,
when palpated, is relatively normal and painless in
comparison. Tender points may be related to the trig-
ger points proposed by Simon and Travell (3) but are
generally discussed as separate entities in the osteo-
pathic community.

This technique has been referred to as strain and
counterstrain, strain/counterstrain, spontaneous release
by positioning, and Jones technique. The Educational
Council on Osteopathic Principles (ECOP) has defined
this technique as “a system of diagnosis and treatment
that considers the dysfunction to be a continuing, inap-
propriate strain reflex, which is inhibited by applying a
position of mild strain in the direction exactly opposite
to that of the reflex; this is accompanied by specific di-
rected positioning about the point of tenderness to
achieve the desired therapeutic response.” There are
many postulates as to how the technique works, but
most involve the alpha Ia afferent and gamma efferent
relationships and nociception (1,2). There may be other

aspects at play, including the Golgi tendon organ, bio-
electric phenomena, and fluid aspects, such as the lym-
phatics and interstitial fluid exchange.

Jones postulated a mechanism of injury concerning
these tender points and theorized how the technique
elicits the appropriate response based on the previously
mentioned physiologic principles. These ideas were de-
scribed as follows (2):

1. An event produces rapid lengthening of a muscle.

2. Afferent feedback indicates possible myofascial
damage from a strain.

3. The body tries to prevent the myofascial damage by
rapidly contracting the myofascial tissues affected
(shortening the agonist).

4. This lengthens the antagonist muscle.

5. It is proposed that the rapid shortening of the ago-
nist and lengthening of the antagonist together pro-
duce an inappropriate reflex that is manifested as a
tender point in the antagonist muscle.

In clinical examination, this often presents as a ten-
der point on the open-faceted (stretched) side of the
dysfunctional segment. For example, a C5, FSRRR
dysfunction will most frequently exhibit a tender point
on the left side of the patient’s cervical spine. Therefore,
with a FSRRR dysfunction, the right side is facet closed
and the left side is facet opened.

Jones believed that putting the joint into its position
of greatest comfort would reduce the continuing inap-
propriate proprioceptor activity. As Glover and Rennie
report, Jones made another discovery: the anterior as-
pects of the body must be evaluated even if the symptoms
are posterior (2,4). Jones eventually mapped many local
areas of tenderness to which he related segmental and/or
myofascial dysfunction. His tender point locations and
their relation to dysfunction do not typically use the x-,
y-, and z-axis parameters of flexion and extension, rota-
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tion, and side bending that are common to articular, po-
sitional, and motion-based definitions of somatic dys-
function (describing motion restriction and asymmetry).
As counterstrain is also used for muscular (myofascial)
dysfunctions and there are overlaps between the two
types of dysfunctions, tender points can be confused with
one another. This has caused some confusion, and terms
like maverick tender points have been used to resolve the
fact that the classic position does not always eliminate the
tender point. For example, a hypertonic deep cervical
muscle may be tender in an area similar to that of the re-
flex tender point from an articular cervical dysfunction.
But the positions to alleviate the pain may be opposite
each other. Therefore, recognizing this fact should dra-
matically reduce the perception of maverick tender
points, and the physician’s understanding of tender
points should include and recognize the specific muscle—
tender point relations as well as the articular relations.
Jones refers in some areas to specific muscles, yet in the
vertebral regions he seems to stay more focused on artic-
ular spinal segmental levels of dysfunction.

Another criterion that we find clinically important in
this technique is proper association of the dysfunction
pattern to the treatment position in the various articular
types of dysfunctions. Neutral and nonneutral dysfunc-
tions (types 1 and 2, respectively) may have specific ten-
der points and positions that alleviate the tender point. Yet
in most published texts (1,2,4,6) there is little mention of
the change in position for opposite-sided coupling (type
1) and same-sided coupling (type 2) of rotation and side
bending. The most widespread idea is that flexion dys-
functions produce anterior tender points and extension
dysfunctions produce posterior tender points. However,
in which directions do the neutral dysfunctions exhibit
tender points? Over many years of teaching osteopathic
manipulative medicine in the laboratory at Philadelphia
College of Osteopathic Medicine as well as in our
European osteopathic seminars, we have done a number
of small, nonblinded surveys of the class attendants when
teaching this subject. From our limited findings, we be-
lieve that neutral dysfunctions can produce anterior and
posterior tender points. This may be an area of further
study and potential research.

Review of the many positions for counterstrain
treatment shows that some positions are examples of
treatment of type I dysfunctions [e.g., sidebend toward,
rotate away (STRA)] and others are examples of treat-
ment of type II dysfunctions [e.g., sidebend away rotate
away (SARA)]. The most important aspect of any tech-
nique is the diagnosis. Without a proper diagnosis, the
determination of the key dysfunction, and whether the
primary component is articular, myofascial or both, the
treatment will be less than optimal.

TECHNIQUE CLASSIFICATION

Indirect

In counterstrain technique, the indirect patient posi-
tioning may be in response to an articular dysfunction
with its x-, y-, and z-axes of motion freedom. The pa-
tient may also be placed in ease associated with a my-
ofascial ease-bind relationship. The physician should
know, prior to positioning the patient, whether the dys-
function is type I or II and/or whether there is a primary
or secondary myofascial component (e.g., psoas hyper-
tonicity causing lumbar symptoms), as the position may
vary accordingly.

TECHNIQUE STYLES

Time Defined or Release Defined

The physician may use a time-defined method, in
which the treatment position is held for 90 seconds and
then repositioned to the neutral starting position for re-
assessment. Alternatively, the physician may use a pal-
patory marker of tissue release, which may occur prior
to the 90-second time-defined marker. After feeling a
sense of release, relaxation, pulsation, or similar phe-
nomenon, the physician may forgo the time definition
and reposition the patient for reassessment.

INDICATIONS

1. Acute, subacute, and chronic somatic dysfunctions
of articular and/or myofascial origin

2. Adjunctive treatment of systemic complaints with as-
sociated somatic dysfunction (e.g., viscerosomatic
reflex causing rib dysfunction)

CONTRAINDICATIONS

Absolute Contraindications

1. Traumatized (sprained or strained) tissues, which
would be negatively affected by the positioning of the
patient

2. Severe illness in which strict positional restrictions
preclude treatment



3. Instability of the area being positioned that has the
potential to produce unwanted neurologic or vascu-
lar side effects

4. Vascular or neurologic syndromes, such as basilar in-
sufficiency or neuroforaminal compromise whereby
the position of treatment has the potential to exacer-
bate the condition

5. Severe degenerative spondylosis with local fusion
and no motion at the level where treatment position-
ing would normally take place

Precautions

1. Patients who cannot voluntarily relax, so that proper
positioning is difficult

2. Stoic patients who cannot discern the level of pain or
its change secondary to positioning

3. Patients who cannot understand the instructions and
questions of the physician (e.g., patient 6 months of

age)

4. Patients with connective tissue disease, arthritis,
Parkinson disease, and so on, in whom positioning
for tender point pain reduction exacerbates the dis-
tal connective tissue or arthritic problem or no mo-
tion is available for positioning

GENERAL CONSIDERATIONS AND RULES

The physician must ascertain the somatic dysfunction,
its severity, its tissue location and type, and whether any
of these precautions or contraindications are present. If
warranted, the following sequence is necessary:

1. Find the most significant tender point with the pa-
tient in a neutral, comfortable position.

a. Locate one or more tender points associated with
the previously diagnosed somatic dysfunction by
testing with a few ounces of firm but discreet fin-
ger pad or thumb pressure. No circular motion
should be part of this pressure; it is straight into
the tender point.

b. If multiple tender points exist, treat the most
painful first. When several tender points lie in a
row, first treat the one in the middle. In addition,
treat proximal before distal (2).

2.

o
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c. Quantify the tender point’s pain level for the pa-
tient as 100%, 10, or a monetary unit such as $1.
We have found that the monetary unit works best
in the teaching of counterstrain, as physicians
and physicians in training tend to confuse the
analog pain scale, in which the patient is asked to
gauge their pain on a scale of 0 to 10, with the as-
signed pain of 10. With use of the analog scale,
the tendency is to ask, “What is your pain?” in-
stead of saying, “This pain is a 10.” With the
monetary scale this does not occur.

Slowly and carefully place the patient in the position
of ease or optimal comfort.

a. First obtain a gross reduction of tenderness in
the typical position recommended for the level of
dysfunction and tender point location and then
fine-tune through small arcs of motion until the
tenderness (pain) is completely alleviated.

b. If the tender point cannot be eliminated, a 70%
reduction of pain may be acceptable for treat-
ment effect. However, for every ascending nu-
meric level of pain that remains, an associated
10% of treatment effectiveness is lost. For exam-
ple, if the tender point is reduced only by 70%,
there is only a 70% potential for a good treat-
ment effect. Anything less than 70% reduction
causes an even greater potential for treatment
failure. Therefore, the goal is 100% pain reduc-
tion by positioning whenever possible.

c. In general, anterior points require some level of
flexion, depending on the segmental level in-
volved, and posterior points require some level of
extension, depending on the segment involved.

d. As tender points move away from the midline,
the greater the possibility for necessity of more
side bending. However, the nature of the dys-
function (type I or II) and its motion parameters
dictate the proper positioning.

Maintain the position for 90 seconds. It has been re-
ported that 120 seconds is necessary for costal dys-
functions. Personal communication with various
members of ECOP and with those who worked
closely with Jones shows that costal dysfunctions also
take 90 seconds. Jones believed that the positions for
treatment of costal dysfunctions caused the patient to
be unable to easily relax, and therefore, he gave them
an additional 30 seconds to relax. Therefore, the 120-
second period has been promoted as the classically de-
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scribed time-defined method for rib dysfunctions,
whereas clinically, 90 seconds will suffice. In our
hands and experience, the time-defined method works
better than feeling for a tissue release. We believe that
Jones’s attempts at various time increments and his
conclusion that holding the position for 90 seconds
was the most effective method must have a reason. We
believe that most problems diagnosed and successfully
treated with this technique involve the resetting of
neurologic feedback mechanisms earlier identified,
and that use of these mechanisms requires an opti-
mum amount of time to achieve the desired clinical
outcome. Other techniques that may appear similar to
counterstrain (e.g., facilitated positional release) use
different release-enhancing mechanisms, and so they
cannot be compared exactly with counterstrain.

4. While maintaining the effective position, the finger
pad should remain at the site of the tender point for
the entire treatment period whenever possible, so the
physician may intermittently throughout the treat-
ment period (perhaps every 30 seconds) recheck the
level of pain at the tender point.

a. The finger pad is not putting any therapeutic
pressure into the tissues.

b. If the finger pad is removed, the physician loses
control of the tender point, rendering the evalu-
ation useless, as the tender point location may
not be exactly relocated. Also, the patient often
does not believe the physician is on the original
tender point and may question the exact location
of the monitoring finger. If keeping vigilant at the
site, you can confidently assure the patient that
you are indeed on the original site.

c. Also, if using the tissue release marker instead of
time, the physician must have the finger pad on
the tender point site to constantly sense the tis-
sue reaction.

5. After 90 seconds (time-defined treatment) or when
tissue appears to release (release-defined treatment),
slowly return the passive patient through a path of
least resistance to the original neutral position in
which the tender point was elicited. The patient must
not help, so if you feel that the patient is helping you,
stop and ask him or her to relax.

6. Recheck the tender point. If the tender point was re-
duced to zero initially, there is a good chance that it
will remain at zero. It is possible, however, that the
pain will elevate somewhat post treatment. If the
posttreatment pain is rated at 3 compared to the

originally assigned level of 10 prior to treatment,
70% effectiveness was achieved in only 90 seconds.
The effect may continue to improve the patient’s
symptoms over time, or the patient may need follow
up in a few days for reevaluation and treatment.

7. Recheck the somatic dysfunction parameters origi-
nally present (e.g., the segmental or myofascial dys-
function).

The shorthand rules are as follows:

1. Find the tender point associated with the dysfunc-
tion.

2. Tell the patient the tender point is a 10 or 100 or a
dollar’s worth of pain.

3. Place the patient in the position that reduces the pain
of the tender point 100% (or at least 70%).

4. Hold this position for 90 seconds.

5. Slowly, through a path of least resistance, return the
relaxed patient to neutral.

6. Recheck the tender point and the other somatic
components of the dysfunction (TART).

Posttreatment reaction may include general sore-
ness through the following 24 to 48 hours. This is un-
usual in our clinical experience but has been reported
by others (1). Treating more than six tender points at
one visit appears to be correlated to this reaction. If this
occurs, instruct the patient to increase fluids and use ice
packs over the sore areas for 15 to 20 minutes every 3
hours as needed. Treatments should be prescribed ac-
cording to the physician’s clinical judgment, but 3-day
intervals are appropriate. The patient’s response will de-
termine how often the patient needs treatment.

ABBREVIATIONS FOR COUNTERSTRAIN
TECHNIQUE

Yates and Glover introduced a shorthand description that
many students use to help remember the positioning for
specifically located tender points. This shorthand uses the
initials for types of motions (directions of movement) and
upper and lower case for greater and lesser movement in
the direction identified, respectively. The common abbre-
viations of this shorthand method are: A, anterior; P, pos-
terior; F or f, flexion; E or e, extension; SR or Sr, side



bending right; SL or Sl, side bending left; RR or Rr, rota-
tion right; RL or RI, rotation left; IR or ir, internal rota-
tion; ER or er, external rotation; AB or Ab, abduction; AD
or ad, adduction; SUP or sup, supination; and PRO or
pro, pronation. Others abbreviations refer to motion to-
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ward (t) and away (a) and obvious bony landmarks, such
as spinous process (SP), transverse process (TP), crest
(CR), and occiput (OCC). Uppercase letters mean more
of that particular motion and lowercase means less (3).
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ANTERIOR CERVICAL COUNTERSTRAIN

TECHNIQUES

Anterior Cervical Tender Points

Anterior cervical (AC) counterstrain tender points are

outlined in Table 9.1 and demonstrated in Figure 9.1.

Table 9.1. Common Anterior Cervical Tender Points

of C7

of sternocleidomastoid
muscle at medial head of
clavicle at sternal notch

away, rotate away

Tender Point Location Classic Treatment Position Acronym
AC1, rotation, uncoupled Posterior surface of Rotate head away; fine-tuning with RA
dysfunction ascending ramus of side bending, usually away

mandible between

earlobe and angle of

mandible
AC2-AC6, type Il Anterior aspect of Flex to level of dysfunctional F SA RA
dysfunction transverse process of segment; side bend away, rotate

dysfunctional cervical away

vertebra
AC7, type | Anterior at origin of Flex to level of C7; side-bend toward, | F ST RA
dysfunction of C7 or clavicular division of rotate away
sternocleidomastoid sternocleidomastoid

muscle, approximately

2 cm lateral to

sternoclavicular
AC8, type Il dysfunction Origin of sternal division | Flex, but less than AC7; side-bend F SA RA
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AC6
AC8

FIGURE 9.1. Anterior cervical counterstrain tender points

(5).
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ANTERIOR CERVICAL COUNTERSTRAIN
TECHNIQUES

The following techniques are described and illustrated
in a stepwise sequence. We have abridged the text de-
scribing each individual technique, as the counterstrain
sequence is the same for each dysfunction. The unique
factors of each dysfunction are the location of the ten-
der point and the classic treatment position. This first
technique will illustrate the complete counterstrain se-
quence with the unique aspect of the technique high-
lighted. All of the following techniques will be described
with only the information unique to that specific so-
matic dysfunction and its tender point. The tender
point locations are a compilation of descriptions from
Jones and associates (1), Rennie and Glover (4), Yates
and Glover (6), and our clinical findings.

Indication for Treatment

This procedure is appropriate for somatic dysfunction
in C1, uncoupled rotation.

Tender Point Location

Posterior surface of the ascending ramus of mandible
between the ear lobe and the angle of the mandible (go-
nion) (Fig.9.2). Probe posterior to anterior.

Counterstrain Sequence

1. Patient is supine and physician sits at the head of
the treatment table.

2. Physician presses or probes the appropriate tender
point with the pad of one finger with a few ounces
of pressure to quantify the initial level of tenderness
at 100% or 10 on a scale of 0 to 10.

3. Physician releases the pressure but maintains light
contact on the tender point, monitoring it through-
out the treatment.

4. Treatment position: patient’s head is rotated 90 de-
grees away from the tender point.

5. Physician fine-tunes through small arcs of motion
(slight flexion and/or side bending away) until the
tenderness has been completely reduced. If com-
plete reduction is not attainable, 70% is the mini-
mum acceptable reduction (Figs. 9.3 to 9.5).

FIGURE 9.2. AC1 tender point location (5).

FIGURE 9.3. AC1: RA.



6. Physician maintains this position for at least 90 sec-
onds while the patient remains totally relaxed.

7. After 90 seconds, the physician slowly returns the
patient passively to the neutral position, through
the path of least resistance. The physician reminds
the patient to remain totally relaxed and not assist
in any way.

8. The physician reevaluates the tender point and the
other somatic components of the dysfunction
(TART) to determine the effectiveness of the tech-
nique. Typically, at least 70% reduction of the orig-
inal tenderness is required for successful treatment
of the dysfunction.

The remainder of the techniques are described
only with the unique information of positioning
specific to each dysfunction. Follow the counter-
strain sequence as described previously and as
appropriate to each patient and dysfunction.
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FIGURE 9.4. AC1: RA.

FIGURE 9.5. AC1: f Ra.
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ANTERIOR CERVICAL COUNTERSTRAIN
TECHNIQUES

AC2 to AC6

Indication for Treatment

This procedure is appropriate for somatic dysfunction
C2 to C6.

Tender Point Location

The tender point is at the anterior aspect of the trans-
verse process of the dysfunctional cervical vertebra (Fig.
9.6). Probe lateral to medial.

Treatment Position

Patient’s head and neck are flexed to the level of the
dysfunctional segment, side-bent, and rotated away
from the tender point (Figs. 9.7 to 9.10).

FIGURE 9.10. AC6: F SA RA.

FIGURE 9.6. AC2-AC6 tender points (5).

FIGURE 9.7. AC4: F SA RA.

FIGURE 9.8. AC4: F SA RA.

FIGURE 9.9. AC6: F SA RA.



ANTERIOR CERVICAL COUNTERSTRAIN
TECHNIQUES

AC7 (Sternocleidomastoid Muscle)

Indication for Treatment

This procedure is appropriate for somatic dysfunction
C7 (AC7-type I dysfunction C7, or sternocleidomas-
toid muscle dysfunction).

Tender Point Location

Anteriorly, the tender point lies at the origin of the clav-
icular division of the sternocleidomastoid muscle ap-
proximately 2-3 cm lateral to the sternoclavicular joint
(Fig. 9.11). Probe posterior to anterior.

Treatment Position

The patient’s head and neck are markedly flexed to the
level of level of C7, rotated away, and side-bent toward
the side of the tender point (Figs.9.12 to 9.15).

FIGURE 9.15. AC7: F ST RA.
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AC7

FIGURE 9.11. AC7 tender point (5).

FIGURE 9.12. AC7: F ST RA.

FIGURE 9.13. AC7: F ST RA (alternative hand placement).

FIGURE 9.14. AC7: F ST RA.
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ANTERIOR CERVICAL COUNTERSTRAIN
TECHNIQUES

Indication for Treatment

This procedure is appropriate for somatic dysfunction
C7 (AC8-type II dysfunction C7). FIGURE 9.16. AC8 tender point (5).

Tender Point Location

The tender point lies at the origin of the sternal division
of the sternocleidomastoid muscle, at the medial head
of the clavicle at the sternal notch (press medial to lat-
eral) (Fig. 9.16).

Treatment Position

The patient’s head and neck are flexed (less than C7),
rotated away, and side-bent away from the side of ten-
der point (Figs. 9.17 t0 9.20).

FIGURE 9.17. AC8 F SA RA.

FIGURE 9.18. AC8: F SA RA.

FIGURE 9.20. AC8: F SA RA. FIGURE 9.19. ACS8: F SA RA.



POSTERIOR CERVICAL COUNTERSTRAIN

TECHNIQUES

Posterior Cervical Tender Points

Posterior cervical counterstrain tender points are out-

lined in Table 9.2 and demonstrated in Figure 9.21.

CHAPTER 9

Midline
points:

PC6
PC7
PC8
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Lateral
points:

PC4

PC6
PC7
PC8

FIGURE 9.21. Posterior cervical counterstrain tender points

(5).

Table 9.2. Common Posterior Cervical Tender Points

Tender Point Location Classic Treatment Position Acronym
PC1 Inion 2 cm below inion, pushing laterally | Flexion of occipitoatlantal F
into muscle mass articulation; additional cervical
flexion be
PC1 lateral Halfway between PC2 and Extension of occipitoatlantal E Sa Ra
mastoid process associated articulation with mild compression
with splenius capitis muscle on head to reduce myofascial
tension of suboccipital tissues;
slight side bending and rotation
as needed
PC2 |ateral Within semispinalis Extension of occipitoatlantal E Sa Ra
capitis muscle articulation with mild compression
associated with greater on head to reduce myofascial tension
occipital nerve of suboccipital tissues; slight side
and rotation as needed
PC2 midline Superior lateral surface of spinous | Extension of occipitoatlantal E Ra
process of C2 articulation with mild compression on
head to reduce myofascial tension of
suboccipital tissues; slight side
and rotation as needed
PC3-PC8 midline | Inferior surfaces of spinous Extend to level of dysfunctional E SaRa
processes of C2—C7 (named for segment with minimal to moderate
spinal nerve exiting this level) side bending directed at segment and
minimal to moderate rotation
PC3-PC7 lateral | Posterior at lateral surface of Extend to level of dysfunctional ESARA

articular process associated with
dysfunctional segment

segment with minimal to moderate
side bending directed at segment
and minimal to moderate rotation
away
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POSTERIOR CERVICAL COUNTERSTRAIN
TECHNIQUES

PC1 Inion

Indication for Treatment

This procedure is appropriate for somatic dysfunction
at C0-C1.

Tender Point Location

The tender point lies 1-2 cm below the inion (Fig 9.22).
Push anterolaterally into muscle mass.

Treatment Position

1. The physician flexes the patient’s head by inducing
cephalad traction on patient’s occiput while induc-
ing caudad motion on patient’s frontal area (Figs. 9.23
t0 9.25).

2. The physician fine-tunes through small arcs of mo-
tion (flexion or extension and minimal side bending
and/or rotation).

FIGURE 9.22. PC1 inion tender point (5).

FIGURE 9.23. PC1 inion: F Sa Ra.

FIGURE 9.24. PC1 inion: F Sa Ra.

FIGURE 9.25. PC1 inion: F Sa Ra.



POSTERIOR CERVICAL COUNTERSTRAIN
TECHNIQUES

PC1 and PC2

Indication for Treatment

This procedure is appropriate for somatic dysfunction
at C1-C2.

Tender Point Locations

PC1 (lateral), halfway between PC2 and the mastoid
process associated with the splenius capitis muscle
(Fig. 9.26).

PC2 (lateral), within the semispinalis capitis muscle
associated with the greater occipital nerve. Push an-
teriorly.

Treatment Position

1. Patient’s head is extended to the level of the dys-
functional vertebra; slight occipitoatlantal compres-
sion may be needed (Figs. 9.27 and 9.28).

2. The physician fine-tunes through small arcs of mo-
tion (slight side bending and rotation away).

3. Alternative: Extension, rotate away, fine-tune (Figs.
9.29 and 9.30).

FIGURE 9.30. PC1-PC2: e RA, alternative position.
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FIGURE 9.26. PC1-PC2 tender points (5).

FIGURE 9.27. PC1-PC2: E Sa Ra.

FIGURE 9.28. PC1-PC2: E Sa Ra.

FIGURE 9.29. PC1-PC2: e RA, alternative position.
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POSTERIOR CERVICAL COUNTERSTRAIN
TECHNIQUES

PC3 to PC7, Midline

Indication for Treatment

This procedure is appropriate for somatic dysfunction
C3 to C7.

Tender Point Location

The tender point lies at PC3 to PC7 midline and the in-
ferior surfaces of the spinous processes of C2 to C7 (Fig.
9.31).

Treatment Position

1. Patient’s head is extended to the appropriate level
(Figs.9.32109.35, PC3, PC5, PC5, PC7, respectively).

2. The physician fine-tunes through small arcs of mo-
tion with slight side bending and slight to moderate
rotation away.

FIGURE 9.34. PC5: e Sa RA.

FIGURE 9.35. PC7: e-E Sa RA.

FIGURE 9.31. PC3-PC7 midline tender points (5).

FIGURE 9.32. PC3: e Sa RA.

FIGURE 9.33. PC5: e Sa RA.
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POSTERIOR CERVICAL COUNTERSTRAIN
TECHNIQUES

PC3 to PC7, Lateral

Indication for Treatment

This procedure is appropriate for somatic dysfunction
at C3 to C7.

Tender Point Location

The tender point lies at PC3 to PC7 posterolateral, at

lateral surface of the articular process associated with )
the dysfunctional segment (Fig. 9.36). FIGURE 9.36. PC3-PC7 lateral tender points

Treatment Position

1. The physician extends the head and neck to the
level of the dysfunctional segment with minimal to
moderate side bending directed at the segment and
minimal to moderate rotation away (Figs. 9.37 to 9.40,
PC3, PC3, PC6, and PC6, respectively).

2. The physician fine-tunes.

FIGURE 9.37. PC3: e Sa RA.

FIGURE 9.38. PC3: e Sa RA.

FIGURE 9.40. PC6: e SA RA. FIGURE 9.39. PC6: e SA RA.
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ANTERIOR THORACIC COUNTERSTRAIN
TECHNIQUES

Anterior Thoracic Tender Points

Anterior thoracic counterstrain tender points are out-
lined in Table 9.3 and demonstrated in Figure 9.41.

FIGURE 9.41. Anterior thoracic counterstrain tender points
().

Table 9.3. Common Anterior Thoracic Tender Points

Tender Point Location Classic Treatment Position Acronym

AT1 Midline notch Flexion to level F

AT2 Midline, junction of manubrium and | Flexion to dysfunctional level F
sternum of Louis)

AT3-ATS Midline at level of corresponding rib; | Flexion to dysfunctional level F

AT6 Midline

AT7-AT9 AT7: Midline or inferolateral to tip Flexion to dysfunctional level, side F St RA
of xiphoid,; bending toward and rotation away

AT8: 3 cm below xiphoid at leve! of
T12, midline or lateral

AT9: 1-2 cm above umbilicus at
level of L2, midline or 2-3 cm lateral

AT10-AT12 AT10: 1-2 cm below Hip flexion 90-135 degrees, slight F StRT
umbilicus at level of L4, midline or side bending, rotation toward FStRA
2-3 cm lateral (type 1) or side bending toward,

AT11: 5-6 cm below umbilicus below| rotation away (type Il)
level of iliac crests at superior L5
level, midline or 2-3 cm lateral
AT12: Superior, inner surface of
iliac crest at mid-axillary line




ANTERIOR THORACIC COUNTERSTRAIN
TECHNIQUES

AT1 and AT2

Indication for Treatment

This procedure is appropriate for somatic dysfunction
at T1-T2, such as anterior T1-T2 tender point.

Tender Point Locations

AT1: Midline in the episternal notch (Fig. 9.42)
AT?2: Midline at junction of manubrium and sternum
(angle of Louis)

Treatment Position

1. Patient is seated on the treatment table with hands
on top of the head.

2. Physician stands behind patient and wraps arms
under patient’s axillae and around the chest and
places hands over the manubrium.

3. Patient leans back against physician’s chest and
thigh, causing marked flexion of the neck to the
level of the dysfunctional thoracic segment (Figs. 9.43
to 9.45).

4. The physician fine-tunes through small arcs of mo-
tion (flexion is the primary positioning, since this is
a midline tender point).
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FIGURE 9.42. AT1-AT2 tender points (5).

FIGURE 9.43. AT1-AT2: F.

FIGURE 9.44. AT1-AT2 F.

FIGURE 9.45. AT1-AT2: F, alternative hand placement.
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ANTERIOR THORACIC COUNTERSTRAIN
TECHNIQUES

AT1 to AT6

Indication for Treatment

This procedure is appropriate for somatic dysfunction
atT1 to Té6.

Tender Point Locations

AT1: Midline in the episternal notch (Fig. 9.46)

AT2: Midline at junction of manubrium and sternum
(angle of Louis)

AT3 to AT5: Midline at level of corresponding rib

AT6: Midline xiphoid-sternal junction

Treatment Position

1. The patient lies supine with the arms off the side of
the table, and the physician’s thigh is behind the pa-
tient’s upper thoracic region.

2. While the physician’s index finger pad palpates the
tender point, the patient is elevated from the table
with the physician’s thigh toward the level of the
dysfunctional segment.

3. The physician places the other hand behind the pa-
tient’s head and neck and carefully forward-bends
the patient’s chest (physician may use chest or ab-
domen instead of hand). The physician should
sense a concavity developing at the fingertip loca-
tion as the proper vector of flexion is developed
(Figs. 9.47 and 9.48).

4. The physician fine-tunes through small arcs of mo-
tion (flexion, minimal or no side bending or rota-
tion).

FIGURE 9.46. AT1-AT6 tender points (5).

FIGURE 9.47. AT1-AT6: F IR (arms).

FIGURE 9.48. AT1-AT6: F IR (arms), alternative hand
placement.



CHAPTER9 | COUNTERSTRAIN TECHNIQUES 149

ANTERIOR THORACIC COUNTERSTRAIN
TECHNIQUES

AT3 to AT4, Alternative Technique

Indication for Treatment

This procedure is appropriate for somatic dysfunction FIGURE 9.49. AT3-AT4 tender points (5).
at'T3-T4.

Tender Point Location

AT3: Midline on the sternum at the level of the 3rd
costal cartilage (Fig. 9.49)

AT4: Midline on the sternum at the level of the fourth
costal cartilage

Treatment Position

In this technique the physician may not be able to con-
trol the tender point fully throughout the treatment

process. FIGURE 9.50. AT3-AT4: F IR (arms).

1. The patient sits on the end of the treatment table in
front of the physician, and the physician places the
forearms under the patient’s axillae.

2. The physician’s forearms grasp the medial side of
the upper arms to induce internal rotation (Fig. 9.50).

3. The physician leans forward with the chest and ab-
domen while pulling backward on the patient’s
arms to flex the thoracic spine to the desired level
(Fig. 9.51).

4. The physician fine-tunes through small arcs of mo-

tion (flexion, minimal or no side bending or rota-
tion). FIGURE 9.51. AT3-AT4: F IR (arms).



150  PART 2 | OSTEOPATHIC MANIPULATIVE TECHNIQUES

ANTERIOR THORACIC COUNTERSTRAIN
TECHNIQUES

AT7 to AT9Y

Indication for Treatment

This procedure is appropriate for somatic dysfunction

atT7 toTO.

Tender Point Location

AT7: Midline or inferolateral to tip of xiphoid (Fig. 9.52)
AT8: 3 cm below xiphoid at level of T12, midline or

lateral
ATO9: 1-2 cm above umbilicus at level of .2, midline
or 2-3 cm lateral

Treatment Position

1. The patient is seated on the treatment table with

the physician standing behind the patient.

2. The physician’s foot on the side opposite the tender
point is placed on the table with the patient’s arm

resting on a pillow on the physician’s thigh.

3. The patient leans back against the physician’s ab-
domen, and the arm on the side of the tender point
is adducted across the patient’s chest to induce

flexion and rotation to the desired level (Fig. 9.53).

4. The physician side-bends the patient’s thoracic
spine to the side of the tender point and desired
level by elevating the thigh and translating the pa-
tient’s shoulders to the side of the tender point (Fig.

9.54).

5. The physician fine-tunes through small arcs of mo-

tion (flexion, side bending, and rotation).

FIGURE 9.52. AT7-AT9 tender points (5).

FIGURE 953. AT7-AT9: F St Ra.

FIGURE 9.54. AT7-AT9: F St Ra (fine-tune).



ANTERIOR THORACIC COUNTERSTRAIN
TECHNIQUES

AT9 to AT12

Indication for Treatment

This procedure is appropriate for somatic dysfunction
atT9 toT12.

Tender Point Location

AT10: 1-2 cm below umbilicus at level of L4, midline
or 2-3 cm lateral (Fig. 9.55)

AT11:5-6 cm below umbilicus below level of iliac
crests at superior L5 level, midline or 2-3 cm
lateral

AT12: Superior, inner surface of ilia crest at mid-
axillary line

Treatment Position

1. The patient lies supine, and the physician stands on
either side of the patient, for best physical comfort
and control, and places the caudal foot on the table.

2. The hips and knees are flexed to the level of the
dysfunctional segment, and the knees are rotated
toward the side of the tender point, causing the
lower of the two segments involved to rotate toward
the tender point and the upper to rotate away.

3. If the patient has a type I dysfunction, the patient’s
ankles are brought toward the tender point, which
side-bends the lumbar segment toward the tender
point (Fig. 9.56).

4. If the patient has a type II dysfunction, the patient’s
ankles are pushed away from the tender point,
which side-bends the lumbar segment away from
the tender point (Fig. 9.57).

5. The physician fine-tunes through small arcs of mo-
tion (hip flexion, extension, rotation, and side
bending)
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FIGURE 9.55. AT9-AT12 tender points (5).

FIGURE 9.56. AT9-AT12 type I: N ST RA.

FIGURE 9.57. AT9-AT12 type Il: F RA SA.
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POSTERIOR THORACIC
COUNTERSTRAIN TECHNIQUES

Posterior Thoracic Tender Points

Posterior thoracic counterstrain tender points are out-
lined in Table 9.4 and demonstrated in Figure 9.58.

Midline points:

Lateral points:

FIGURE 9.58. Posterior thoracic counterstrain tender points

(5).

Table 9.4. Common Posterior Thoracic Tender Points

Tender Point Location Classic Treatment Position Acronym
PT1-PT3 (4) Midline, or inferolateral tip of Prone with arms hanging over sides e-E Sa Rt (type
spinous process (side opposite of table. Support patient’s head by I) or e-E St
rotational component) or over cupping point of chin; gently extend Rt (type II).
transverse process (on side of head and neck to engage Depending on
rotational component) dysfunctional segment. Avoid physician pref-
overextending. Rotation and side erence, may be
bending minimal. opposite (SARA)
PT4-PT9 Same as above Same as above, except shoulders Same as above
may be flexed fully to add extension
or placed atthe side to decrease
extension with physician controlling
shoulder from side.
PT10-PT12 Same as above Patient prone with arms at side, Same as above

physician controlling pelvis.




POSTERIOR THORACIC COUNTERSTRAIN
TECHNIQUES

PT1 to PT4, Midline

Indication for Treatment

This procedure is appropriate for somatic dysfunction
at T1 toT4.

Tender Point Location

The tender point lies at PT1 to PT4, midline, the infe-
rior lateral tip of the spinous process of the named ver-
tebra. Palpate from inferior to superior at a 45-degree
angle (Fig. 9.59).

Treatment Position

1. The patient lies prone and the physician stands at
the head of the treatment table.

2. The patient’s arms hang over the sides of the table
and the physician, supporting the patient’s head
and neck by cupping the chin, gently lifts and ex-
tends the neck to the level of the thoracic segment.

3. Minimal or no side-bending or rotation is needed
(Figs. 9.60 and 9.61).

4. The physician fine-tunes through small arcs of mo-
tion (flexion, extension, rotation, and side bend-
ing).
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FIGURE 9.59. PT1-PT4 midline tender points (5).

FIGURE 9.60. PT3: e-E Sa Rt.

FIGURE 9.61. PT3: e-E Sa Rt.
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POSTERIOR THORACIC COUNTERSTRAIN
TECHNIQUES

PT1 to PT6, Midline

Indication for Treatment

This procedure is appropriate for somatic dysfunction
at Tl toT6.

Tender Point Location

The tender point lies at PT1 to PT6 midline, the infe-
rior lateral tip of the spinous process of the named ver-
tebrae. Palpate from inferior to superior at a 45-degree
angle (Fig. 9.62).

Treatment Position

1. The patient lies prone, and the physician stands at
the head of the treatment table.

2. The patient’s arms hang over the sides of the table,
and the physician, supporting the patient’s head
and neck by cupping the chin, gently lifts and ex-
tends the thoracic region to the level of the thoracic
dysfunction with the help of the thigh (Fig. 9.63).

3. Minimal or no side-bending or rotation is needed.

FIGURE 9.62. PT1-PT6 midline tender points (5).

FIGURE 9.63. PT6: e-E Sa Rt.
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POSTERIOR THORACIC COUNTERSTRAIN
TECHNIQUES

PT7 to PT9, Midline

Indication for Treatment

This procedure is appropriate for somatic dysfunction
atT7 toTO. FIGURE 9.64. PT7-PT9 midline tender points (5).

Tender Point Location

The tender point lies at PT1 to PT9, midline, the infe-
rior lateral tip of the spinous process of the named ver-
tebrae. Palpate from inferior to superior at a 45-degree
angle (Fig. 9.64).

Treatment Position

1. The patient lies prone and the physician stands at
the head of the treatment table.

2. The patient’s arms and shoulders are flexed for-
ward parallel to the table, and the physician, sup-
porting the patient’s head and neck by cupping the
chin, gently lifts and extends the thoracic region to
the level of the thoracic dysfunction with the help
of the thigh (Fig. 9.65).

FIGURE 9.65. PT9: e-E Sa Rt.

3. Minimal or no side-bending or rotation is needed.
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POSTERIOR THORACIC COUNTERSTRAIN
TECHNIQUES

PT4to PT9, Lateral

Indication for Treatment

This procedure is appropriate for somatic dysfunction
at'T4 toTO.

Tender Point Location

The tender point lies at PT4 to PT9, lateral, at the pos-
terolateral tip of the transverse process of the named
vertebrae (rotational component) (Fig. 9.66).

Treatment Position

1. The patient lies prone, and the physician stands or
sits at the head of the table.

2. The physician’s forearm is placed under the pa-
tient’s axilla on the side of the tender point with the
hand on the posterolateral chest wall.

3. The physician’s forearm gently lifts patient’s shoul-
der, inducing extension and rotation to that side.

4. The physician may add side bending to either side
to the level of the dysfunctional segment, depend-
ing on the dysfunctional pattern, such as PT6 type
I (Sa Rt) or PT6 type II (St Rt) (Figs. 9.67 and 9.68).

5. The physician fine-tunes through small arcs of mo-
tion (flexion, extension, rotation, and side bend-

ing).

FIGURE 9.66. PT4—PT9 lateral tender points (5).

FIGURE 9.67. PT6 type 1: e Sa Rt.

FIGURE 9.68. PT6 type 2: e St Rt.



POSTERIOR THORACIC COUNTERSTRAIN
TECHNIQUES

PT4 to PT9, Lateral

Indication for Treatment

This procedure is appropriate for somatic dysfunction

atT4 toTO.

Tender Point Location

The tender point lies at PT4 to PT9, lateral, posterolat-
eral tip of the transverse process of the named vertebrae

(rotational component) (Fig. 9.69).

Treatment Position

1. The patient lies prone. The physician stands on the
side of the table opposite the tender point, grasps
the patient’s opposing anterior shoulder (far side),
and gently lifts the shoulder, inducing extension

and rotation to that side (Fig. 9.70).

2. The physician may add side bending to either side
to the level of the dysfunctional segment by pulling
the shoulder girdle caudad or pushing cephalad,
depending on the dysfunctional pattern, such as
PT6 type 1 (Sa Rt) or PT6 type 2 (St Rt) (Figs. 9.7

and 9.72).

3. The physician fine-tunes through small arcs of mo-
tion (flexion, extension, rotation, and side bend-

ing).
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FIGURE 9.69. PT4-PT9 lateral tender points (5).

FIGURE 9.70. PT4-PT9: e-E Rt.

FIGURE 9.71. PT4-PT9 type 1: e-E Sa Rt.

FIGURE 9.72. PT4-PT9 type 2: e-E St Rt.
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POSTERIOR THORACIC COUNTERSTRAIN
TECHNIQUES

PT9to PT12

Indication for Treatment

This procedure is appropriate for somatic dysfunction
atT9toTI12

Tender Point Location

PT9 to PT12: Midline, inferolateral tip of the spinous
process of the named vertebrae, rotational compo-
nent to other side (Fig. 9.73)

PT9 to PT12: Lateral, posterolateral tip of the trans-
verse process of the named vertebrae, rotational
component to this side

Treatment Position

With osteopathic manipulative treatment to produce
rotational motion from below (the lower of the two in
this vertebral unit), rotational movement occurring up
to but not including the dysfunctional segment will
elicit a relative rotation of the dysfunctional (upper)
segment to the opposite side.

1. The patient lies prone and the physician stands op-
posite the tender point.

2. The physician’s cephalad hand monitors the tender
point.

3. The patient’s legs may be taken off midline to ei-
ther side, depending on the dysfunction (type 1 or

type 2).

4. The physician’s caudad hand reaches over the pa-
tient and grasps the opposite anterior superior iliac
spine (ASIS), gently lifting upward to induce exten-
sion and rotation of the lower segment toward this
side (rotation of the dysfunctional segment toward
the opposite side). Depending on the tender point
location, midline or lateral, the rotational effect will
either be toward or away (Figs. 9.74 and 9.75).

5. The physician fine-tunes through small arcs of mo-
tion (flexion, extension, rotation, and side bend-
ing).

FIGURE 9.73. PT9-PT12 tender points (5).

FIGURE 9.74. PT11 type 1. e-E Sa Rt.

FIGURE 9.75. PT11 type 2: e-E St Rt.
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ANTERIOR COSTAL COUNTERSTRAIN

TECHNIQUES

Anterior Costal Tender Points

Anterior costal counterstrain tender points are outlined
in Table 9.5 and demonstrated in Figure 9.76.
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FIGURE 9.76. Anterior costal counterstrain tender points

(5).

Table 95. Common Anterior Costal Tender Points

Tender Point

Jones's Term

Location

Treatment Position, Acronym

AR1

Depressed rib

Below clavicle at first chondrosternal
articulation

Patient supine
f-F StRT

ARG

AR2 rib On second rib at midclavicular line Same as above
AR3 Depressed ribs | Anterior axillary line on dysfunctional rib Patient seated
AR4 f STRT

AR5




160  PART 2 | OSTEOPATHIC MANIPULATIVE TECHNIQUES

ANTERIOR COSTAL COUNTERSTRAIN
TECHNIQUES

Anterior Rib, Exhaled and Depressed,
AR1 and AR2

Indication for Treatment

This procedure is appropriate for somatic dysfunction
at ribs 1 and 2 (exhalation, depressed).

Tender Point Location

ARI1: Below clavicle at first chondrosternal articulation
(Fig. 9.77)
AR2: On second rib at midclavicular line

Treatment Position
1. The patient lies supine and the physician stands or
sits at the head of the table.

2. The patient’s head and neck are flexed to engage
the dysfunctional rib level.

3. The patient’s head and neck are side-bent and ro-
tated toward the tender point (Figs. 9.78 to 9.80).

4. The physician fine-tunes through small arcs of mo-
tion (flexion, extension, side bending, or rotation).

FIGURE 9.77. AR1-AR2 tender points (5).

FIGURE 9.78. AR1-AR2: f-F St RT.

FIGURE 9.79. AR1-AR2: f-F St RT.

FIGURE 9.80. AR1-AR2: f-F St RT (alternative hand
placement).



ANTERIOR COSTAL COUNTERSTRAIN
TECHNIQUES

Anterior Rib, Exhaled and Depressed, AR3 to
ARG

Indication for Treatment

This procedure is appropriate for somatic dysfunction,
ribs 3 to 6 (exhalation, depressed).

Tender Point Location

The tender point lies at AR3 to AR6: anterior axillary
line on the dysfunctional rib (Fig.9.81).

Treatment Position

1. The patient is seated with the hips and knees flexed
on the table on the side of the tender point. For
comfort, the patient may let the leg on the side of
the tender point hang off the front of the table, the
other leg crossed under it.

2. The physician stands behind the patient with the
foot opposite the tender point on the table and the
thigh under the patient’s axilla (induces side bend-
ing toward tender point).

3. The patient’s thorax is slightly flexed to the dys-
functional level.

4. The patient’s arm on the side of the tender point is
extended and allowed to hang off the edge of the
table behind the patient, inducing rotation and fur-
ther side bending toward the tender point (Figs. 9.82
and 9.83).

5. The physician fine-tunes through small arcs of mo-
tion (flexion, extension, side bending, or rotation).
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FIGURE 9.81. AR3-AR6 tender points (5).

FIGURE 9.82. AR3-ARG: f ST RT.

FIGURE 9.83. AR3-ARG6: f ST RT.
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POSTERIOR COSTAL COUNTERSTRAIN

TECHNIQUES

Posterior Costal Tender Points

Posterior costal counterstrain tender points are outlined
in Table 9.6 and demonstrated in Figure 9.84.

FIGURE 9.84. Posterior costal counterstrain tender points

(5).

Table 9.6. Common Posterior Costal Tender Points

Tender Point  Jones’s Term Location Classic Treatment Position and Acronym
PR1 Elevated rib Cervicothoracic angle just anterior | Patient seated
to - e SARt
PR2 Elevated rib Superior surface Patient seated
e SARtorf SARA
PR3-PR6 Elevated ribs Superior surface of rib angles Patient seated
fSARA

PR, posterior rib.




POSTERIOR COSTAL COUNTERSTRAIN
TECHNIQUES

Posterior Rib, Inhaled and Elevated, PR1

Indication for Treatment

This procedure is appropriate for somatic dysfunction
at rib 1 (inhalation, elevated).

Tender Point Location

PR1: Posterior aspect of first rib at the cervicothoracic
angle immediately anterior to the trapezius (Fig. 9.85)

Treatment Position

1.

The patient is seated. The physician stands behind
the patient.

. The physician’s foot opposite the tender point is

placed on the table under the patient’s axilla.

. The physician monitors the first rib tender point

with the index finger pad, which is ipsilateral to the
tender point (Fig. 9.86).

. With the other hand, the physician gently extends

the patient’s head and neck to engage the first rib,
then side-bends the head and neck away from the
tender point, carefully monitoring the movement so
it is vectored to engage the first rib.

. The physician rotates the head toward the tender

point (Figs. 9.87 and 9.88).

. The physician fine-tunes through small arcs of mo-

tion (flexion, extension, rotation, and side bend-
ing).
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FIGURE 9.85. PR1 tender point (5).

FIGURE 9.86. PR1 tender point.

FIGURE 9.87. PR1: e SA Rt.

FIGURE 9.88. PR1: e SA Rt.
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POSTERIOR COSTAL COUNTERSTRAIN
TECHNIQUES

Posterior Rib, Inhaled and Elevated,
Ribs 2to 6

Indication for Treatment

This procedure is appropriate for somatic dysfunction
in ribs 3 to 6 (inhalation, elevated).

Tender Point Location

PR2: posterior aspect of second rib at its superior sur-
face (Fig. 9.89)

PR3 to PR6: posterior aspects of the ribs 3 to 6 at the
superior surface of their rib angles

Treatment Position

1. The patient is seated with legs on the side of table
(for comfort, the patient may hang the leg opposite
the tender point off the table).

2. The physician stands behind patient with the foot
ipsilateral to the tender point on the table with the
thigh under the patient’s axilla.

3. The physician gently flexes patient’s head, neck,
and thorax to engage the level of the dysfunctional
rib.

4. The physician elevates the patient’s shoulder with
the axilla resting on the thigh, which side-bends the
trunk away from the tender point.

5. The patient is asked to slowly extend the shoulder
and arm opposite the tender point and allow the
arm to hang down. This induces side bending and
rotation away from the tender point (Figs. 9.90 and
9.91).

6. The physician fine-tunes through small arcs of mo-
tion (flexion, extension, rotation, and side bend-
ing).

FIGURE 9.89. PR2-PR6 tender points (5).

FIGURE 9.90. PR2-PR6: f SA Ra.

FIGURE 9.91. PR2-PR6: f SA Ra.



ANTERIOR LUMBAR COUNTERSTRAIN
TECHNIQUES

Anterior Lumbar Tender Points

Anterior lumbar counterstrain tender points are out-
lined in Table 9.7 and demonstrated in Figure 9.92.

Note: The acronyms for the classic positions repre-
sent the point of reference related to the movement of
the upper of the two segments involved in the dysfunc-
tion. Therefore, the physician may stand on either side
of the patient and depending on the dysfunction may
alter the side-bending and rotational elements. In these
supine techniques with motion initiated from below the
dysfunction, when the knees and pelvis are directed to-
ward the physician, the segment that has not been en-
gaged yet (i.e., upper of the two) is relatively rotated
away. In other words, when the physician initiates rota-
tional motion from below the dysfunctional segment
without incorporating it into this motion, the dysfunc-
tional segment is relatively rotated in the opposite direc-
tion. For example, if the physician stands on the right of
the patient and pulls the knees toward the right (physi-
cian), the pelvis and sacrum rotate toward the physi-
cian, while L5 remains relatively static and therefore is
rotated left. As the physician adds rotation, it engages
the next superior segment, and thus the segment above
that level is rotated away.

The following techniques are basically the same ex-
cept for the coupled motions implemented in type I and
IT dysfunctions. Examples of each will be given.
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FIGURE 9.92. Anterior lumbar counterstrain tender points

(5)

Table 9.7. Common Anterior Lumbar Tender Points
Tender Point Location Classic Treatment Position
Patient with and knee flexion

AL1 Medial to ASIS Type Il: F SA Ra

I: FSTRA or F SA RT
AL2 Medial to AllS Type II: f-F SA RA

I: f-F SART
AL3 Lateral to AllS Same as AL2
AL4 Inferior to AllS Same as AL2
ALS5 Anterior aspect of pubic bone 1 cm lateral to Type Il: F SA Ra

inferior to I: FSA Rt

ASIS, anterior superior iliac spine; AllS, anterior inferior iliac spine.
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ANTERIOR LUMBAR COUNTERSTRAIN
TECHNIQUES

Indication for Treatment

This procedure is appropriate for somatic dysfunction
at L1. It may be associated with the psoas muscle.

Tender Point Location

The tender point lies at AL1, medial to the ASIS; press
medial to lateral (Fig. 9.93).

Treatment Position

1. The patient is supine and the physician stands at
the side of the table on the side of the tender point.

2. The patient’s hips and knees are flexed enough to
engage the lower of the two segments involved
(L2).

3. The patient’s hips are rotated toward the physician
to the level of L2, leaving L.1 rotated away from the
tender point.

4. The patient’s ankles and feet are pulled toward the
physician until L2 is fully engaged, which side-
bends LI to the side of the tender point (Fig.9.94) or
ankles pulled away (Fig. 9.95).

5. The physician fine-tunes through small arcs of mo-
tion (hip flexion, extension, rotation, and side
bending).

FIGURE 9.93. AL1 tender point (5).

FIGURE 9.94. AL1 type | (ST RA).

FIGURE 9.95. AL1 type Il (SA RA).



ANTERIOR LUMBAR COUNTERSTRAIN
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Indication for Treatment

This procedure is appropriate for somatic dysfunction
at L.2.

Tender Point Location

The tender point lies at AL2, medial to anterior inferior
iliac spine (AIIS); probe laterally (Fig. 9.96).

Treatment Position

1.

The patient lies supine, and the physician stands at
the side of the table opposite the tender point.

. The patient’s hips and knees are flexed enough to

engage the lower of the two segments involved
L3).

. The patient’s hips and knees are rotated toward the

physician to the level L3, leaving L.2 rotated toward
the tender point.

. The patient’s ankles are brought toward the physi-

cian (away from the tender point) until L3 is en-
gaged, which side-bends 1.2 away from the tender
point (Figs.9.97 and 9.98).

. The physician fine-tunes through small arcs of mo-

tion (hip flexion, extension, rotation, and side
bending).
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FIGURE 9.96. AL2 tender point (5).

FIGURE 9.97. AL2: F Sa-A RT.

FIGURE 9.98. AL2: F Sa-A RT.
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ANTERIOR LUMBAR COUNTERSTRAIN
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AL3 and AL4

Indication for Treatment

This procedure is appropriate for somatic dysfunction
at L3 and L4.

Tender Point Location

AL3: lateral to the AIIS; press medially (Fig. 9.99).
ALA4: inferior to the AIIS; press cephalad.

Treatment Position

1. The patient lies supine, and the physician stands at
the side of the table opposite the tender point.

2. The physician may place the caudad leg on the
table and lay the patient’s legs on the physician’s
thigh.

3. The patient’s hips and knees are flexed enough to
engage the lower of the two segments involved.

4. The physician rotates the patient’s hips and knees
toward the physician to engage the lower of the two
segments involved.

5. The physician takes the patient’s ankles toward or
away from the tender point, depending on the type
of dysfunction (Figs. 9.100 and 9.101).

6. The physician fine-tunes through small arcs of mo-
tion (hip flexion, extension, rotation, and side
bending).

FIGURE 9.99. AL3-AL4 tender points (5).

FIGURE 9.100. AL3-AL4: F SA RT for type |.

FIGURE 9.101. AL3-AL4: F STRT for type Il.



ANTERIOR LUMBAR COUNTERSTRAIN
TECHNIQUES

Indication for Treatment

This procedure is appropriate for somatic dysfunction
at 5.

Tender Point Location

The tender point lies at AL5, anterior aspect of the
pubic bone about 1 cm lateral to the pubic symphysis
just inferior to its prominence (Fig. 9.102).

Treatment Position

1. The patient lies supine, and the physician stands at
the side of the table on the side of the tender point.

2. The physician places the caudad leg on the table
and lays the patient’s legs on the physician’s thigh.

3. The patient’s hips and knees are flexed enough to
engage the sacrum (S1).

4. The physician rotates the patient’s hips and knees
slightly toward the physician, leaving L5 rotated
away from the tender point.

5. The physician pushes the patient’s ankles slightly
away from the physician, which produces side
bending away from the tender point (Fig. 9.103).

6. The physician fine-tunes through small arcs of mo-
tion (hip flexion, extension, rotation, and side
bending).
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FIGURE 9.102. ALS5 tender point (5).

FIGURE 9.103. AL5: F SA RA.
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POSTERIOR LUMBAR COUNTERSTRAIN

TECHNIQUES

Midline points:

Posterior Lumbar Tender Points

Posterior lumbar counterstrain tender points are out-
lined in Table 9.8 and demonstrated in Figure 9.104.

Lateral points:

L2
L3
L4

FIGURE 9.104. Posterior lumbar counterstrain tender points

().

Table 9.8. Common Posterior Lumbar Tender Points

Tender Point
PL1-PL5

PL3 lateral gluteus
(iliac crest)

PL4 lateral gluteus

Location
Inferolateral aspect of spinous process or

laterally on transverse process of dysfunctional
segment

Halfway between UPL5 and PL4 at inferior
aspect of posterior iliac crest near gluteus
medius/maximus

Posterolateral pelvic edge halfway between

Classic Treatment Position

Patient prone with leg (hip) extension
and slight external rotation, causing
lumbar rotation to that side; adduction or
abduction as needed

e SA Ra-A (spinous process)

e SA RA (transverse

Patient prone

E er add

Patient prone

(iliac crest) greater trochanter and iliac crest at gluteus E er add
maximus
UPLS Superior surface of PSIS Patient prone with hip extension
E er add
LPL5 2 cm below PSIS on the ilium Patient prone with hip flexed off table

and slight adduction
F IR add

PSIS, posterior superior iliac spine.




POSTERIOR LUMBAR COUNTERSTRAIN
TECHNIQUES

PL1 to PL5

Indication for Treatment

This procedure is appropriate for somatic dysfunction
at L1 to L5.

Tender Point Location

The tender point lies at the inferolateral aspect of the
spinous process or laterally on the transverse process of
the dysfunctional segment (Fig. 9.105).

Treatment Position

1. The patient lies prone and the physician, standing
opposite the tender point, grasps the patient’s lower
thigh or tibial tuberosity on the side of the tender
point.

2. The physician extends the patient’s thigh and hip
until the dysfunctional segment is engaged.

3. The physician adducts the patient’s leg and slightly
externally rotates it until the lower of the two seg-
ments involved in the dysfunction is engaged fully
(Figs. 9.106 and 9.107).

4. The physician fine-tunes through small arcs of mo-
tion (hip flexion and extension, external and inter-
nal rotation, and adduction and abduction).
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FIGURE 9.105. PL1-PL5 midline and lateral tender paints (5).

FIGURE 9.106. PL4: e SA Ra-A.

FIGURE 9.107. PL4: e SA Ra-A.
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POSTERIOR LUMBAR COUNTERSTRAIN
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PL1 to PLS

Indication for Treatment

This procedure is appropriate for somatic dysfunction

at LL1 to L5.

Tender Point Location

The tender point lies at the inferolateral aspect of the
spinous process or laterally on the transverse process of

the dysfunctional segment (Fig. 9.108).

Treatment Position
The position is e SA RA.

1. The patient lies prone, and the physician, standing
opposite the tender point, grasps the patient’s op-

posite ASIS.

2. The physician may take the patient’s leg off midline
to right or left depending on the type of dysfunc-

tion.

3. The patient’s thigh and pelvis are extended until
the dysfunctional segment is engaged (Figs. 9.109 and

9.110).

4. The physician fine-tunes through extension and

flexion.

FIGURE 9.108. PL1-PL5 midline and lateral tender points (5).

FIGURE 9.109. PL4: e SA RA.

FIGURE 9.110. PL4: e SA RA.



POSTERIOR LUMBAR COUNTERSTRAIN
TECHNIQUES

PL3 and PL4, Lateral

Indication for Treatment

This procedure is appropriate for somatic dysfunction
at L3 to L4. It is associated with the gluteus medius
muscle.

Tender Point Location

PL3 lateral (gluteus): Halfway between the UPL5 and
PL4 at the inferior aspect of the posterior iliac crest
near the gluteus medius and gluteus maximus (Fig.
9.111)

PL4 lateral (gluteus): Posterolateral pelvic edge,
halfway between the greater trochanter and iliac
crest at the gluteus maximus

Treatment Position

1. The patient lies prone, and the physician stands on
the same side as the tender point (the rotational
component side of the dysfunction).

2. The physician grasps the patient’s thigh or tibial
tuberosity on the side of the tender point.

3. The physician extends the patient’s thigh and hip
until the level of the dysfunction is engaged.

4. The physician externally rotates and adducts the
patient’s thigh and femur, which side-bends the
lumbar segment toward the tender point (Figs. 9.112
and 9.113).

5. The physician fine-tunes through small arcs of mo-
tion (hip flexion and extension, external and inter-
nal rotation, and adduction and abduction).
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FIGURE 9.111. PL3-PL4 (gluteus medius) tender points (5).

FIGURE 9.112. PL3-PL4: E er add.

FIGURE 9.113. PL3-PL4: E er add.
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PL5, Lower Pole

Indication for Treatment

This procedure is appropriate for somatic dysfunction
at L5.

Tender Point Location

The tender point lies at PL5 lower pole 2 cm below the
PSIS (Fig. 9.114).

Treatment Position

1. The patient lies prone, and the physician sits at the
side of the table on the side of the tender point.

2. The patient’s lower extremity on the side of the ten-
der point hangs off the side of the table with hip
and knee flexed to 90 degrees.

3. The physician internally rotates the patient’s hip
and thigh, and the patient’s knee is adducted
slightly under the table (Figs. 9.115 and 9.116).

4. The physician fine-tunes through small arcs of mo-
tion (hip flexion and extension, internal and exter-
nal rotation, and knee adduction and abduction).

FIGURE 9.114. PL5 lower pole tender point (5).

FIGURE 9.115. PL5LP: F IR add.

FIGURE 9.116. PL5SLP: F IR add.



PELVIC COUNTERSTRAIN TECHNIQUES

lliacus Dysfunction (lliacus Tender Point)

Indication for Treatment

This procedure is appropriate for somatic dysfunction
of the iliacus muscle.

Tender Point Location

The tender point lies 2 to 3 cm caudal to the point
halfway between the ASIS and the midline, deep on the
side of the dysfunction (Fig. 9.117).

Treatment Position
The position is F ER (hips) abd (knees).
1. The patient is supine, and the physician stands at

the side of the table.

2. The patient’s hips are markedly flexed and exter-
nally rotated bilaterally (ankles are crossed with
knees out to the sides) (Figs.9.118 and 119).

3. The physician fine-tunes through small arcs of mo-
tion (hip flexion, external rotation, and side bend-

ing).
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FIGURE 9.117. lliacus tender point (5).

FIGURE 9.118. lliacus: F ER (hips) abd (knees).

FIGURE 9.119. lliacus: F ER (hips) abd (knees).
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PELVIC COUNTERSTRAIN TECHNIQUES

Pelvic Dysfunction—Piriformis Dysfunction
(PIR Tender Point)

Indication for Treatment

This procedure is appropriate for somatic dysfunction
of the piriformis muscle.

Tender Point Location

The tender point lies anywhere in the piriformis mus-
cle, classically 7 to 10 cm medial to and slightly cepha-
lad to the greater trochanter on the side of the
dysfunction (Fig. 9.120). This is near the sciatic notch, and
therefore, to avoid sciatic irritation, we commonly use
the tender points proximal to either the sacrum or the
trochanter. If they can be simultaneously reduced effec-
tively, the treatment can be extremely successful.

Treatment Position

1. The patient lies prone, and the physician stands or
sits on the side of the tender point.

2. The patient’s leg on the side of the tender point
hangs off the edge of the table; the hip is flexed ap-
proximately 135 degrees and markedly abducted
and externally rotated. The patient’s leg rests on the
physician’s thigh or knee (Fig. 9.121).

3. The physician fine-tunes through small arcs of mo-
tion (hip flexion and extension, external and inter-
nal rotation).

4. Alternative position 1: patient supine, hip flexion
(135 degrees) and marked abduction and external
rotation (Fig. 9.122).

5. Alternative position 2: patient lateral recumbent,
hip flexion (135 degrees) and marked abduction
and external rotation (Fig. 9.123).

6. The physician fine-tunes through small arcs of mo-
tion (hip flexion and extension, abduction, and ex-
ternal rotation).

FIGURE 9.120. Piriformis tender point (5).

FIGURE 9.121. Piriformis: F abd-ABD er.

FIGURE 9.122. Piriformis: F abd-ABD er-ER.

FIGURE 9.123. Piriformis: F abd-ABD er-ER.



UPPER EXTREMITY REGION

Supraspinatus

Indication for Treatment

This procedure is appropriate for somatic dysfunction
of the supraspinatus muscle.

Tender Point Location

The tender point lies at the mid supraspinatus muscle
just superior to the spine of the scapula (Fig. 9.124).

Treatment Position

1. The patient lies supine on the treatment table.

2. The physician sits beside the patient at the level of
the shoulder girdle.

3. The physician may palpate the tender point with ei-
ther hand’s fingertip pad or control the patient’s ip-
silateral arm with the other (Fig. 9.125).

4. The patient’s arm is flexed to approximately 45 de-
grees, abducted approximately 45 degrees.

5. The physician externally rotates until the tender
point dissipates (Figs. 9.126 and 9.127).

6. The physician fine-tunes through small arcs of mo-
tion (flexion and extension, abduction and adduc-
tion, external rotation).
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FIGURE 9.124. Supraspinatus counterstrain tender point (7).

FIGURE 9.125. Palpation of supraspinatus tender point.

FIGURE 9.126. Supraspinatus: F ABD ER.

FIGURE 9.127. Supraspinatus—F ABD ER.
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UPPER EXTREMITY REGION

Infraspinatus

Indications for Treatment

This treatment is appropriate for somatic dysfunction
of the infraspinatus muscle.

Tender Point Location

The tender point lies approximately 1 thumb’s-width
medial to its tendinous portion at the lateral shoulder
joint insertion and 1 or 2 thumb’s-widths below the
spine of the scapula (inferolateral spine of scapula at
posteromedial aspect of glenohumeral joint) (Fig. 9.128).
Others may present along the inferior spine of the
scapula to vertebral border of the scapula. These may
necessitate placing the patient’s arm in more or less
flexed or abducted positions.

Treatment Position

1. The patient lies supine on the treatment table.

2. The physician sits at the side of the table at the level
of the shoulder girdle.

3. The physician’s caudad hand slides palm up under
the posterolateral aspect of the shoulder and pal-
pates the tender point (Fig. 9.129).

4. The physician’s other hand grasps the patient’s
forearm on the side of the tender point and flexes
the shoulder to approximately 150 degrees.

5. The physician then internally rotates and abducts
the shoulder until the tender point dissipates (Fig.
9.130).

6. The physician fine-tunes through small arcs of mo-
tion (flexion and extension, internal and external
rotation).

FIGURE 9.128. Infraspinatus counterstrain tender point (7).

FIGURE 9.129. Palpation of infraspinatus tender point.

FIGURE 9.130. Infraspinatus: F IR abd.
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UPPER EXTREMITY REGION

Levator Scapulae

Indications for Treatment

This treatment is appropriate for somatic dysfunction
of the levator scapulae muscle.

Tender Point Location

The tender point lies at the superior angle of the
scapula (Fig. 9.131).

Treatment Position

1. The patient lies prone, head rotated away, with the
arms at the sides. The physician sits at the side of

the affegted Bhoulder FIGURE 9.131. Levator scapulae counterstrain tender point

2. The physician’s caudad hand grasps the patient’s (7).
wrist while the other hand palpates the tender point
(Fig. 9.132).

3. The physician internally rotates the shoulder and
then adds mild to moderate traction and minimal
abduction (Fig. 9.133).

4. The physician fine-tunes through small arcs of mo-
tion (internal and external rotation, abduction, and
adduction).

FIGURE 9.132. Palpation of levator scapulae tender
point.

FIGURE 9.133. Levator scapulae: IR {(arm) traction.
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TECHNIQUE PRINCIPLES

Muscle energy technique (MET) is a form of osteo-
pathic manipulative treatment developed by Fred L.
Mitchell, Sr., DO (1909-1974). It is defined by the
Education Council on Osteopathic Principles (ECOP)
as “a system of diagnosis and treatment in which the
patient voluntarily moves the body as specifically di-
rected by the physician; this directed patient action is
from a precisely controlled position, against a defined
resistance by the physician” (1). Some osteopathic
physicians (e.g., Hollis Wolf, Nicholas S. Nicholas)
have suggested that this technique is a variation of a
technique performed by T. J. Ruddy, DO (personal
communication). Ruddy developed a technique called
rhythmic (rapid) resistive duction. His technique used
the patient’s muscle contraction against a physician’s
counterforce before the development of MET (2-4). In
MET, the physician positions the patient so as to en-
gage the restrictive barrier. Fred Mitchell, Jr., uses the
term feather’s edge to refer to the level of engagement
(5,6). This term refers to the initial sense of meeting
the restriction with slightly more motion available be-
fore meeting the hard end feel of restriction. If the
physician engages the barrier to the end point of its re-
striction, it causes the patient to resist, and it becomes
difficult to correct the dysfunction. Additionally, en-
gaging all three axes of motion (x, y, and z) at the
feather’s edge may also cause a locking up of the dys-
function, resulting in difficulty of treatment and resist-
ant dysfunction. This was one of the first osteopathic
techniques to use known and accepted physiologic
principles as its major protocol of treatment.

TECHNIQUE CLASSIFICATION

Direct

In MET, as in other direct techniques, the patient’s dys-
function is positioned toward the restrictive barrier.
Recent attempts by some manual medicine practition-
ers, especially outside the United States, have begun to
describe indirect technique.

TECHNIQUE STYLES

Post Isometric Relaxation

In this form of MET, the muscle incorporated for treat-
ment effectiveness (agonist) performs an isometric con-
traction. During this contraction, increased tension is
placed on the Golgi tendon organ proprioceptors
within the muscle tendon. This can cause a reflex inhi-
bition and subsequent increase in muscle length within
a hypertonic muscle. Mitchell believed that after the
contraction a refractory period occurred during which
the physician could sense relaxation and a temporary
increase in muscle length (1,4). This may be an over-
simplified explanation, and we believe that additional
effects are at play. Most likely the effects common to
soft tissue and myofascial release are also involved in
this style of muscle energy.

Heat is generated during isometric muscle contrac-
tion; this heat has the same effect on the myofascial
structures as proposed in the chapters on myofascial
and soft tissue treatment. The heat generation is likely
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to cause the connective tissues and collagen base, which
are under tension, to change colloidal state (gel to sol).
As a result, the fascial envelope may lengthen, also per-
mitting the muscle to lengthen. During this isometric
contraction, the tension building up in the muscle is
also expressing fluids (e.g., venous blood, lymph) from
the belly of the muscle and surrounding interstitial
compartment, which potentiates an increase in overall
length and/or perceived relaxation. As the agonist mus-
cle being contracted is most likely the dysfunctional
muscle involved in acute strains, this style of technique
is most useful in subacute to chronic conditions, in
which muscle shortening and fibrosis may be present,
rather than in acute conditions. The force of contrac-
tion may vary, but it should be tolerable to both patient
and physician. Note: The patient’s contraction and
physician’s resistance are not a competition to see who
is the stronger.

Reciprocal Inhibition

This form of muscle energy uses the physiologic princi-
ple of reciprocal inhibition and relaxation. When an ag-
onist contracts, the antagonist should relax (e.g.,
brachialis and biceps contract and triceps relaxes). The
force of contraction in this style of technique should be
very light, only slightly more than the thought to con-
tract it. If the force is too great, the reflex may be lost
by causing additional muscles to contract. When more
than one muscle contracts, the inhibition is lost (e.g.,
patient’s muscle contraction mimics Valsalva maneu-
vers, in which all muscles are isometrically contracting).
This technique, as it can use a functional agonist to
relax a dysfunctional antagonist, is strongly indicated in
acute conditions, though it may also be used in sub-
acute and chronic stages.

Joint Mobilization Using Muscle Force

Muscle force uses patient positioning and muscle con-
traction to restore limited joint motion. As the muscles
are the primary movers of joints, use of a specific mus-
cle contraction with the patient in a specific position al-
lows the forces at play to become very powerful and be
vectored specifically to a local area. This is similar to the
long-levered style of high velocity, low amplitude
(HVLA) therapy, except that the patient is actively con-
tracting muscles instead of the physician pulling them
to cause movement. Therefore, this style of muscle en-
ergy could be thought of as ow velocity, low amplitude
(LVLA). The resulting contraction may become mini-
mally isotonic.

As stated earlier, motion in joints can be improved
by use of forces that are vectored directly or indirectly.
MET is classically described as a direct technique used
to mobilize a restricted joint; therefore, positioning of
the patient is similar to the reciprocal inhibition style of
positioning. However, in this case, the muscle contrac-
tions can be more powerful (possibly isotonic) up to
many pounds of resistance. For the physician’s comfort,
the patient should be positioned to encourage the de-
velopment of the most appropriate longest-levered
force with the least amount of counterforce from the
physician necessary for success.

Respiratory Assistance

Respiratory assistance may be used in a number of os-
teopathic manipulative techniques (e.g., myofascial re-
lease, soft tissue, counterstrain, balanced ligamentous
tension, ligamentous articular strain). In this style of
MET, the physician positions the patient to best direct
the forces of respiration toward the area of dysfunction
and simultaneously use a fulcrum (e.g., physician’s
hand) as a counterforce to help direct the dysfunctional
region through the restrictive barrier. As diaphragmatic
excursion during inhalation may affect muscles very
distally because of fascial continuity, motion and tissue
changes may be appreciated locally or peripherally.

Oculocervical Reflex

When a patient is asked to make specific eye move-
ments, certain cervical and truncal muscles contract,
which reflexively relax the antagonist muscles (1). The
patient may be asked to look toward either the restric-
tion or the freedom. Therefore, it is possible to mini-
mally induce post isometric relaxation effects or more
likely reciprocal inhibitory effects. This style is most
useful in very severe, acute cervical and upper thoracic
conditions when other techniques are impossible due to
severity of pain, muscle spasm, or strain.

INDICATIONS

Primary Indications

1. Somatic dysfunction of myofascial origin, especially to
reduce hypertonic muscles, lengthen shortened mus-
cles, or stretch and improve elasticity in fibrotic muscles

2. Somatic dysfunction of articular origin to mobilize
restricted joints and improve the range of motion



Secondary Indications

1. Toimprove local circulation and respiratory function

2. To balance neuromuscular relationships by altering
muscle tone

3. To increase tone in hypotonic or weak muscles

CONTRAINDICATIONS
Relative Contraindications

1. Moderate to severe muscle strains

2. Severe osteoporosis in which the physician believes
that a risk of tendinous evulsion could occur with the
correction

3. Severe illness (i.e., postsurgical or intensive care pa-
tient)

Absolute Contraindications

1. Fracture, dislocation, or moderate to severe joint in-
stability at treatment site

2. Lack of cooperation or a patient who cannot under-
stand the instructions of the technique (i.e., an in-
fant or young child or a patient who doesn’t
understand the physician’s language)

GENERAL CONSIDERATIONS AND RULES

Depending on the patient’s presentation, the style of
muscle energy used may vary. Additionally, the nature
and length of contraction may be altered from patient
to patient and between anatomic regions. Muscles may
be morphologically different, one to another. Therefore,
the way they respond to isometric contractions may dif-
fer. In some areas, holding a muscle contraction for 5 or
more seconds may be necessary; in others, 3 seconds
may suffice. Clinical experience will teach this.

The essential steps for most styles of this technique
are as follows:

1. The physician positions the bone, joint, or muscle to
be treated at the feather’s edge of the restrictive bar-
rier (point of initial resistance) in all three planes of
motion (x-, y-, z-axes). However, it may be more ef-
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fective to keep one axis slightly loose (lax), as the
dysfunction may become very recalcitrant if simulta-
neously held at all three axis limits.

2. The physician instructs the patient to contract a spe-
cific muscle in a specific direction against the physi-
cian’s unyielding counterforce for 3 to 5 seconds.

3. The patient ceases all muscle contraction when
asked by the physician to relax or go to sleep.

4. After sensing that the patient is not guarding and is
completely relaxed (may take 1-2 seconds), the
physician slowly repositions the patient to the
feather’s edge of the new restrictive barrier.

b

Steps 1 to 4 are repeated until the best possible in-
crease in motion is obtained. This usually requires
three to seven repetitions, depending on the affected
body region and tolerance of the patient.

6. The physician reevaluates the diagnostic parameters
of the original dysfunction to determine the effec-
tiveness of the technique.

Muscle energy may, like most other osteopathic
techniques, be used in conjunction with other tech-
niques. It is especially beneficial in potentiating soft tis-
sue, myofascial release, counterstrain, and HVLA
techniques. As the treatment positions are so similar to
those of HVLA, it is natural to go from MET to HVLA
if the MET is not completely successful; MET often
makes HVLA more readily successful.

If the physician is unsuccessful with MET, it is
most likely because of either a very severe chronic dys-
function or because of inaccurate diagnosis. During the
corrective procedure, success may be diminished by in-
accurate localization of corrective forces (force at a seg-
ment too high or low; positioning causing the vectored
force at too high or too low a segment). It is important
to understand the specificity of the patient’s positioning
in this technique. The physician must palpate the mo-
tion in the exact segmental or muscular tissue that is
being treated. Incorrect force of contraction by the pa-
tient (too forceful or too gentle) may hinder the suc-
cessful completion of the technique. If the patient’s
contraction is too short in duration (i.e., 1 second), it
will decrease effectiveness. Other problems may de-
velop if the patient does not completely relax prior to
repositioning. Furthermore, if the physician fails to
reevaluate the diagnostic findings after treatment, the
dysfunction may still be present and prevent a positive
response.
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CERVICAL REGION

Trapezius Muscle Spasm (Long Restrictor):
Post Isometric Relaxation

. The patient is supine and the physician sits at the

head of the table.

. The physician gently flexes the patient’s neck until

the edge of the restrictive barrier is reached (Fig.
10.1).

. The patient extends or backward bends the neck

and head (black armow, Fig. 10.2) while the physician
applies an equal counterforce (white arrow).

. This isometric contraction is maintained for 3 to 5

seconds, and then the patient is instructed to stop
and relax.

. Once the patient has completely relaxed, the physi-

cian gently flexes the neck (white arrow, Fig. 10.3) to
the edge of the new restrictive barrier.

. Steps 3 to 5 are repeated three to five times or until

motion is maximally improved.

. The same sequence is repeated for left and right

side bending and rotation.

Cervical regional range of motion is retested to de-
termine the effectiveness of the technique.

Figure 10.1. A. Steps 1 and 2, flexion barrier.

Figure 10.1. B. Alternative hand placement.

FIGURE 10.2. Step 3, isometric contraction.

FIGURE 10.3. Step 5, flexion barrier.
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CERVICAL REGION

Left Sternocleidomastoid Spasm
(Acute Torticollis):
Reciprocal Inhibition

1. The patient lies supine and the physician sits at the
head of the table supporting the patient’s head with
the hand resting the patient’s head on the knee or

thigh. FIGURE 10.4. Steps 1 and 2.

2. The physician gently rotates the patient’s head to
the right to position the hypertonic left sternoclei-
domastoid muscle ventrally (Fig. 10.4).

3. The physician gently extends the patient’s head
until the edge of the restrictive barrier is reached
(Fig. 105).

4. The patient very gently extends the head (black
arrow, Fig. 10.6) while the physician resists with an
equal counterforce (white arrow).

5. The physician palpates the left sternocleidomastoid
muscle to ensure that adequate relaxation is occur-

ring. FIGURE 10.5. Step 3, extension barrier.

6. This isometric contraction is maintained for 3 to 5
seconds, and then the patient is instructed to stop
and relax.

7. Once the patient has completely relaxed, the physi-
cian gently extends the patient’s head (white arrow,
Fig. 10.7) to the edge of the new restrictive barrier.

8. Steps 4 to 7 are repeated three to five times or until
motion is maximally improved.

9. To determine the effectiveness of the technique, the
physician palpates the left sternocleidomastoid
muscle for reduction in tone and observes the pa-

tient’s head position in the erect posture for im- ) ) )
proved body carriage. FIGURE 106. Step 4, isometric contraction.

FIGURE 10.7. Step 7, extension barrier.



186

PART 2 I OSTEOPATHIC MANIPULATIVE TECHNIQUES

CERVICAL REGION

Left Sternocleidomastoid Contracture
(Chronic): Post Isometric Relaxation

The patient lies supine and the physician sits at the
head of the table supporting the patient’s head with
the hand and/or resting the patient’s head on the
knee or thigh.

. The physician gently rotates the patient’s head to

the right to position the hypertonic left sternoclei-
domastoid muscle ventrally (Fig. 10.8).

. The physician gently extends the patient’s head

until the edge of the restrictive barrier is reached
(Fig. 10.9).

. The patient flexes and rotates the head to the left

(black arrow, Fig. 10.10) while the physician resists
with an equal counterforce (white arrow).

. The physician palpates the left sternocleidomastoid

muscle to ensure that adequate contraction is oc-
curring.

. This isometric contraction is maintained for 3 to 5

seconds, and then the patient is instructed to stop
and relax.

. Once the patient has completely relaxed, the physi-

cian gently extends the patient’s head (white arrow,
Fig. 10.11) to the edge of the new restrictive barrier.

. Steps 4 to 7 are repeated three to five times or until

motion is maximally improved.

. To determine the effectiveness of the technique, the

physician palpates the left sternocleidomastoid
muscle for reduction in tone and observes the pa-
tient’s head position in the erect posture for im-
proved body carriage.

FIGURE 10.8. Steps 1and 2.

FIGURE 10.9. Step 3, extension barrier.

FIGURE 10.10. Step 4, isometric contraction.

FIGURE 10.11. Step 7, extension barrier.



CERVICAL REGION

Cervical Range of Motion:
Oculocervical Reflex

The oculocervical reflex can be combined with any of
the cervical METSs using the following guidelines:

1. To produce extension of the neck: Have the patient
look toward the top of the head for 3 to 5 seconds.
After 3 to 5 seconds, tell the patient to stop and
relax (close the eyes). The physician slowly and
gently extends the patient’s head and neck to the
edge of the new restrictive barrier. This may be re-
peated three to five times or until motion is maxi-
mally improved (Fig. 10.12).

2. To produce flexion of the neck: Have the patient
look down at the feet for 3 to 5 seconds. After 3 to
5 seconds, tell the patient to stop and relax (close
the eyes). The physician slowly and gently flexes the
patient’s head and neck to the edge of the new re-
strictive barrier. This may be repeated three to five
times or until motion is maximally improved (Fig.
10.13).

3. To produce right side bending: Have the patient
look up and to the right for 3 to 5 seconds. After 3
to 5 seconds, tell the patient to stop and relax
(close the eyes). The physician slowly and gently
side-bends the patient’s head and neck to the edge
of the new restrictive barrier. This may be repeated
three to five times or until motion is maximally im-
proved (Fig. 10.14).

4. To produce left side bending: have the patient look
up and to the left for 3 to 5 seconds. After 3 to 5
seconds, tell the patient to stop and relax (close
the eyes). The physician slowly and gently side-
bends the patient’s head and neck to the edge of the
new restrictive barrier. This may be repeated three
to five times or until motion is maximally improved
(Fig. 10.15).
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FIGURE 10.12. Step 1.

FIGURE 10.13. Step 2.

FIGURE 10.14. Step 3.

FIGURE 10.15. Step 4.
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CERVICAL REGION

Occipitoatlantal (C0-C01) Dysfunction
Example: CO ESLRR
Post Isometric Relaxation*

1. The patient is supine and the physician sits at the

head of the table.

. One of the physician’s hands is placed under the
patient’s occiput, and the pads of the fingers con-
tact the suboccipital musculature. The index and
middle fingers of the physician’s opposite hand are
placed on the patient’s chin beneath the lower lip
(Figs. 10.16 and 10.17).

. The physician gently flexes (white arrow, Fig. 10.18)
and side-bends the patient’s occiput to the right
until the edge of the restrictive barriers are reached.
The physician is isolating motion to the occipitoat-
lantal articulation only. The physician may add ro-
tation left if desired.

*An explanation of the motion preference abbrevia-
tions can be found on p. 36.

FIGURE 10.16. Steps 1 and 2, lateral view.

FIGURE 10.17. Steps 1 and 2, anterior view.

FIGURE 10.18. Step 3, flexion, side-bending barrier.



. The patient gently extends the head backward
(black arrow, Fig.10.19) so that the chin comes up into
the physician’s restraining fingers while the physi-
cian applies an equal counterforce (white arrow).
The physician should be able to palpate suboccipi-
tal muscle contraction with the hand beneath the
occiput.

. This isometric contraction is maintained for 3 to 5
seconds, and then the patient is instructed to stop
and relax.

. Once the patient has completely relaxed, the physi-
cian further flexes the patient’s occiput to the edge
of the new restrictive barrier by pulling cephalad on
the patient’s occiput (curved white arrow, Fig. 10.20)
and pressing gently downward with the fingers on
the patient’s chin (straight white arrow).

. Steps 4 to 6 are repeated three to five times or until
motion is maximally improved at the dysfunctional
segment.

. The diagnostic parameters of the dysfunction are
reevaluated to determine the effectiveness of the
technique.

CHAPTER 10 | MUSCLE ENERGY TECHNIQUES

FIGURE 10.19. Step 4, isometric contraction.

FIGURE 10.20. Step 6, flexion barrier.
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CERVICAL REGION

Occipitoatlantal (C0-C01) Dysfunction
Example: CO FSLRR
Post Isometric Relaxation

1. The patient is supine and the physician sits at the

head of the table.

2. One of the physician’s hands is placed under the
occiput, and the pads of the fingers touch the sub-
occipital musculature. The index and middle
fingers of the physician’s opposite hand lie immedi-
ately beneath the patient’s chin (Fig. 10.21). The

physician is careful not to choke patient.

3. The physician extends (white arrow) and side-bends
the occiput to the right until the restrictive barriers
are engaged. The physician is isolating motion to
occipitoatlantal articulation only. The physician

may add rotation left if desired (Fig. 10.22).

FIGURE 10.21. Steps 1 and 2

FIGURE 10.22. Step 3, extension, side-bending barrier.



. The patient gently nods the head forward (black
arrow; Fig. 10.23) so that the chin pulls down into the
physician’s restraining fingers while the physician
applies an equal counterforce (white arrow). The
physician should be able to palpate suboccipital
muscle relaxation with the hand beneath the oc-
ciput.

. This isometric contraction is maintained for 3 to 5
seconds, and then the patient is instructed to stop
and relax.

. Once the patient has completely relaxed, the physi-
cian further extends the head (white arrow, Fig. 10.24)
by pressing to the ceiling with the hand under the
occiput and lifting cephalad with the fingers be-
neath the chin.

. Steps 4 to 6 are repeated three to five times or until
motion is maximally improved at the dysfunctional
segment.

. The diagnostic parameters of the dysfunction are
reevaluated to determine the effectiveness of the
technique.
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FIGURE 10.23. Step 4, isometric contraction.

FIGURE 10.24. Step 6, extension barrier.
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CERVICAL REGION

Atlantoaxial (C1-C2) Dysfunction
Example: RL
Post Isometric Relaxation

1. The patient is supine and the physician sits at the

head of the table.

2. The physician may gently flex the patient’s head
(C0-Cl1, about 15-25 degrees) until the edge of the
restrictive barrier is reached, or the patient’s head

may remain in neutral.

3. The physician rotates the patient’s head to the right
(white arrow, Fig. 10.25) until the edge of the restric-

tive barrier is reached.

4. The patient rotates the head to the left (black arrow,
Fig. 10.26) while the physician applies an equal coun-
terforce (white arrow). Note: In acute painful dys-
functions the patient can very gently rotate or look

to the right (reciprocal inhibition, oculocervical).

5. This isometric contraction is maintained for 3 to 5
seconds, and then the patient is instructed to stop

and relax.

6. Once the patient has completely relaxed, the physi-
cian rotates the patient’s head (white arrow, Fig. 10.27)
to the right until the edge of the new restrictive bar-

rier is reached.

7. Steps 4 to 6 are repeated three to five times or until
motion is maximally improved at the dysfunctional

segment.

8. The diagnostic parameters of the dysfunction are
reevaluated to determine the effectiveness of the

technique.

FIGURE 10.25. Steps 1 to 3, rotation barrier.

FIGURE 10.26. Step 4, isometric contraction.

FIGURE 10.27. Step 6, rotation barrier.
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CERVICAL REGION

C2-C7 Dysfunction
Example: C3 FSRRR
Post Isometric Relaxation

1. The patient lies supine, and the physician is seated
at the head of the table on the side of the rotational

component.

.. ) FIGURE 10.28. Steps 1to 3.
2. The first metacarpal phalangeal joint of the physi-

cian’s right hand is placed at the articular pillar of
the segment being treated. The heel of the physi-
cian’s hand closes in against the occiput.

3. The physician cradles the patient’s head between
the hands (may cup the chin with the left hand).
The occiput, C1, C2, and C3 are flexed until the
dysfunctional C3 engages C4; the segments are
then extended slightly to meet the extension bar-
rier. C3 is then rotated and side-bent to the left
until the edge of the restrictive barriers are reached
in all three planes (Fig. 10.28).

4. The patient rotates the head (black arrow, Fig. 10.29)
to the right while the physician applies an equal
counterforce (white arrow). Note: In acute, painful
dysfunctions the patient very gently rotates or looks
to the left while the physician applies an equal
counterforce (reciprocal inhibition, oculocervical).

FIGURE 10.29. Step 4, isometric contraction.

5. This isometric contraction is maintained for 3 to 5
seconds, and then the patient is instructed to stop
and relax.

6. Once the patient has completely relaxed, the physi-
cian repositions the dysfunctional segment by ro-
tating and side-bending left (white arrow) and then
extending until the edge of the new restrictive bar-
rier is reached (Fig. 10.30).

7. Steps 4 to 6 are repeated three to five times or until AIGURE0MY. Stop §.

motion is maximally improved at the dysfunctional
segment.

8. The diagnostic parameters of the dysfunction are
reevaluated to determine the effectiveness of the
technique.
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THORACIC REGION

T1-T4 Dysfunction

Example: T4 ESRRR
Post Isometric Relaxation

1. The patient is seated at the end of the table and the
physician stands at the side opposite the rotational
component.

2. The physician’s left hand palpates the spinous
processes of T4 and T5 or the T4-T5 interspace to
monitor flexion and extension as the right hand
flexes the patient’s head and neck (white arrow, Fig.
10.31) to the edge of the restrictive barrier.

3. The physician’s left hand monitors the transverse
processes of T4 and T5 to localize side bending and
rotation as the right hand side-bends (white arrow,
Fig. 10.32) and rotates (white arrow, Fig. 10.33) the pa-
tient’s head and neck to the left until the edge of the
restrictive barrier is reached.

4. The patient extends and pulls the head and neck
back to the right (black arrow, Fig. 10.34) while the
physician applies an unyielding counterforce (white
armow).

5. This isometric contraction is maintained for 3 to 5
seconds, and then the patient is instructed to stop
and relax.

FIGURE 10.31. Steps 1 and 2, flexion barrier.

FIGURE 10.32. Step 3, left side-bending barrier.

FIGURE 10.33. Step 3, left rotation barrier.

FIGURE 10.34. Step 4, isometric contraction.
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6. Once the patient has completely relaxed, the physi-
cian repositions the patient’s head and neck to the
edge of the new restrictive barriers in all three
planes: first left side-bending, (white arrow, Fig. 10.35) FIGURE 10.35. Step 6, left side-bending barrier.
then left rotation (white arrow, Fig. 10.36), and finally
flexion (white arrow, Fig. 10.37).

7. Steps 4 to 6 are repeated three to five times or until
motion is maximally improved at the dysfunctional
segment.

8. The diagnostic parameters of the dysfunction are
reevaluated to determine the effectiveness of the
technique.

FIGURE 10.36. Step 6, left rotation barrier.

FIGURE 10.37. Step 6, flexion barrier.
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THORACIC REGION

T1-T6 Dysfunction
Example: T4 FSRRR
Post Isometric Relaxation

1. The patientis seated with the right hand on the left
shoulder and the physician stands close to the pa-

tient on the side opposite the rotational compo-
nent. FIGURE 10.38. Steps 1 and 2

2. The physician’s left hand reaches under the pa- L
tient’s elbow and grasps the patient’s right shoul-
der. The physician’s right hand palpates the spinous
processes of T4 and T5 or T4-T5 interspace and
instructs the patient to relax and rest the full weight
of the head and elbow on the physician’s arm (Fig.
10.38).

3. Starting with the patient in extreme flexion, the
physician, slowly raises the left elbow (white arrow)
as the right hand gently translates the dysfunctional
vertebra forward (white arrow) to the edge of the ex-
tension barrier (Fig. 10.39).

4. The physician’s right hand now monitors the trans- FIGURE 10.33. Step 3, extension barrier.

verse processes of T4 and T5 to localize side bend-
ing and rotation, as the left arm and hand
repositions the patient’s left shoulder down (white
arrow) to engage the edge of the left side bending
barrier (Fig. 10.40).

5. The physician then gently rotates the patient’s
shoulders left (white arrow) to engage the edge of
the left rotation barrier (Fig. 10.41).

FIGURE 10.40. Step 4, left side-bending barrier.

FIGURE 10.41. Step 5, left rotation barrier.
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. The patient pushes down with the elbows and fore-

head against the physician’s arm while simultane-
ously rotating the trunk to the right (black arrow) as
the physician applies an unyielding counterforce
(white arrow, Fig. 10.42).

. This isometric contraction is maintained for 3 to 5

seconds, and then the patient is instructed to stop
and relax.

. Once the patient has completely relaxed, the physi-

cian repositions the patient to the edge of the new
restrictive barriers in all three planes: first left side
bending, (Fig. 10.43) then left rotation (Fig. 10.44), and
finally extension (Fig. 10.45).

. Steps 6 to 8 are repeated three to five times or until

motion is maximally improved at the dysfunctional
segment.

The diagnostic parameters of the dysfunction are
reevaluated to determine the effectiveness of the
technique.
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FIGURE 10.42. Step 6, isometric contraction.

FIGURE 10.43. Step 8, left side-bending barrier.

FIGURE 10.44. Step 8, left rotation barrier.

FIGURE 10.45. Step 8, extension barrier.
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THORACIC REGION

T5-T12 Dysfunction
Example: T ESRRR
Post Isometric Relaxation

. Patient is seated on the end of the table, the left side
close to the edge. The arms are folded across the
chest, right over left.

. The physician stands at the side of the patient op-
posite the rotational component.

. The physician’s left arm reaches across in front of
the patient’s elbows and places the left hand on the
patient’s right shoulder.

. The physician’s right hand monitors the spinous
processes of T8 and T9 or the T8-T9 interspace to
localize flexion and extension as the left arm and
hand flex the patient’s torso (white arrow, Fig. 10.46)
until the edge of the restrictive barrier is reached.

. The physician’s right hand monitors the transverse
processes of T8 and T9 to localize side bending and
rotation as the left arm and hand position the pa-
tient’s torso to the engage the edge of the left side
bending (white arrow, Fig. 10.47) and left rotation bar-
rier (white arrow, Fig. 10.48).

. The patient sits up and turns the shoulders to the
right (black arrow) as the physician’s left hand ap-
plies an unyielding counterforce (white arrow, Fig.
10.49).

FIGURE 10.46. Steps 1 to 4, flexion barrier.

FIGURE 10.47. Step 5, left side-bending barrier.

FIGURE 10.48. Step 5, left rotation barrier.

FIGURE 10.49. Step 6, isometric contraction.
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. This isometric contraction is maintained for 3 to 5

seconds, and then the patient is instructed to stop
and relax.

. Once the patient has completely relaxed, the physi-

cian repositions the patient to the edge of the new
restrictive barriers in all three planes: first left side
bending (Fig. 10.50), then left rotation (Fig. 10.51), and
finally flexion (Fig. 10.52).

. Steps 6 to 8 are repeated three to five times or until

motion is maximally improved at the dysfunctional
segment.

The diagnostic parameters of the dysfunction are
reevaluated to determine the effectiveness of the
technique.
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FIGURE 10.50. Step 8, left side-bending barrier.

-

FIGURE 10.51. Step 8, left rotation barrier.

y

FIGURE 10.52. Step 8, flexion barrier.
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COSTAL REGION

Right First Rib, Inhalation Dysfunction:
Respiratory Assist, Seated

10.

11.

. The patient is seated. The physician stands behind

the patient, placing the left foot on the table to the
left side of the patient and keeping the hip and knee
flexed at about 90 degrees.

. The patient’s left arm is draped over the physician’s

left thigh.

. The metacarpal-phalangeal joint of the physician’s

right index finger contacts the superior surface of
the dysfunctional right rib posterior and lateral to
the costotransverse articulation.

. The patient’s head, controlled by the physician’s

left hand, is gently flexed, side-bent toward, and ro-
tated away from the right rib to take the tension off
the scalene musculature (Fig. 10.53).

. The patient inhales and then exhales deeply.

. During exhalation, the physician’s right hand fol-

lows the first rib down and forward (white arrow, Fig.
10.54) further into exhalation.

. The patient inhales deeply (black arrow, Fig.10.55), as

the physician’s right hand resists (white arrow) the
inhalation motion of the first rib.

. During exhalation, the physician’s right hand fol-

lows the first rib down and forward (white arrow, Fig.
10.56) toward exhalation.

. Steps 7 and 8 are repeated five to seven times or

until motion is maximally improved at the dysfunc-
tional rib.

Motion of the dysfunctional rib is reevaluated to
determine the effectiveness of the technique.

An alternative technique is to have the patient lift
the right shoulder against resistance for 3 to 5 sec-
onds, and then carry the rib toward exhalation dur-
ing the relaxation phase.

FIGURE 10.53. Steps 1to 4.

FIGURE 10.54. Step 6, exhalation.

FIGURE 10.55. Step 7, resist inhalation.

FIGURE 10.56. Step 8, exaggerate exhalation.
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Right First Rib, Inhalation Dysfunction:
Respiratory Assist, Supine

. The patient lies supine and the physician stands or

sits behind the patient.

. The metacarpal-phalangeal joint of the physician’s

right index finger contacts the superior surface of
the dysfunctional right rib posterior and lateral to
the costotransverse articulation.

. The patient’s head, controlled by the physician’s

left hand, is gently flexed, side-bent toward, and ro-
tated away from the right rib to take the tension off
the scalene musculature (Fig. 10.57).

. The patient inhales and then exhales deeply.

5. During exhalation, the physician’s right hand fol-

10.

lows the first rib down and forward (white arrow, Fig.
10.58) further into exhalation.

. The patient inhales deeply (black arrow, Fig. 10.59) as

the physician’s right hand resists (white arrow) the
inhalation motion of the first rib.

. During exhalation, the physician’s right hand fol-

lows the first rib down and forward (white arrow, Fig.
10.60) toward exhalation.

. Steps 7 and 8 are repeated five to seven times or

until motion is maximally improved at the dysfunc-
tional rib.

. Motion of the dysfunctional rib is reevaluated to

determine the effectiveness of the technique.

An alternative technique is to have the patient lift
the right shoulder against resistance for 3 to 5 sec-
onds and then carry the rib toward exhalation dur-
ing the relaxation phase.
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FIGURE 1057. Steps 1to 4.

FIGURE 10.58. Step 6, exhalation.

FIGURE 10.59. Step 7, resist inhalation.

FIGURE 10.60. Step 8, exaggerate exhalation.
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COSTAL REGION

Right Ribs 1 and 2, Inhalation Dysfunction:
Post Isometric Relaxation to Relax Scalene
Muscles, Seated

1. The patient is seated and the physician stands be-
hind the patient, placing the left foot on the table to
the left side of the patient and keeping the hip and
knee flexed at about 90 degrees.

2. The physician’s right thumb is placed over the an-
teromedial aspect of the dysfunctional right rib.

3. The physician’s left hand controls the patient’s
forehead, rotates it 30 to 45 degrees to the left
(white arrow), and adds slight extension until meet-
ing the edge of the restrictive barrier (Fig. 10.61).

4. The patient pushes the head forward into the physi-
cian’s left hand (black armow, Fig. 10.62) as the physi-
cian resists (long white arrow). The right hand (short
white arrow) simultaneously resists any inhalation
movement of the dysfunctional rib.

5. This isometric contraction is held for 3 to 5 sec-
onds, and then the patient is instructed to relax.

6. Once the patient has completely relaxed, the physi-
cian’s left hand minimally extends the patient’s
head (white armow, Fig. 10.63) until a new restrictive
barrier is reached.

7. Steps 5 to 7 are repeated three to five times or until
motion is maximally improved at the dysfunctional
rib.

8. Motion of the dysfunctional rib is reevaluated to as-
sess the effectiveness of the technique.

FIGURE 10.61. Steps 1to 3.

FIGURE 10.62. Step 4, isometric contraction.

FIGURE 10.63. Step 6, extension barrier.
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Right Ribs 1 and 2, Inhalation Dysfunction:
Post Isometric Relaxation to Relax Scalene
Muscles, Supine

1. The patient lies supine and the physician sits at the
head of the table.

2. The physician’s right thumb is placed over the an-
teromedial aspect of the dysfunctional rib.

3. The physician’s left hand controls the patient’s
head and rotates it 30 to 45 degrees to the left
(white arrow, Fig. 10.64) and adds slight extension by
lowering the thigh until the edge of the restrictive
barrier is reached.

4. The patient flexes the head and neck into the physi-
cian’s left hand (black arrow, Fig. 10.65) as the physi-
cian applies an equal counterforce (long white
arow). The right thumb (short white arrow) simulta-
neously resists any inhalation movement of the dys-
functional ribs.

5. This isometric contraction is held for 3 to 5 sec-
onds, and then the patient is instructed to relax.

6. Once the patient has completely relaxed, the physi-
cian’s left hand minimally extends the patient’s
head (white arrow, Fig. 10.66) until a new restrictive
barrier is reached.

7. Steps 4 to 6 are repeated three to five times until
motion is maximally improved at the dysfunctional
rib.

8. Motion of the dysfunctional rib is reevaluated to as-
sess the effectiveness of the technique.
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FIGURE 10.64. Steps 1to 3, rotation and extension
barrier.

FIGURE 10.65. Step 4, isometric contraction.

FIGURE 10.66. Step 6, extension barrier.
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COSTAL REGION

Right Ribs 2 to 6, Inhalation Dysfunction:
Respiratory Assist

. The patient lies supine and the physician’s flexed

right knee is placed on the table underneath the pa-
tient’s right upper thoracic region at the level of the
dysfunctional rib.

. The patient’s upper body is side-bent to the side of

the dysfunction (right side) until tension is taken
off the dysfunctional rib.

. The web formed by the physician’s right thumb

and index finger is placed in the intercostal space
above the dysfunctional rib on its superior surface
(Fig. 10.67).

. The patient inhales and exhales deeply.

5. During exhalation the physician’s right hand exag-

gerates the exhalation motion (white arrow, Fig. 10.68)
of the dysfunctional rib.

. The patient inhales again (black arrow, Fig. 1069) as

the physician’s right hand resists (white arrow) the
inhalation motion of the dysfunctional rib.

. The patient exhales, and the physician exaggerates

the exhalation motion (white arrow, Fig. 10.70) of the
dysfunctional rib.

. Steps 6 and 7 are repeated five to seven times or

until motion is maximally improved at the dysfunc-
tional rib.

. Motion of the dysfunctional rib is reevaluated to as-

sess the effectiveness of the technique.

FIGURE 10.67. Steps 1to 3.

.

FIGURE 10.68. Step 5, exaggerate exhalation.

FIGURE 10.69. Step 6, resist inhalation.

FIGURE 10.70. Step 7, exaggerate exhalation.



COSTAL REGION

Right Ribs 7 to 10, Inhalation Dysfunction:
Respiratory Assist

. The patient lies supine, and the physician stands at
the side of the dysfunctional rib.

. The patient’s upper body is bent to the side of the
dysfunction (right side) until tension is taken off
the dysfunctional rib.

. The web formed by the physician’s right thumb
and index finger is placed in the intercostal space
on the superior surface of the dysfunctional rib (Fig.
10.71).

. The patient inhales and exhales deeply as the physi-
cian’s right hand exaggerates (white arrow, Fig. 10.72)
the exhalation motion of the dysfunctional rib.

. On inhalation (black arrow, Fig.10.73) the physician’s
right hand resists (white arrow) the inhalation mo-
tion of the dysfunctional rib.

. The patient exhales and the physician exaggerates
the exhalation motion (white arrow, Fig. 10.74) of the
dysfunctional rib.

. Steps 5 and 6 are repeated five to seven times or
until motion is maximally improved at the dysfunc-
tional rib.

. Motion of the dysfunctional rib is reevaluated to as-
sess the effectiveness of the technique.
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FIGURE 10.71. Steps 11to 3.

FIGURE 10.72. Step 4, exaggerate exhalation.

FIGURE 10.73. Step 5, resist inhalation.

FIGURE 10.74. Step 6, exaggerate exhalation.
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COSTAL REGION

Right Ribs 11 and 12, Inhalation Dysfunction
Respiratory Assist

. The patient lies prone, and the physician stands at

the left side of the table and positions the patient’s
legs 15 to 20 degrees to the right, taking tension off
the quadratus lumborum.

. The physician places the left hypothenar eminence

medial and inferior to the angle of the dysfunc-
tional rib and exerts gentle, sustained lateral and
cephalad traction.

. The physician may grasp the patient’s right anterior

superior iliac spine with the right hand to stabilize
the pelvis (Fig. 10.75).

. The patient inhales and exhales deeply.

5. During exhalation the physician’s left hand exag-

gerates (white arrow, Fig. 10.76) the exhalation motion
of the dysfunctional rib by exerting cephalad and
lateral traction.

. On inhalation (black arrow, Fig. 10.77) the physician’s

right hand resists (white arrow) the inhalation mo-
tion of the dysfunctional rib.

. The patient then exhales and the physician exag-

gerates the exhalation motion (white arrow, Fig. 10.78)
of the dysfunctional rib.

. Steps 6 and 7 are repeated five to seven times or

until motion is maximally improved at the dysfunc-
tional rib.

. Motion of the dysfunctional rib is reevaluated to as-

sess the effectiveness of the technique.

FIGURE 10.75. Steps 1to 3.

FIGURE 10.76. Step 5, exaggerate exhalation.

FIGURE 10.77. Step 6, resist inhalation.

FIGURE 10.78. Step 7, exaggerate exhalation.



COSTAL REGION

Anatomy of the Scalene Muscles

Anterior Scalene Muscle

Origin
The origin of the anterior scalene muscle is at trans-
verse processes C3 to C6 (Fig. 10.79).

Insertion

The insertion of the anterior scalene muscle is at the
scalene tubercle, superior surface of the first rib.

Action

The anterior scalene muscle elevates the first rib, flexes
laterally, and rotates the neck.

Innervation

The ventral rami of the cervical spinal nerves (C4-C6)
innervate the anterior scalene muscle.

Middle Scalene Muscle
Origin

The origin of the middle scalene muscle is at transverse
processes C1 to C6.

Insertion

The insertion point of the middle scalene muscle is at
the superior surface of first rib posterior to the subcla-
vian artery.

Action

The middle scalene muscle elevates the first rib during
forced inspiration and flexes the neck laterally.

Innervation

The ventral rami of cervical spinal nerves C3 to C8 in-
nervate the middle scalene muscle.
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FIGURE 10.79. Anatomy of the scalenes and thoracic outlet
(7).

Posterior Scalene Muscle

Origin

The origin of the posterior scalene muscle is at trans-
verse processes C4 to C6.

Insertion

The insertion of the posterior scalene muscle is at the
second rib.

Action

The posterior scalene muscle elevates second rib during
forced inspiration and flexes the neck laterally.

Innervation

The ventral rami of cervical spinal nerves (C6—C8) in-
nervate the posterior scalene muscle.
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COSTAL REGION

Right Ribs 1 and 2, Exhalation Dysfunction:
Contraction of Scalene Muscles Mobilizes
Dysfunctional Ribs

. The patient lies supine, and the physician stands on

the left side of the patient.

. The patient’s head is rotated approximately 30 de-

grees to the left.

The patient’s right wrist (dorsal surface) is placed
against the forehead (Fig. 10.80).

. The physician’s left hand reaches under the patient,

grasps the superior angle of the right dysfunctional
rib, and exerts a caudad and lateral traction (white
arrow, Fig. 10.81).

The patient flexes the head and neck (black armow,
Fig. 10.82) without altering the rotation of the head
while the physician’s right hand applies an unyield-
ing counterforce (white arrow).

. This isometric contraction is maintained for 3 to 5

seconds, and the patient is instructed to relax.

. Once the patient has completely relaxed, the physi-

cian’s left hand exerts increased caudad and lateral
traction on the angle of the dysfunctional rib (white
arrow, Fig. 10.83).

. Steps 6 to 8 are repeated five to seven times or until

motion is maximally improved at the dysfunctional
rib.

. Motion of the dysfunctional rib is reevaluated to as-

sess the effectiveness of the technique.

FIGURE 10.80. Steps 1to 3.

FIGURE 10.81. Step 4.

FIGURE 10.82. Step 5, isometric contraction.

FIGURE 10.83. Step 7.
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COASTAL REGION Cut pectoralis major

Pectoralis Minor Muscle

Origin
The origin of the pectoralis minor muscle is at the an-
terior superior surface of ribs 3, 4, and 5 (Fig. 10.84).

Insertion

The insertion of the pectoralis minor muscle is at the
coracoid process of scapula.

Action

The pectoralis minor muscle stabilizes scapula by draw-
ing it inferiorly and anteriorly against thoracic wall.

Innervation

The medial pectoral nerve (C8,T1) innervates the pec- FIGURE 10.84. Pectoralis minor muscle (7).
toralis minor muscle.
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COSTAL REGION

Right Rib 3, 4, or 5, Exhalation Dysfunction:
Contraction of Pectoralis Minor Mobilizes
Dysfunctional Ribs

1. The patient lies supine and the physician stands on
the left side of the table.

2. The patient raises the right arm and place the hand
over the head (Fig. 10.85).

3. The physician’s left hand reaches under the right
side of the patient, grasps the superior angle of the
dysfunctional rib, and exerts caudad and lateral
traction.

4. The physician’s right hand is placed over the ante-
rior aspect of the patient’s right shoulder at the level
of the coracoid process (Fig. 10.86).

5. The patient protracts the shoulder by pushing for-
ward against the physician’s right hand (black
arrow, Fig. 10.87), which is applying an unyielding
counterforce (white arrow).

6. This isometric contraction is held for 3 to 5 sec-
onds, and then the patient is instructed to stop and
relax.

7. Once the patient has completely relaxed, the physi-
cian’s left hand exerts increased caudad and lateral
traction on the angle of the dysfunctional rib (white
armow, Fig. 10.88).

8. Steps 5 to 7 are repeated five to seven times or until
motion is maximally improved at the dysfunctional
rib.

9. Motion of the dysfunctional rib is reevaluated to as-
sess the effectiveness of the technique.

FIGURE 10.85. Steps 1 and 2.

FIGURE 10.86. Steps 3 and 4.

FIGURE 10.87. Step 5, isometric contraction.

FIGURE 10.88. Step7.
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Right Rib 3, 4 or 5, Exhalation Dysfunction:
Contraction of Pectoralis Minor Mobilizes
Dysfunctional Ribs

1. The patient lies supine, and the physician stands on
the left side of the table.

2. The patient raises the right arm and place the hand
over the head (Fig. 10.89).

3. The physician’s left hand reaches under the right
side of the patient, grasps the superior angle of the
dysfunctional rib and exerts caudad and lateral
traction.

4. The physician’s right hand is placed over the ante-
rior aspect of the patient’s right elbow (Fig. 10.90).

5. The patient pushes the elbow against the physicians
right hand (black armow, Fig. 1091), which is applying
an unyielding counterforce (white arrow).

6. This isometric contraction is held for 3 to 5 sec-
onds,and then the patient is instructed to stop and
relax.

7. Once the patient has completely relaxed, the physi-
cian’s left hand exerts increased caudad and lateral
traction on the angle of the dysfunctional rib (white
arrow, Fig. 10.92).

8. Steps 5 to 7 are repeated five to seven times or until
motion is maximally improved at the dysfunctional
rib.

9. Motion of the dysfunctional rib is reevaluated to as-
sess the effectiveness of the technique.
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FIGURE 10.89. Steps 1 and 2.

FIGURE 10.90. Steps 3 and 4.

FIGURE 10.91. Step 5, isometric contraction.

FIGURE 10.92. Step 7.
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COSTAL REGION

Serratus Anterior Muscle

Origin
The origin of the serratus anterior muscle is at the an-

terior surface of the medial border of the scapula (Fig.
10.93).

Insertion

The insertion of the serratus anterior muscle is at the
superior lateral surface of ribs 2 to 8.

Action

The serratus anterior muscle protracts the scapula and
holds it against the thoracic wall.

Innervation

The long thoracic nerve (C5-C7) innervates the serra-
tus anterior muscle.

FIGURE 10.93. Serratus anterior muscle (7).
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COSTAL REGION

Right Rib 6, 7, or 8, Exhalation Dysfunction:
Contraction of Serratus Anterior Mobilizes
Dysfunctional Ribs

1. The patient lies supine and the physician stands or
sits at the side of the dysfunctional rib.

2. The patient’s right shoulder is flexed 90 degrees;
the elbow may be flexed for better control by the
physician.

FIGURE 10.94. Steps 1to 3.

3. The physician reaches the right hand under the pa-
tient and grasps the superior angle of the dysfunc-
tional rib, exerting caudad and lateral traction
(white arrow, Fig. 10.94).

4. The patient pushes the elbow toward the ceiling
(scapular protraction) (black arrow, Fig. 10.95) while
the physician applies an unyielding counterforce
(white arrow).

5. This isometric contraction is held for 3 to 5 sec-
onds, and then the patient is instructed to stop and

relax. FIGURE 10.95. Step 4, isometric contraction.
6. Once the patient has completely relaxed, the physi-

cian’s right hand exerts increased caudad and lat-

eral traction (white arrow, Fig. 10.96) on the angle of

the dysfunctional rib.

7. Steps 5 to 7 are repeated five to seven times or until
motion is maximally improved at the dysfunctional
rib.

8. Motion of the dysfunctional rib is reevaluated to as-
sess the effectiveness of the technique.

FIGURE 10.96. Step 6.
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COSTAL REGION

Latissimus Dorsi Muscle

Origin
The origin of the latissimus dorsi muscle is at spinous
processes of T7 to S3, the thoracolumbar fascia, the in-

ferior angle of scapula, the lower four ribs, and the iliac
crest (Fig. 10.97).

Insertion

The insertion of the latissimus dorsi muscle is at the in-
tertubercular (bicipital) groove of the humerus.

Action

The latissimus dorsi muscle extends, adducts, and me-
dially rotates the humerus.

Innervation

The thoracodorsal nerve (C6—C8) innervates the latis-
simus dorsi muscle.

FIGURE 10.97. Latissimus dorsi muscle (7).
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COSTAL REGION

Right Ribs 9 and 10, Exhalation
Dysfunction: Contraction of Latissimus
Dorsi Mobilizes Dysfunctional Ribs

1. The patient lies supine, and the physician stands or
sits at the side of the dysfunctional rib.

2. The physician’s left hand abducts the patient’s right
shoulder 90 degrees, and the right hand reaches FIGURE 10.98. Step 3.
under the patient and grasps the superior angle of
the dysfunctional rib, exerting caudad and lateral
traction.

3. The physician’s left lateral thigh or knee is placed
against the patient’s right elbow (Fig. 10.98).

4. The patient pushes the right arm into the physi-
cian’s thigh (black arrow, Fig. 10.99) while the physi-
cian’s left thigh and/or arm applies an unyielding
counterforce (white arrow).

5. This isometric contraction is held for 3 to 5 sec-
onds, and then the patient is instructed to stop and

el FIGURE 10.99. Step 4.
6. Once the patient has completely relaxed, the physi-

cian’s right hand exerts increased caudad and lat-

eral traction (white arrow, Fig. 10.100) on the angle of

the dysfunctional rib.

7. Steps 4 to 6 are repeated five to seven times or until
motion is maximally improved at the dysfunctional
rib.

8. Motion of the dysfunctional rib is reevaluated to as-
sess the effectiveness of the technique.

FIGURE 10.100. Step 6.
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COSTAL REGION

Quadratus Lumborum Muscle

Origin
The origin of the quadratus lumborum muscle is at the
iliac crest and the iliolumbar ligament (Fig. 10.101).

Insertion

The insertion of the quadratus lumborum muscle is at
the inferior aspect of the 12th rib and the transverse
processes of L1 to L4.

Action

The quadratus lumborum muscle extends and laterally
flexes the vertebral column; it also fixes the 12th rib
during inhalation.

Innervation

The ventral branches of T12 to L4 innervate the quad-
ratus lumborum muscle.

FIGURE 10.101. Quadratus lumborum (7).



COSTAL REGION

Right Ribs 11 and 12, Exhalation Dysfunction:

Contraction of Quadratus Lumborum
Mobilizes Dysfunctional Ribs

1. The patient lies prone and the physician stands at
the left side of the table and positions the patient’s
legs 15 to 20 degrees to the left, putting tension on
the quadratus lumborum.

2. The physician’s left thenar eminence or index fin-
ger is placed superior and lateral to the angle of the
dysfunctional rib and exerts gentle sustained me-
dial and caudad traction (left-pointing white arrow,
Fig. 10.102).

3. The physician’s right hand grasps the patient’s right
anterior superior iliac spine (ASIS) and gently lifts
toward the ceiling (upward-pointing white arrow, Fig.
10.102).

4. The patient inhales, exhales, and then inhales
deeply.

5. During inhalation the physician instructs the pa-
tient to pull the right ASIS down toward the table
(black armow, Fig. 10.103) while the physician’s right
hand applies an unyielding counterforce (opposing
white arrow). At the same time, the left hand exag-
gerates the inhalation motion of the dysfunctional
rib by exerting medial and caudad traction (lefi-
pointing white arrow).

6. This isometric contraction is maintained for 3 to 5
seconds, and then the patient is instructed to relax.

7. Once the patient has completely relaxed, the physi-
cian’s right hand lifts the patient’s right ASIS to-
ward the ceiling (upward-pointing white arrow), and
the left hand exerts increased caudad and lateral
traction on the angle of the dysfunctional rib (left-
pointing white arrow, Fig. 10.104).

8. Steps 5 to 7 are repeated five to seven times or until
motion is maximally improved at the dysfunctional
rib.

9. Motion of the dysfunctional rib is reevaluated to as-
sess the effectiveness of the technique.
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FIGURE 10.102. Steps 1to 3.

FIGURE 10.103. Step 5, isometric contraction and ex-
aggerate inhalation.

FIGURE 10.104. Step 7.
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COSTAL REGION

Right Ribs 11 and 12, Exhalation Dysfunction:
Respiratory Assist

. The patient lies prone and the physician stands at

the left side of the table. The patient’s legs are posi-
tioned 15 to 20 degrees to the left, putting tension
on the quadratus lumborum.

. The physician places the left thenar eminence or

index finger superior and lateral to the angle of the
dysfunctional rib and exerts gentle sustained me-
dial and caudad traction.

. The physician’s right hand grasps the patient’s right

ASIS and gently lifts toward the ceiling (Fig. 10.105).

. The patient inhales, exhales, and then inhales

deeply.

. During inhalation, the physician’s left hand exag-

gerates the inhalation motion of the dysfunctional
rib by exerting medial and caudad traction (lefi-
pointing white arrow, Fig. 10.106) as the right hand
gently lifts the patient’s right anterior superior iliac
spine (upward-pointing white arrow) toward the
ceiling.

FIGURE 10.105. Steps 1to 3.

FIGURE 10.106. Step 5, exaggerate inhalation.
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6. On exhalation (black arrow, Fig. 10.107) the physi-
cian’s left hand resists (white arrow) the exhalation
motion of the rib.

7. Steps 5 and 6 are repeated five to seven times or FIGURE 10.107. Step 6, resist exhalation.
until motion is maximally improved at the dysfunc-
tional rib.

8. Motion of the dysfunctional rib is reevaluated to as-
sess the effectiveness of the technique.
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LUMBAR REGION

Type | Dysfunction
Example: L2 NSLRR
Post Isometric Relaxation

1. The patient is seated at the end of the table. The
physician stands to the side opposite the rotational

component of the dysfunction.

2. The patient places the right hand behind the neck

and the left hand on the right elbow.

3. The physician passes the left arm under the pa-
tient’s left arm and grasps the patient’s right upper

arm (Fig. 10.108).

4. The physician’s right hand monitors the spinous
processes of .2 and L3 or the L.2-L.3 interspace as
the left arm and hand flex and extend the patient’s
torso (white arrow, Fig. 10.109) until L2 is neutral in

relation to L3.

5. The physician’s right hand monitors the transverse
processes of L2 and L3 to localize side bending and
rotation as the left arm and hand position the pa-
tient’s torso to the edge of the right side bending
(white arrow, Fig. 10.110), and then left rotation bar-

rier (white arrow, Fig. 10.111).

FIGURE 10.108. Steps 1to 3.

FIGURE 10.109. Step 4, L2-L3 neutral.

FIGURE 10.110. Step 5, right side-bending barrier.

FIGURE 10.111. Step 5, left rotation barrier.



10.

. The patient turns or pulls the right shoulder back

to the right (black arrow, Fig. 10.112) while the physi-
cian’s left hand applies an unyielding counterforce
(white arrow).

. This isometric contraction is maintained for 3 to 5

seconds, and then the patient is instructed to stop
and relax.

. Once the patient has completely relaxed, the physi-

cian, keeping 1.2 neutral, repositions the patient to
the edge of the right side-bending barrier (white
arrow, Fig. 10.113) and left rotation barrier (white
arrow, Fig. 10.114).

. Steps 6 to 8 are repeated three to five times or until

motion is maximally improved at the dysfunctional
segment.

Motion of the dysfunctional segment is reevaluated
to assess the effectiveness of the technique.
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FIGURE 10.112. Step 6, isometric contraction.

FIGURE 10.113. Step 8, right side-bending barrier.

FIGURE 10.114. Step 8, left rotation barrier.
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LUMBAR REGION

Type Il Dysfunction
Example: L2 ERRSR
Post Isometric Relaxation

1. The patient is seated and the physician stands to
the left of the patient (side opposite the rotational

component of the dysfunction).

2. The patient places the right hand behind the neck
and the left hand on the right elbow. (Variation: the
patient may place the hands behind the neck and

approximate the elbows anteriorly.)

3. The physician passes the left arm over or under the
patient’s left arm and grasps the patient’s right

upper arm (Fig. 10.115).

4. The physician’s right hand monitors the spinous
processes of L2 and L3 or the L2-L.3 interspace to
localize flexion and extension as the physician’s left
hand positions the patient’s trunk to the edge of the

restrictive flexion barrier (Fig. 10.116).

5. The physician’s right hand monitors the transverse
processes of L2 and L3 to localize side bending and
rotation as the physician’s left hand repositions the
patient’s trunk to the edge of the left side-bending
barrier (Fig. 10.117) and left rotation barrier (Fig.

10.118).

FIGURE 10.115. Steps 1to 3.

FIGURE 10.116. Step 4, flexion barrier.

FIGURE 10.117. Step 5, left side-bending barrier.

FIGURE 10.118. Step 5, left rotation barrier.



10.

. The patient tries to sit up and gently pull the right

shoulder backward (black arrow, Fig. 10.119) while the
physician’s left hand applies an unyielding counter-
force (white arrow).

. This isometric contraction is maintained for 3 to 5

seconds, and then the patient is instructed to stop
and relax.

. Once the patient has completely relaxed, the physi-

cian repositions the patient (white arrows, Fig. 10.120)
to the edge of the left side bending, left rotation (Fig.
10.121), and flexion barrier (Fig. 10.122).

. Steps 6 to 8 are repeated three to five times or until

motion is maximally improved at the dysfunctional
segment.

Motion of the dysfunctional segment is reevaluated
to assess the effectiveness of the technique.
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FIGURE 10.119. Step 6, isometric contraction.

FIGURE 10.120. Step 8, left side-bending barrier.

FIGURE 10.121. Step 8, left rotation barrier.

FIGURE 10.122. Step 8, flexion barrier.
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LUMBAR REGION

Type | Dysfunction
Example: L4 NSLRR
Post Isometric Relaxation

. The patient lies in a right lateral recumbent posi-
tion on the side of the rotational component of the
dysfunction and the physician stands at the side of
the table facing the patient.

. The physician’s caudad hand or thigh controls the
patient’s flexed knees and hips while the cephalad
hand palpates the L4 and L5 spinous processes or
the LL4-L5 interspace.

. The physician’s caudad hand or thigh gently flexes
and extends the patient’s hips until the physician’s
cephalad hand determines the dysfunctional seg-
ment (L4-L5) to be positioned in neutral (Fig.
10.123).

. The patient’s left leg is lowered off the edge of the
table, causing anterior rotation of the pelvis, until
the physician’s cephalad hand detects motion at the
dysfunctional segment (Fig. 10.124).

. Switching hands, the physician uses the cephalad
hand to gently move the patient’s shoulder posteri-
orly (white arrow, Fig. 10.125) until the caudad hand
detects motion at the dysfunctional segment.

. The patient gently pushes the shoulder forward
(black arrow, Fig. 10.126) against the unyielding coun-
terforce of the physician’s cephalad hand (white
arrow).

. This isometric contraction is held for 3 to 5 sec-
onds, and then the patient is told to stop and
relax.

FIGURE 10.123. Steps 1to 3.

FIGURE 10.124. Step 4.

FIGURE 10.125. Step 5.

FIGURE 10.126. Step 6, isometric contraction.



10.

11.

12.

13.

14.

. Once the patient has completely relaxed, the physi-

cian gently moves the patient’s shoulder posteriorly
(white arrow, Fig. 10.127), rotating the thoracic and
lumbar spine to the edge of the new restrictive bar-
rier.

. The patient gently pulls the hip and pelvis cepha-

lad up toward the shoulder (black arrow, Fig. 10.128)
against the unyielding counterforce of the physi-
cian’s caudad hand (white arrow).

This isometric contraction is held for 3 to 5 sec-
onds, and then the patient is told to stop and
relax.

Once the patient has completely relaxed, the physi-
cian gently moves the patient’s pelvis caudad (white
arrow, Fig. 10.129) to the edge of the new restrictive
barrier.

Steps 6 to 11 are repeated three to five times or
until motion is maximally improved at the dysfunc-
tional segment (LL4-L5).

Steps 6, 7,9, and 10 may be performed simultane-
ously, after which the physician repositions the pa-
tient to the edge of the new restrictive barriers.

Motion of the dysfunctional segment is reevaluated
to assess the effectiveness of the technique.
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FIGURE 10.127. Step 8.

FIGURE 10.128. Step 9, isometric contraction.

FIGURE 10.129. Step 11.
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LUMBAR REGION

Type Il Dysfunction
Example: L4 E/FSRRR
Post Isometric Relaxation

. The patient lies on the side of the rotational com-
ponent, and the physician stands facing the patient.

. The physician’s caudad hand or thigh controls the
patient’s flexed knees and hips while the cephalad
hand palpates the L4 and L5 spinous processes or
the LL4-L5 interspace.

. The physician’s caudad hand or thigh gently flexes
and extends the patient’s hips until the physician’s
cephalad hand determines the dysfunctional seg-
ment (LL4-L5) to be positioned in neutral (Fig.
10.130).

. The physician’s caudad hand places the patient’s
left foot behind the right knee in the popliteal fossa
(Fig. 10.131).

. Switching hands, the physician uses the cephalad
hand to gently move the patient’s shoulder posteri-
orly (white arrow, Fig. 10.132) until the caudad hand
detects motion at the dysfunctional segment.

. The patient gently pushes the shoulder forward
(black arrow, Fig. 10.133) against the unyielding coun-
terforce of the physician’s cephalad hand (white
arrow).

. This isometric contraction is held for 3 to 5 sec-
onds, and then the patient is told to stop and
relax.

FIGURE 10.130. Steps 1to 3.

FIGURE 10.131. Step 4.

FIGURE 10.132. Step 5.

FIGURE 10.133. Step 6, isometric contraction.



10.

11.

12.

13.

14.

. Once the patient has completely relaxed, the physi-

cian gently moves the patient’s shoulder posteriorly
(white arrow, Fig. 10.134), rotating the thoracic and
lumbar spine to the edge of the new restrictive bar-
rier.

. The patient gently pushes the hip and pelvis back-

ward (black arrow, Fig. 10.135) against the unyielding
counterforce of the physician’s caudad hand (white
arrow).

This isometric contraction is held for 3 to 5 sec-
onds, and then the patient is told to stop and
relax.

Once the patient has completely relaxed, the physi-
cian gently moves the patient’s pelvis forward (white
arrow, Fig. 10.136) to the edge of the new restrictive
barrier.

Steps 6 to 11 are repeated three to five times or
until motion is maximally improved at the dysfunc-
tional segment (LL4-L5).

Steps 6, 7, 9, and 10 may be performed simultane-
ously, after which the physician repositions the pa-
tient to the edge of the new restrictive barriers.

Motion of the dysfunctional segment is reevaluated
to assess the effectiveness of the technique.
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FIGURE 10.134. Step 8.

FIGURE 10.135. Step 9, isometric contraction.

FIGURE 10.136. Step 11.
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PELVIC REGION

Right Posterior Innominate Dysfunction:
Combined Reciprocal Inhibition and Muscle
Contraction Mobilize Articulation

Diagnosis

Standing flexion test: Positive (right posterior superior
iliac spine [PSIS] rises)

Loss of passively induced right sacroiliac motion

ASIS: Cephalad (slightly lateral) on the right

PSIS: Caudad (slightly medial) on the right

Sacral sulcus: Anterior, deep on the right

Technique

1. The patient lies supine on a diagonal, so the right
sacroiliac joint is off the edge of the table.

2. The physician stands at the right side of the table.

3. The physician’s cephalad hand is placed over the
patient’s left ASIS to prevent the patient from
rolling off the table. The caudad hand is placed dis-
tal to the patient’s knee (Fig. 10.137).

4. The physician’s caudad (right) hand passively ex-
tends the patient’s right hip (white arrow, Fig. 10.138),
bringing the innominate into anterior rotation,
until the edge of the restrictive barrier is reached.

5. The patient lifts the right leg (black arrow; Fig. 10.139)
toward the ceiling while the physician applies an
equal counterforce (white arrow).

6. This isometric contraction is maintained for 3 to 5
seconds, and then the patient is instructed to stop
and relax.

7. Once the patient has completely relaxed, the physi-
cian extends the patient’s right hip (white arrow, Fig.
10.140) to the edge of the new restrictive barrier.

8. Steps 5 to 7 are repeated three to five times.

9. The diagnostic parameters of the dysfunction are
reevaluated to determine the effectiveness of the
technique.

FIGURE 10.137. Steps 1to 3.

FIGURE 10.138. Step 4.

FIGURE 10.139. Step 5, isometric contraction.

FIGURE 10.140. Step 7.



PELVIC REGION

Right Posterior Innominate Dysfunction:
Combined Reciprocal Inhibition and
Muscle Contraction Mobilize Articulation

Diagnosis

Standing flexion test: Positive (right PSIS rises)
Loss of passively induced right sacroiliac motion
ASIS: Cephalad (slightly lateral) on the right
PSIS: Caudad (slightly medial) on the right
Sacral sulcus: Anterior, deep on the right

Technique

1.

The patient is placed in a left lateral modified Sims
position: left lateral recumbent, with the anterior
thorax resting on the table and arms hanging over
the side of the table (Fig. 10.141).

. The physician stands behind the patient, grasps the

patient’s right leg with the caudad (right) hand, and
places the hypothenar eminence of the cephalad
hand on the patient’s right PSIS.

. The physician’s caudad hand passively extends the

patient’s right hip (white arrow, Fig. 10.142), bringing
the innominate into anterior rotation, until the edge
of the restrictive barrier is reached.

. The patient pulls the right leg forward (black arrow,

Fig.10.143) while the physician applies an equal coun-
terforce (white arrow).

. This isometric contraction is maintained for 3 to 5

seconds, and then the patient is instructed to relax.

. Once the patient has completely relaxed, the physi-

cian extends the patient’s right hip (white arrow, Fig.
10.144) to the edge of the new restrictive barrier.

. Steps 4 to 6 are repeated three to five times.

. The diagnostic parameters of the dysfunction are

reevaluated to determine the effectiveness of the
technique.

CHAPTER 10 | MUSCLE ENERGY TECHNIQUES

FIGURE 10.141. Step 1.

FIGURE 10.142. Steps 2 and 3.

FIGURE 10.143. Step 4, isometric contraction.

FIGURE 10.144. Step 6.
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PELVIC REGION

Right Posterior Innominate Dysfunction:
Combined Reciprocal Inhibition and Muscle
Contraction Mobilize Articulation

Diagnosis

Standing flexion test: Positive (right PSIS rises)
Loss of passively induced right sacroiliac motion
ASIS: Cephalad (slightly lateral) on the right
PSIS: Caudad (slightly medial) on the right
Sacral sulcus: Anterior, deep on the right

Technique

1. The patient lies prone and the physician stands on
the left side of the table.

2. The hypothenar eminence of the physician’s cepha-
lad (left) hand is placed on the patient’s right PSIS
and the physician’s caudad (right) hand grasps the
patient’s right leg distal to the tibial tuberosity (Fig.
10.145).

3. The physician’s caudad (right) hand passively ex-
tends the patient’s right hip (white arrow, Fig. 10.146),
bringing the innominate into anterior rotation,
until the edge of the restrictive barrier is reached.

4. The patient pulls the right leg down (black arrow)
toward the table while the physician applies an
equal counterforce (white arrow, Fig. 10.147).

5. This isometric contraction is maintained for 3 to 5
seconds, and then the patient is instructed to stop
and relax.

6. Once the patient has completely relaxed, the physi-
cian extends the patient’s right hip (white arrow, Fig.
10.148) to the edge of the new restrictive barrier.

7. Steps 4 to 6 are repeated three to five times.

8. The diagnostic parameters of the dysfunction are
reevaluated to determine the effectiveness of the
technique.

FIGURE 10.145. Steps 1and 2.

FIGURE 10.146. Step 3.

FIGURE 10.147. Step 4, isometric contraction.

FIGURE 10.148. Step 6.



PELVIC REGION

Right Anterior Innominate Dysfunction:
Combined Reciprocal Inhibition and
Muscle Contraction Mobilize Articulation

Diagnosis

Standing flexion test: Positive (right PSIS rises)
Loss of passively induced right sacroiliac motion
PSIS: Cephalad (slightly lateral) on the right
ASIS: Caudad (slightly medial) on the right
Sacral sulcus: Posterior, shallow on the right

Technique

1.

The patient lies supine, and the physician is seated
on the table facing the patient.

. The physician places the patient’s right heel on the

right shoulder and passively flexes the patient’s
right hip and knee (white arrow, Fig. 10.149) until the
edge of the restrictive barrier is reached.

. An acceptable modification is to have the patient’s

right knee locked in full extension and the leg
flexed at the hip with the patient’s right leg on the
physician’s right shoulder (Fig. 10.150).

. The patient pushes the knee into the physician’s

hands, extending the right hip (black armow, Fig.
10.151), while the physician applies an equal counter-
force (white arrow).

. This isometric contraction is maintained for 3 to 5

seconds, and then the patient is instructed to stop
and relax.

. Once the patient has completely relaxed, the physi-

cian flexes the patient’s right hip (white arrow, Fig.
10.152) to the edge of the new restrictive barrier.

. Steps 4 to 6 are repeated three to five times.

. The diagnostic parameters of the dysfunction are

reevaluated to determine the effectiveness of the
technique.
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FIGURE 10.149. Steps 1 and 2.

FIGURE 10.150. Step 3, alternative.

FIGURE 10.151. Step 4, isometric contraction.

FIGURE 10.152. Step 6.
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PELVIC REGION

Right Anterior Innominate Dysfunction:
Combined Reciprocal Inhibition and Muscle
Contraction Mobilize Articulation

Diagnosis

Standing flexion test: Positive (right PSIS rises)
Loss of passively induced right sacroiliac motion
PSIS: Cephalad (slightly lateral) on the right
ASIS: Caudad (slightly medial) on the right
Sacral sulcus: Posterior on the right

Technique

1. The patient lies in the left lateral recumbent posi-
tion, and the physician stands at the side of the
table facing the patient.

2. The physician’s caudad (left) hand palpates the
right sacroiliac motion and stabilizes the pelvis
while the physician’s cephalad (right) hand places
the patient’s right foot against the physician’s thigh
(Fig. 10.153).

3. Supporting the patient’s right knee, the physician’s
cephalad hand flexes the patient’s right hip, bring-
ing the innominate into posterior rotation until the
edge of the restrictive barrier is reached (white
arrow, Fig. 10.154).

4. The patient pushes the right foot into the physi-
cian’s thigh (black armow, Fig. 10.155) while the physi-
cian applies an equal counterforce (white arrow).

5. This isometric contraction is maintained for 3 to 5
seconds, and then the patient is instructed to stop
and relax.

6. Once the patient has completely relaxed, the physi-
cian flexes the right hip innominate to the edge of
the new restrictive barrier (white arrow, Fig. 10.156).

7. Steps 4 to 6 are repeated three to five times.

8. The diagnostic parameters of the dysfunction are
reevaluated to determine the effectiveness of the
technique.

FIGURE 10.153. Steps 1 and 2.

FIGURE 10.154. Step 3.

FIGURE 10.155. Step 4, isometric contraction.

FIGURE 10.156. Step 6.



PELVIC REGION

Anterior Innominate Dysfunction:
Combined Reciprocal Inhibition and
Muscle Contraction Mobilize Articulation

Diagnosis

Standing flexion test: Positive (right PSIS rises)
Loss of passively induced right sacroiliac motion
PSIS: Cephalad (slightly lateral) on the right
ASIS: Caudad (slightly medial) on the right
Sacral sulcus: Posterior on the right

Technique

1.

The patient lies prone on a diagonal, so the right in-
nominace is off the edge of the table. The physician
stands at the right side of the table facing the pa-
tient’s pelvis.

. The physician’s left hand stabilizes the patient’s

pelvis and sacrum, and the physician’s right hand,
supporting the patient’s right leg, places the pa-
tient’s right foot against the physician’s right thigh
or tibia (Fig. 10.157).

. The physician flexes the patient’s right hip (white

arrow, Fig. 10.158), bringing the right innominate into
posterior rotation, until the edge of the restrictive
barrier is reached.

. The patient pushes the right foot (black arrow, Fig.

10.159) into the physician’s leg while the physician
applies an equal counterforce (white arrow).

. This isometric contraction is maintained for 3 to 5

seconds, and then the patient is instructed to stop
and relax.

. Once the patient has completely relaxed, the physi-

cian flexes the right hip (white arrow, Fig. 10.160) to
the edge of the new restrictive barrier.

. Steps 4 to 6 are repeated three to five times.

. The diagnostic parameters of the dysfunction are

reevaluated to determine the effectiveness of the
technique.
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FIGURE 10.157. Steps 1 and 2.

FIGURE 10.158. Step 3.

FIGURE 10.159. Step 4, isometric contraction.

FIGURE 10.160. Step 6.
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PELVIC REGION

Right Superior lliosacral Shear

Diagnosis

Standing flexion test: Positive (right PSIS rises)
Loss of passively induced right sacroiliac motion
PSIS: Cephalad on the right

ASIS: Cephalad on the right

Ischial tuberosity: Cephalad on the right
Sacrotuberous ligament tension: Lax

Technique

1. The patient lies either prone or supine with both
feet off the end of the table.

2. The physician stands at the foot of the table and
grasps the patient’s right tibia and fibula above the
ankle (Fig.10.161).

3. The physician internally rotates the right leg to
close-pack the hip joint, locking the femoral head
into the acetabulum (curved white arrow, Fig. 10.162).

4. The physician abducts the patient’s right leg 5 to 10
degrees to take tension off the right sacroiliac liga-
ment (Fig. 10.163).

5. The physician gently leans back, maintaining axial
traction on the patient’s right leg (white arrow), and
instructs the patient to inhale and exhale (Fig. 10.164).

6. With each exhalation the tractional force is in-
creased.

7. This inhalation, exhalation, traction cycle is re-
peated five to seven times.

8. With the last exhalation, the patient may be in-
structed to cough as the physician simultaneously
tugs on the leg.

9. The diagnostic parameters of the dysfunction are
reevaluated to determine the effectiveness of the
technique.

FIGURE 10.161. Steps 1 and 2.

FIGURE 10.162. Step 3.

FIGURE 10.163. Step 4.

FIGURE 10.164. Step 5.



PELVIC REGION

Right OQutflare Innominate Dysfunction:
Post Isometric Relaxation

Diagnosis

Standing flexion test: Positive (right PSIS rises)
Loss of passively induced right sacroiliac motion
Sacral sulcus: Narrow on the right

ASIS: Laterally displaced on the right

Technique

1.

The patient lies supine, and the physician stands at
the left side of the table.

. The patient’s right hip and knee are flexed to about

90 degrees, and the right foot is lateral to the left
knee.

. The physician’s cephalad (right) hand is placed

under the patient’s right innominate, grasping the
medial aspect of the right PSIS (Fig. 10.165).

. The physician cephalad (left) hand adducts the pa-

tient’s right knee (white arrow, Fig. 10.166) until the
edge of the restrictive barrier is reached.

. The patient abducts the flexed hip (black arrow, Fig.

10.167) while the physician applies an equal counter-
force (white arrow).

. This isometric contraction is maintained for 3 to 5

seconds, and then the patient is instructed to stop
and relax.

. Once the patient has completely relaxed, the physi-

cian further adducts the patient’s right knee (white
arrow, Fig. 10.168) to the edge of the new restrictive
barrier and draws traction laterally on the right
PSIS.

. Steps 5 to 7 are repeated three to five times.

. The diagnostic parameters of the dysfunction are

reevaluated to determine the effectiveness of the
technique.
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FIGURE 10.165. Steps 1to 3.

FIGURE 10.166. Step 4.

FIGURE 10.167. Step 5, isometric contraction.

FIGURE 10.168. Step 7.
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PELVIC REGION

Right Inflare Innominate Dysfunction:
Post Isometric Relaxation

Diagnosis

Standing flexion test: Positive (right PSIS rises)
Loss of passively induced right sacroiliac motion
Sacral sulcus: Wide on the right

ASI

S: Medially displaced on the right

Technique

1.

The patient lies supine and the physician stands at
the left side of the table.

. The patient’s right hip and knee are flexed, and the

right foot is on the lateral aspect of the left knee.

. The physician’s cephalad hand is placed on the pa-

tient’s left ASIS (Fig. 10.169).

. The physician’s caudad hand is placed on the pa-

tient’s right knee and the right hip is externally ro-
tated (white arrow, Fig. 10.170) until the edge of the
restrictive barrier is reached.

. The patient lifts the right knee toward the ceiling

(black arrow, Fig. 10.171) while the physician applies
an equal counterforce (white arrow).

. This isometric contraction is maintained for 3 to 5

seconds, and then the patient is instructed to relax.

. Once the patient has completely relaxed, the physi-

cian further externally rotates the hip (white arrow,
Fig. 10.172) to the edge of the new restrictive barrier.

. Steps 5 to 7 are repeated three to five times.

. The diagnostic parameters of the dysfunction are

reevaluated to determine the effectiveness of the
technique.

FIGURE 10.169. Steps 1to 3.

FIGURE 10.170. Step 4.

FIGURE 10.171. Step 5, isometric contraction.

FIGURE 10.172. Step7.



PELVIC REGION

Right Superior Pubic Shear Dysfunction:
Muscle Contraction Mobilizes Articulation

Diagnosis

Standing flexion test: Positive (right PSIS rises)
Loss of passively induced right sacroiliac motion
Right pubic tubercle cephalad (Fig. 10.173)

Technique

1. Patient lies supine, right side close to the edge of
the table, and the physician stands at the right side
facing the patient.

2. The physician’s left hand is placed on the patient’s
left ASIS to stabilize the pelvis, and the right hand
abducts the patient’s right leg, allowing it to drop of
the edge of the table.

3. The physician places the right hand just proximal
to the patient’s right knee and gently presses down
(white arrow, Fig. 10.174) on the right knee until the
edge of the restrictive barrier is reached.

4. The patient lifts the right knee toward the ceiling
and slightly medially (black arrow, Fig. 10.175) while
the physician applies an equal counterforce (white
arrow).

5. This isometric contraction is maintained for 3 to 5
seconds after which the patient is instructed to stop
and relax.

6. Once the patient has completely relaxed, the physi-
cian repositions the patient’s leg further toward the
floor (white arrow, Fig. 10.176) to the edge of the new
restrictive barrier.

7. Steps 4 to 6 are repeated three to five times.

8. The diagnostic parameters of the dysfunction are
reevaluated to determine the effectiveness of the
technique.

Note: A left inferior shear looks statically similar to
a right superior shear but will display loss of sacroiliac
motion on the left side and show a positive standing
flexion test on the left.
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FIGURE 10.173. Right superior pubic shear dysfunction.

FIGURE 10.174. Steps 1to 3.

FIGURE 10.175. Step 4, isometric contraction.

FIGURE 10.176. Step 6.
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PELVIC REGION

Right Inferior Pubic Shear Dysfunction:
Muscle Contraction Mobilizes Articulation

Diagnosis

Standing flexion test: Positive (right PSIS rises)
Loss of passively induced right sacroiliac motion
Pubic tubercle on right is caudad (Fig. 10.177)

Technique

1. The patient lies supine close to the left edge of the
table, and the physician stands on the left facing the
patient.

2. The physician’s right hand flexes and internally ro-
tates the patient’s right hip as the physician places
the left thenar eminence beneath the patient’s right
ischial tuberosity to create a fulcrum (Fig. 10.178).

3. The physician’s right hand flexes the patient’s right
hip (white arrow, Fig. 10.179) until the edge of the re-
strictive barrier is engaged, positions the patient’s
knee under the right axilla, and then grasps the side
of the treatment table.

FIGURE 10.177. Right inferior pubic shear dysfunction.

FIGURE 10.178. Steps 1 and 2.

FIGURE 10.179. Step 3.
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4. The patient pushes the right knee up into the physi-
cian’s axilla (black arrow, Fig. 10.180) while the physi-
cian applies an equal counterforce (white arrow).

5. This isometric contraction is maintained for 3 to 5 FIGURE 10.180. Step 4, isometric contraction.
seconds, after which the patient is instructed to
relax.

6. Once the patient has completely relaxed, the physi-
cian flexes the right hip (white arrow) to the edge of
the new restrictive barrier (Fig. 10.181). The hand be-
neath the ischial tuberosity may have to be reposi-
tioned more cephalad to maintain an effective
fulcrum.

7. Steps 4 to 6 are repeated three to five times.

8. The diagnostic parameters of the dysfunction are
reevaluated to determine the effectiveness of the

fiechmgue: FIGURE 10.181. Step 6.
Note: A left superior shear looks statically similar to

a right inferior shear but will display loss of sacroiliac

motion on the left side and show a positive standing

flexion test on the left.
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PELVIC REGION

Fixed Compression of the Pubic Symphysis
(Adducted Pubic Bones): Muscle Contraction
Mobilizes Articulation

Diagnosis

Suspicion of dysfunction by history (trauma, preg-
nancy, delivery)
Palpable bulging of the symphyseal cartilage FIGURE 10.182. Fixed compression of the pubic
Tender pubic symphysis symphysis.
May have urinary tract symptoms (Fig. 10.182)

Technique

1. The patient lies supine and the physician stands at
either side of the table.

2. The patient’s hips are flexed to approximately 45
degrees and the knees are flexed to 90 degrees, with
the feet flat on the table.

3. The physician separates the patient’s knees and
places the forearm between the patient’s knees (Fig.

10.183).
FIGURE 10.183. Steps 1to 3.

4. The patient pulls both knees medially (adduct
shown by black arrows, Fig. 10.184) against the physi-
cian’s palm and elbow (white arrows) while the
physician applies an equal counterforce.

5. This isometric contraction is maintained for 3 to 5
seconds, and then the patient is instructed to stop
and relax.

6. Once the patient has completely relaxed, the pa-
tient’s knees are separated slightly farther from the
midline (white arrows, Fig. 10.185).

7. Steps 4 to 6 are repeated three to seven times.

8. The diagnostic parameters of the dysfunction are FIGURE 10.184. Step 4, isometric contraction.
reevaluated to determine the effectiveness of the '
technique.

FIGURE 10.185. Step 6.
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Fixed Gapping of the Pubic Symphysis
(Abducted Pubic Bones): Muscle
Contraction Mobilizes Articulation

Diagnosis

Suspicion of dysfunction by history (trauma, preg-

nancy, delivery)

Sulcus deeper than normal at the pubic symphysis
Tender pubic symphysis
May have urinary tract symptoms (Fig. 10.186)

Technique

1.

The patient lies supine, and the physician stands
beside <he table.

. The patient’s hips are flexed to approximately 45

degrees and the knees are flexed to about 90 de-
grees, with the feet flat on the table.

. The patient’s knees are separated by approximately

18 inches.

. The knee closer to the physician is placed against

the physician’s abdomen, and the physician grasps
the lateral aspect of the other knee with both hands
(Fig. 10.187).

. The patient pulls both knees laterally (abduct

shown by black arrows, Fig. 10.188) against the physi-
cian’s abdomen and hands while the physician ap-
plies an equal counterforce (white arrows).

. This isometric contraction is maintained for 3 to 5

seconds, and then the patient is instructed to stop
and relax.

. Once the patient has completely relaxed, the physi-

cian approximates the patient’s knee 3 to 4 inches
(white arrows, Fig. 10.189).

. Steps 7 to 9 are repeated three to seven times.

. The diagnostic parameters of the dysfunction are

reevaluated to determine the effectiveness of the
technique.
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FIGURE 10.186. Fixed gapping of the pubic symphysis.

FIGURE 10.187. Steps 1to 4.

FIGURE 10.188. Step 5, isometric contractions.

FIGURE 10.189. Step 7.
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PELVIC REGION

Hip Region: Psoas Major and Psoas Minor
Muscles

Psoas Major
Origin
The origin of the psoas majorisat the body of 12th tho-

racic vertebra and the transverse processes and bodies
of the first four lumbar vertebrae (Fig. 10.190).

Insertion

The insertion of the psoas major is at the lesser
trochanter of femur.

Action

The psoas major flexes the thigh and trunk and flexes
the vertebral column laterally.

Innervation

The ventral rami of lumbar nerves (L1 to L3) innervate
the psoas major.

Psoas Minor
Origin

The origin of the psoas minor is at the bodies of 12th
thoracic and first lumbar vertebrae (Fig. 10.190).

Insertion

The insertion of the psoas minor is at the iliac fascia
and the iliopectineal eminence.

Action

The psoas minor helps the psoas major flex the pelvis
and lumbar region of the vertebral column.

Innervation

The ventral ramus of L1 innervates the psoas minor.

FIGURE 10.190. Psoas major and psoas minor muscles (8).
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PELVIC REGION

Hip Region: lliacus Muscle

Origin
The origin of the iliacus muscle is at the iliac fossa

(inner surface of iliac bone) and the lateral aspect of the
sacrum (Fig. 10.191).

Insertion

The insertion of the iliacus muscle is at the lesser
trochanter of femur.

Action

The iliacus muscle flexes the thigh at the hip and stabi-

lizes the joint in conjunction with the iliopsoas. FIGURE 10.191. lliacus muscle (8).

Innervation

The femoral nerve (L2 and L3) innervates the iliacus
muscle.
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PELVIC REGION

Hip Region: Psoas Muscle, Acute
Dysfunction: Reciprocal Inhibition

. Patient lies supine near the end of the treatment

table so that the dysfunctional leg may hang over
the end of the table. The patient flexes the other
hip, bringing the knee to the chest. This keeps the
lumbar lordosis flattened.

. The physician, standing at the end of the table,

places the hands on the patient’s dysfunctional
thigh just proximal to the knee (Fig. 10.192).

. The physician gently positions the patient’s thigh

toward the floor (white arrow, Fig. 10.193), extending
the hip to the edge of the restrictive barrier.

. The patient pushes the leg very gently down to-

ward the floor (black arrow, Fig. 10.194) while the
physician applies an unyielding counterforce (white
arrow).

. This isometric contraction is held for 3 to 5 sec-

onds, and then the patient is instructed to stop and
relax.

. Once the patient has completely relaxed, the physi-

cian gently repositions the patient’s thigh toward
the floor, extending the hip to the edge of the new
restrictive barrier (white arrow, Fig. 10.195).

. Steps 4 to 6 are repeated three to five times or until

motion is maximally improved at the dysfunctional
hip and psoas.

. The diagnostic parameters of the dysfunction are

reevaluated to determine the effectiveness of the
technique.

FIGURE 10.192. Steps 1 and 2.

FIGURE 10.193. Step 3.

FIGURE 10.194. Step 4, isometric contraction.

FIGURE 10.195. Step 6.



PELVIC REGION

Hip Region: Psoas Muscle, Subacute or
Chronic Dysfunction: Post Isometric
Relaxation

. The patient lies prone and the physician stands be-
side the table.

. The physician flexes the patient’s knee on the side
to be treated 90 degrees and then grasps the pa-
tient’s thigh just above the knee.

. The physician’s cephalad hand is placed over the
patient’s sacrum to stabilize the pelvis (Fig. 10.196).

. The physician’s caudad hand gently lifts the pa-
tient’s thigh upward (white arrow, Fig.10.197) until the
psoas muscle begins to stretch, engaging the edge
of the restrictive barrier.

. The patient pulls the thigh and knee down (black
arrow, Fig. 10.198) into the physician’s caudad hand,
which applies an unyielding counterforce (white
arrow).

. This isometric contraction is held for 3 to 5 sec-
onds, and then the patient is instructed to stop and
relax.

. Once the patient has completely relaxed, the physi-
cian extends the patient’s hip to the edge of the new
restrictive barrier (white arrow, Fig. 10.199).

. Steps 5 to 7 are repeated three to five times or until
motion is maximally improved at the dysfunctional
hip and psoas.

. Success of the technique is determined by reevalu-
ating passive hip extension.
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FIGURE 10.196. Steps 1to 3.

FIGURE 10.197. Step 4.

FIGURE 10.198. Step 5, isometric contraction.

FIGURE 10.199. Step 7.
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PELVIC REGION

Piriformis Muscle

Origin
The origin of the piriformis muscle is at the anterior

surface of the sacrum and the superior margin of
greater ischiadic (sciatic) notch (Fig. 10.200).

Insertion

The insertion of the piriformis muscle is at the greater
trochanter of the femur.

Action

The piriformis muscle rotates the thigh laterally and
abducts it, and it assists in holding the femoral head in
the acetabulum (Fig. 10.201).

FIGURE 10.200. Anterior view of piriformis muscle (8).

FIGURE 10.201. Posterior view of piriformis muscle (8).
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PELVIC REGION

Hip Region: Piriformis Muscle, Acute
Dysfunction: Reciprocal Inhibition

1. The patient lies prone and the physician stands be-
side the table.

2. The physician palpates the dysfunctional piriformis
muscle with the cephalad hand, grasps the patient’s
ankle with the caudad hand, and flexes the patient’s
knee 90 degrees (Fig. 10.202).

FIGURE 10.202. Steps 1 and 2.

3. The physician slowly moves the patient’s ankle
away (white arrow, Fig. 10.203) from the midline until
the edge of the restrictive barrier is reached.

4. The patient very gently pulls the ankle away from
the midline (black arrow, Fig. 10.204) to the lateral as-
pect of the patient’s ankle against the physician’s
caudad hand, which applies an unyielding counter-
force (white arrow).

5. This isometric contraction is held for 3 to 5 sec-
onds, and then the patient is instructed to stop and FIGURE 10.203. Step 3.
relax.

6. Once the patient has completely relaxed, the physi-
cian repositions the ankle farther from the midline,
internally rotating the hip to the edge of the new re-
strictive barrier (white arrow; Fig. 10.205).

7. Steps 4 to 6 are repeated three to five times or until
motion is maximally improved at the dysfunctional
hip and piriformis.

8. The diagnostic parameters of the dysfunction are
reevaluated to determine the effectiveness of the
technique.

FIGURE 10.204. Step 4, isometric contraction.

FIGURE 10.205. Step 6.
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PELVIC REGION

Hip Region: Piriformis Muscle, Acute
Dysfunction: Reciprocal Inhibition

. The patient lies supine, and the physician stands at

the side of the patient opposite the side to be
treated.

. The patient’s right hip and knee are flexed so that

the foot on the dysfunctional side may be placed
lateral to the unaffected knee.

. The physician’s cephalad hand is placed on the pa-

tient’s ASIS on the side of dysfunction to stabilize
the pelvis (Fig. 10.206).

. On the side of dysfunction, the physician’s caudad

hand pulls the patient’s right knee toward the mid-
line, internally rotating the hip, until the piriformis
begins to stretch, engaging the edge of the restric-
tive barrier (Fig. 10.207).

. The patient very gently pushes the right knee to-

ward the midline (black arrow, Fig. 10.208) to the me-
dial aspect of the patient’s knee against the
physician’s caudad hand, which applies an unyield-
ing counterforce (white arrow).

. This isometric contraction is held for 3 to 5 sec-

onds, and then the patient is instructed to relax.

. Once the patient has completely relaxed, the physi-

cian repositions the knee farther across the midline,
internally rotating the hip to the edge of the new re-
strictive barrier (white arrow, Fig. 10.209).

. Steps 5 to 7 are repeated three to five times or until

motion is maximally improved at the dysfunctional
hip and piriformis.

. The diagnostic parameters of the dysfunction are

reevaluated to determine the effectiveness of the
technique.

FIGURE 10.206. Steps 1to 3.

FIGURE 10.207. Step 4.

A
FIGURE 10.208. Step 5, isometric contraction.

A
FIGURE 10.209. Step 7.
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Hip Region: Piriformis Muscle, Subacute or
Chronic Dysfunction: Post Isometric
Relaxation

1. The patient lies prone on the treatment table, and
the physician stands beside the table.

2. The physician palpates the dysfunctional piriformis
muscle with the cephalad hand and grasps the pa-
tient’s ankle with the caudad hand (Fig. 10.210).

3. The physician’s caudad hand flexes the patient’s
knee 90 degrees and slowly moves the patient’s
ankle away from the midline, internally rotating the
dysfunctional hip until the piriformis muscle begins
to stretch, engaging the edge of the restrictive bar-
rier (Fig. 10.211).

4. The patient pushes the right ankle toward the mid-
line (black arrow, Fig. 10.212) to the medial aspect of
the patient’s foot and ankle, against the physician’s
caudad hand, which applies an unyielding counter-
force (white arrow).

5. This isometric contraction is held for 3 to 5 sec-
onds, and then the patient is instructed to relax.

6. Once the patient has completely relaxed, the physi-
cian repositions the ankle farther away from the
midline, internally rotating the hip to the edge of
the new restrictive barrier (white arrow, Fig. 10.213).

7. Steps 4 to 6 are repeated three to five times or until
motion is maximally improved at the dysfunctional
hip and piriformis.

8. The diagnostic parameters of the dysfunction are
reevaluated to determine the effectiveness of the
technique.
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FIGURE 10.210. Steps 1 and 2.

FIGURE 10.211. Step 3.

FIGURE 10.212. Step 4, isometric contraction.

FIGURE 10.213. Step 6.
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PELVIC REGION

Hip Region: Piriformis Muscle, Subacute or
Chronic Dysfunction: Post Isometric
Relaxation

1. The patient lies supine and the physician stands at
the side of the patient opposite the side to be
treated.

2. The patient’s hip and knee are flexed so that the
foot on the dysfunctional side may be placed lateral
to the unaffected knee.

3. The physician’s cephalad hand is placed on the pa-
tient’s ASIS on the side of dysfunction to stabilize
the pelvis (Fig. 10.214).

4. On the side of dysfunction, the physician’s caudad
hand gently pulls the patient’s knee toward the
midline (white arrow, Fig. 10.215), internally rotating
the hip until the piriformis begins to stretch engag-
ing the edge of the restrictive barrier.

FIGURE 10.214. Steps 1to 3.

FIGURE 10.215. Step 4.



. The patient pulls the knee away from the midline
(black arrow, Fig. 10.216) to the lateral aspect of the
patient’s knee against the physician’s caudad hand,
which applies an unyielding counterforce (white
arrow).

. This isometric contraction is held for 3 to 5 sec-
onds, and then the patient is instructed to stop and
relax.

. Once the patient has completely relaxed, the physi-
cian repositions the knee farther across the midline,
internally rotating the hip to the edge of the new re-
strictive barrier (white arrow, Fig. 10.217).

. Steps 5 to 7 are repeated three to five times or until
motion is maximally improved at the dysfunctional
hip and piriformis.

. The diagnostic parameters of the dysfunction are
reevaluated to determine the effectiveness of the
technique.
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FIGURE 10.216. Step 5, isometric contraction.

FIGURE 10.217. Step 7.
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SACRAL REGION

Forward Torsion About a Left Oblique Axis
(Left on Left): Combined Reciprocal Inhibition
and Muscle Contraction Mobilize Articulation

Diagnosis

Seated flexion test: positive right

Sacral sulcus: deep, anterior right

Inferior lateral angle (ILA): shallow, posterior left
Spring test: negative

Sphinx test: less asymmetry

L5 NSLRR

Left-on-left sacral torsion (Fig. 10.218)

Technique

1. The patient lies in the left modified Sims position
on the side of the named oblique axis. The hips and
knees are flexed to 90 degrees, with the chest down
on the table as much as possible and the right arm
hanging over the table edge.

2. The physician sits on the right end of the table near
the patient’s buttocks, facing the patient.

3. The physician gently lifts the patient’s knees and
rests the knees, legs, and feet on the anterior thigh.
The physician’s foot closest to the patient should be
on a low stool or the rung of a chair, which enables
the physician to raise the patient’s knees, allowing
for greater rotation of the spine for L5 to derotate.

4. The physician’s cephalad hand palpates the L5-S1
interspinous space, and the caudad hand grasps the
patient’s heels and passively flexes and extends the
patient’s hips until L5 is neutral relative to S1 (Fig.
10.219).

5. The patient inhales and exhales deeply three times,
reaching with the right hand toward the floor after
each exhalation (Fig. 10.220).

FIGURE 10.218. Left-on-left sacral torsion.

FIGURE 10.219. Steps 1to4.

FIGURE 10.220. Step 5.



10.
11.

. The physician’s caudad hand gently lowers the pa-

tient’s feet (white arrow, Fig. 10.221) to the edge of the
restrictive barrier.

. The physician instructs the patient to lift both feet

straight up toward the ceiling with a gentle but sus-
tained force (black arrow) against the physician’s
unyielding caudad hand (white arrow). This con-
tracts the right hip internal rotators and the left hip
external rotators, which are antagonists of the right
piriformis muscle (Fig. 10.222).

. This isometric contraction is maintained for 3 to 5

seconds, and then the patient is instructed to stop
and relax.

. Once the patient has completely relaxed, the physi-

cian lowers both legs toward the floor (white arrow,
Fig. 10.223) to the edge of the new restrictive barrier.

Steps 7 to 9 are repeated three to five times.

The diagnostic parameters of the dysfunction are
reevaluated to determine the effectiveness of the
technique.
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FIGURE 10.221. Step 6.

FIGURE 10.222. Step 7, isometric contraction.

FIGURE 10.223. Step 9.
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SACRAL REGION

Forward Torsion About a Right Oblique Axis
(Right on Right): Combined Reciprocal Inhibition
and Muscle Contraction Mobilize Articulation

Diagnosis

Seated flexion test: positive left

Left sacral sulcus: deep, anterior
Right ILA: shallow, posterior

Spring test: negative

Sphinx test: less asymmetry

L5 NSRRL

Right-on-right sacral torsion (Fig. 10.224)

Technique

1. The patient lies in the right modified Sims position
on the side of the named oblique axis. The hips and
knees are flexed to 90 degrees, with the chest down
on the table as much as possible and the left arm
hanging over the table edge.

2. The physician sits on the edge of the table behind
the patient and rests the patient’s knees slightly
onto the right anterior thigh.

3. The physician’s cephalad hand palpates the L5-S1
interspinous space while the caudad hand flexes
and extends the patient’s hips until L5 is felt to be
neutral relative to S1 (Fig. 10.225).

4. The patient inhales and exhales deeply three times,
reaching with the left hand toward the floor after
each exhalation (Fig. 10.226).

FIGURE 10.224. Right-on-right sacral torsion.

FIGURE 10.225. Steps 1to 3.

FIGURE 10.226. Step 4.



. The physician’s caudad hand gently lowers the pa-

tient’s feet (white arrow, Fig. 10.227) until the edge of
the restrictive barrier is reached.

. The physician instructs the patient to lift both feet

straight up toward the ceiling with a gentle but sus-
tained force (black arrow, Fig. 10.228) against the
physician’s unyielding caudad hand (white arrow).
This contracts the left hip internal rotators and the
right hip external rotators, which are both antago-
nists to the left piriformis muscle.

. This isometric contraction is maintained for 3 to 5

seconds, and then the patient is instructed to stop
and relax.

. Once the patient is completely relaxed, the physi-

cian gently lowers both feet toward the floor (white
arrow, Fig. 10.229) to the edge of the new restrictive
barrier.

. Steps 6 to 8 are repeated three to five times.

10.

The diagnostic parameters of the dysfunction are
reevaluated to determine the effectiveness of the
technique.
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FIGURE 10.227. Step 5.

FIGURE 10.228. Step 6, isometric contraction.

FIGURE 10.229. Step 8.
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SACRAL REGION

Backward Torsion About a Left Oblique Axis
(Right on Left): Combined Reciprocal Inhibition
and Muscle Contraction Mobilize Articulation

Diagnosis

Seated flexion test: positive right
Right sacral sulcus: posterior, shallow
Left ILA: deep, anterior

Spring test: positive

Sphinx test: more asymmetry

L5 E/FRLSL

Right-on-left sacral torsion (Fig. 10.230)

Technique

1. The patient lies in the left lateral recumbent posi-
tion with the right hip and knee slightly flexed in
front of the left leg.

2. The physician stands facing the patient’s pelvis, and
the cephalad hand palpates the 1.5-S1 interspinous
space while the caudad hand gently moves the left
leg posteriorly, extending the hip until motion is felt
at the L5-S1 interspace.

3. The physician’s caudad hand and forearm stabilize
the patient’s pelvis as the patient gently rotates the
trunk to the right (Fig. 10.231).

4. The patient inhales and exhales deeply three times.
After each exhalation, the patient reaches back with
the right arm and shoulder, rotating the trunk to
the right to derotate L5.

FIGURE 10.230. Right-on-left sacral torsion.

FIGURE 10.231. A. Steps 1to 3.

FIGURE 10.231. B. Step 4.



. The physician’s caudad hand moves the patient’s

right foot off the table and applies gentle pressure
on the patient’s right knee (white arrow, Fig. 10.232) to
the edge of the restrictive barrier.

. The physician instructs the patient to lift the right

knee straight up toward the ceiling with gentle but
sustained force (black arrow, Fig. 10.233) against the
physician’s unyielding counterforce of the caudad
hand (white arrow).

. This isometric contraction is maintained for 3 to 5

seconds, and then the patient is instructed to stop
and relax.

. Once the patient has completely relaxed, the physi-

cian gently lowers the right foot toward the floor
until a new restrictive barrier is reached (white
arrow, Fig. 10.234).

. Steps 6 to 8 are repeated three to five times.

10.

The diagnostic parameters of the dysfunction are
reevaluated to determine the effectiveness of the
technique.
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FIGURE 10.232. Step 5.

FIGURE 10.233. Step 6, isometric contraction.

FIGURE 10.234. Step 8.
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SACRAL REGION

Backward Torsion About a Right Oblique Axis
(Left on Right): Combined Reciprocal Inhibition
and Muscle Contraction Mobilize Articulation

Diagnosis

Seated flexion test: positive left

Left sacral sulcus: shallow, posterior
Right ILLA: deep, anterior

Spring test: positive

Sphinx test: more asymmetry

L5 E/FRRSR

Left-on-right sacral torsion (Fig. 10.235)

Technique

1. The patient is in the right lateral recumbent posi-
tion with the pelvis close to the edge of the table
and the left knee resting slightly flexed on the table
in front of the right leg.

2. The physician stands facing the patient’s pelvis, and
the cephalad hand palpates the L5-S1 interspinous
space while the caudad hand gently moves the pa-
tient’s right leg posteriorly, extending the hip until
motion is felt at the L5-S1 interspace.

3. The physician’s caudad hand and forearm stabilize
the patient’s pelvis as the patient gently rotates the
trunk to the left (Fig. 10.236).

4. The patient inhales and exhales deeply three times.
After each exhalation, the patient reaches back with
the left arm and shoulder, rotating the trunk to the
left to derotate L5 (white arrow, Fig. 10.237).

FIGURE 10.235. Left-on-right sacral torsion.

FIGURE 10.236. Steps 1to 3.

FIGURE 10.237. Step 4.



. The physician’s caudad hand moves the patient’s

right foot off the table and applies gentle pressure
on the patient’s right knee (white arrow, Fig. 10.238) to
the edge of the restrictive barrier.

. The physician instructs the patient to lift the left leg

straight up toward the ceiling with gentle but sus-
tained force (black arrow, Fig. 10.239) against the
physician’s unyielding counterforce of the caudad
hand (white arrow).

. This isometric contraction is maintained for 3 to 5

seconds, and then the patient is instructed to stop
and relax.

. Once the patient has completely relaxed, the physi-

cian gently lowers the left foot toward the floor
(white arrow, Fig. 10.240) to the edge of the new re-
strictive barrier.

. Steps 6 to 8 are repeated three to five times.

10.

The diagnostic parameters of the dysfunction are
reevaluated to determine the effectiveness of the
technique.
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FIGURE 10.238. Step 5.

FIGURE 10.239. Step 6, isometric contraction.

FIGURE 10.240. Step 8.
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SACRAL REGION

Overview of Sacral Torsion Dysfunction

Table 10.1 outlines sacral torsion dysfunctions about an

oblique axis.

Table 10.1. Sacral Torsion Dysfunctions About an Oblique Axis

L5 transverse process
posterior

L5 dysfunction
Sacral axis

Sacral sulcus

Inferior lateral
sacral angle

Lumbars rin test

Sphinx test (asymmetry
of sacral sulcus)

Diagnosis

Standing and Seated Flexion Test
Positive Right

Left

Ne ative
Decreases (less asymmetry)

Anterior torsion about a left oblique axis
Left-on-left sacral torsion

Standing and Seated Flexion Test
Positive Left

dorsal
(posterior)

Ne ative
Decreases (less asymmetry)

Anterior torsion about a right oblique axis
Right-on-right sacral torsion
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Standing and Seated Flexion Test Standing and Seated Flexion Test
Positive Right Positive Left

Positive Positive

Increases (more asymmetry) Increases (more asymmetry)

Posterior torsion about a left oblique axis Posterior torsion about a right oblique axis

Right-on-left sacral torsion Left-on-right sacral torsion
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SACRAL REGION

Unilateral Flexed Sacrum on the Left,
Respiratory Assist

Diagnosis

Seated flexion test: Positive left
Left sacral sulcus: Ventral, anterior
Left ILA: Dorsal, posterior

Spring test: Negative

Sphinx test: Decreased asymmetry

Technique

1

The patient lies prone and the physician stands at
the left side of the table.

. The index finger of the physician’s cephalad hand

palpates the patient’s left sacral sulcus (Fig. 10.241)
while the caudad hand abducts and adducts the pa-
tient’s left leg to find the loosest-packed position for
the left sacroiliac joint (usually about 15 degrees of
abduction).

. The physician internally rotates the patient’s left

hip, and the patient maintains this abducted, inter-
nally rotated position throughout the treatment (Fig.
10.242).

. The heel of the physician’s caudad hand is placed

on the patient’s left ILA of the sacrum (Fig. 10.243)
and is reinforced by the cephalad hand (Fig. 10.244).

FIGURE 10.241. Step 2.

FIGURE 10.242. Steps 1to 3.

FIGURE 10.243. Step 4.

FIGURE 10.244. Step 4.



. The physician’s caudad hand exerts a sustained
force downward on the left ILA of the sacrum. The
direction of force may be altered either medial to
lateral or cephalad to caudad to find the freest
plane of sacral motion (Fig. 10.245).

. The patient inhales maximally while the physician’s
caudad hand maintains constant ventral pressure
on the left ILLA of the sacrum (white arrow, Fig. 10.246)
to encourage sacral extension.

. The patient exhales slowly. During exhalation, the
physician’s caudad hand increases the ventral pres-
sure on the left ILA of the sacrum (white arrow, Fig.
10.247) to prevent sacral flexion.

. Steps 5 to 7 are repeated five to seven times.

. The diagnostic parameters of the dysfunction are
reevaluated to determine the effectiveness of the
technique.

CHAPTER 10 | MUSCLE ENERGY TECHNIQUES

FIGURE 10.245. Step 5.

- wt
FIGURE 10.246. Step 6.

FIGURE 10.247. Step 7.
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SACRAL REGION

Unilateral Extended Sacrum on the Left,
Respiratory Assist

Diagnosis

Seated flexion test: Positive left
Left sacral sulcus: Dorsal, posterior
Left ILA: Ventral, anterior

Spring test: Positive

Sphinx test: Increased asymmetry

Technique

1. The patient lies in the sphinx position (propped up
with the elbows supporting the upper body), and

the physician stands at the left side of the table.

2. The index finger of the physician’s cephalad hand
palpates the patient’s left sacral sulcus while the
caudad hand abducts and adducts the patient’s left
leg to find the loosest-packed position for the left
sacroiliac joint (usually about 15 degrees of abduc-

tion).

3. The physician internally rotates the patient’s left
hip and instructs the patient to maintain this ab-
ducted, internally rotated position throughout the

treatment (Fig. 10.248).

4. The hypothenar eminence of the physician’s cepha-
lad hand is placed on the patient’s left sacral sulcus
(Fig. 10.249) and is reinforced by the caudad hand (Fig.

10.250).

FIGURE 10.248. Steps 1to 3.

FIGURE 10.249. Step 4.

FIGURE 10.250. Step 4.



. The physician’s hands exert a sustained anterior
(downward) force on the patient’s left sacral sulcus
to rotate the sacrum anteriorly, and to disengage
the lumbosacral joint caudally (Fig. 10.251).

. The patient inhales and then exhales forcefully.
During exhalation, the physician’s hands encourage
sacral flexion (white arrow, Fig. 10.252).

. The patient inhales slowly. During inhalation, the
physician’s hands increase the anterior force on the
sacral sulcus to prevent sacral extension (white
arrow, Fig. 10.252).

. Steps 5 to 7 are repeated five to seven times.

. The diagnostic parameters of the dysfunction are
reevaluated to determine the effectiveness of the
technique.
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FIGURE 10.251. Step 5.

FIGURE 10.252. Steps 6 and 7.
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SACRAL REGION

Bilaterally Flexed Sacrum, Respiratory
Assist

Diagnosis

Sacral rock test: Positive

Both sacral sulci: Ventral, anterior
Both ILLAs: Dorsal, posterior
Spring test: Negative

Sphinx test: Decreased asymmetry
Bilaterally flexed sacrum (Fig. 10.253)

Technique

1. The patient lies prone and the physician stands be-
side the patient.

2. The physician places the thenar and hypothenar
eminences of the caudad hand on the ILAs of the
patient’s sacrum (Fig. 10.254).

3. The physician’s cephalad hand reinforces the cau-
dad hand (Figs. 10.255 and 10.256).

FIGURE 10.253. Bilaterally flexed sacrum.

FIGURE 10.254. Step 2.

FIGURE 10.255. Step 3.



. The physician applies a continuous anterior (down-
ward) force on the ILAs of the patient’s sacrum.

. The patient inhales deeply.

. The physician exaggerates sacral extension during
inhalation (white arrow, Fig. 10.257) and attempts to
resist sacral flexion during exhalation.

. Steps 4 to 6 are repeated 7 to 10 times.

. The diagnostic parameters of the dysfunction are
reevaluated to determine the effectiveness of the
technique.
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FIGURE 10.256. Step 3.

FIGURE 10.257. Steps 4 to 6.
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SACRAL REGION

Bilaterally Extended Sacrum,
Respiratory Assist

Diagnosis

Both sacral sulci: Dorsal, posterior
Both ILAs: Ventral, anterior

Spring test: Positive

Sphinx test: More asymmetry
Bilaterally Extended sacrum (Fig. 10.258)

Technique

1.

The patient lies prone and the physician stands be-
side the patient.

. The physician places the index finger on the pa-

tient’s left sacral sulcus and the long finger on the
right sacral sulcus (Fig. 10.259).

. The physician’s other hand reinforces the first hand

(Fig. 10.260).

. A continuous anterior (downward) force (white

arrow, Fig. 10.261) is placed on the sacral sulci.

. The patient inhales and then exhales deeply.

. The physician exaggerates flexion during exhala-

tion and attempts to resist extension during inhala-
tion.

. Steps 4 to 6 are repeated 7 to 10 times.

. The diagnostic parameters of the dysfunction are

reevaluated to determine the effectiveness of the
technique.

FIGURE 10.261. Steps 4 to 6.

FIGURE 10.258. Bilaterally extended sacrum.

FIGURE 10.259. Step 2.

FIGURE 10.260. Step 3.
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EXTREMITIES

Posterior Radial Head, Pronation Dysfunction:
Post Isometric Relaxation

1. The patient is seated, and the physician stands in
front of and to the side of the patient’s dysfunc-
tional arm.

2. The physician holds the patient’s hand (handshake RISEREMUZ53) ®tepsil o3

position) with the hand ipsilateral to the dysfunc-
tion.

3. The physician’s other hand lies palm up with the
thumb resting against the posterolateral aspect of
the radial head (Fig. 10.262).

4. The physician supinates the patient’s forearm until
the edge of the restriction barrier is reached (white
arrow, Fig. 10.263) at the radial head.

5. The physician instructs the patient to attempt
pronation (black arrow, Fig. 10.264) while the physi-
cian applies an unyielding counterforce (white

arrow). FIGURE 10.263. Step 4.

6. This isometric contraction is held for 3 to 5 sec-
onds, and then the patient is instructed to stop and
relax.

7. Once the patient has completely relaxed, the physi-
cian supinates the patient’s forearm to the new re-
strictive barrier while exaggerating the anterior
rotation of the radial head with the other hand (Fig.
10.265).

8. Steps 5 to 7 are repeated three to five times or until
there is no further improvement in the restrictive
barrier.

9. The diagnostic parameters of the dysfunction are
reevaluated to determine the effectiveness of the
technique.

FIGURE 10.264. Step 5, isometric contraction.

FIGURE 10.265. Step 7.
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EXTREMITIES

Anterior Radial Head, Supination Dysfunction:
Post Isometric Relaxation

. The patient is seated, and the physician stands fac-

ing the patient.

. The physician holds the patient’s hand (handshake

position) with the hand ipsilateral to the dysfunc-
tion.

The physician’s other hand is palm up with the
thumb resting against the anterior and medial as-
pect of the radial head (Fig. 10.266).

The physician pronates the patient’s forearm (white
arrow, Fig. 10.267) until the edge of the restrictive bar-
rier at the radial head is reached.

The physician instructs the patient to attempt
supination (black armow, Fig. 10.268) while the physi-
cian applies an unyielding counterforce (white
arrmow).

. This isometric contraction is held for 3 to 5 sec-

onds, and then the patient is instructed to stop and
relax.

. Once the patient has completely relaxed, the physi-

cian pronates the patient’s forearm to the new re-
strictive barrier (white arrow, Fig. 10.269) while
exaggerating the posterior rotation of the radial
head with the left hand (white arrow).

. Steps 5 to 7 are repeated three to five times or until

there is no further improvement in the restrictive
barrier.

. The diagnostic parameters of the dysfunction are

reevaluated to determine the effectiveness of the
technique.

FIGURE 10.266. Steps 1to 3.

FIGURE 10.267. Step 4.

FIGURE 10.268. Step 5, isometric contraction.

FIGURE 10.269. Step 7.
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EXTREMITIES

Posterior Fibular Head Dysfunction:
Post Isometric Relaxation

1. The patient lies supine or sits with the lower legs off
the table, and the physician stands or sits at the side
of dysfunction.

2. The physician places the hand closest to the knee in FIGURE 10.270. Steps 1 and 2

the popliteal fossa so that the metacarpal-phalangeal
joint of the index finger approximates the posterior
proximal fibula (head) (Fig. 10.270).

3. The physician’s other hand controls the patient’s
foot and ankle, externally rotating the patient’s
lower leg (white arrow, Fig. 10.271) until the fibular
head meets its anterior restrictive barrier.

4. The patient internally rotates (black arrow, Fig.
10.272) the lower leg as the physician applies an un-
yielding counterforce (white arrow).

5. This isometric contraction is held for 3 to 5 sec-
onds, and then the patient is instructed to stop and FIGURE 10.271. Step 3.
relax.

6. Once the patient has completely relaxed, the physi-
cian attempts to move the fibula (white arrow, Fig.
10.273) to the new, external rotation restrictive bar-
rier.

7. Steps 4 to 7 are repeated three to five times or until
there is no further improvement in the restrictive
barrier.

8. The diagnostic parameters of the dysfunction are
reevaluated to determine the effectiveness of the
technique.

FIGURE 10.272. Step 4, isometric contraction.

FIGURE 10.273. Step 6.
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EXTREMITIES

Anterior Fibular Head Dysfunction:
Post Isometric Relaxation

1. The patient lies supine or sits with the lower legs off
the table, and the physician stands or sits at the side
of dysfunction.

2. The physician places the hand that is nearer to the
knee over the anterolateral proximal fibular head
(Fig. 10.274).

3. The physician’s other hand controls the patient’s
foot and ankle and internally rotates the patient’s
lower leg (white arrow, Fig. 10.275) until the fibular
head meets its posterior restrictive barrier.

4. The patient externally rotates (black arrow, Fig.
10.276) the lower leg as the physician applies an un-
yielding counterforce (white arrow).

5. This isometric contraction is held for 3 to 5 sec-
onds, and then the patient is instructed to stop and
relax.

6. Once the patient has completely relaxed, the physi-
cian attempts to move the fibula to the new inter-
nal rotation restrictive barrier (white arrow, Fig.
10.277).

7. Steps 4 to 6 are repeated three to five times or until
there is no further improvement in the restrictive
barrier.

8. The diagnostic parameters of the dysfunction are
reevaluated to determine the effectiveness of the
technique.

FIGURE 10.274. Steps 1 and 2.

FIGURE 10.275. Step 3.

FIGURE 10.276. Step 4, isometric contraction.

FIGURE 10.277. Step 6.
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TECHNIQUE PRINCIPLES

High-velocity, low-amplitude technique (HVLA) is de-
fined by the Educational Council on Osteopathic
Principles (ECOP) as “a direct technique which uses
high-velocity/low amplitude forces; also called mobi-
lization with impulse treatment” (1). HVLA is also
listed as thrust treatment in the ECOP glossary. The au-
thors have an affinity for the term mobilization with im-
pulse, since it more accurately describes this type of
manipulation.

In an attempt to help osteopathic medical students
understand the success and safety factors involved with
this technique, as well as the forces at play in its process
of treating musculoskeletal dysfunctions, we began to
use the term high-acceleration, low-distance technique
(HALD) to describe the technique parameters more ac-
curately. We use this term to describe the forces at play
because we believe that velocity, which is a constant,
does not truly define the nature of the initiating force.
We believe it is more accurate to define the initiating
force by acceleradon (dv/dt, a rapid increase in velocity
with respect to time, accelerating toward and then min-
imally through the restrictive barrier). As we taught the
novice students to use this technique, it also became ap-
parent that their ability to understand the basis of this
technique was being undermined by the term velocity.
Commonly, their idea of this force was a straight, con-
stant thrust by the physician, which is not accurate.

We believed that the term distance was more easily
understandable than amplitude. Therefore, for teaching
purposes, we began to define HVLA as HALD; yet for
national terminological integrity, we continued to pro-
mote the name of the technique as HVLA, using
HALD as the explanation of its forces. For use of this
variety of osteopathic manipulative treatment (as with
other techniques), it is important to understand the rel-
ative success and morbidity factors related to its per-
formance. As we are most interested in performing a

safe technique with a successful outcome, it is impor-
tant to remember the following relationships based on
the HALD definition:

Low distance = safety

High acceleration = success

It is appropriate to think of osteopathic manipula-
tion as a form of wark. Using this as a basis, we can use
the formula wark = force X distance (W = fd). Knowing
that force = mass X acceleration (f = ma), we can substi-
tute mass and acceleration for force in the work formula
and conclude that

work = mass X acceleration X distance, or W = mad

In this formula, acceleration is the success factor
and distance is the safety factor. Thus, for teaching pur-
poses, we can denote the HALD (HVLA) formula for
success and safety as

W = mad

Therefore, to perform a successful and safe HVLA
technique (work), the physician must combine a rapid
acceleration force with only minimal movement of the
articular landmark (segment) that is being treated. The
distance in this formula should be only enough to move
the dysfunctional articular segment through the restric-
tive barrier, not to carry it through the barrier and be-
yond the physiologic barrier. If, for example, a segment
that normally has 7 degrees of motion is restricted at its
2-degree motion mark, the corrective technique is to
use only enough force to move the segment an addi-
tional 1 degree, not the remaining 5 degrees. In the
early stage of learning this technique, it is more impor-
tant to use short distance for safety rather than high ac-
celeration for success. David Heilig, DO, referred to
this as giving the segment a nudge, because it is difficult
to limit the motion when you are highly accelerating
(2). As the student becomes more accomplished and
masters the ability to stop at the precise point needed
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(immediately past the restrictive barrier in millimeters
of distance), it is appropriate to increase the accelera-
tion to more successful mobilizing levels.

Most practitioners know that when they attempt to
improve and/or restore motion loss at the joint level by
using this technique, an articular pop can occur. There
have been many theories as to the cause of this sound,
including cavitation (change in synovial fluid to a
gaseous state) and a vacuum phenomenon (3).
However, an articular pop does not mean that the cor-
rect articulation was mobilized, just that an acute move-
ment was directed to a joint. The lack of an audible
sound does not mean that the correction was unsuccess-
ful. Therefore, the physician should be most intent on
the palpatory quality and quantity of the dysfunctional
articulation as it goes through the corrective process.

TECHNIQUE CLASSIFICATION

Direct Technique

In American osteopathic circles, HVLA is mostly fre-
quently described as a direct technique. That is, the mo-
bilizing force used to correct the somatic dysfunction is
directed toward the restrictive barrier. In accomplishing
this correction, the physician should attempt to move the
segment as little as possible through this barrier. In so-
matic dysfunction, including the articular abnormalities,
the dysfunction is described for its motion freedom and
position in the x-, y-, and z-axes. Therefore, the restrictive
barrier that is encountered with direct technique is oppo-
site the freedom by which the dysfunction is named.

To safely and successfully treat a dysfunction with
this direct method, it is probably wise to focus on one
or two axes and keep some freedom available in the re-
maining axis. Meeting all three axis barriers makes the
joint very restricted, and it becomes more difficult to
manipulate safely. Also, the patient has a greater ten-
dency to guard against the thrust, and this can cause
pain and stiffness post treatment. For example, to treat
a spinal dysfunction that has been determined to be
flexed, rotated right, and side-bent right, the physician
would flex to the level of the dysfunction, then extend
slightly to include this barrier, rotate to the restrictive
barrier (left), but produce only slight side bending to
the barrier to keep that axis slightly freer (similar to the
feather’s edge described in Chapter 10 in reference to
muscle energy techniques). A corrective force that is
vectored through only one or two of the axes often pro-
duces success with minimal side effects.

Indirect Technique

To treat the patient with indirect technique as described
earlier, the physician must take the area of dysfunction
away from the most restrictive barrier and in the direc-

tion by which its biomechanical parameters are de-
scribed. If using HVLA in an indirect manner, the indi-
rect barrier cannot be the normal physiologic barrier
opposite the restriction. This ease barrier must be an
additional (restrictive) component of the dysfunction
(see Fig. 6.2). This is in itself a restriction, but it is not
the most restricted barrier. If this barrier were the phys-
iologic barrier, indirect technique would be contraindi-
cated as a form of manipulation.

Motion enhancement at a joint may be produced in
a manner similar to removing a suction cup from a
piece of glass. If the cup is compressed, it can be moved
most easily perpendicular to the most restricted direc-
tion. Similarly, as one vectors force to and through the
articulation, causing some compression at the facet and
synovium, motion in any direction perpendicular to its
major restriction can facilitate increased motion in the
joint, producing the suction cup effect.

TECHNIQUE STYLES

In HVLA technique, the standard for setting the biome-
chanical force vectors is determined by how the segmen-
tal level of the dysfunction is termed. In some
dysfunctions, the physician may choose to use a tech-
nique whose primary motion is rotation to affect the dys-
functional motion components. In other dysfunctions,
the physician may choose to use side bending as the di-
rection of choice and vector the force in that plane. In
still other dysfunctions, flexion or extension is used.
Most HVLA techniques are performed by directing
the forces from above. Some techniques set the forces
from below. However, for the technique to be direct,
when the forces come from below, the inferior segment
must be carried toward the named free motion param-
eters of the dysfunction, and the superior segment must
be carried toward the restrictive barrier. For example, if
the dysfunction is at LL1, by definition LI is restricted
on L.2; L2 is not dysfunctional under L1. Also, LI is not
dysfunctional as it relates to T'12. To treat a dysfunction
of L1 on L2, L1 must move through its restrictive bar-
rier (bind) while L2 is either held stable in neutral or
carried through the described ease of LL1. Taking the
segment below to the dysfunctional segment’s de-
scribed ease augments the technique. Simply put, if L1
is rotated right, by direct method it must move to the
left. This left rotation can be achieved by rotating .1 to
the left over L2, or by rotating L.2 to the right under L 1.
Rotating L2 to the left under a stabilized L1 would be
considered an indirect HVLA technique. This is a com-
mon misconception with the lateral recumbent lumbar
technique. If the side of the rotational component is
placed off the table and the thrust is made from below,
carrying it toward its barrier, the technique does not
follow the definition of the dysfunction and at best was
successful because of unintended side-bending effects,



not rotation. If the upper segment is rotated in the op-
posing direction, the technique may be effective be-
cause of indirect, not direct, measures.

INDICATIONS

HVLA in general is used to restore motion to a previ-
ously mobile articulation that is exhibiting restriction in
all or part of its intersegmental range of motion.
Greenman (3) describes a number of possible etiologies
for joint restriction. These include alteration of opposing
joint surfaces, articular capsule changes or meniscoids,
short-restrictor muscle tension, and nociceptors.
Diagnostic signs that are attributable to an articular dys-
function are loss of or reduction of intersegmental joint
motion and/or qualitative changes in joint play or joint
end feel. Palpable tissue texture changes may be present
over the articular area involved or distal to it, but they do
not necessarily mean that the dysfunction is articular.
Pain is another finding that may be present but again
does not definitively mean that an articular dysfunction
is present. Motion asymmetries associated with motion
loss are the definitive signs of an articular dysfunction.

If a myofascial-induced dysfunction is causing the
joint restriction, a myofascial-based technique may be
more appropriate.

CONTRAINDICATIONS

Relative Contraindications

1. Mild to moderate strain or sprain in the area to be
treated

2. Mild osteopenia or osteoporosis in the area that will
be receiving compression, torsion, or another such
force from the positioning and/or thrust

3. Osteoarthritic joints with moderate motion loss
4. Rheumatoid disease other than in the spine

5. Minimal disc bulge and/or herniation with radicu-
lar symptoms

6. Atypical joint or facet and other conditions with as-
sociated congenital anomalies

7. Some hypermobile states

Absolute Contraindications
1. Joint instability
2. Severe osteoporosis

3. Metastasis in the area that will be receiving com-
pression, torsion, or other such force from the po-
sitioning and/or thrust
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. Osteoarthritic joint with ankylosis
5. Severe discogenic spondylosis with ankylosis

6. Osteomyelitis in the area that will be receiving com-
pression, torsion, or other such force from the po-
sitioning and/or thrust

7. Infection of the tissues in the area that will be re-
ceiving compression from the positioning and/or
thrust.

8. Joint replacement in the area that will be receiving
compression, torsion, or other such force and/or
thrust

L)

Severe herniated disc with radiculopathy

10. Congenital anomalies such as Klippel-Feil syn-
drome, blocked vertebra, and so on

11. Conditions such as Down syndrome (especially
cervical spine)

12. Rheumatoid arthritis of the cervical (especially at
C1-C2) region

13. Achondroplastic dwarfism (cervical spine)

GENERAL CONSIDERATIONS AND RULES

HVLA technique is one of the oldest forms of manual
medicine and is one that has been studied most in terms
of clinical response. It is the technique that is least time
consuming. It does have, on the other hand, a relatively
long learning curve for competence and user confidence.

SHORTHAND RULES

1. Diagnose.
2. Localize the segment to be treated.

3. Control the area so the patient is comfortable and
relaxed.

4. Position to the restrictive barrier (the edge, not the
wall).

5. Use release-enhancing maneuvers if necessary
(e.g., patient’s breathing, isometric contraction, jaw
clenching and then relaxing).

6. When confident that the patient is relaxed and not
guarded, add a rapid accelerating (mobilizing
force) thrust within the articulatory plane or planes
of the joint with total joint movement kept to the
absolute minimum.

7. Reassess the components of the dysfunction (tissue
texture abnormality, asymmetry of position, restric-
tion of motion, tenderness [TART], especially in-
tersegmental joint motion).
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CERVICAL REGION

Occipitoatlantal (C0-C1, OA) Dysfunctions
Example: OA, F/E or N-SLRR*

1. The patient lies supine, and the physician is seated
or stands at the head of the table to the patient’s
right.

2. The physician rotates the patient’s head to the left.

3. The physician places the left forearm under the pa-
tient’s left-rotated head and with the left hand cups
the patient’s chin (Fig. 11.1).

4. The head resting on the forearm creates a minimal
side bending into the right side-bending barrier.

5. The physician’s right hand (metacarpo-phalangeal
joint [MCP] of the index finger, hypothenar emi-
nence, or thumb) is placed just posterior to the
mastoid process. (Figs. 11.2 to 11.4)

FIGURE 11.2.

FIGURE 11.3.

*An explanation of the motion preference abbrevia-
tions can be found on p. 36.

FIGURE 11.4.

FIGURE 11.1.

Steps 1to 3.

Step 5, MCP position.

Step 5, hypothenar eminence variation.

Step 5, thumb variation.
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6. The physician uses both hands to exert continuous
traction (white arrows, Fig. 11.5). This is key to a suc-
cessful mobilization.

7. With the patient relaxed and not guarding, the FIGURE 11.5. Step 6, cephalad traction.
physician delivers a thrust (white arrow, Fig. 11.6) to-
ward the patient’s left orbit. This thrust is not linear
but an arc.

8. Effectiveness of the technique is determined by re-
assessing motion at the occipitoatlantal articula-
tions.

FIGURE 11.6. Step 7.
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CERVICAL REGION

Atlantoaxial (C1-C2, AA) Dysfunction
Example: C1RL

. The patient lies supine, and the physician sits or

stands at the head of the table.

. The physician’s hands sandwich the patient’s head,

cradling both temporoparietal regions (Fig. 11.7)

. The physician rotates the patient’s head to the

right, engaging the restrictive barrier (Fig. 11.8).
There is no side bending, flexion, or extension with
this rotation.

. The patient can be asked to breathe slowly, and at

exhalation, further slack may be taken out of the
soft tissues.

. With the patient relaxed and totally unguarded

(may use end exhalation as point of relaxation), a
thrust is delivered exaggerating rotation (mini-
mally) through the restrictive barrier (white arrow,
Fig. 11.9). This may be only a few degrees of motion.

. Effectiveness of the technique is determined by re-

assessing motion at the atlantoaxial articulations.

FIGURE 11.7. Step 2.

FIGURE 11.8. Step3.

FIGURE 11.9. Step5.



CERVICAL REGION

C2 to C7 Dysfunctions

Example: C4 FSLRL
Short-Lever, Rotational Emphasis

1. The patient is supine, and the physician stands or
sits at the head of the table on the patient’s left side.

2. The MCP joint of the index finger of the physi-
cian’s left hand is placed posterior to the articular
pillar of the dysfunctional segment.

3. Side bending to the left is introduced until the
physician elicits the movement of C4, which seg-
ments the cervical spine to this level. Flexion or ex-
tension is not necessary as a separated motion, as
the combination of side bending and subsequent
rotation will effectively neutralize these compo-
nents (Fig. 11.10).

4. With the side bending held in place, the physician
grasps the chin with the right hand and rotates the
head to the right until the physician feels motion in
the left hand. The head is allowed to rest on the
physician’s right forearm, which may elevate
slightly to effect further isolation of the C4 on C5
articulation (Fig. 11.11).

5. Slight axial traction may be applied (white arrows,
Fig. 11.12) with both hands.

6. With the patient relaxed and not guarding, the
physician’s left MCP directs an arclike thrust in the
plane of the oblique facet of C4 (white armow, Fig.
11.13).

7. Effectiveness of the technique is determined by re-
assessing intersegmental motion at the level of the
dysfunctional segment.
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FIGURE 11.10. Steps 1to 3.

FIGURE 11.11. Step 4.

FIGURE 11.12. Step 5, traction.

FIGURE 11.13. Step 6.
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CERVICAL REGION

C2 to C7 Dystfunctions
Example: C5 ESRRR
Long-Lever Rotational Emphasis

1. The patient lies supine, and the physician is seated

at the head of the table.

2. The physician’s right index finger pad or MCP is
placed behind the right articular pillar of C6 to re-

strict motion at that segment.

3. The patient’s head is supported by the physician’s

left hand (Fig. 11.14).

4. The head is side-bent right (white armow, Fig. 11.15)
until C5 begins to move. This takes tension off the
paravertebral muscles at the level of the dysfunc-
tion. Flexion should be added until C5 again begins

to move.

5. The physician carefully rotates the head to the left
until the restrictive barrier engages, being mindful
to maintain the original right side bending (Fig.

11.16).

6. With the patient relaxed and not guarding, the
physician, using rapid acceleration, supinates the
left hand and wrist, which directs a left rotational
arclike thrust in the plane of the oblique facet (white
arrow, Fig. 11.17). This produces side bending left and

rotation left.

7. The physician’s right hand remains rigid as a ful-
crum against which to move the cervical column.

8. Effectiveness of the technique is determined by re-
assessing intersegmental motion at the level of the

dysfunctional segment.

FIGURE 11.14. Steps 1to 3.

FIGURE 11.15. Step 4.

FIGURE 11.16. Step 5.

FIGURE 11.17. Step 6.
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CERVICAL REGION

C2 to C7 Dysfunctions

Example: C5 NSLRL
Short-Lever Technique, Side-Bending Emphasis

1. The patient lies supine, and the physician stands or
sits at the head of the table.

2. The physician supports the patient’s head with the
pads of the index fingers on the articular pillars of
the dysfunctional vertebra (C5).

FIGURE 11.18. Steps 1to 3.

3. The physician gently flexes the patient’s head and
neck until C5 begins to move over C6 (Fig. 11.18).

4. The physician, while monitoring the posterior ar-
ticular pillars of C5, gently rotates the patient’s
head and neck to the left until motion at C5 is felt.

5. The physician gently side-bends the patient’s head
and neck to the right, engaging the side-bending
barrier of C5 on C6 (Fig. 11.19).

6. The physician places the MCP of the right index
finger posterior to the right articular pillar of C5

(Fig. 11.20). FIGURE 11.19. Steps 4 and 5.

7. The physician adjusts flexion or extension as
needed to localize all three planes of motion at the
dysfunctional segment.

8. With the patient relaxed and not guarding, the
physician’s right hand (second MCP) directs an arc-
like thrust caudally (white arrow, Fig. 11.21), across
the midline in the oblique plane of the C5 facet, en-
gaging the right side-bending and right rotational
barriers.

9. Effectiveness of the technique is determined by re-
assessing intersegmental motion at the level of the

dystanctions] .
S FIGURE 11.20. Step 6.

FIGURE 11.21. Step 8, right side-bending impulse.
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THORACIC REGION

T1 to T12 Dysfunctions
Example: T4 FSLRL
Supine

Figure 11.22 demonstrates the fulcrum principle as used in
this technique.

1. The patient lies supine with the physician standing
at the patient’s right side (opposite the rotational
component).

FIGURE 11.23. Steps 1and 2.

2. The physician draws the patient’s left arm across
the patient’s chest and places the other arm below
it. This should form a V. The patient grasps the op-
posite shoulders with the hands (Fig. 11.23).

3. The physician carefully and minimally rolls the pa-
tient toward the physician by grasping and lifting
the patient’s left posterior shoulder girdle.

4. The physician places the right thenar eminence
posterior to the lower of the two vertebrae of the
dysfunctional spinal unit at the left transverse

process of T5 (Fig. 11.24). FIGURE 11.24. Step 3and 4.

5. The patient’s elbows are directed into the physi-
cian’s upper abdomen just inferior to the costal
arch and xiphoid process.

Thenar eminence (T5)

FIGURE 11.22. Lateral supine view of the human spine illustrating physician-generated force vector toward T4 and
thenar eminence placement at T4-T5 interspace as fulcrum for T4. Somatic dysfunction with a flexion component (4).
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6. The physician places the left hand and arm under
the patient’s head and neck to add slight tension in
forward bending. Side bending right in the thoracic
spine down to the dysfunction is carried out by FIGURE 11.25. Step 6, side bending.
gently moving the patient’s thoracic area to the
right (white arrow, Fig. 11.25). The patient inhales and
exhales.

7. On exhalation, an impulse (approximately 1 lb of
pressure) is directed with the physician’s abdomen
toward the upper of the two vertebrae involved in
this dysfunctional unit (T4) (white arrow, Fig. 11.26).

8. Effectiveness of the technique is determined by re-
assessing intersegmental motion at the level of the
dysfunctional segment.

FIGURE 11.26. Cephalad-directed impulse.
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THORACIC REGION

T1 to T12 Dysfunctions

Example: T9 ESRRR
Supine

Figure 11.27 demonstrates the fulcrum principle as used in
this technique.

1. The patient lies supine with the physician standing
at the patient’s left side (opposite the rotational FIGURE 11.28. Steps 1and 2.
component).

2. The physician draws the patient’s right arm across
the patient’s chest and places the other arm below
it. This should form a V. The patient grasps the op-
posite shoulders with the hands (Fig. 11.28).

3. The physician carefully and minimally rolls the pa-
tient by grasping and lifting the patient’s right pos-
terior shoulder girdle.

4. The physician places the thenar eminence posterior
to the upper of the two vertebrae of the dysfunc-
tional spinal unit at the right transverse process

(T9) (Fig. 11.29). FIGURE 11.29. Steps 3 and 4.

5. The patient’s elbows are directed to the physician’s
upper abdomen just inferior to the costal arch and
xiphoid process.

Physician’s

force/impulse (T10) \

Thenar eminence (T9)

FIGURE 11.27. Lateral supine view of the human spine illustrating physician-generated force vector toward T10 and
thenar eminence placement at T9 transverse process as fulcrum for T9 somatic dysfunction with a flexion component
(4).
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6. The physician’s right hand and arm are placed
under the patient’s head and neck to add slight ten-
sion in forward bending. Side bending left in the
thoracic spine down to the dysfunction is carried FIGURE 11.30. Step 6, side-bending left.
out by gently moving the patient’s thoracic region
to the left (white arrow, Fig. 11.30). The patient inhales
and exhales.

7. On exhalation, the physician directs slight pressure
with the abdomen toward the lower of the two ver-
tebrae in this dysfunctional spinal unit (T'10) (white
armow, Fig. 11.31).

8. Effectiveness of the technique is determined by re-
assessing intersegmental motion at the level of the
dysfunctional segment.

FIGURE 11.31. Step 7, caudad-directed impulse.



288  PART2 | OSTEOPATHIC MANIPULATIVE TECHNIQUES

THORACIC REGION

T1 to T8 Dysfunctions
Example: T2 FSLRL
Supine Over the Thigh

1. The patient lies supine, and the physician stands at

the head of the table.

2. The physician places the flexed left knee on the
table with the patient’s left T2 area resting on the
physician’s thigh (Fig. 11.32). Note: The side of rota-
tional component determines which thigh is used

on which paravertebral side of the patient.

3. The patient’s hands are clasped behind the head

with the elbows held outward.

4. The physician’s hands pass through the space made

by the patient’s forearms and upper arms.

5. The physician encircles the patient’s rib cage with
the fingers over the rib angles posterolaterally (Fig.

11.33).

6. The patient inhales and exhales.

7. On end of exhalation, the physician quickly but
gently pulls the patient’s chest downward into the
thigh while adding cephalad traction (white arrow,

Fig. 11.34).

8. Effectiveness of the technique is determined by re-
assessing intersegmental motion at the level of the

dysfunctional segment.

FIGURE 11.32. Steps 1 and 2.

FIGURE 11.33. Steps3to5.

FIGURE 11.34. Step 7.
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T3 to T8 Dysfunctions
Example: T6 FSRRR
Prone

1. The patient lies prone with the head and neck in
neutral if possible. A pillow may be placed under
the patient’s chest and/or abdomen to increase the
posterior curve and for increased comfort.

2. The physician stands at the patient’s left for greater
efficiency; however, either side may be used (Fig.
11.35).

3. The physician places the right thenar eminence on
the right transverse process of T6 with the fingers
pointing cephalad. The caudad or cephalad direc-
tion of the physician’s hands is determined by the
side-bending barrier.

4. The physician places the left hypothenar eminence
on the left transverse process of T6 with the fingers
pointing caudally (Fig. 11.36).

5. The patient inhales and exhales, and on exhalation,
a thrust impulse is delivered in the direction in
which the fingers (white arrows, Fig. 11.37) are point-
ing with slightly greater pressure on the right trans-
verse process of T6.

Note: In a T6 FSLRL (flexion, side bent left,
rotated left) dysfunction, the left hand points
cephalad, the right caudad, and the force is slightly
greater on the left. In aT6 NSRRL (side bent right,
rotated left) dysfunction, the hands would be as
originally described.

7. Effectiveness of the technique is determined by re-
assessing intersegmental motion at the level of the
dysfunctional segment.
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FIGURE 11.35. Steps 1and 2.

FIGURE 11.36. Steps 3and 4.

FIGURE11.37. Step 5.
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THORACIC REGION

T1 to T4 Dysfunctions
Example: T2 FSRRR
Prone (Long Lever)

1. The patient lies prone with the head and neck ro-
tated to the left. Note: A pillow may be placed
under the patient’s chest and/or abdomen to in-

crease the posterior curve.

2. The physician stands at the head of the treatment
table and side-bends the patient’s head to the left
until palpating motion at the T2-T3 articulation

(Fig. 11.38).

3. The physician’s left thenar eminence is placed over
the left transverse process of T3 as a restrictor and

anchor (Fig. 11.39).

4. The physician’s right hand is cupped and placed
over the left parietooccipital region of the patient’s

head (Fig. 11.40).

5. The patient inhales and exhales, and on exhalation,
a thrust is made by the hand on the head. This is
done in a rapidly accelerating manner, creating ro-

tation to the left (white arrow, Fig. 11.41).

6. Effectiveness of this technique is determined by re-
assessing intersegmental motion at the level of the

dysfunctional segment.

FIGURE 11.38.

FIGURE 11.39.

FIGURE 11.40.

FIGURE 11.41.

Step 2.

Step 3.

Step 4.

Step 5, long-lever rotation, left impulse.
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THORACIC REGION

T8 to T12 Dysfunctions
Example: T9 ESRRR
Seated (Short Lever)

1. The patient is seated straddling the table with the
posterior aspect of the pelvis at one end so that the
patient is facing the length of the table.

2. The physician stands behind the patient on the side FIGHRB{:22. - Stes 1 i3,

opposite the rotational component of the dysfunc-
tion (left side in this RR case).

3. The patient places the right hand behind the neck
and the left hand on the right elbow (Fig. 11.42).
(Note: Both hands can be placed behind the neck if
this is more comfortable.)

4. The physician places the left hand under the pa-
tient’s left axilla and on top of the patient’s right
upper arm.

5. The physician places the right thenar eminence
paravertebrally over the right T9 transverse process

(Fig. 11.43). FIGURE 11.43. Steps 4 and 5.

6. The patient is told to relax, and the physician car-
ries the patient into slight forward bending and left
side bending until T9 begins to move.

7. The patient inhales deeply and on exhalation is car-
ried into left rotation while slight flexion and left
side bending are maintained.

8. The patient again inhales, and on exhalation, the
physician quickly and minimally pulls the patient
through the left rotational barrier (Fig. 11.44) while
the right hand imparts an impulse on T9 (white
armow, Fig. 11.45) causing a HVLA effect in left rota-
tion.

9. Effectiveness of the technique is determined by re- FIGURE 11.44. Step 8, barrier.

assessing intersegmental motion at the level of the
dysfunctional segment.

FIGURE 11.45. Step 8, impulse.
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THORACIC REGION

T8 to T12 Dysfunctions
Example: T10 ESRRR
Seated (Long Lever)

. The patient is seated straddling the table with the
posterior aspect of the pelvis at one end, facing the
length of the table.

. The physician stands behind the patient on the side
opposite the rotational component (left side in this
RR case).

. The patient places the right hand behind the neck
and the left hand on the right elbow (Fig. 11.46).
(Note: Both hands can be placed behind the neck if
this is more comfortable.)

. The physician places the left hand under the pa-
tient’s left axilla and on top of the patient’s right
upper arm.

. The physician places the heel of the right hand
midline and supraspinously on the lower of the two
dysfunctional segments (T11) (Fig. 11.47).

. The patient is told to relax, and the physician car-
ries the patient into slight forward bending and left
side bending until T10 begins to move.

. The patient inhales deeply and on exhalation is car-
ried into left rotation (white arrow, Fig. 11.48) while
slight flexion and left side bending are maintained.

. At the restrictive barrier, the patient inhales and ex-
hales. On exhalation, the physician pulls the patient
through the left rotational barrier (white arrow, Fig.
11.49), maintaining pressure on T11 with the right
hand to allow T10 to rotate through its barrier
while preventing motion at T11.

. Effectiveness of the technique is determined by re-
assessing intersegmental motion at the level of the
dysfunctional segment.

FIGURE 11.46. Steps1to 3.

FIGURE 11.47. Steps 4 and 5.

FIGURE 11.48. Step 7, barrier.

FIGURE 11.49. Step 8, long-lever direction of force.
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COSTAL REGION

Right First Rib Inhalation Dysfunction
Seated

1. The patient sits on the table with the physician
standing behind the patient.

2. The physician places the shoeless left foot on the
table at the patient’s left, so that the patient’s left
axilla is supported by the physician’s left thigh (Fig.
11.50).

FIGURE 11.50. Steps 1and 2.

3. The physician places the left hand on top of the pa-
tient’s head with the forearm along side of the pa-
tient’s face.

4. The physician’s places the thumb or second MCP
of the right hand superior and posterior to the
angle of the dysfunctional right first rib.

5. The physician side-bends the patient’s head and
neck to the right and rotates to the left until the
motion barrier is met (Fig. 11.51). (In some patients,
rotation right may be appropriate.) FIGURE 1151. Steps 3to 5.

6. The patient inhales and exhales. During exhalation,
further side bending and rotational slack are taken

up.
7. At the end of exhalation, a force is directed with the
physician’s thumb (or second MCP) downward

and forward, toward the patient’s left nipple (white
armow, Fig. 11.52).

8. Effectiveness of the technique is determined by re-
assessing motion of the dysfunctional rib.

FIGURE 11.52. Step 7, including direction of force.
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COSTAL REGION

Left First Rib Inhalation Dysfunction
Supine

1. The patient is supine, and the physician sits or
stands at the patient’s head.

2. The physician places the right hand along the pa- FIGURE 1153

tient’s right temporoparietal area (Fig. 11.53).

3. The physician places the left second MCP superior
and posterior to the angle of the dysfunctional rib.

4. The patient’s head is slightly forward bent, rotated
right, and side-bent left with the control of the
physician’s right hand (Fig. 11.54).

5. The patient inhales and exhales.
6. At the end of exhalation, the physician directs a
thrust (white arrow, Fig. 11.55) with the left hand

downward and slightly medially toward the pa-
tient’s right nipple.

7. Effectiveness of the technique is determined by re- FIGURE 11.54.

assessing motion of the dysfunctional rib.

FIGURE 11.55.

Steps 1 and 2.

Steps 3 and 4.

Step 6, including direction of force.
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COSTAL REGION

Left Rib 6 Inhalation Dysfunction
Supine

1. The patient is supine, and the physician stands at
the side of the table opposite the side of the rib dys-
function.

2. The physician draws the patient’s arm on the side AGDRRTHGD. = S{aps Tiande.

of the rib dysfunction across the patient’s rib cage
with the patient’s other arm below it. The patient’s
arms should form a V (Fig. 11.56).

3. The physician slightly rolls the patient toward the
physician by gently pulling the left posterior shoul-
der girdle forward.

4. The physician places the thenar eminence of the
right hand posterior to the angle of the dysfunc-
tional rib (Fig. 11.57).

5. The patient is rolled back over the physician’s
hand, and the surface created by the patient’s
crossed arms rests against the physician’s chest or FIGURE 11.57. Steps 3and 4.
abdomen.

6. Pressure is directed through the patient’s chest
wall, localizing at the thenar eminence.

7. The patient inhales and exhales, and at end exhala-
tion a thrust impulse (white arrows, Figs. 11.58 and
1159) is delivered through the patient’s chest wall
slightly cephalad to the thenar eminence.

8. Effectiveness of the technique is determined by re-
assessing motion of the dysfunctional rib.

FIGURE 1158. Stepsbto 7, including direction of force.

FIGURE1159. Steps5to 7, including direction of force.
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STAL REGION

Left Rib 8 Exhalation Dysfunction
Supine

. The patient lies supine, and the physician stands at

the side of the table opposite the side of the rib dys-
function.

. The physician draws the patient’s arm on the side

of the dysfunction across the patient’s rib cage with
the patient’s other arm below it. The patient’s arms
should form a V (Fig. 11.60).

. The physician slightly rolls the patient toward the

physician by gently pulling the left posterior shoul-
der girdle forward.

. The physician places the thenar eminence of the

right hand posterior to the angle of the dysfunc-
tional rib (Fig. 11.61).

. The patient is rolled back over the physician’s

hand, and the surface created by the patient’s
crossed arms rests against the physician’s chest or
abdomen.

. Gentle pressure is directed through the patient’s

chest wall, localizing at the physician’s thenar emi-
nence.

. The patient inhales and exhales, and at end exhala-

tion a thrust impulse (white arrows, Figs. 11.62 and
11.63) is delivered through the patient’s chest wall
slightly caudad to the physician’s thenar eminence.

. Effectiveness of the technique is determined by re-

assessing motion of the dysfunctional rib.

FIGURE 11.60. Steps 1 and 2.

FIGURE 11.61. Steps 3 and 4.

FIGURE 11.62. Steps5to 7, including direction of force.

FIGURE 11.63. Steps5to 7, including direction of force.
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COSTAL REGION

Right Ribs 11 and 12 Inhalation Dysfunction
Prone

1. The patient lies prone on the table.

2. The physician stands at the left side of the table and
positions the patient’s legs 15 to 20 degrees to the
right to take tension off the quadratus lumborum, FIGURE 11.64. Steps1and 2.
which attaches to the inferior medial aspect of rib
12 (Fig. 11.64).

3. The physician places the left hypothenar eminence
medial and inferior to the angle of the dysfunc-
tional rib and exerts gentle sustained lateral and
cephalad traction.

4. The physician’s right hand may grasp the patient’s
right anterior superior iliac spine to stabilize the
pelvis (Fig. 11.65).

5. The patient inhales and exhales deeply.

6. During exhalation the physician’s left hand applies
a cephalad and lateral HVLA thrust impulse (white FIGURE 11.65. Steps 3 and 4.
arrow, Fig. 11.66).

7. Success of the technique is determined by reassess-
ing moticen of the dysfunctional rib.

Note: This technique is commonly done after perform-
ing the muscle energy respiratory assist technique for
ribs 11 and 12 held in inhalation.

FIGURE 11.66. Steps 5 and 6, including direction of
force.
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COSTAL REGION

Right Ribs 11 and 12 Exhalation Dysfunction
Prone

1. The patient lies prone on the table.

2. The physician stands at the left side of the table and
positions the patient’s legs 15 to 20 degrees to the
left to put tension on the quadratus lumborum,
which attaches to the inferior medial aspect of rib
12 (Fig. 11.67).

3. The physician places the left thenar eminence supe-
rior and lateral to the angle of the dysfunctional rib
and exerts gentle sustained medial and caudad
traction.

4. The physician’s right hand grasps the patient’s right
anterior superior iliac spine and gently lifts toward
the ceiling (Fig. 11.68).

5. The patient inhales and exhales deeply.

6. During the end exhalation, the physician’s left hand
applies a caudad and medial HVLA thrust as the
right hand gently lifts the anterior superior iliac
spine (ASIS) up toward the ceiling (Fig. 11.69).

7. Success of the technique is determined by reassess-
ing motion of the dysfunctional rib.

FIGURE 11.67. Steps 1and 2.

FIGURE 11.68. Steps 3 and 4.

FIGURE 11.69. Steps 5 and 6.



LUMBAR REGION

L1 to L5 Dysfunctions
Example: L5 NSLRR
Lateral Recumbent (Long Lever)

1. The patient lies in the rightlateral recumbent (side-
lying) position with the physician standing at the
side of the table facing the patient.

2. The physician palpates between the spinous
processes of .5 and S1 and flexes the patient’s
knees and hips until L5 is in a neutral position rel-
ative to S1 (Fig. 11.70).

3. The physician further positions the patient’s left leg
so that it drops over the side of the table cephalad
to the right leg. The patient’s foot must not touch
the floor (Fig. 11.71).

4. While continuing to palpate L5, the physician
places the cephalad hand in the patient’s left ante-
cubital fossa while resting the forearm gently on the
patient’s anterior pectoral and shoulder region.

5. The physician places the caudad forearm along a
line between the patient’s left posterior superior
iliac spine (PSIS) and greater trochanter (Fig. 11.72).

6. The patient’s pelvis is rotated anteriorly to the edge
of the restrictive barrier, and the patient’s shoulder
and thoracic spine are rotated posteriorly to the
edge of the restrictive barrier. The patient inhales
and exhales, and during exhalation, further rota-
tional slack is taken up.

7. If the rotational slack and/or motion barrier is not
effectively met, the physician can grasp the patient’s
right arm, drawing the shoulder forward until rota-
tional movement is palpated between L5 and S1.

8. With the patient relaxed and not guarded, the
physician delivers an impulse thrust with the cau-
dad forearm directed at right angles to the patient’s
spine while simultaneously moving the shoulder
slightly cephalad and the pelvis and sacrum caudad
(white arrows, Fig. 11.73) to impart side-bending right
and rotation left movement.

9. Effectiveness of the technique is determined by re-
assessing intersegmental motion at the level of the
dysfunctional segment.
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FIGURE 11.70. Steps 1and 2.

FIGURE 11.71. Step 3.

FIGURE 11.72. Steps 4 and 5.

FIGURE 11.73. Step 8.
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LUMBAR REGION

L1 to L5 Dysfunctions
Example: L4 FRRS
Lateral Recumbent (Long Lever)

. The patient lies in the right lateral recumbent posi-
tion with the physician standing at the side of the
table facing the patient.

. The physician palpates between the spinous
processes of .4 and L5 and flexes the patient’s
knees and hips until .4 is in a neutral position rel-
ative to L5. It is not necessary to meet the extension
barrier at this point (Fig. 11.74).

. The physician further positions the patient’s left leg
so that it drops over the side of the table cephalad
to the right leg. The patient’s foot must not touch
the floor (Fig. 11.75).

. While continuing to palpate 1.4, the physician
places the cephalad hand in the antecubital fossa of
the patient’s left arm while resting the forearm gen-
tly on the patient’s shoulder.

. The physician’s caudad hand stabilizes L5 (Fig.
11.76).

. The patient’s shoulder and pelvis are axially rotated
in opposite directions. The patient inhales and ex-
hales, and during exhalation, further rotational
slack is taken up.

. If the rotational slack and/or motion barrier is not
effectively met, the physician can grasp the patient’s
right arm, drawing the shoulder forward until rota-
tional movement is palpated between L4 and L5.

. With the patient relaxed and not guarded the physi-
cian delivers an impulse with the forearms (white
arrows, Fig. 11.77), simultaneously moving the shoul-
der slightly caudad and the pelvis and sacrum
cephalad.

. Effectiveness of the technique is determined by re-
assessing intersegmental motion at the level of the
dysfunctional segment.

FIGURE 11.74. Steps 1and 2.

FIGURE 11.75. Step 3.

FIGURE 11.76. Steps 4 and 5.

FIGURE 11.77. Step 8.



LUMBAR REGION

L1 to L5 Dysfunctions
Example: Left L5-S1 Radiculitis*
Lateral Recumbent (Long Lever)

1. The patient is in the right lateral recumbent posi-
tion with the physician standing at the side of the
table facing the patient.

2. The physician palpates between the patient’s spin-
ous processes of .5-S1 and flexes the patient’s hips
and knees until L5 is fully flexed in relation to S1
(Fig. 11.78).

3. The physician positions the patient’s left leg so that
it drops over the side of the table cephalad to the
right leg. The patient’s leg should not touch the
floor (Fig. 11.79).

4. While continuing to palpate L5, the physician
places the cephalad hand in the patient’s antecu-
bital fossa of the left arm while resting the forearm
gently on the patient’s shoulder.

5. The physician places the caudad forearm in a line
between the patient’s PSIS and greater trochanter
(Fig. 11.80).

6. The physician’s arms move apart to introduce a
separation of L5 and S1 on the left side. This causes
distraction, or joint gapping, of L5 and S1.

7. The patient, relaxed and not guarding, inhales and
exhales. During exhalation, the physician delivers
an impulse that separates L5 from S1 (white arrows,
Fig. 11.81) without permitting rotation or torsion.

8. Effectiveness of the technique is determined by re-
assessing the severity of radicular symptoms.

*Clinical presentation as to severity of symptoms or a
particular neurologic deficit may contraindicate this
technique.
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FIGURE 11.78. Steps 1 and 2.

FIGURE 11.79. Step 3.

FIGURE 11.80. Steps 4 and 5.

FIGURE 11.81. Steps6and 7.
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LUMBAR REGION

L1 to L5 Dysfunctions
Example: L4 NSLRR
Supine Lumbar Walk-Around (Long Lever)

1. The patient lies supine with both hands behind the

neck and the fingers interlaced.

2. The physician stands at the head of the table to the
patient’s right and slides the right forearm through
the space created by the patient’s flexed right arm

and shoulder.

3. The dorsal aspect of the physician’s hand is care-
fully placed at mid sternum on the patient’s chest

wall (Fig. 11.82).

4. The physician then walks around the head of the

table to the left side of the patient.

5. The physician, while palpating posteriorly with the
caudad hand, side-bends the patient’s trunk to the

right until 1.4 begins to move.

6. The physician begins to rotate the patient to the left
while continuing to maintain the original side

bending (Fig. 11.83).

7. The physician’s caudad hand anchors the patient’s
pelvis by placing the palm on the patient’s right

ASIS.

8. With the patient relaxed and not guarding, the
physician directs an impulse that pulls the patient
minimally into further left rotation (white arrows,

Fig. 11.84).

9. Effectiveness of the technique is determined by re-
assessing intersegmental motion at the level of the

dysfunctional segment.

FIGURE 11.82. Steps 1to 3.

FIGURE 11.83. Steps4to6.

FIGURE 11.84. Steps 7 and 8.



LUMBAR REGION

L1 to L5 Dysfunctions
Example: L2 ESRRR
Lumbar Seated Position (Short Lever)

1. The patient sits, preferably straddling and facing
the length of the table to restrict the sacrum and
pelvis.

2. The physician stands behind and to the left of the
patient.

3. The patient places the right hand behind the neck
and the left hand on the right elbow (both hands
can be placed behind the neck if this is more com-
fortable) (Fig. 11.85).

4. The physician passes the left hand under the pa-
tient’s left axilla and on top of the patient’s right
upper arm.

5. The physician places the right thenar eminence or
palm on the paravertebral muscles over the L2 right
transverse process (Fig. 11.86).

6. The patient is instructed to relax as the physician
positions the patient into slight forward bending
and then left side bending until motion is palpated
at L.2.

7. The patient inhales deeply, and on exhalation the
patient is positioned into left rotation (while the
slight flexion and left side bending are maintained
(Fig. 11.87).

8. With the patient relaxed and not guarding, the
physician directs an impulse force, pulling the pa-
tient minimally through further left rotation while
directing a short lever thrust on L2 with the right
hand (white arrows, Fig. 11.88).

9. Effectiveness of the technique is determined by re-
assessing intersegmental motion at the level of the
dysfunctional segment.
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FIGURE 11.85. Steps1to 3.

FIGURE 11.86. Steps 4 and 5.

FIGURE 11.87. Steps 6 and 7.

4

FIGURE 11.88. Step 8.

303



304 PART2 | OSTEQOPATHIC MANIPULATIVE TECHNIQUES

LUMBAR REGION

L1 to L5 Dysfunctions
Example: L2 ESRRR
Lumbar Seated Position (Long Lever)

. The patient sits, preferably straddling and facing
the length of the table, to restrict the sacrum and
pelvis.

. The physician stands behind and to the left of the
patient.

. The patient places the right hand behind the neck
and the left hand on the right elbow (both hands
can be placed behind the neck if this is more com-
fortable) (Fig. 11.89).

. The physician passes the left hand over the top of
the patient’s left upper arm and on top of the pa-
tient’s right upper arm.

. The physician places the right thenar eminence or
palm midline at the interspace between the 1.2 and
L3 spinous processes (Fig. 11.90).

. The patient is instructed to relax, and the physician
positions the patient into slight forward bending
and left side bending until motion is palpated at
L2.

FIGURE 11.89. Steps 1to3.

FIGURE 11.90. Steps 4 and 5.
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7. The patient inhales deeply, and on exhalation the
patient is positioned into left rotation while slight
flexion and left side bending are maintained (Fig.

11.91). FIGURE 11.91. Steps6and7.

8. With the patient relaxed and not guarding, the
physician’s left hand pulls the patient into further
left rotation while stabilizing 1.3 with the right hand
(white arrows) (this rotates L2 to the left in relation
to L3) (Fig. 11.92).

9. Effectiveness of the technique is determined by re-
assessing intersegmental motion at the level of the
dysfunctional segment.

FIGURE 11.92. Step 8.
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PELVIC REGION

Left Posterior Innominate Dysfunction,
Lateral Recumbent

Diagnosis

Standing flexion test: Positive (left PSIS rises)

Loss of passively induced left sacroiliac motion FIGURE 11.93.

ASIS: Cephalad (slightly lateral) on the left
PSIS: Caudad (slightly medial) on the left
Sacral sulcus: Deep, anterior on the left

Technique

1. The patient is in the right lateral recumbent posi-
tion, and the physician stands facing the patient.

2. The physician’s cephalad hand palpates between
the patient’s spinous processes of L5 and S1.

3. The physician’s caudad hand flexes the patient’s
knees and hips until the L5 and S1 spinous
processes separate (Fig. 11.93).

4. The physician maintains the left leg in this position
and instructs the patient to straighten the right leg,
placing the left foot just distal to the right popliteal
fossa.

5. The physician places the cephalad hand on the pa-
tient’s left antecubital fossa with the forearm rest-
ing on the patient’s left anterior shoulder (Fig. 11.94).

6. Use one of the following techniques:

a. Using the caudad hand, the physician places the
palmar aspect of the hypothenar eminence on
the left PSIS with the fourth and fifth digits en-

compassing the left posterior iliac crest (Fig. FIGURE 11.95.

11.95).
ar

FIGURE 11.94.

Steps 1to 3.

Steps 4 and 5.

Step 6a.



b. Using the caudad arm, the physician places the
ventral aspect of the forearm on the left PSIS
and left posterior iliac crest (Fig. 11.96).

ar

c. The physician, standing at the level of the pa-
tient’s shoulder and facing the patient’s pelvis,
places the forearm of the caudad arm on the left
PSIS and left posterior iliac crest (Fig. 11.97).

. The physician introduces axial rotation in the op-
posing direction by gently pushing the patient’s left
shoulder posterior and rolling the pelvis anterior.
These motions should be continued until move-
ment of the left sacrum is palpated at the left SI
joint.

. With the patient relaxed and not guarding, the
physician delivers an impulse with the right hand or
forearm (white arrow, Fig. 11.98) toward the patient’s
umbilicus.

. Effectiveness of the technique is determined by re-
assessing left sacroiliac joint motion.
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FIGURE 11.96. Step 6b.

FIGURE 11.97. Step 6c.

FIGURE 11.98. Steps7and 8.
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PELVIC REGION

Right Posterior Innominate Dysfunction,
Leg Pull, Supine

Diagnosis

Standing flexion test: Positive (right PSIS rises)

Loss of passively induced right sacroiliac motion FIGURE 11.99.

ASIS: Cephalad (slightly lateral) on the right
PSIS: Caudad (slightly medial) on the right
Sacral sulcus: Deep, anterior on the right

Technique
1. The patient is supine, and the physician stands at
the foot of the table.
2. The physician grasps the patient’s right ankle.

3. The physician raises the patient’s right leg no more
than 30 degrees and applies traction down the shaft
of the leg (white arrow, Fig. 11.99).

Steps 1to 3.

FIGURE 11.100. Step 3a.

a. Some prefer to position the leg slightly off the
side of the table approximately 10 to 20 degrees
(Fig. 11.100).

4. This traction is maintained as the patient is asked
to take 3 to 5 slow breaths.

5. At the end of the last breath, the physician delivers
a thrust in the direction of the traction (white arrow,
Fig. 11.101).

6. Effectiveness of the technique is determined by re-
assessing right sacroiliac joint motion.

FIGURE 11.101.

Step 5.
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PELVIC REGION

Left Posterior Innominate Dysfunction,
Supine Fulcrum

Diagnosis

Standing flexion test: Positive (left PSIS rises)

Loss of passively induced left sacroiliac motion FIGURE 11.102. Steps 1to 4.
ASIS: Cephalad (slightly lateral) on the left

PSIS: Caudad (slightly medial) on the left

Sacral sulcus: Deep, anterior on the left

Technique

1. The patient is supine, and the physician stands to
the patient’s right.

2. The physician flexes the patient’s knees and hips.

3. The physician rolls the patient’s legs toward the
physician.

4. The physician places the thenar eminence of the FIGURE 11.103. Step 5.
cephalad hand under the patient’s left PSIS to serve
as a fulcrum against which to move the innominate
(Fig. 11.102).

5. The physician rolls the patient onto the left PSIS
with the patient’s weight directly over the fulcrum
(white arrow, Fig. 11.103).

6. The patient extends the left knee and then slowly
lowers the leg toward the table (white arrows, Figs.
11.104 and 11.105), causing a short and long levering
of the left innominate.

7. Effectiveness of the technique is determined by re-
assessing left sacroiliac joint motion.

FIGURE 11.104. Steps 5 and 6.

FIGURE 11.105. Step 6.
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PELVIC REGION

Left Anterior Innominate Dysfunction,
Lateral Recumbent

Diagnosis

Standing flexion test: Positive (left PSIS rises)
Loss of passively induced left sacroiliac motion
PSIS: Cephalad (slightly lateral) on the left
ASIS: Caudad (slightly medial) on the left
Sacral sulcus: Posterior on the left

Technique

1.

The patient is in the right lateral recumbent posi-
tion, and the physician stands at the side of the
table facing the patient (Fig. 11.106).

. The physician palpates between the spinous

processes of L5 and S1 with the cephalad hand.

. The physician’s caudad hand flexes the patient’s

hips and knees until the L5 and Sl spinous
processes separate.

. The physician positions the patient’s left leg so that

it drops off the side of the table, over and slightly
more flexed than the right leg. The patient’s foot
should not touch the floor.

. The physician places the caudad forearm in a line

between the patient’s left PSIS and trochanter and
the cephalad hand or forearm on the patient’s left
shoulder (Fig. 11.107).

. The physician introduces axial rotation in opposing

directions by gently pushing the patient’s left shoul-
der dorsally (posteriorly) and rolling the pelvis ven-
trally (anteriorly) (white arrow, Fig. 11.108). These
motions should be continued until movement of
the sacrum is palpated at the left sacroiliac joint.

. If no motion is felt, the physician grasps the pa-

tient’s right arm and draws the shoulder forward
until rotational movement is elicited at the left
sacroiliac joint.

. With the patient relaxed and not guarding, the

physician delivers an impulse along the shaft of the
femur (white arrows, Fig. 11.109).

. Effectiveness of the technique is determined by re-

assessing left sacroiliac joint motion.

FIGURE 11.106. Step 1.

FIGURE 11.107. Steps 2to5.

FIGURE 11.108. Step 6.

FIGURE 11.109. Steps 7 and 8.



PELVIC REGION

Right Anterior Innominate Dysfunction,
Leg Pull

Diagnosis

Standing flexion test: Positive (right PSIS rises)
Loss of passively induced right sacroiliac motion
PSIS: Cephalad (slightly lateral) on the right
ASIS: Caudad (slightly medial) on the right
Sacral sulcus: Posterior on the right

Technique

1.

The patient is supine and the physician stands at
the foct of the table.

. The physician grasps the patient’s right ankle.

. The patient’s right leg is raised 45 degrees or more

and traction is applied down the shaft of the leg
(white arrow, Fig. 11.110)

. This traction is maintained and the patient is asked

to take 3 to 5 slow breaths. At the end of each ex-
halation, traction is increased (Fig. 11.111).

. At the end of the last breath, the physician delivers

an impulse thrust in the direction of the traction
(white arrow, Fig. 11.112).

. Effectiveness of the technique is determined by re-

assessing right sacroiliac joint motion.
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FIGURE 11.110.

FIGURE 11.111.

FIGURE 11.112.

Steps 1to 3.

Step 4.

Step 5.

N



312 PART 2 | OSTEOPATHIC MANIPULATIVE TECHNIQUES

UPPER EXTREMITY REGION

Wirist, Dorsal Carpal Dysfunction

Diagnosis

Symptoms: Wrist discomfort with inability to fully ex-

tend the wrist
Palpation: Dorsal prominence and/or pain of a single
carpal bone

Technique

1. The patient is seated on the table, and the physician

is standing facing the patient.

2. The physician grasps the patient’s wrist with the
physician’s thumbs on the dorsal aspect of the wrist

(Fig. 11.113).

3. The dorsally dysfunctional carpal bone is identified

with the physician’s thumbs.

4. The physician places the thumb over the displaced
carpal bone and reinforces it with the other thumb.
Physician’s other fingers wrap around palmar sur-

face (Fig. 11.114).

5. A simple whipping motion is carried out, maintain-
ing pressure over the displaced carpal bone (white
arrow, Fig. 11.115). (No traction is needed for this

technique.)

6. Effectiveness of the technique is determined by re-
assessing both the prominent carpal bone and wrist

range of motion.

FIGURE 11.113. Steps 1 and 2.

FIGURE 11.114. Steps 3 and 4.

FIGURE 11.115. Step 5.



UPPER EXTREMITY REGION

Elbow, Flexion Dysfunction
(Distal Elbow, Ulna)

Diagnosis

Symptom: Elbow discomfort
Motion: Inability to fully extend the elbow
Palpation: Olecranon fossa palpable even when elbow

is fully extended

Technique

1.

The patient is seated on table and the physician is
standing in front of patient.

. The wrist of the arm to be treated is held against

the physician’s waist using the elbow (Fig. 11.116).

. The physician places the thumbs on top of the fore-

arm in the area of the antecubital fossa.

. Traction is down toward the floor; the elbow is car-

ried into further flexion (white arrow, Fig. 11.117).

. Pressure is placed under the elbow up toward the

shoulder (white arrow, Fig. 11.118). This pressure is
maintained as the elbow is carried into full exten-
sion (white arrow, Fig. 11.119).

. Effectiveness of the technique is determined by re-

assessing elbow range of motion.
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FIGURE 11.116.

FIGURE 11.117.

FIGURE 11.118.

FIGURE 11.119.

Steps 1 and 2.

Steps 3 and 4.

Step 5.

Step 5.
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UPPER EXTREMITY REGION

Elbow, Extension Dysfunction
(Proximal Elbow, Ulna)

Diagnosis

Symptom: Elbow discomfort
Motion: Inability to fully flex the elbow
Palpation: No palpable olecranon fossa with the elbow

fully extended

Technique

1.

The patient is seated on the table, and the physician
is standing facing the patient.

. The patient’s arm to be treated is held against

physician’s waist with the physician’s elbow against
the patient’s hand.

. The physician places the thumbs on top of the fore-

arm in the region of the antecubital fossa (Fig.
11.120).

. The patient is asked to resist minimally (black ar-

rows, Figs. 11.121to 11.123) as the physician applies trac-
tion down toward the floor (white arrow, Fig. 11.121).
Maintaining this traction, the patient’s elbow is car-
ried into full extension (white arrows, Figs. 11.122 and
11.123).

. Effectiveness of the technique is determined by re-

assessing elbow extension.

FIGURE 11.120. Steps1to 3.

FIGURE 11.121. Step 4.

FIGURE 11.122. Step 4.

FIGURE 11.123. Step 4.



UPPER EXTREMITY REGION

Elbow, Radial Head,
Supination Dysfunction

Diagnosis

Symptoms: Discomfort at the radial head
Motion: Loss of passive pronation of the forearm
Palpation: Anterior prominence and tenderness of the

radial head

Technique

1.

The patient is seated on the table and the physician
is standing facing the patient.

. The physician holds the hand of the dysfunctional

arm as if shaking hands with the patient. The physi-
cian places the thumb of the opposite hand anterior
to the radial head (Fig 11.124).

. The physician rotates the forearm into pronation

until the restrictive barrier is reached.

. With the patient completely relaxed, the physician

carries the forearm into slight flexion and pronation
while maintaining thumb pressure over the anterior
radial head (Fig 11.125).

. Effectiveness of the technique is determined by

retesting pronation of the forearm and palpating for
reduced prominence of the radial head.
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FIGURE 11.124. Steps 1 and 2.

FIGURE 11.125. Steps 3 and 4.
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UPPER EXTREMITY REGION

Elbow, Radial Head,
Pronation Dysfunction

Diagnosis

Symptoms: Discomfort at the radial head
Motion: Loss of passive supination of the forearm

Palpation: Posterior prominence and tenderness of the

radial head

Technique

1. The patient is seated on the table, and the physician

is standing facing the patient.

2. The physician holds the hand of the dysfunctional
arm as if shaking hands with the patient. The physi-
cian places the thumb of the opposite hand poste-

rior to the radial head (Fig 11.126).

3. The physician rotates the forearm into supination

until the restrictive barrier is reached.

4. With the patient completely relaxed, the physician
carries the forearm into extension and supination
while maintaining thumb pressure over the poste-

rior radial head (Fig 11.127).

5. Effectiveness of the technique is determined by
retesting pronation of the forearm and palpating for

reduced prominence of the radial head.

FIGURE 11.126. Steps1and 2.

FIGURE 11.127. Steps 3 and 4.



LOWER EXTREMITY REGION

Knee: Anterior Dysfunction of the Tibia on
the Femur (Posterior Femur Over Tibia),
Supine

Diagnosis

Symptoms: Knee discomfort, inability to comfortably

extend the knee

Motion: Restricted posterior spring (drawer-like test)

with loss of anterior free play motion

Palpation: Prominence of tibial tuberosity

Technique

1.

The patient is supine with the dysfunctional knee
flexed to 90 degrees with foot flat on the table.

. The physician sits on the patient’s foot anchoring it

to the table.

. The physician places the thenar eminences over the

anterior aspect of the tibial plateau with the fingers
wrapping around the leg (Fig. 11.128).

. After all of the posterior free play motion is taken

out of the knee joint, a thrust (arrow, Fig. 11.129) is
delivered posteriorly parallel to the long axis of the
femur.

. Effectiveness of the technique is determined by re-

assessing anterior free play glide as well as range of
motion of the knee.
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FIGURE 11.128.

FIGURE 11.129.

Steps 1to 3.

Step 4.
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LOWER EXTREMITY REGION

Knee: Anterior Dysfunction of the Tibia on
the Femur (Posterior Femur Over Tibia),
Seated

Diagnosis

Symptoms: Knee discomfort, inability to comfortably

extend the knee FIGURE 11.130.

Motion: Restricted posterior spring (drawer-like test)
with loss of anterior free play motion
Palpation: Prominence of tibial tuberosity

Technique
1. The patient is seated on the side of the table with a
small pillow beneath the thigh as a cushion.

2. The physician places the thumbs on the anterior
tibial plateau with the fingers wrapping around the
leg (Fig. 11.130).

3. The thigh is sprung up and down to ensure total re-

laxation of the thigh musculature (white arrows, Fig. FIGURE 11.131.

11.131).

4. A thrustisdelivered straight down toward the floor,
simultaneous with a posterior pressure impulse
with the thumbs (white arrows, Fig. 11.132).

5. Effectiveness of the technique is determined by re-
assessing anterior free play glide as well as range of
motion of the knee.

FIGURE 11.132.

Steps 1 and 2.

Step 3.

Step 4.



LOWER EXTREMITY REGION

Knee: Posterior Dysfunction of the Tibia on
the Femur (Anterior Femur Over Tibia),
Prone

Diagnosis

Symptoms: Knee discomfort, inability to comfortably

flex the knee

Motion: Restricted anterior spring (drawer-like test)

with loss of posterior free play motion

Technique

1.

The patient lies prone with the dysfunctional knee
flexed to approximately 90 degrees if possible.

. The physician stands or sits at the end of the table

with the dorsum of the patient’s foot on the antero-
medial aspect of the physician’s shoulder. Place-
ment of patient’s foot on physician’s shoulder will
plantar-flex the foot, taking tension off the gastroc-
nemius muscle.

. The physician’s fingers are interlaced and wrapped

around the proximal tibia just distal to the popliteal
region (Fig. 11.133).

. A thrust impulse is delivered with both hands to-

ward the physician and parallel to the table (white
armow, Fig. 11.134).

. Effectiveness of the technique is determined by re-

assessing posterior free play glide at the knee and
by rechecking knee range of motion.
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FIGURE 11.133. Steps 1to 3.

FIGURE 11.134. Step 4.
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LOWER EXTREMITY REGION

Knee: Posterior Dysfunction of the Tibia on
the Femur (Anterior Femur Over Tibia),
Seated

Diagnosis

Symptoms: Knee discomfort, inability to comfortably
flex the knee

Motion: Restricted posterior spring (drawer-like test)
with loss of anterior free play motion

Technique

1. The patient is seated on the side of the table with a
small pillow beneath the thigh as a cushion.

2. The physician places the thumbs on the anterior
tibial plateau with the fingers wrapping around the
leg contacting the popliteal fossa and adding a
slight flexion to the knee so the foot may go under
the edge of the table (Fig. 11.135).

3. The thigh is then sprung up and down to ensure
total relaxation of the thigh musculature.

4. A thrust is delivered down toward the floor (white
arrow, Fig. 11.136), simultaneous with an anterior
pressure impulse with the popliteal contacting fin-
gers.

5. Effectiveness of the technique is determined by re-
assessing anterior free play glide and range of mo-
tion of the knee.

FIGURE 11.135.

FIGURE 11.136.

Steps 1 and 2.

Steps 3 and 4.
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LOWER EXTREMITY REGION

Knee: Anterior Fibular Head Dysfunction

Diagnosis

Symptoms: Lateral leg soreness and muscle cramping

with tenderness over the proximal fibula FIGURE 11.137. Steps 1to 3.
Motion: Increased anterior glide with restricted mo-

tion of the proximal fibula posterior glide
History: Common following a medial ankle sprain,

forced dorsiflexion of the ankle, genu recurvatum

deformity

Technique

1. The patient lies supine with a small pillow under
the dysfunctional knee to maintain the knee in
slight flexion.

2. The physician’s caudad hand internally rotates the
patient’s ankle to bring the proximal fibula more FIGURE 11.138. Steps 4 and 5.
anterior.

3. The physician places the heel of the cephalad hand
over the anterior surface of the proximal fibula (Fig.
11.137).

4. A thrust is delivered through the fibular head
straight back toward the table (pulsed white arrow,
Fig. 11.138).

5. Simultaneously, an internal rotation counter force
is introduced from the ankle (curved white armow,
Fig. 11.138).

6. Effectiveness of the technique is determined by re-
assessing the anterior glide motion of the proximal
fibula.
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LOWER EXTREMITY REGION

Knee: Posterior Fibular Head Dysfunction

Diagnosis

Symptoms: Pain at the lateral knee, persistent ankle
pain beyond that expected for normal ankle recov- FIGURE 11.139. Steps 1to 4.
ery
Motion: Increased posterior glide and decreased ante-
rior glide
Palpation: Tenderness at the fibular head; fibular head
prominent posteriorly
History: Common following inversion sprains of the
ankle

Technique

1. The patient lies prone with the dysfunctional knee
flexed at 90 degrees.

2. The physician stands at the side of the table oppo- FIGURE 11.140. Step 5.
site the side of the dysfunction.

3. The physician places the MCP of the cephalad
index finger behind the dysfunctional fibular head,
and the hypothenar eminence is angled down into
the hamstring musculature to form a wedge behind
the knee.

4. The physician’s caudad hand grasps the ankle on
the side of dysfunction and gently flexes the knee
until the restrictive barrier is reached (Fig. 11.139).

5. The patient’s foot and leg are gently externally ro-
tated to carry the fibular head back against the ful-
crum formed by the physician’s cephalad hand
(white arrow, Fig. 11.140). FIGURE 11.141. Step 6.

6. The physician’s caudad hand, controlling the pa-
tient’s foot and ankle, delivers a thrust toward the
patient’s buttock in a manner that would normally
result in further flexion of the knee (white arrow, Fig.
11.141). However, the wedge fulcrum formed by the
physician’s cephalad hand prevents any such mo-
tion.

7. Effectiveness of the technique is determined by re-
assessing motion of the fibular head and by palpat-
ing for restoration of normal position of the fibula.



LOWER EXTREMITY REGION

Knee: Anterior Medial Meniscus
Dysfunction

Diagnosis

Symptoms: Medial knee discomfort, locking of the

knee short of full extension

Physical findings: Palpable bulging of the meniscus

just medial to the patellar tendon, positive
MacMurray’s test, positive Apley’s compression test

Technique

L
2.

The patient lies supine with hip and knee flexed.

The physician stands at the side of the table on the
side of the dysfunction.

. The physician places the ankle of the dysfunctional

leg under the physician’s axilla and against the lat-
eral rib cage (Fig. 11.142).

. The physician places the thumb of the medial hand

over the bulging meniscus. The fingers of the lateral
hand lie over the thumb of the medial hand rein-
forcing it. The physician may use the palmar aspect
of the fingers to reinforce thumbs but they must be
distal to patella (Fig. 11.143).

. The physician places a valgus stress on the knee

and externally rotates the foot (white arrows, Fig.
11.149).

. This position is maintained and moderate to heavy

pressure is exerted with the thumbs over the medial
meniscus. This pressure is maintained as the knee is
carried into full extension (Fig. 11.145).

. Effectiveness of the technique is determined by re-

assessment of knee range of motion.
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FIGURE 11.142. Steps 1to 3.

FIGURE 11.143. Step 4.

FIGURE 11.144. Step 5.

FIGURE 11.145. Step 6.
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LOWER EXTREMITY REGION

Ankle: Anterior Tibia on Talus

Diagnosis

Drawer test: Loss of anterior glide (free play motion)
with decreased posterior drawer test

Technique

L

The patient lies supine, and the physician stands at
the foot of the table.

. The physician’s one hand cups the calcaneus an-

choring the foot (slight traction may be applied).

. The physician places the other hand on the anterior

tibia proximal to the ankle mortise (Fig. 11.146).

. A thrust is delivered with the hand on the tibia

straight down toward the table (white arrow, Fig.
11.147).

. Effectiveness of the technique is determined by re-

assessing ankle range of motion.

FIGURE 11.146.

FIGURE 11.147.

Steps 1to 3.

Step 4.
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LOWER EXTREMITY REGION

Ankle: Posterior Tibia on Talus

Diagnosis

Drawer test: Loss of posterior glide (free play motion)
with decreased anterior drawer test

FIGURE 11.148. Steps1to 3.

Technique

1. The patient lies supine, and the physician stands at
the foot of the table.

2. The physician’s hands are wrapped around the foot
with the fingers interlaced on the dorsum.

3. The foot is dorsiflexed to the motion barrier using
pressure from the physician’s thumbs on the ball of
the foot (Fig. 11.148).

4. Traction is placed on the leg at the same time dor-

siflexion of the foot is increased (white arrows, Fig.
11.149). FIGURE 11.149. Step 4.

5. The physician delivers a tractional thrust foot while
increasing the degree of dorsiflexion (white arrows,
Fig. 11.150).

6. Effectiveness of the technique is determined by re-
assessing ankle range of motion.

FIGURE 11.150. Step 5.
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LOWER EXTREMITY REGION

Foot: Cuneiform, Plantar Dysfunction
(Dr. Hiss's Whip Technique)

Diagnosis

Symptom: Plantar discomfort.

Motion: Longitudinal arch and forefoot will not read- FIGURE 11.151. Steps1to 3.
ily spring toward supination.

Palpation: Tender prominence on the plantar surface
of the foot overlying the dysfunctional cuneiform.

Technique

1. The patient lies prone with the leg off the table
flexed at the knee.

2. The physician stands at the foot of the table.

3. The physician’s hands are wrapped around the foot
with the thumbs placed over the dropped

cuneiform (Fig. 11.151).
FIGURE 11.152. Step 4.
4. A whipping motion is carried out with the thumbs

thrusting straight down into the sole of the foot at
the level of the dysfunctional cuneiform (white
arrow, Fig. 11.152).

5. Effectiveness of the technique is determined by re-
assessing motion of the forefoot and palpating for
the dropped cuneiform.

This technique may also be applied to plantar dysfunc-
tion of the proximal metatarsals.
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LOWER EXTREMITY REGION

Foot: Fifth Metatarsal Dysfunction,
Plantar Styloid

Diagnosis

History: Common following inversion spramn of the

ankle.
FIGURE 11.153. Steps 1to 4.

Technique

1. The patient lies supine.
2. The physician sits at the foot of the table.

3. The physician places the thumb over the distal end
of the fifth metatarsal.

4. The physician places the MCP of the index finger
beneath the styloid process (Fig. 11.153).

5. A thrust is delivered by both fingers simultane-
ously. The thumb exerts pressure toward the sole,
and the index finger exerts a force toward the dor- FIGURE 11.154. Step 5.
sum of the foot (white arrows, Fig. 11.154).

6. Effectiveness of the technique is determined by re-
assessing position and tenderness of the styloid
process of the fifth metatarsal.
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LOWER EXTREMITY REGION

Foot: Cuboid, Plantar Rotation

Diagnosis

Tenderness: Lateral plantar aspect of the foot just

proximal to the styloid process of the fifth FIGURE 11.155.

metatarsal and overlying the tendon of the peroneus
longus muscle
Palpation: Groove distal to the styloid process of the
fifth metatarsal deeper than normal; cuboid promi-
nent on the plantar aspect of the lateral foot
History: Common following inversion sprain of the
ankle

Technique

1. The patient lies prone with the leg flexed 30 de-
grees at the knee.

2. The physician stands at the foot of the table. FIGURE 11.156.

3. The physician places the thumb on the medial side
of the foot over the plantar prominence of the
cuboid.

4. The physician’s thumb on the lateral side of the
foot reinforces the medial thumb (Fig. 11.155).

5. The lateral aspect of the foot is opened by adduct-
ing the forefoot (Fig. 11.156).

6. The thrust is delivered in a whipping motion to-
ward the lateral aspect of the foot (white arrows, Figs.
11.157 and 11.158).

7. Effectiveness of the technique is determined by re-

assessing the position and tenderness of the cuboid. FIGURE 11.157.

FIGURE 11.158.

Steps 1to 4.

Step 5.

Step 6.

Step 6.
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TECHNIQUE PRINCIPLES

Facilitated positional release (FPR) technique is a
patient-passive, indirect technique, and as such, it
shares prirciples with the other indirect osteopathic
techniques, especially myofascial release, balanced liga-
mentous tension, and ligamentous articular strain. Its
positioning is very similar to counterstrain and the ini-
tial indirect positioning for Still technique. The
Education Council on Osteopathic Principles (ECOP)
defines FPR as “a system of indirect myofascial release
treatment developed by Stanley Schiowitz, DO. The
component region of the body is placed into a neutral
position, diminishing tissue and joint tension in all
planes and an activating force (compression or torsion)
is added” (1). The primary goal of this technique is to
reduce abnormal muscle hypertonicity (superficial and
deep) and restore lost motion to a restricted articula-
tion.

As with counterstrain technique, the primary neu-
rophysiologic mechanism affected by FPR is thought to
be the relationship between Ia-afferent and vy-efferent
activity (1-3). If the dysfunctional region is positioned
appropriately, the intrafusal fibers may return to normal
length, which in return decreases tension in the extra-
fusal fibers. This reduced tension in the area of the mus-
cle spindle further decreases the Ia-afferent impulses,
which in turn continues this beneficial interaction,
eventually allowing the muscles to achieve their normal
length and tone (4). Other beneficial aspects of this
form of treatment may be related to the treatment posi-
tion’s secondary effects of improving lymphatic and ve-
nous drainage and other bioelectric phenomena
affecting fluid dynamics and local metabolic processes.

The principles of positioning in this technique are
basic to indirect treatments, and therefore, the physi-
cian will attempt to place the dysfunctional segment,
muscle, or other structure toward its position of motion
ease or reduced tension. This is done by first attempt-

ing to place the myofascial or articular dysfunction in a
neutral position, which Schiowitz describes as flattening
the anteroposterior spinal curve (facets are in a position
between the beginning of flexion and the beginning of
extension) (3). With a flexed or extended dysfunction,
the initial positioning is to flatten the anteroposterior
spinal curve and find the neutral position within the
dysfunction. This example is common to type II dys-
functions. With type I dysfunctions, less anterior and/or
posterior positioning is necessary.

If the primary focus is the treatment of muscle hy-
pertonicity and tension (when there is no predominant
x-, V-, z-axis diagnosis), the hypertonic muscle is placed
in a position of ease of tension. This is based on palpat-
ing the abnormal tissue textures and their response to
positioning (3). If a dysfunctional muscle is causing
thoracic tension anteriorly, flexion is the most probable
position of ease. Posterior thoracic muscle hypertonic-
ity commonly is associated with an extended position of
ease (2).

The major discriminating factor we see in this tech-
nique when comparing it to the other indirect tech-
niques is its release-enhancing mechanism. DiGiovanna
and Schiowitz describe this as a facilitating muscle force
(1,3). This may be a compression force, but it can ac-
commodate all directions of motion ease or directions
in which the muscle tension is reduced. Because of side
bending and rotational components in most dysfunc-
tions (spinal and extremity) it is generally necessary for
the physician to add some form of torsion (side bend-
ing combined with rotation) force during the positional
component of the technique. On achieving the proper
position of ease with the facilitating forces, the physi-
cian may also add a slight on-and-off springing (rock-
ing) force. The physician holds the treatment position
for 3 to 5 seconds, returns the patient to neutral (pre-
treatment position), and follows by reassessing the dys-
function using the palpatory parameters for tissue
texture changes, motion restriction, asymmetry, and
tenderness (sensitivity).
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TECHNIQUE CLASSIFICATION

Indirect

As with all indirect techniques, the physician attempts
to position the patient in the direction that reduces the
myofascial tissue tension or in the direction of the mo-
tion freedom.

TECHNIQUE STYLES

Myofascial (Muscle Hypertonicity)

To treat a hypertonic muscle with FPR, the physician
flattens the spinal curve in the region or segment to be
treated or in the extremities, adding compression to-
ward the joint. Then the physician assesses for tissue
texture changes (e.g., tension, inelasticity, bogginess)
and positions the patient until these dysfunctional pa-
rameters are optimally reduced. Next, the physician
adds the appropriate facilitating forces (compression
and torsion) and holds for 3 to 5 seconds, then returns
the affected area to a neutral position and reassesses. It
is recommended to use this style initially when the
physician has difficulty determining the primary com-
ponent of the dysfunction (myofascial versus articular).

Articular (Intervertebral and Intersegmental
X-, y-, z-Axis) Dysfunction

In articular technique, the physician uses the palpatory
clues for primary intersegmental (joint) dysfunctions.
These clues are generally tissue texture changes, restric-
tion of motion, asymmetric motion (may exhibit sym-
metrically reduced motion), end feel or joint free-play
qualitative changes, and pain. The physician starts by
flattening the anteroposterior spinal curve of the region
being treated. The dysfunctional segment should then
be positioned toward the ease of motion in all affected
planes. Next, the physician adds the appropriate axial
facilitating forces (compression and torsion), holds for
3 to 5 seconds, and brings the affected area back to a
neutral position for reassessment.

INDICATION

Myofascial or articular somatic dysfunction

CONTRAINDICATIONS

1. Moderate to severe joint instability

2. Herniated disc where the positioning could exacer-
bate the condition

3. Moderate to severe intervertebral foraminal steno-
sis, especially in the presence of radicular symp-
toms at the level to be treated if the positioning
could cause exacerbation of the symptoms by fur-
ther narrowing the foramen

4. Severe sprains and strains where the positioning
may exacerbate the injury

5. Certain congenital anomalies or conditions in
which the position needed to treat the dysfunction
is not possible (e.g., ankylosis)

6. Vertebrobasilar insufficiency

GENERAL CONSIDERATIONS AND RULES

The physician must be able to make an accurate diagno-
sis and when possible to distinguish between a myofascial
and an articular dysfunction. The anteroposterior spinal
curve is flattened, and then a position of ease or a posi-
tion that maximally reduces myofascial tension is ap-
proached. A facilitating force of compression combined
with side bending and/or rotation (torsion) is applied for
3 to 5 seconds. A springing force may also be used.

SHORTHAND RULES
Primary Myofascial Dysfunction

1. Make diagnosis (tissue texture abnormality).

2. Flatten the anteroposterior spinal curve to reduce
myofascial tension.

3. Add a compression or torsional facilitating force.

4. Place the dysfunctional myofascial structure into its
ease (shortened, relaxed) position.

5. Hold for 3 to 5 seconds, then slowly release pres-
sure while returning to neutral.

6. The physician reassesses the dysfunctional com-
ponents (tissue texture abnormality, asymmetry
of position, restriction of motion, tenderness
[TART].

Primary Articular (x-, y-, z-axis) Type | and Il
Dysfunctions
1. Make diagnosis (e.g., type I or II).

2. Flatten (flex or extend) the anteroposterior curve in
the spinal region of treatment.

3. Add the facilitating force (compression or torsion).
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4. Move the dysfunctional segment toward its flexion 6. Hold for 3 to 5 seconds, then slowly release pres-
or extension ease. sure while returning to neutral.
5. Move the dysfunctional segment toward its side 7. Reassess the dysfunctional components (TART).

bending and rotational ease.
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CERVICAL REGION
Right: Suboccipital Muscle Hypertonicity

1. The patient lies supine, and the physician sits at the

head of the table.

2. The physician gently supports the occipital and
upper cervical regions of the patient’s head with the

right hand.

3. With the left hand on the patient’s head, the physi-
cian neutralizes the cervical spine by gently flatten-

ing the anteroposterior curve (slight flexion).

4. An activating force in the form of a gentle (1 Ib or
less) axial compression is added with the left hand.

5. While maintaining compression, the physician gen-
tly positions the patient’s head and cervical region
toward extension and right side bending and rota-
tion (arrows, Figs. 12.1 and 12.2) until maximal reduc-

tion of tissue and muscle tension is achieved.

6. The physician holds this position for 3 to 5 seconds
and then slowly releases the compression while re-

turning to neutral.

7. If a release is not palpated within a few seconds,
axial compression should be released and steps 3 to

6 can be repeated.

8. The physician reassesses the components of the

dysfunction (TART).

FIGURE 12.1. Steps 1to 5.

FIGURE 122. Steps1tob.



CERVICAL REGION

C2 to C4 Dysfunction
Example: C4 FSRRR*
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. The patient lies supine, and the physician sits at the
head of the table.

. The physician gently supports the cervical region
with the right hand.

. With the left hand on the patient’s head, the physi-
cian neutralizes the cervical spine by gently flatten-
ing the anteroposterior curve (slight flexion).

. An activating force (arrow) in the form of a gentle
(1 1b or less) axial compression is added with the
left hand.

. While maintaining compression, the physician gen-
tly positions the patient’s head toward flexion and
right side bending and rotation (arrows) until max-
imal reduction of tissue and muscle tension is
achieved (Figs. 12.3 and 124).

. The physician holds this position for 3 to 5 seconds
and then slowly releases the compression while re-
turning to neutral.

. If a release is not palpated within a few seconds,
axial compression should be released and steps 3 to
6 can be repeated.

. The physician reassesses the components of the
dysfunction (TART).

*An explanation of the motion preference abbrevia-
tions can be found on p. 36.

FIGURE 123. Steps 1to5.

FIGURE 124. Steps 1to 5.
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THORACIC REGION

T4 to T12 Dysfunctions
Example: T6 ESRRR

. The patient sits at the edge of the table with the

physician standing at the right side and slightly pos-
terior to the patient.

. The physician’s left hand monitors the patient’s

dysfunction at the spinous processes of T6 and T7
and the right transverse process of T6.

. The physician places the right forearm on the pa-

tient’s upper right trapezius (shoulder girdle) with
the remainder of the physician’s right forearm and
hand resting across the patient’s upper back just be-
hind the patient’s neck (Fig. 12.5).

. The patient sits up straight until the normal tho-

racic curvature is straightened and flattened, so that
extension is palpated at the level of T6.

. The physician’s right forearm applies an activating

force in the form of gentle (1 1b or less) compres-
sion.

. While maintaining compression, the physician

places a caudad and posterior force with the right
forearm (white arrow, Fig. 126) to position T6 into
further extension and right side bending and rota-
tion. This should be carried to a point of balance
and minimum muscle tone.

. The physician holds this position for 3 to 5 seconds

and then slowly releases the compression while re-
turning to neutral.

. If a release is not palpated within a few seconds,

compression should be released and steps 3 to 6
can be repeated.

. The physician reassesses the components of the

dysfunction (TART).

FIGURE 125. Steps 1to 3.

FIGURE 126. Steps 4 to 6.
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THORACIC REGION
Right-Sided Trapezius Muscle Hypertonicity

1. The patient lies prone on the treatment table with
the head and neck rotated to the right.

2. The physician stands at the left side, facing the pa-

tient. FIGURE 12.7. Steps 1to 3.

3. The physician’s left hand palpates the right, hyper-
tonic trapezius muscle (Fig. 12.7).

4. The physician’s right hand reaches across the body
of the patient and grasps the patient’s right shoul-
der at the anterior deltoid and acromioclavicular re-
gion (Fig.12.8).

5. The physician places a caudad and posterior force
(white arrow, Fig. 12.9) to achieve a point of balance
and minimal muscle tension in the right trapezius
muscle.

6. On achieving the proper position, the physician’s
right hand applies an activating force (white arrow, FIGURE 128. Step 4.
Fig. 12.10) in the form of a gentle (1 b or less) com-
pression for 3 to 5 seconds.

7. If a release is not palpated within a few seconds,
compression should be released and steps 3 to 6
can be repeated.

8. The physician reassesses the components of the
dysfunction (TART).

FIGURE 12.9. Stepb.

FIGURE 12.10. Step6.
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COSTAL REGION

Left First Rib Dysfunction,
Posterior Elevation: Nonrespiratory Model,
Soft-Tissue Effect

. The patient lies supine and the physician stands

facing the patient on the dysfunctional side.

. The patient’s left arm is flexed at the elbow, and a

pillow or rolled towel is placed under the patient’s
upper arm.

. The physician’s left hand controls the olecranon

process while the index and third fingers of the
right hand palpate the posterior aspect of the first
rib, monitoring for tissue texture changes (Fig.12.11).

. The physician’s left hand flexes the patient’s shoul-

der to approximately 90 degrees and then abducts
slightly and internally rotates the shoulder to the
position that produces the most laxity and soften-
ing of the tissues (Fig. 12.12).

. The physician adducts the arm and simultaneously

applies a compression through the patient’s left
upper arm toward the monitoring fingers at the first
rib (straight arrow, Fig. 1213) while pushing the pa-
tient’s elbow down toward the chest (curved arrow)
over the pillow.

. This position is held for 3 to 5 seconds, and a slight

on-and-off pressure can be applied.

. After 3 to 5 seconds the arm is brought through

further adduction and then inferiorly swung back
to the lateral body line.

. The physician reassesses the components of the

dysfunction (TART).

FIGURE 12.11. Steps 1to 3.

FIGURE 12.12. Step 4.

FIGURE 1213. Step 5.



COSTAL REGION
Left Seventh Rib, Inhalation Dysfunction
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. The patient lies in the right lateral recumbent (side-
lying) position with the arm flexed and abducted to
approximately 90 degrees, and the physician stands
or sits on the edge of the table in front of the patient
(Fig. 12.14).

. The physician places the index and/or third finger
pads of the right hand over the posterior aspect of
the seventh rib at the costotransverse articulation.
The thumb is placed over the inferior edge of the
lateral aspect of the same rib.

. The physician’s webbing of the left hand (thumb
abducted) contours the anterolateral aspect of the
seventh rib, being careful not to put too much pres-
sure over the chondral portion (Fig. 12.15).

. The physician gently pushes the rib posterior
(arrow), attempting by this compression to disen-
gage the rib from the vertebra (Fig. 12.16).

. The physician adds a cephalad-vectored force
(bucket handle) toward the inhalation ease (arrow,
Fig. 12.17), through the bucket handle vector.

. This position is held for 3 to 5 seconds, and a slight
on-and-off pressure can be applied.

. After 3 to 5 seconds the rib is pushed slowly back
to neutral as the patient brings the arm down to the
lateral body line.

. The physician reassesses the components of the
dysfunction (TART).

FIGURE 12.14. Step 1.

FIGURE 12.15. Steps 2 and 3.

FIGURE 12.16. Step 4.

FIGURE 12.17. Step 5.

339



340 PART2 | OSTEQPATHIC MANIPULATIVE TECHNIQUES

LUMBAR REGION

L1 to L5 Dysfunctions
Example: L3 NSLRR

1. The patient lies prone on the table. A pillow may be
placed under the abdomen to decrease the normal

lumbar curvature.

2. The physician stands at the left side of the patient, IRCEHEIE Steps Tito 3.

facing the patient.

3. The physician’s left hand monitors the patient’s L3
and L4 spinous processes and the right transverse
process of L3 (Fig. 12.18).

4. The physician rests the left knee on the table
against the patient’s left ilium.

5. The physician crosses the patient’s right ankle over
the left and grasps the patient’s right knee while
sliding the patient’s legs to the patient’s left (Fig.
12.19).

6. The physician repositions the right hand to grasp
the patient’s right thigh and directs a force dorsally
and toward external rotation (white arrow, Fig.12.20).
This combined movement is carried to a point of
balance and minimum muscle tension as perceived
by the physician’s left hand at the level of L3-14.

FIGURE 12.19. Steps 4 andb.

7. On achieving the proper position, the physician’s
left hand (arrow, Fig.12.21) applies an activating force
over the right transverse process of I.4 in the form
of a gentle (1 1b or less) axial compression for 3 to
5 seconds.

8. If a release is not palpated within a few seconds,
compression should be released and steps 3 to 7
can be repeated.

9. The physician reassesses the components of the FIGURE 12.20. Step 6.

dysfunction (TART).

FIGURE 12.21. Step7.
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LUMBAR REGION

L1 to L5 Dysfunctions
Example: L4 FSRRR

10.

. The patient lies in the left lateral recumbent posi-

tion, and the physician stands at the side of the
table facing the patient.

. The physician’s right forearm and hand control the

patient’s right anterolateral chest wall, and the left
forearm and hand control the right pelvic and lum-
bar region (Fig. 12.22).

. The physician’s right index and third finger pads

monitor and control the transverse processes of 1.4
while the left index and third finger pads monitor
and control the transverse processes of L5 (Fig.
12.23).

. The physician gently flexes the patient’s hips until

L4 is fully flexed on L5.

. The physician carefully pushes the patient’s right

shoulder posteriorly until L4 is engaged and rotates
farther to the right on L5.

. The physician then gently pushes the patient’s

pelvic and lumbar region anteriorly until L5 is fully
engaged and rotated to the left under L4.

. The patient inhales and exhales fully. On exhala-

tion, the physician, with both the forearms and fin-
gers on the transverse processes, increases the force
through the same set of rotational vectors (curved
arrows, Fig. 12.24), simultaneously approximating the
forearms (straight arrows), thereby producing in-
creased side bending right.

. On achieving the proper position, the physician ap-

plies an activating force (arrows, Fig. 1225) in the
form of a gentle (1 Ib or less) axial compression for
3 to 5 seconds with the finger pads.

. If a release is not palpated within a few seconds,

compression should be released, and steps 3 to 8
can be repeated.

The physician reassesses the components of the
dysfunction (TART).

FIGURE 12.22. Steps 1 and 2.

FIGURE12.23. Step 3.

FIGURE 12.24. Steps4to7.

FIGURE 12.25. Step 8.
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LUMBAR REGION

Left-Sided Erector Spinae Muscle
Hypertonicity

. The patient lies prone on the treatment table. A pil-

low may be placed under the abdomen to decrease
the normal lumbar curvature. The physician faces
the patient on the left.

. Using the left hand, the physician monitors the pa-

tient’s dysfunctional erector spinae hypertonicity
(Fig. 12.26).

. The physician’s left knee is placed on the table

against the patient’s left ilium.

. The physician crosses the patient’s right ankle over

the patient’s left ankle and grasps the patient’s right
knee, sliding both of the patient’s legs to the left
(Fig. 12.27).

. The physician repositions the right hand to grasp

the patient’s right thigh and directs a force dorsally
and toward external rotation (white arrows, Fig.
12.28). This combined movement should be carried
to a point of balance and minimum muscle tone as
perceived by the physician’s left hand.

. On achieving the proper positioning, the physi-

cian’s left hand applies an activating force (white
arrow, Fig. 12.29) in the form of a gentle (1 1b or less)
axial compression for 3 to 5 seconds.

. If a release is not palpated within a few seconds,

compression should be released, and steps 3 to 6
can be repeated.

. The physician reassesses the components of the

dysfunction (TART).

FIGURE 12.26. Steps 1and 2.

FIGURE 12.27. Steps 3 and 4.

FIGURE 12.28. Step 5.

FIGURE 12.29. Step 6.
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PELVIC REGION

Left Posterior Innominate Dysfunction

1. The patient lies in the right lateral recumbent posi-
tion, and the physician stands in front of the patient
at the side of the table.

2. The physician’s right arm reaches under the pa- FIGURE 12.30. Steps1and 2.

tient’s left thigh and abducts it to approximately 30
degrees. The physician controls the leg with this
arm and the shoulder (Fig. 12.30).

3. The physician’s left hand is placed palm down over
the superior edge of the iliac crest, with the thumb
controlling the anterior superior iliac spine (ASIS)
and the hand controlling the superior edge of the
iliac crest.

4. The physician’s right hand is placed over the poste-
rior iliac crest and posterior superior iliac spine
(PSIS) with the forearm on the posterolateral as-

pect of the greater trochanter (Fig. 12.31).

. ) ) FIGURE 12.31. Steps 3 and 4.
5. The physician adds a posterior-vectored force with

a slight arc (right-turn direction) with the left hand
(down arrow) as the right hand and forearm pull in-
feriorly and anteriorly (up arrow) (Fig. 12.32).

6. As the pelvis rotates posteriorly, the physician adds
a compressive force (1 Ib or less) toward the table
(arrow, Fig. 12.33) to approximate the sacroiliac joint
surfaces.

7. This position is held for 3 to 5 seconds, and a gen-
tle on-and-off pressure can be applied.

8. If a release is not palpated within a few seconds,
compression should be released, and steps 3 to 8
can be repeated. FIGURE 12.32. Step 5.

9. The physician reassesses the components of the
dysfunction (TART).

FIGURE 12.33. Step 6.



344

PART 2 | OSTEOPATHIC MANIPULATIVE TECHNIQUES

PELVIC REGION

Left Anterior Innominate Dysfunction

. The patient lies in the right lateral recumbent posi-

tion, and the physician stands in front of the patient
at the side of the table.

. The physician’s right arm reaches under the pa-

tient’s left thigh and abducts it to approximately 30
to 40 degrees. The physician controls the leg with
this arm and the shoulder (Fig. 12.34).

. The physician places the left hand palm down over

the superior edge of the iliac crest with the thumb
controlling the ASIS and the hand controlling the
superior edge of the iliac crest.

. The pad of physician’s right index finger is placed

over the posterior iliac crest at the level of the PSIS
with the heel of the right hand at the level of the is-
chial tuberosity (Fig. 12.35).

. The physician adds an anterior vectored force

(arrow, Fig. 12.36) with a slight arc (left-turn direc-
tion) with the right hand as the left hand pulls su-
periorly and anteriorly.

. As the pelvis rotates anteriorly, the physician adds a

compressive force (1 lb or less) toward the table
(arrow, Fig. 12.37) to approximate the sacroiliac joint
surfaces.

. This position is held for 3 to 5 seconds, and a gen-

tle on-and-off pressure can be applied.

. If a release is not palpated within a few seconds,

compression should be released and steps 3 to 7
can be repeated.

. The physician reassesses the components of the

dysfunction (TART).

FIGURE 12.34. Steps 1 and 2.

FIGURE 12.35. Steps 3 and 4.

FIGURE 12.36. Step 5.

FIGURE 12.37. Step 6.
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TECHNIQUE PRINCIPLES

As noted earlier in this book, many osteopathic tech-
niques have gross similarities but fall into different cat-
egories. Techniques of Still is no exception; it may be a
classic example of how a number of other techniques
combine and undergo a metamorphosis to become yet
another technique, in this case, the Still technique.
Basically, Still technique is a combination of some of the
components of indirect, articulatory, and long-levered
high-velocity, low-amplitude (HVLA) techniques. At
Philadelphia College of Osteopathic Medicine (PCOM)
a number of these techniques were included in these
other categories (HVLA, articulatory) for years and
were used commonly for costal, lumbar, innominate,
and extremity dysfunctions (i.e., Atlas of Osteopathic
Techniques, 1974). In 2000, with publication of The Snll
Technique Manual, by Richard L. Van Buskirk, DO,
PhD, FAAO, many of these techniques became more
formally structured and classified. Therefore, we have
reclassified those previously taught as HVLA tech-
niques into this category.

TECHNIQUE CLASSIFICATION

Indirect, Then Direct

The diagnostic components for Still technique are the
same for all osteopathic techniques (tissue texture ab-
normality, asymmetry of position, restriction of motion,
tenderness [TART)). The range of motion and ease-
bind (tight-loose) barrier asymmetries must be noted,
as the starting point of this technique is in indirect po-
sitioning similar to that of facilitated positional release
(FPR) and other indirect techniques. For example, if
the dysfunction is documented as L4, flexed, rotated
right, and side-bent right (L4 FRRSR), the initial (indi-
rect) positioning would be to move L4 into flexion, ro-

tation right, and side bending right, which is the ease or
most free motion available in the cardinal (%, y, z)
planes of motion.

Continuing this principle of indirect positioning, a
slight compressive force may be added similar to FPR
technique. Then, using a part of the patient’s anatomy
(e.g., trunk, extremity) to cause a long-levered force
vector, the dysfunctional segment is carried through a
motion arc or path of least resistance toward the bind-
tight restrictive barrier. Carrying the segment through a
path of least resistance is important, as the articular sur-
faces and other elements (e.g., bony, ligamentous)
should not be compromised and stressed; otherwise un-
toward side effects, such as pain, can result. This mo-
tion at the terminal phase may be similar to a
long-levered HVILA; however, the dysfunctional seg-
ment does not necessarily have to be moved through
the restrictive bind barrier, as the dysfunctional pattern
may be eliminated during the movement within the
range between ease and bind limits. This is different
from HVLA, wherein the restrictive barrier is met and
then passed through (albeit minimally). Therefore, in its
simplest description, this technique is defined as “a spe-
cific non-repetitive articulatory method that is indirect
then direct” (1,2).

TECHNIQUE STYLES

Compression

When positioning the patient at the indirect barrier, the
physician may attempt a slight compression of the artic-
ulatory surfaces before beginning the transfer of the
segment toward the restrictive barrier. This compres-
sion may help in producing a slight disengagement of
the dysfunction. However, depending on the patient’s
health and functional capacity at the area, it may not be
prudent to hold this compression at the outset of move-
ment toward the restrictive barrier, as a shear effect can
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be produced and the articular cartilage may be injured.
Also, if the patient has any foraminal narrowing, nerve
root irritation may be an unwanted side effect. This
tends to be uncomfortable for most patients, and we
typically release the compression simultaneously with
the articular movement.

Traction

When positioning the patient at the indirect barrier, the
physician may attempt a slight traction of the articula-
tory surfaces before beginning the transfer of the seg-
ment toward the restrictive barrier. This distraction may
help in producing a slight disengagement of the dys-
function. We have found that this is more comfortable
in many patients than the compression style.

INDICATIONS

1. Articular somatic dysfunctions associated with in-
tersegmental motion restriction

2. Myofascial somatic dysfunctions associated with
muscle hypertonicity or fascial bind

CONTRAINDICATIONS

1. Severe loss of intersegmental motion secondary to
spondylosis, osteoarthritis, or rheumatoid arthritis
in the area to be treated

2. Moderate to severe joint instability in the area to be
treated

3. Acute strain or sprain in the area to be treated if the
tissues may be further compromised by the motion
introduced in the technique



CERVICAL REGION

Occipitoatlantal (C0-C1, OA) Dysfunction
Example: CO ESRRL, Seated*

. The patient sits on the table (if preferred, this may
be performed with the patient supine and physician
sitting at head of table).

. The physician stands behind the patient and places
the left hand on top of patient’s head.

. The physician places the right index finger pad (or
thumb pad) at the right basiocciput to monitor mo-
tion (Fig. 13.1).

. The physician adds a slight compression on the
head (straight arrow, Fig. 13.2) and side-bends the
head to the right (curved arrow) enough to engage
the occiput on the atlas, approximately 5 to 7 de-
grees.

. The physician then rotates head to the left (arrow,
Fig. 13.3) only enough to engage the occiput on the
atlas 5 to 7 degrees.

. The physician increases the head compression min-
imally and then with moderate speed flexes the
head minimally (10-15 degrees) (Fig. 13.4) and adds
side bending left and rotation right (arrows, Fig. 13.5)
while monitoring the right basi-occiput to insure
the motion does not engage the segments below
Cl.

. The physician reevaluates the dysfunctional
(TART) components.

*An explanation of the motion preference abbrevia-
tions can be found on p. 36.

CHAPTER 13 | TECHNIQUES OF STILL

FIGURE 13.1. Steps 1to 3. Setup.

FIGURE 13.2. Step 4. Compression and
side bending to right.

FIGURE 13.3. Step 5. Rotation to left.

FIGURE 13.4. Step 6. Flexion.

FIGURE 135. Step 6. Final position to
engage barrier.
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CERVICAL REGION

Atlantoaxial (C1-C2) Dysfunction
Example: C1 RL, Supine

1. The patient lies supine on the treatment table, and
the physician sits or stands at the head of the table.
This may also be performed with the patient

seated. FIGURE 13.6.

2. The physician places the hands over the pari-
etotemporal regions, and the left index finger pad
palpates the left transverse process of C1 (Fig. 13.6).

3. The physician rotates the patient’s head to the left
ease barrier (arrow, Fig.13.7).

4. The physician introduces gentle compression
through the head directed toward C1 (Fig. 13.8) and
then with moderate acceleration begins to rotate
the head toward the right restrictive barrier (arrow,
Fig. 13.9).

5. The release should occur before the restrictive bar-

rier is engaged. If not, the physician should not FIGURE 13.7.

carry the head and dysfunctional C1 more than a
few degrees through the barrier.

6. The physician reevaluates the dysfunctional
(TART) components.

FIGURE 13.8.

FIGURE 13.9.

Step 2. Hand placement.

Step 3. Rotate to ease.

Step 4. Compression.

Step 4. Rotate to barrier.
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CERVICAL REGION

C2 to C7 Dysfunction
Example: C4 ESRRR, Supine

1. The patient lies supine on the treatment table.

2. The physician’s left index finger pad palpates the

PatSHis BEht CAlakianiar PRsess. FIGURE 13.10 Steps 1to 3. Hand placement.

3. The physician places the right hand over the pa-
tient’s head so that the physician can control its
movement (Fig. 13.10).

4. The physician extends the head (arrow, Fig. 13.11)
until C4 is engaged.

5. The physician then rotates and side-bends the head
so that C4 is still engaged (Fig. 13.12).

6. The physician introduces a compression force
(straight arrow, Fig. 13.13) through the head directed
toward C4 and then with moderate acceleration be-
gins to rotate and side-bend the head to the left
(curved arrows), simultaneously adding graduated

flexion. FIGURE 13.11. Step 4. Extension to ease.

7. The release should normally occur before the re-
strictive barrier is engaged. If not, the physician
should not carry the head and dysfunctional C4
more than a few degrees through the barrier.

8. The physician reevaluates the dysfunctional
(TART) components.

FIGURE 13.12. Step 5. Side-bend and rotate to ease.

FIGURE 13.13. Step 6. Compression, side-bending
left and rotation left (SLRL) to barrier.
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THORACIC REGION

T1 and T2 Dysfunctions
Example: T1 ERRSR, Seated

. The patient is seated (may be performed with pa-

tient supine).

. The physician stands in front of or behind the pa-

tient.

. The physician palpates the dysfunctional segment

(T1) with index finger pad of one hand while con-
trolling the patient’s head with the other hand (Fig.
1314).

. The physician, with the head-controlling hand, ex-

tends the head slightly until this motion is palpated
at'T1 (arrow, Fig.13.15).

. The physician then introduces right side bending

and rotation (arrows, Fig. 13.16) until this occurs at
TI.

. Next, the physician introduces gentle compression

force through the head toward T1 and with moder-
ate acceleration begins to rotate and side-bend the
head to the left (arrows, Fig. 13.17), simultaneously
adding graduated flexion.

. This motion is carried toward the restrictive bar-

rier. The release may occur before the barrier is
met. If not, the head must not be carried more than
a few degrees beyond.

. The physician reevaluates the dysfunctional

(TART) components.

FIGURE 13.14. Step 3. Setup.

FIGURE 13.15. Step 4. Extend to ease.

FIGURE 13.16. Step 5. Side-bend and rotate to ease.

FIGURE 13.17. Step 6. Compression, engage barrier.
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THORACIC REGION

T1 and T2 Dysfunctions
Example: T2 FRLSL, Supine

1. The patient is supine on the treatment table (may
be performed with patient seated).

2. The physician sits or stands at the head of the table.
o _ FIGURE 13.18. Step 3. Setup.
3. The physician palpates the dysfunctional segment

(T2) with the index finger pad of the left hand, con-
trolling the patient’s head with the other hand (Fig.
13.18).

4. The physician, with the head-controlling hand,
flexes the patient’s neck slightly (arrow, Fig. 13.19)
until this motion is palpated at T2.

5. The physician introduces left rotation and side
bending (arrows, Fig. 13.20) until this motion occurs
atT2.

6. The physician introduces gentle compression force
through the head (straight arrow, Fig. 13.21) toward
T2 and then with moderate acceleration begins to FIGURE 13.19. Step 4. Flex to ease.
rotate and side-bend the head to the right (curved
arrows, Fig. 13.21) with a simultaneous graduated ex-
tension (Fig. 13.22).

7. This motion is carried toward the restrictive bar-
rier, and the release may occur before the barrier is
met. If not, the head must not be carried more than
a few degrees beyond.

8. The physician reevaluates the dysfunctional
(TART) components.

FIGURE 13.20. Step 5. Side-bend and rotate to ease.

FIGURE 13.22. Step 6. Engaging extension, rotation FIGURE 13.21. Step 6. Compression, rotate right and
right, side-bend right (ERRSR) barrier. side-bend right (RRSR).
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THORACIC REGION

T3 to T12 Dysfunctions
Example: T5 NSLRR, Seated

1. The patient is seated on the treatment table.

2. The physician stands or sits to the left of the pa-

tient.
FIGURE 13.23. Steps 1to 4. Positioning.
3. The physician instructs the patient to place the

right hand behind the neck and the left hand palm
down over the right antecubital fossa.

4. The physician’s left hand reaches under the pa-
tient’s left arm or lies palm down over the patient’s
right humerus (Fig. 13.23).

5. The physician places the right thenar eminence
over the T6 left transverse process and the thumb
and index finger over the left and right transverse
processes of T'5, respectively (Fig. 13.24).

6. The physician gently positions the patient’s tho-
racic spine to T5 in side bending left and rotation
right (arrows, Fig. 13.25). FIGURE 13.24. Step 5. Monitoring T5-T6.

7. The physician, while maintaining the spine in neu-
tral position relative to T5-T6, adds a compression
force through the spine to T5 (arrow, Fig. 13.26) by
gently pulling or leaning down on the patient. The
physician simultaneously introduces side bending
right (curved sweep arrow) and rotation left (curved
arrow, Fig.13.27).

8. This motion is carried toward the restrictive bar-
rier, and the release may occur before the barrier is
met. If not, the head must not be carried more than
a few degrees beyond.

9. The physician reevaluates the dysfunctional
(TART) components. FIGURE 13.25. Step 6. Side-bend left, rotate right

(SLRR).

FIGURE 13.27. Step 7. Accelerating to side-bend
right, rotate left (SRRL) barrier. FIGURE 13.26 Step 7. Add compression.



COASTAL REGION
First Rib Dysfunction

Example: Right, Posterior, Elevated First

Rib (Nonphysiologic, Nonrespiratory)

. The patient is seated, and the physician stands be-
hind the patient.

. The physician’s cupped left hand reaches over the
patient’s left shoulder and across the patient’s chest
to lie palm down over the patient’s right shoulder
with the second and third finger pads anchoring the
first rib (Fig.13.28). An alternative position similar to
an HVLA technique may be preferred (Fig. 13.29).

. The physician’s right hand side-bends the patient’s
head to the left (arrow, Fig. 13.30) while the left arm
keeps the patient’s trunk from following.

. The physician’s right hand adds a gentle compres-
sion force (arrow, Fig. 13.31) toward the right first rib.

. The physician instructs the patient to inhale and
exhale.

. On exhalation the physician pushes the patient’s
head to the right (arrow, Fig.13.32) while maintaining
compression on the head and on the rib with the
finger.

. This motion is carried toward the restrictive bar-
rier, and the release may occur before the barrier is
met. If not, the head must not be carried more than
a few degrees beyond.

. The physician reevaluates the dysfunctional
(TART) components.

FIGURE 13.32. Step 6. Side bending right.
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FIGURE 13.28. Steps 1 and 2. Positioning.

FIGURE 13.29. Steps 1 and 2. Alternative technique
position.

FIGURE 13.30. Step 3. Side bending left.

FIGURE 13.31. Step 4. Compressive force.
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COSTAL REGION

First or Second Rib
Example: Left, First Rib
Exhalation Dysfunction, Seated

1. The patient is seated, and the physician stands be-
hind the patient on the side of the dysfunctional rib.

2. The physician’s left hand grasps the patient’s left

forearm. FIGURE 13.33.

3. The physician places the other hand (thumb) over
the posterior aspect of the dysfunctional left first
rib immediately lateral to the T1 transverse costal
articulation (Fig. 13.33).

4. The physician draws the patient’s left arm anteri-
orly, adducts it across the patient’s chest, and pulls
(arrow, Fig.13.34) the adducted arm toward the floor.

5. With moderate acceleration, the physician lifts the
arm, simultaneously flexing and abducting with a
circumduction motion (Fig. 13.35).

6. The acceleration is continued posteriorly and then

back to the side of the patient (Fig. 13.36). FIGURE 13.34.

7. The physician reevaluates the dysfunctional
(TART) components.

FIGURE 13.35.

FIGURE 13.36.

Step 1 to 3. Positioning.

Step 4. Drawing patient's arm.

Step 5. Accelerate to barrier.

Step 6. Accelerate posteriorly.
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COSTAL REGION

First Rib
Example: Right, First Rib
Exhalation Dysfunction, Seated

1. The patient is seated and the physician stands be-
hind the patient.

2. The physician’s right hand palpates the posterior
aspect of the first rib at the attachment at its costo- E'GUBE 13.37. Steps 1to 4. Setup, engage T1 and
transverse articulation. first rib.

3. The physician places the left hand over the patient’s
head.

4. The physician’s left hand slowly flexes the patient’s
head (curved arrow, Fig. 13.37) until the T1 segment
and first rib are engaged.

5. The patient’s head is then side-bent and rotated
right (curved arrows, Fig. 13.38) until these motion
vectors engage T'1 and the first rib, exaggerating its
exhalation dysfunction position.

6. The patient is instructed to inhale and exhale, and
on repeated inhalation, the patient’s head is carried
(curved arrows, Fig. 13.33) toward left-side bending F.IGURE 13.38. Step 5. Side bending and rotation to
and rotation. right.

7. As the dysfunctional rib is engaged, a slight exten-
sion of the head is introduced, carrying the rib
through a pump handle (slight bucket handle) axis
of motion (Fig. 13.40).

8. This motion is carried toward the inhalation re-
strictive barrier, and the release may occur before
the barrier is met. If not, the head must not be car-
ried more than a few degrees beyond.

9. The physician reevaluates the dysfunctional
(TART) components.

FIGURE 13.39. Step 6. Head carried toward SLRL.

FIGURE 13.40. Step 7. Add slight extension.
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LUMBAR REGION

L1 to L5 Dysfunctions
Example: L4 NSRRL, Supine

. The patient lies supine, and the physician stands on

the side of the rotational component (left).

. The physician places the right hand under the pa-

tient to monitor the transverse processes of L.4 and
L5.

. The physician instructs the patient to flex the right

hip and knee.

. The physician’s other hand controls the patient’s

flexed right leg at the tibial tuberosity and flexes the
hip until the L5 segment is engaged and rotated to
the right under L4 (Fig. 13.41).

. The physician externally rotates and abducts the

hip while the other hand monitors motion at L.4-
L5. This position should place the 1.4 segment in-
directly (side-bent right, rotated left [SRRL]) as it
relates to its dysfunctional position on L5, while L5
has been rotated to the right (Fig. 13.42).

. The physician, with moderate acceleration, pulls

the patient’s right leg to the left in adduction and
internal rotation (Fig. 13.43) and then fully extends
the leg across the midline to the left (Fig. 13.44),

. This motion carries L5 (SRRL) under L4 (SLRR)

toward the LL4-L5 restrictive barriers, and the re-
lease may occur before the barrier is met.

. The physician reevaluates the dysfunctional

(TART) components.

FIGURE 13.41. Steps 1to 4. Setup toward rotational
ease.

FIGURE 13.42. Step 5. Externally rotate hip.

FIGURE 13.43. Step 6. Accelerate into internal rota-
tion and adduction.

FIGURE 13.44 Step 6. Extension across midline.
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L1 to L5 Dysfunctions
Example: L3 ESRRR, Lateral Recumbent

. The patient lies in the right lateral recumbent (side-
lying) position.

. The physician stands at the side of the table in front
of the patient.

. The physician’s caudad hand controls the patient’s
legs and flexes the hips while the cephalad hand
monitors motion at L.3-1L.4.

. The patient’s legs are flexed until L3 is engaged (Fig.
13.45).

. The physician’s forearm pulls the patient’s left
shoulder girdle forward (arrow, Fig. 13.46) and the
caudal arm pushes the patient’s ilium posteriorly
(arrow) while the fingers continue to monitor the
L.3-L.4 vertebral unit.

. The physician adds slight traction (arrows, Fig. 13.47)
between the shoulder girdle and the pelvis and
then, with a moderate acceleration, reverses this
traction (straight arrows, Fig. 13.48) and simultane-
ously pushes the shoulder posteriorly (pulsed arrow
at right, Fig. 13.48) and the pelvis anteriorly (pulsed
arrow atleft, Fig. 13.48) to achieve side bending left
and rotation left.

. The release may occur before the barrier is met. If
not, the segment should be carried only minimally
through it.

. The physician reevaluates the dysfunctional
(TART) components.
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FIGURE 13.45. Steps 1to 4. Hips flexed to engage
segment.

FIGURE 13.46. Step 5. Position into rotational ease.

FIGURE 13.47. Step 6.

FIGURE 13.48. Step 6. Accelerate to SLRL.
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PELVIC REGION

Innominate Dysfunction
Example: Right Anterior Innominate,
Modified Sims Position

Diagnosis

Standing flexion test: Positive (right posterior superior
iliac spine [PSIS] rises)

Loss of passively induced right sacroiliac motion

PSIS: Cephalad (slightly lateral) on the right

Anterior superior iliac spine (ASIS): Caudad (slightly
medial) on the right

Sacral sulcus: Posterior on the right

Technique

1. The patient is in the left modified Sims position,
and the physician stands behind the patient (Fig.
13.49).

2. The physician places the cephalad hand on the pa-
tient’s sacrum to resist sacral movement.

3. The physician’s caudad hand grasps the patient’s
right leg distal to the knee (tibial tuberosity) (Fig.
13.50).

4. The physician’s caudad hand flexes the patient’s
right hip and knee (Fig. 1351) and then returns them
to an extended position (Fig. 13.52).

5. This motion is repeated three times, and at the end
of the third flexion, the patient’s hip is accelerated
into flexion (curved white arrow) with a cephalad
impulse (thrust) while the left hand immobilizes to
sacrum (straight white arrow, Fig. 13.53).

6. The right leg and hip are then extended and right
sacroiliac motion is retested to assess the effective-
ness of the technique.

FIGURE 1353. Step 5. Cephalad impulse.

FIGURE 13.49. Step 1. Positioning.

FIGURE 13.50. Steps 2 and 3. Hand placement.

FIGURE 1351. Step 4. Flex hip and knee.

FIGURE 13.52. Step 4. Return to extension.
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Innominate Dysfunction
Example: Right Posterior Innominate,
Modified Sims Position

Diagnosis

Standing flexion test: Positive (right PSIS rises)
Loss of passively induced right sacroiliac motion
ASIS: Cephalad (slightly lateral) on the right
PSIS: Caudad (slightly medial) on the right
Sacral sulcus: Deep, anterior on the right

Technique

1.

The patient is in the left modified Sims position
and the physician stands behind the patient.

. The physician places the left hand on the patient’s

right PSIS while the right hand grasps the patient’s
right leg just distal to the knee (tibial tuberosity)
(Fig. 1354).

. The patient’s right leg is moved in an upward, out-

ward circular motion (white arrows, Fig. 13.55) as the
hip is flexed, abducted, externally rotated, and car-
ried into extension (Fig. 13.56) to check hip range of
motion.

. This circular motion is applied for three cycles, and

at the end of the third cycle, the patient is in-
structed to kick the leg straight, positioning the hip
and knee into extension.

. While this kick is taking place (arrow at left, Fig. 13.57)

the physician’s left hand on the patient’s right PSIS
delivers an impulse (arrow at right) toward the pa-
tient’s umbilicus.

. Right sacroiliac motion is retested to assess the ef-

fectiveness of the technique.
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FIGURE 13.54. Steps 1 and 2. Setup.

FIGURE 13.55. Step 3. Circular hip motion.

FIGURE 13.56. Step 3. Abduction, external rotation,
and extension.

FIGURE 13.57. Steps 4 and 5. Kick leg straight with
impulse on PSIS.
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UPPER EXTREMITY REGION

El

bow: Radial Head, Pronation Dysfunction

Diagnosis

Symptoms: Elbow discomfort with inability to fully

supinate the forearm

Motion: Restricted supination of the forearm
Palpation: Tenderness at the radial head with posterior

Te

1.

prominence of the radial head

chnique

The patient is seated on the table, and the physician
stands in front of the patient.

. The physician holds the patient’s hand on the dys-

functional arm as if shaking hands with the patient.

. The physician places the index finger pad and

thumb of the other hand so that the thumb is ante-
rior and the index finger pad is posterior to the ra-
dial head (Fig. 1358).

. The physician rotates the hand into the indirect
pronation position and pushes the radial head pos-
teriorly with the thumb until the ease barrier is en-
gaged (Fig. 1359).

. Finally, the physician, with a moderate acceleration
through an arclike path of least resistance,
supinates the forearm toward the restrictive bind
barrier (Fig. 1368) and adds an anterior directed
counterforce (arrow, Fig. 1361) with the index finger
pad.

. The release may occur before the barrier is met. If

not, the radial head must not be carried more than
a few degrees beyond.

. The physician reevaluates the dysfunctional

(TART) components.

FIGURE 13.58. Steps 1to 3. Setup, hand placement.

FIGURE 13.59. Step 4. Engage pronation and radial
head ease.

FIGURE 13.60. Step 5. Supinate.

FIGURE 1361. Step 5. Anterior counterforce.
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Elbow: Radial Head, Supination Dysfunction

Diagnosis

Symptoms: Elbow discomfort with inability to fully

pronate the forearm

Motion: Restricted pronation of the forearm
Palpation: Tenderness at the radial head with anterior

(ventral) prominence of the radial head

Technique

1.

The patient is seated on the table, and the physician
stands in front of the patient.

. The physician holds the patient’s hand on the dys-

functional arm as if shaking hands with the patient.

. The physician places the index finger pad and

thumb of the other hand so that the thumb is ante-
rior and the index finger pad is posterior to the ra-
dial head (Fig. 13.62).

. The physician rotates the hand into the indirect

supination position (Fig. 13.63) and pushes the radial
head anteriorly (arrow, Fig. 13.64) with the index fin-
ger pad until the ease barrier is engaged.

. Finally, the physician, with moderate acceleration

through an arclike path of least resistance, pronates
the forearm toward the restrictive bind barrier and
adds a posterior directed counterforce (arrow, Fig.
13.65) with the thumb.

. The release may occur before the barrier is met. If

not, the radial head must not be carried more than
a few degrees beyond.

. The physician reevaluates the dysfunctional

(TART) components.

FIGURE 13.62.

FIGURE 13.63.

FIGURE 13.64.

FIGURE 13.65.

terforce.

CHAPTER 13 | TECHNIQUES OF STILL 363

Steps 1 to 3. Setup, hand placement.

Step 4. Engage supination.

Step 4. Engage radial head ease.

Step 5. Pronate with posterior coun-
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UPPER EXTREMITY REGION

Acromioclavicular Joint
Example: Right Distal Clavicle Elevated

Diagnosis

Symptoms: Acromioclavicular discomfort with inabil-
ity to fully abduct and flex the shoulder

Findings: Distal clavicle palpably elevated relative to
the acromion and resists caudad pressure

Technique

1. The patient is seated, and the physician stands be-
hind the patient toward the side to be treated.

2. The physician, using the hand closest to the pa-
tient, places the second metacarpophalangeal joint
over the distal third of the clavicle to be treated.

3. The physician maintains constant caudad pressure
over the patient’s clavicle throughout the treatment
sequence.

4. The physician’s other hand grasps the patient’s arm
on the side to be treated just below the elbow (Fig.
1366).

5. The patient’s arm is pulled down and then drawn
backward into extension (Fig. 13.67) with a continu-
ous motion similar to throwing a ball overhand, cir-
cumducting the arm (Fig. 13.68) until it is once again
in front of the patient, finishing with the arm across
the chest in adduction (Fig. 13.69).

6. The release may occur before the barrier is met.

7. The physician reevaluates the dysfunctional
(TART) components.

FIGURE 13.66. Steps 1to 4. Setup, hand placement.

FIGURE 13.67. Steps 4 and 5. Backward extension.

FIGURE 13.68. Step 5. Overhand motion.

FIGURE 13.69. Step 5. Arm across chest.
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UPPER EXTREMITY REGION

Acromioclavicular Joint
Example: Right, Proximal Clavicle Elevated
(Distal Clavical Depressed)

Diagnosis

Symptoms: Tenderness at the sternoclavicular joint

with inability to abduct the shoulder fully without
pain

Motion: Restricted abduction of the clavicle
Palpation: Prominence and elevation of the proximal

end of the clavicle

Technique

1.

The patient is seated with the physician standing
behind the patient.

. The physician’s left hand reaches around in front of

the patient and places the thumb over the proximal
end of the patient’s right clavicle.

. The physician’s left thumb maintains constant cau-

dad pressure over the patient’s clavicle throughout
the treatment sequence.

. The physician’s right hand grasps the patient’s right

arm just below the elbow (Fig. 13.70).

. The patient’s arm is brought toward flexion from

adduction to abduction (Fig. 13.71). With a continu-
ous backstroke motion (Fig. 13.72), the arm is cir-
cumducted toward extension until it is at the side of
the patient (Fig. 13.73). The arm can be brought for-
ward and placed across the chest if this is comfort-
able to the patient.

. The release may occur before the barrier is met.

. The

physician reevaluates the
(TART) components.

dysfunctional

FIGURE 13.70. Steps 1to 4. Setup, hand placement.

FIGURE 13.711. Step 5. Flexion and abduction.

FIGURE 13.72. Step 5. Backstroke motion.

FIGURE 13.73. Step 5. Circumducted toward exten-
sion.
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TECHNIQUE PRINCIPLES

Balanced ligamentous tension (BLT) and ligamentous
articular strain (LAS) techniques may be considered
as two separate techniques or as one. The history of
the development of these techniques probably started
during A.T. Still’s time, but developed greatly through
the work of a number of osteopathic physicians in-
cluding, but not limited to W. G. Sutherland, DO; H.
A. Lippincott, DO; R. Lippincott, DO; R. Becker,
DO; and A. Wales, DO (1,2). It appears that a geo-
graphic separation and minimal contact between two
groups may have caused the same technique to be
known by two names. Those in the central United
States (i.e., Texas) eventually promoted the term LAS,
and those in the northeastern United States (i.e., New
Jersey and New England) promoted the term BLT. As
the two names suggest, some variance in the tech-
niques developed, and the practitioners developed
their own particular nuance for the application of the
treatment. The term LAS seems to describe the dys-
function, while the term BLT describes the process or
goal of the treatment.

Sutherland may have been most responsible for the
technique being taught in early osteopathic study
groups. In the 1940s, he began teaching a method of
treatment of the body and extremities with the princi-
ples promoted for the treatment of the cranium. He
talked about the joint’s relation with its ligaments, fas-
cia, and so on (ligamentous articular mechanism), and we
can extrapolate this to include the potential for
mechanoreceptor excitation in dysfunctional states.
One of Sutherland’s ideas, a key concept in this area,
was that normal movements of a joint or articulation do
not cause asymmetric tensions in the ligaments and that
the tension distributed through the ligaments in any
given joint is balanced (2,3).These tensions can change
when the ligament or joint is stressed (strain or unit de-

formation) in the presence of altered mechanical force.
Today, this principle is similar to the architectural and
biomechanical (structural) principles of tensegrity, as
seen in the geodesic dome of R. Buckminster Fuller and
the art of Kenneth Snelson, his student (4-6). This
principle is commonly promoted in the postulate that
an anterior anatomic (fascial) bowstring is present in
the body. The theory is that the key dysfunction may
produce both proximal and distal effects. These ef-
fects can produce symptoms both anteriorly and poste-
riorly (1).

One of the aspects mentioned in some osteopathic
manipulative technique (OMT) styles is a release-
enhancing mechanism. This mechanism may be isomet-
ric contraction of a muscle, a respiratory movement of
the diaphragm, eye and tongue movements, or in the
case of BLT or LAS, the use of inherent forces, such as
circulatory (Traube-Hering-Mayer), lymphatic, or a va-
riety of other factors (e.g., primary respiratory mecha-
nism) (2). The physician introduces a force to position
the patient so that a fulcrum may be set. This fulcrum,
paired with the subsequent lever action of the tissues
(ligaments), combines with fluid dynamics and other
factors to produce a change in the dysfunctional state.
In some cases, the technique is used to affect the my-
ofascial structures. In the case of treating a myofascial
structure, the differentiating factor between BLT/LAS
and myofascial release (MFR) is that an inherent force
(fluid model) is the release-enhancing mechanism in
BLT/LAS; in MFR, the thermodynamic reaction to
pressure is the primary release factor.

TECHNIQUE CLASSIFICATION

Indirect Technique

In the case of BLT/LLAS, the physician positions the pa-
tient’s dysfunctional area toward the ease barrier. This

367
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indirect positioning is the classic method of treatment
in this technique. However, some LAS techniques are
exactly like MFR direct techniques, and those are in-
cluded in this chapter rather than Chapter 8, on my-
ofascial release (1).

When beginning the treatment, the physician typi-
cally attempts to produce some free play in the articula-
tion. This attempt to allow the most motion to occur
without resistance is termed disengagement. It can be
produced by compression or traction (1). Exaggeration
is the second step described. It is produced by moving
toward the ease or to what some refer as the original po-
sition of injury (1). Placing the tissues in an optimal
balance of tension at the articulation or area of dysfunc-
tion is the final positioning step of this technique. Some
refer to this point as the wobble point. This is similar to
the sensation of balancing an object on the fingertip.
The wobble point is central to all radiating tensions, and
those tensions feel asymmetric when not at the point.
While holding this position, the physician awaits a re-
lease. This release has been described as a gentle move-
ment toward the ease and then a slow movement
backward toward the balance point (ebb and flow).

For example, if the dysfunction being treated is de-
scribed as 1.4, F SLL RL, the ease or direction of free-
dom is in the following directions: flexion, side bending
left, and rotation left. Moving 1.4 (over a stabilized L5)
in this direction is described as moving away from the
restrictive barrier and therefore defines the technique as
indirect.

Direct Technique

LAS sometimes varies; it can be performed as a direct
technique when the musculature is causing a vector of
tension in one direction, but to balance the articulation
it feels that you are moving toward the direct (restric-
tive) barrier. It follows the direct style of MFR tech-
nique described in Chapter 8. Speece and Crow (1)
illustrate this in their book as techniques used in dys-
functions of first rib, iliotibial band, pelvic diaphragm,
and so on.

TECHNIQUE STYLES

Diagnosis and Treatment with Respiration

In this method, the physician palpates the area involved
and attempts to discern the pattern of dysfunction with
extremely light palpatory technique. This could be de-
scribed as nudging the segment through the x-, y-, and
z-axes with the movements caused by respiration.
Therefore, the movements used in the attempt to diag-
nose and treat the dysfunction are extremely small.

Diagnosis and Treatment with Intersegmental
Motion Testing (Physician Active)

In intersegmental motion testing/treatment style, slightly
more motion and/or force can be used to test motion pa-
rameters in the dysfunctional site and to begin to move
the site into the appropriate indirect position of balanced
tensions. There may be more compression or traction in
this form as well, depending on the dysfunctional state,
site, or preference of the treating physician.

INDICATIONS

1. Somatic dysfunctions of articular basis
2. Somatic dysfunctions of myofascial basis

3. Areas of lymphatic congestion or local edema

RELATIVE CONTRAINDICATIONS

1. Fracture, dislocation, or gross instability in area to
be treated

2. Malignancy, infection, or severe osteoporosis in
area to be treated

GENERAL CONSIDERATIONS AND RULES

The technique is specific palpatory balancing of the tis-
sues surrounding and inherent to a joint or the myofas-
cial structures related to it. The object is to balance the
articular surfaces or tissues in the directions of physio-
logic motion common to that articulation. The physi-
cian is not so much causing the change as helping the
body to help itself. In this respect, it is very osteopathic,
as the fluid and other dynamics of the neuromuscu-
loskeletal system find an overall normalization or bal-
ance. It is important not to put too much pressure into
the technique; the tissue must not be taken beyond its
elastic limits, and the physician must not produce dis-
comfort to a level that causes guarding. It generally
should be very tolerable to the patient.

GENERAL INFORMATION FOR ALL
DYSFUNCTIONS

Positioning

1. The physician makes a diagnosis of somatic dys-
function in all planes of permitted motion.

2. The physician positions the superior (upper or
proximal) segment over the stabilized inferior



CHAPTER 14 | BALANCED LIGAMENTOUS TENSION AND LIGAMENTOUS ARTICULAR STRAIN TECHNIQUES 369

(lower or distal) segment to a point of balanced lig- a. This typically means shifting the top segment
amentous tension in all planes of permitted motion, continuously away from the direct barrier to pre-
simultaneously if possible. vent the tissues from tightening as they release.

a. This typically means moving away from the bar- b. The tissues, as they release, are often described
rier(s) to a loose (ease) site. as if they are melting or softening.

b. All planes must be fine tuned to the most bal- c. Tissue texture changes should occur during the
anced point. release; if they are not palpated, the position of

. . . balanced ligamentous tension has not been set.
3. Fine-tune: Have patient breathe slowly in and out g

to assess phase of respiration that feels most loose 2. When a total release is noted, the physician re-

(relaxed, soft, etc.); patient holds breath at the
point (it may be only partially complete inhalation
or exhalation) where the balance is maximal.

assesses the components of somatic dysfunction
(tissue texture abnormality, asymmetry of position,
restriction of motion, tenderness [TART]). The

physician repeats if necessary.
The shorthand rules for this are as follows (1):
Treatment
1. Disengagement
1. At the point of balanced ligamentous tension, the
physician adjusts the relative position between the
superior and inferior segments to maintain balance.

2. Exaggeration

3. Balance until release occurs
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CERVICAL REGION

Occipitoatlantal (C0-C1, 0A) Dysfunction
Example: C0-C1 ESLRR*

. The patient lies supine and the physician sits at the

head of the table.

. The patient is far enough away to permit the physi-

cian’s forearms and elbows to rest on the table.

. The physician places the hands palms up under the

patient’s head so that the contact is made at the
level of the tentorium cerebelli (1), mostly with the
heel of the hands toward the hypothenar emi-
nences.

. The physician’s index or third fingers palpate the

patient’s C1 transverse processes (Figs. 14.1 and 14.2).

. The physician’s palpating fingers simultaneously

carry the Cl1 transverse processes upward and
cephalad (arrows, Fig. 14.3) toward the extension ease
and toward side bending right, rotation left under
the occiput. This should produce a relative side
bending left, rotation right effect at the occiput.

. As the physician introduces the vectored force, the

head is gently side-bent left and rotated right (ar-
rows, Fig. 144) until a balanced point of tension is
met.

. When this balanced position is achieved, a slow

rhythmic ebb and flow of pressure may present it-
self, and the physician will hold this position
against it until a release in the direction of ease oc-
curs.

. The physician reassesses the components of the

dysfunction (TART).

*An explanation of the motion preference abbrevia-
tions can be found on p. 36.

FIGURE 14.1. Head and vertebral contact.

FIGURE 14.2. Steps 3 and 4.

FIGURE 14.3. Step 5.

FIGURE 14.4. Step 6.
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CERVICAL REGION

Atlantoaxial (C1-C2, AA) Dysfunction
Example: C1 RR

1. The patient lies supine, and the physician sits at the
head of the table.

2. The patient is far enough away to permit the physi-

.5. Palpation of C2 articular pillars.
cian’s forearms and elbows to rest on the table. FigURTets. BRdlpatianiof B2 aNTBulampilEs

3. The physician places the hands palms up under the
patient’s head so that the contact is made at the
level of the tentorium cerebelli (1), mostly with the
heel of the hands toward the hypothenar emi-
nences.

4. The physician’s index or third fingers palpate the
patient’s C2 articular processes (Figs. 145 and Fig.
14.6).

5. The physician’s palpating fingers simultaneously
carry the C2 articular processes upward and cepha-
lad to disengage C1-C2 while simultaneously rotat-
ing C2 left (sweep arrow) under C1 (curved arrow, FIGURE 14.6. Steps 3 and 4.
Fig. 14.7). This should produce a relative C1, rotation
right effect.

6. As the physician introduces the vectored force, the
head with C1 may be minimally and gently rotated
right (arrow, Fig. 14.8) until a balanced point of ten-
sion is met.

7. When this balanced position is achieved, a slow
rhythmic ebb and flow of pressure may present it-
self, and the physician will hold the position against
it until a release in the direction of ease occurs.

8. The physician reassesses the components of the
dysfunction (TART).
FIGURE 14.7. Step 5, rotation right effect.

FIGURE 14.8. Step 6.
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CERVICAL REGION

Atlantoaxial (C1-C 2) Dysfunction
Example: C1 Right, Lateral Translation

. The patient lies supine, and the physician sits at the

head of the table.

. The physician’s hands cup the head by contouring

over the parietotemporal regions.

. The physician places the index finger pads over the

C1 transverse processes (Fig. 14.9).

. The physician gently and slowly introduces a trans-

lational force (arrow, Fig. 14.10) that is directed from
left to right toward the ease barrier. The physician
may have to go back and forth between left and
right to determine the balanced position (Figs. 14.10
and 14.11).

. When this balanced position is achieved, a slow

rhythmic ebb and flow of pressure may present it-
self, and the physician will hold the position against
it until a release in the direction of ease occurs.

. This can be performed as a direct technique if pre-

ferred or indicated.

. The physician reassesses the components of the

dysfunction (TART).

FIGURE 14.9. Steps 2 and 3, hand position.

FIGURE 14.10.

FIGURE 14.11.

Step 4, translation left to right.

Step 4, translation right to left.
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CERVICAL REGION

C2 to C7 Dysfunction
Example: C4 ESRRR

1. The patient lies supine, and the physician sits at the
head of the table.

2. The patient is far enough away to permit the physi-
cian’s forearms and elbows to rest on the table. FIGURE 14.12. Steps 11to 3, head contact.

3. The physician places the hands palms up under the
patient’s head so that the contact is made at the
level of the tentorium cerebelli (1), mostly with the
heel of the hands toward the hypothenar eminences
(Fig. 14.12).

4. The physician’s index or third fingers palpate the
patient’s C5 articular processes (arrow, Fig. 14.13).

5. The physician’s palpating fingers simultaneously
carry the C5 articular processes upward and cepha-
lad to disengage C4-C5, while simultaneously ro-
tating and side bending C5 left (sweep arrow) under
C4 (curved arrow, Fig. 14.14). This should produce a FIGURE 1413, Step 4.
relative effect of C4 side bending and rotation
right).

6. As the physician introduces the vectored force, the
head, with C1 to C4 as a unit, may be minimally
and gently rotated right (arrow, Fig. 14.15) until a bal-
anced point of tension is met.

7. When this balanced position is achieved, a slow
rhythmic ebb and flow of pressure may present it-
self, and the physician holds the position against it
until a release in the direction of ease occurs.

8. The physician reassesses the components of the
dysfunction (TART).

FIGURE 14.14. Step 5, SRRR.

FIGURE 14.15. Step 6.
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THORACIC REGION

T1 and T2 Dysfunctions
Example: T1 FSRRR

1. The patient lies supine, and the physician sits at the
head of the table.

2. The patient is far enough away to permit the physi-

cian’s forearms and elbows to rest on the table. FIGURE 14.16. Steps 3 and 4, hand and finger posi-

tioning.
3. The physician places the hands palms up under the
patient’s cervical spine at the level of C2 or C3 so
that the cervical spine rests comfortably on them.

4. The physician places the index finger pads on the
transverse processes of T'1 and the third finger pads
on the transverse processes of T2 (Figs. 1416 and
14.17).

5. The physician’s palpating fingers lift the T2 trans-
verse processes up and down (arrows, Fig. 14.18) to
find a point of disengagement between the flexion
and extension barriers.

6. Using the third finger pads, the physician gently
side-bends (curved arrow) and rotates (sweep arrow) FIGURE 14.17. Step 3 and 4, palpation of patient.
T2 to the left, which causes a relative side bending
right and rotation right at T1 (Fig. 14.19).

7. As the physician introduces the vectored force, the
index finger pads on the T1 segment may mini-
mally and gently rotate and side-bend T1 to the
right until a balanced point of tension is met (Fig.
14.20).

8. When this balanced position is achieved, a slow
rhythmic ebb and flow of pressure may present it-
self, and the physician holds the position against it
until a release in the direction of ease occurs.

9. The physician reassesses the components of the
dysfunction (TART). FIGURE 14.18. Step 5, neutral balance point.

FIGURE 14.20. Step 7, T1, SRRR. FIGURE 14.19. Step 6, T2, SLRL.
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CERVICOTHORACIC REGION

Anterior Cervical Fascia, Direct Technique

1. The patient lies supine, and the physician sits or
stands at the head of the table.

2. The physician abducts the thumbs and places the
thumbs and thenar eminences over the clavicles in
the supraclavicular fossa immediately lateral to the
sternocleidomastoid muscles (Fig. 14.21).

FIGURE 14.21. Steps 1and 2.

3. The physician applies a downward, slightly poste-
rior force (arrows, Fig. 14.22) that is vectored toward
the feet.

4. The physician moves the hands back and forth
from left to right (arrows, Fig.14.23) to engage the re-
strictive barrier.

5. If there appears to be symmetric restriction, both
hands can be directed (arrows, Fig. 14.24) toward the
bilateral restriction.

6. As the tension releases, the thumb or thumbs can FIGURE 14.22. Step 3.
be pushed farther laterally.

7. This pressure is maintained until no further im-
provement is noted.

8. The physician reassesses the components of the
dysfunction (TART).

FIGURE 14.23. Step 4.

FIGURE 14.24. Step 5, bilateral tension if needed.
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THORACIC AND LUMBAR REGIONS

T3to L4
Example: T12 ESLRL

. The patient lies prone, and the physician stands be-

side the table.

. The physician places the left thumb over the left

transverse process of T12 and the index and third
finger pads of the left hand over the right transverse
process of T12.

. The physician places the right thumb over the left

transverse process of L1 and the index and third
finger pads over the right transverse process of L1
(Fig. 14.25).

. The patient inhales and exhales, and on exhalation,

the physician follows the motion of these two seg-
ments.

. The physician adds a compression force (long ar-

rows) approximatingT 12 and L1 and then directs a
force downward (short arrows) toward the table to
vector it to the extension barrier (Fig. 14.26)

. Next, the physician’s thumbs approximate the left

transverse processes of T12 and L1, which pro-
duces sidebending left (horizontal arrows, Fig. 14.27)
while simultaneously rotating T12 to the left (left
index finger arrow) and L1 to the right (right thumb,
dwnward arrow) (Fig. 14.27)

. When this total balanced position is achieved, a

slow rhythmic ebb and flow of pressure may pres-
ent itself at the dysfunctional segment. The physi-
cian holds the position against it until a release in
the direction of ease occurs.

. The physician reassesses the components of the

dysfunction (TART).

FIGURE 14.25. Steps 1to 3.

FIGURE 14.26. Step 5.

FIGURE 14.27. Step 6.
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THORACIC AND LUMBAR REGIONS

T8 to LS
Example: L5 FSRRR with Sacral Tethering

If no sacral component is present, the hands may con-
tact each segment of the vertebral unit involved in the
dysfunction (e.g., L2 and L3).

1.

The patient lies supine, and the physician sits at the
side of the patient.

. The physician places the caudad hand under the

patient’s sacrum so that the finger pads are at the
sacral base and the heel is toward the sacrococ-
cygeal region.

. The physician places the cephalad hand across the

spine at the level of the dysfunctional segment so
that the heel of the hand and finger pads contact
the left and right L5 transverse processes (Figs. 14.28
and 14.29).

. The sacral hand moves the sacrum cephalad and

caudad (arrows, Fig. 14.30) to find a point of ease as
the lumbar contacting hand does the same.

. The lumbar hand may need to lift upward and

downward (arrows, Fig. 14.31) to balance between
flexion and extension..

. The lumbar contacting hand then side-bends and

rotates L5 to the right (arrows) to find balanced
tension in these directions (Fig. 14.32).

. When this total balanced position is achieved, a

slow rhythmic ebb and flow of pressure may pres-
ent itself at the dysfunctional segment. The physi-
cian holds the position against it until a release in
the direction of ease occurs.

. The physician reassesses the components of the

dysfunction (TART).

FIGURE 14.32. Step 6, L5, SRRR.

FIGURE 14.28. Steps 2 and 3, hand positioning.

FIGURE 14.29. Hand positioning with sacrum and
lumbar vertebra.

FIGURE 14.30. Step 4.

FIGURE 14.31. Step 5.
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COSTAL REGION

First Rib Dysfunction
Example: Left, Posterior, Elevated First Rib
(Nonphysiologic, Nonrespiratory)

1. The patient sits or lies supine, and the physician sits
at the head of the table.

2. The physician places the left thumb over the poste-
rior aspect of the elevated left first rib at the costo-
transverse articulation (Fig. 14.33).

FIGURE 14.33. Step 2, thumb placement.

3. The physician directs a force caudally (arrow, Fig.
14.34) through the overlying tissues and into the ele-
vated left first rib.

4. The force applied should be moderate but not se-
vere.

5. The pressure is maintained until a release occurs as
indicated by the thumb being permitted to move
through the restrictive barrier.

6. The physician reassesses the components of the

dysfunction (TART).
FIGURE 14.34. Step 3, caudal force.
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COSTAL REGION

Dysfunction of the Respiratory Diaphragm
and/or Exhalation Dysfunction of the
Lower Ribs

1. The patient lies supine, and the physician sits or
stands at the side of the patient.

2. The physician places one hand palm up with the
fingers contouring the angle of the rib cage posteri- FIGURE 14.35. Steps 2 and 3, hand placement.
orly.

3. The other hand is placed palm down with the fin-
gers contouring the angle of the rib cage anteriorly
(Fig. 14.35).

4. The hands impart a moderated compression force
(arrows, Fig.14.36) that is vectored toward the xiphoid
process.

5. This pressure is adjusted toward the ease of move-
ment of the ribs and underlying tissues until a bal-
ance of tension is achieved.

6. When this total balanced position is achieved, a
slow rhythmic ebb and flow of pressure may pres- FIGURE 14.36. Step 4, compression force.
ent itself at the dysfunctional segment. The physi-
cian holds the position against it until a release in
the direction of ease occurs.

7. The physician reassesses the components of the
dysfunction (TART).
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UPPER EXTREMITY REGION

Clavicle: Left Sternoclavicular Dysfunction
(Direct Method)

Symptom and Diagnosis

The symptom is pain at either end of the clavicle.

Technique

1.
2.

The patient sits on the side of the table.

The physician sits on a slightly lower stool and
faces the patient.

. The physician’s left thumb is placed on the tip of

the inferomedial sternal end of the clavicle immedi-
ately lateral to the sternoclavicular joint (Fig. 14.37).

. The physician places the right thumb on the lateral

clavicle just medial and inferior to the acromioclav-
icular joint (Fig. 14.38).

. The patient may drape the forearm of the dysfunc-

tional arm over the physician’s upper arm.

. The physician moves both thumbs (arrows, Fig. 14.39)

laterally, superiorly, and slightly posteriorly, while
the patient retracts (sweep arrow) the unaffected
shoulder posteriorly.

. The physician maintains a balanced lateral, supe-

rior, and posterior pressure with both thumbs (ar-
rows, Fig. 14.40) until a release is noted.

. The physician reassesses the components of the

dysfunction (TART).

FIGURE 14.37. Step 3.

FIGURE 14.38. Step 4.

FIGURE 14.39. Step 6.

FIGURE 14.40. Step7.
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UPPER EXTREMITY REGION

Shoulder: Spasm in the Teres Minor
Muscle (Direct Method)

Symptoms and Diagnosis

The indication is pain in the posterior axillary fold.

Technique

1.

The patient lies in the lateral recumbent (side-
lying) position with the injured shoulder up.

. The physician stands at the side of the table behind

the patient.

. The physician locates the teres minor muscle at the

posterior axillary fold.

. The pad of the physician’s thumbs are placed at a

right angle to the fibers of the muscle (thumb pres-
sure directed parallel to muscle) at the point of
maximum hypertonicity (Fig. 14.41).

. The physician maintains a steady pressure superi-

orly, medially, and slightly anteriorly (armows, Fig.
14.42) until a release of the spasm is noted.

. The physician reassesses the components of the

dysfunction (TART).

FIGURE 14.41.

tension.

FIGURE 14.42.

Step 4, thumbs at point of greatest

Step 5.
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PER EXTREMITY REGION

Shoulder: Glenohumeral Dysfunction

Symptoms and Diagnosis

The indication is subdeltoid bursitis or frozen shoulder.

Tec
1

hnique

. The patient lies in the lateral recumbent position

with the injured shoulder up.

. The physician stands at the side of the table behind

the patient.

. The physician places the olecranon process of the

patient’s flexed and relaxed elbow in the palm of
the distal hand and grasps the patient’s shoulder
with the opposite hand (Fig. 14.43).

. The physician controls the humerus from the pa-

tient’s elbow and compresses it into the glenoid
fossa (arrow, Fig. 14.44).

. The physician draws the elbow laterally and slightly

anteriorly or posteriorly (arrows, Fig. 14.45) to bring
balanced tension through the shoulder.

. The physician draws the shoulder anteriorly or pos-

teriorly and simultaneously compresses it inferiorly
(arrows, Fig. 14.46), directing the vector into the op-
posite glenohumeral joint.

. The physician holds the position of balanced ten-

sion until a release is felt.

. When this total balanced position is achieved, a

slow rhythmic ebb and flow of pressure may pres-
ent itself at the dysfunctional segment. The physi-
cian holds the position against it until a release in
the direction of ease occurs.

. The physician reassesses the components of the

dysfunction (TART).

After the release, the humerus may be carried superi-

orly

and anteriorly, making a sweep past the ear and

down in front of the face (1).

FIGURE 14.43. Step 3.

FIGURE 14.44. Step 4, compress toward glenoid.

FIGURE 14.45. Step 5, balancing tensions.

FIGURE 14.46. Step 6, point of balance.
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UPPER EXTREMITY REGION

Forearm and Elbow: Ulnohumeral and
Radioulnar Dysfunctions

Symptoms and Diagnosis

The indication is elbow pain or stiffness.

Technique

1.

The patient lies supine, and the physician stands or
sits at the side of the patient.

. The physician grasps the patient’s olecranon

process with the thumb (lateral aspect) and index
finger (medial aspect) at the proximal tip of the ole-
cranon process at the grooves, bilaterally.

. The physician’s other hand grasps the dorsum of

the patient’s flexed wrist (Fig. 14.47).

. The physician rotates the patient’s forearm into full

pronation (curved arrow, Fig. 14.48) and the hand into
full flexion (short arrow).

. The physician’s hands compress (straight arrow, Fig.

14.49) the patient’s forearm while slowly extending
(curved arrow) the patient’s elbow.

. Steady balanced pressure is maintained against any

barriers and until the elbow straightens and the
physician’s thumb and fingertip slide through the
grooves on either side of the olecranon process.

. This treatment resolves any torsion of the radial

head and any lateral or medial deviations of the ole-
cranon process in the olecranon fossa (i.e., lateral
or medial deviation of the ulna on the humerus).

. The physician reassesses the components of the

dysfunction (TART).

FIGURE 14.47. Steps 2 and 3.

FIGURE 14.48. Step 4, pronation and flexion.

FIGURE 14.49. Step 5, compression and extension.
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UPPER EXTREMITY REGION

Wrist: Carpal Tunnel Syndrome

1. The patient lies supine, and the physician stands
next to the outstretched arm of the dysfunctional
wrist.

2. The physician’s medial hand controls the patient’s FIGURE 14.50. Steps 1and 2.

thumb and thenar eminence (Fig. 14.50).

3. The physician’s other hand grasps the patient’s hy-
pothenar eminence and then supinates the forearm
(arrow, Fig. 14.51).

4. At full supination the patient’s wrist is flexed to its
tolerable limit (long arrow, Fig. 14.52) and the thumb
is pushed dorsally (short arrow).

5. The physician, maintaining the forces, slowly
pronates the forearm to its comfortable limit and
adds a force (arrow, Fig. 14.53) vectored toward ulnar
deviation.

6. The physician reassesses the components of the FIGURE 14.51. Step 3, supination.
dysfunction (TART).

FIGURE 14.52. Step 4, wrist flexion.

FIGURE 14.53. Step 5, ulnar deviation.



CHAPTER 14 | BALANCED LIGAMENTOUS TENSION AND LIGAMENTOUS ARTICULAR STRAIN TECHNIQUES

LOWER EXTREMITY REGION

Hypertonicity of the External Hip Rotators and
Abductors of the Femur (Example: Piriformis
Hypertonicity and Fibrous Inelasticity)

1. The patient lies in the lateral recumbent position
with symptomatic side up and both hips flexed to
90 to 120 degrees.

2. The patient’s knees are flexed to approximately 100
degrees.

3. The physician stands in front of the patient at the
level of the patient’s hip, facing the table.

4. The physician locates the hypertonic or painful pir-
iformis muscle slightly posterior and inferior to the
superior portion of the greater trochanter.

5. The physician maintains a firm pressure with the
pad of the thumb medially (down toward the table)
over the muscle until a release is palpated (Fig. 14.54).

6. Alternative: The physician may use the olecranon
process of the elbow instead of the thumbs (Fig.
1455). The olecranon is sensitive to the pressure
(arrow) and is able to determine the tendon’s resist-
ance and the differential anatomy of the area. It is
also easier on the physician, as this style of tech-
nique can fatigue the thumbs.

7. The physician reassesses the components of the
dysfunction (TART).

FIGURE 14.54. Steps 1to 5.

FIGURE 14.55. Step 6, alternate contact with elbow.
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LOWER EXTREMITY REGION

Knee: Posterior Fibular Head Dysfunction

1. The patient lies supine and the physician sits at the

side of the dysfunctional leg.

2. The patient’s hip and knee are both flexed to ap-

proximately 90 degrees.

3. The thumb of the physician’s cephalad hand is
placed at the superolateral aspect of the fibular

head.

4. The physician’s other hand controls the foot just in-

ferior to the distal fibula (Fig. 14.56).

5. The physician’s thumb adds pressure on the proxi-
mal fibula in a vector straight toward the foot
(arrow at right, Fig. 1457) while the other hand (ar-

rows at left) inverts the foot and ankle.

6. The physician attempts to determine a point of bal-
anced tension at the proximal fibula and maintains

this position.

7. When this total balanced position is achieved, a
slow rhythmic ebb and flow of pressure may pres-
ent itself at the dysfunctional segment. The physi-
cian holds the position against it until a release in

the direction of ease occurs.

9. The physician reassesses the components of the

dysfunction (TART).

FIGURE 14.56. Steps 1to 4.

FIGURE 14.57. Step5.
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LOWER EXTREMITY REGION

Knee: Femorotibial Dysfunctions
Example: Sprain of the Cruciate Ligaments

1. The patient lies supine, and the physician stands at
the side of the dysfunctional knee.

2. The physician places the cephalad hand palm down

over the anterior distal femur. FIGURE 14.58. Steps 1to 3.

3. The physician places the caudad hand palm down
over the tibial tuberosity (Fig. 14.58).

4. The physician leans down onto the patient’s leg (ar-
rows, Fig. 14.59), directing a force toward the table.

5. The physician adds a compressive force (arrows, Fig.
14.60) in an attempt to approximate the femur and
tibia.

6. The physician adds internal or external rotation to
the tibia (arrows, Fig. 1461) with the caudad hand to

determine which is freer. The physician attempts to

maintain this position.

) o ) FIGURE 14.59. Step 4, downward force.
7. When this total balanced position is achieved, a

slow rhythmic ebb and flow of pressure may pres-
ent itself at the dysfunctional segment. The physi-
cian holds the position against it until a release in
the direction of ease occurs.

8. The physician reassesses the components of the
dysfunction (TART).

FIGURE 14.60. Step 5, joint compression.

FIGURE 14.61. Step 6, internal or external rotation.
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LOWER EXTREMITY REGION

Gastrocnemius Hypertonicity,
Direct Method

. The patient lies supine and the physician sits at the

side of the table just distal to the patient’s calf, fac-
ing the head of the table (Fig. 14.62).

. The physician places both hands side by side under

the gastrocnemius muscle. The physician’s fingers
should be slightly bent (arrow, Fig. 14.63), and the
weight of the leg should rest on the physician’s fin-
gertips.

. The physician’s fingers apply an upward force

(arrow at left, Fig. 14.64) into the muscle and then pull
inferiorly (arrow at right) using the weight of the leg
to compress the area.

. This pressure is maintained until a release occurs.

. The physician reassesses the components of the

dysfunction (TART).

FIGURE 14.62. Step 1.

FIGURE 14.63. Step 2.

FIGURE 14.64. Step 3.
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LOWER EXTREMITY REGION

Ankle: Posterior Tibia on Talus

1. The patient lies supine with the heel of the foot on
the table.

2. The physician stands at the foot of the table on the

side of symptomatic ankle. FIGURE 14.65. Steps 1to 3.

3. The physician places the proximal hand palm down
across the distal tibia with the metacarpal-
phalangeal joint of the index finger proximal to the
distal tibia (Fig. 14.65).

4. The physician presses directly down (arrow, Fig.
14.66) toward the table and balances the tension
comirg up through the heel and the tibiotalar joint.

5. The physician’s other hand can be placed on top of
the treating hand to create more pressure. The
physician internally rotates (Fig. 1467) or externally
rotates (Fig. 14.68) the tibia slightly to bring the com-

pression to a point of balanced tension. FIGURE 14.66. Step 4, pressing downward.

6. When this total balanced position is achieved, a
slow rhythmic ebb and flow of pressure may pres-
ent itself at the dysfunctional segment. The physi-
cian holds the position against it until a release in
the direction of ease occurs.

7. The physician reassesses the components of the
dysfunction (TART).

FIGURE 14.67. Step 5, internal rotation.

FIGURE 14.68. Step 5, external rotation.
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LOWER EXTREMITY REGION

Foot and Ankle
Example: Left Calcaneus Dysfunction,
the Boot Jack Technique (1)

10.

. The patient lies supine, and the physician stands on

the left, facing the foot of the table.

. The patient’s left lower thigh and knee are placed

under the physician’s right axilla and against the
lateral rib cage for balance and control.

. The physician grasps the patient’s left calcaneus

with the right thumb and index finger (Fig. 14.69).

. The physician flexes the patient’s left hip and knee

approximately 90 degrees and gently externally ro-
tates and abducts the patient’s femur (arrow, Fig.
14.70).

. The physician’s right distal humerus and elbow

touch the patient’s distal femur just above the
popliteal fossa as a fulcrum to generate proximal
pressure.

. The physician controls the patient’s left foot by

wrapping the fingers around the lateral aspect of
the foot.

. The physician leans back, carrying the patient’s left

hip and knee into further flexion while maintaining
tight control of the patient’s left calcaneus. This ex-
erts a distraction effect (arrow, Fig. 14.711) on the cal-
caneus from the talus.

. The physician’s left hand induces slight plantarflex-

ion (arrow, Fig. 14.72) to a point of balanced tension
in the metatarsals and tarsals of the patient’s left
foot.

. When this total balanced position is achieved, a

slow rhythmic ebb and flow of pressure may pres-
ent itself at the dysfunctional segment. The physi-
cian holds the position against it until a release in
the direction of ease occurs.

The physician reassesses the components of the
dysfunction (TART).

FIGURE 14.69. Steps 1to 3.

FIGURE 14.70. Step 4, external rotation and abduc-
tion of femur.

FIGURE 14.71. Steps5to 7.

FIGURE 14.72. Step 8, plantar flexion to balance.
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LOWER EXTREMITY REGION

Foot Dysfunction: Metatarsalgia

1. The patient lies supine, and the physician stands or
is seated at the foot of the table.

2. The physician grasps the foot with both hands, the
fingers on the plantar aspect of the distal
metatarsals (Fig. 14.73) and the thumbs on the dorsal
aspect of the foot (Fig. 14.78).

FIGURE 14.73. Steps 1 and 2, fingers on plantar surface.

3. The physician flexes the distal forefoot (arrow, Fig.
14.75) slightly by contracting the fingers on the plan-
tar aspect of the foot.

4. The physician then presses the thumbs downward
into the metatarsals toward the table (arrow, Fig.
14.76).

5. The physician attempts to position the foot at a
point of balanced tension.

6. When this total balanced position is achieved, a
slow rhythmic ebb and flow of pressure may pres- FIGURE 14.74. Steps 1 and 2,thumbs on dorsal surface.
ent itself at the dysfunctional segment. The physi-
cian holds the position against it until a release in
the direction of ease occurs.

7. The physician reassesses the components of the
dysfunction (TART).

FIGURE 14.75. Step 3, flexion of forefoot.

FIGURE 14.76. Step 4, press toward table.
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LOWER EXTREMITY REGION

Foot: Plantar Fasciitis, Direct Method

1. The patient lies supine, and the physician sits at the
foot of the table.

2. The physician’s thumbs are crossed, making an X,
with the thumb pads over the area of concern FIGURE 14.77.  Steps 1to 3.
(tarsal to distal metatarsal) at the plantar fascia.

3. The thumbs impart an inward force (arrows, Fig.
14.77) that is vectored distal and lateral. This pres-
sure is continued until meeting the restrictive
(bind) barrier.

4. The pressure is held until a release is palpated.

5. This is repeated with the foot alternately attempt-
ing plantarflexion (Fig. 14.78) and dorsiflexion (Fig.
14.79).

6. The physician reassesses the components of the
dysfunction (TART).
FIGURE 14.78. Step 5, plantarflexion.

FIGURE 14.79. Step 5, dorsiflexion.
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TECHNIQUE PRINCIPLES

Osteopathic visceral techniques (VIS) are defined in the
glossary of osteopathic terminology by the Educational
Council or. Osteopathic Principles (ECOP) as “a sys-
tem of diagnosis and treatment directed to the viscera
to improve physiologic function; typically the viscera
are moved toward their fascial attachments to a point of
fascial balance; also called ventral techniques” (1).
Visceral techniques have been part of the osteopathic
manipulative armamentarium since the time of Still, as
he developed and promoted his system of diagnosis and
the following manipulative techniques for human ill-
ness, not just musculoskeletal pain. In fact, most of
Still’s writing has to do with the circulatory (arterial, ve-
nous, and lymphatic), neurologic, visceral, and humeral
systems. He did not write a treatise on low back pain
and so on. All osteopathic intervention was based on
trying to treat patients in a more benign and effective
manner.

At many osteopathic medical schools VIS tech-
niques were reduced in favor of teaching the techniques
that were more directly associated with the muscu-
loskeletal dysfunctions that caused head, neck, low
back, and extremity pain. However, many of the tech-
niques (hepatic, splenic, gastrointestinal, pulmonary,
and lymphatic) that had such positive effects on the vis-
cera and general health status continued to be taught.
In addition, the somatovisceral and viscerosomatic rela-
tions and the effects of dysautonomia continued to be
important in the overall osteopathic curriculum. Areas
of somatic dysfunction adversely affecting the visceral
systems may be treated with any of the various osteo-
pathic manipulative treatments (OMT) mentioned in
this atlas. If OMT addresses a somatic component of
disease and the effect is to improve the condition of the
patient, that technique could be considered a visceral
technique. Therefore, this chapter illustrates some tech-
niques that have an indirect or distal effect on the vis-

ceral system, but in most cases it illustrates techniques
that are more directly associated with it.

Other chapters discuss osteopathic palpatory diag-
nosis for detection of somatic dysfunction. The same
ease-bind asymmetries of tissue tension and motion
used for the diagnosis and development of treatment
vectors are also appropriate for the viscera. The nature
of the organ’s mobility should be accepted by most
physicians; however, the more evolved thinking of
motility, as is promoted in osteopathy in the cranial
field, as the inherent motion within the organ itself, ex-
panded the thinking of osteopathic treatment in this
area. With practice, the physician can not only palpate
organomegaly and restriction of mobility but can also
discern fine changes in the inherent motility of the
organ itself.

More recently, the works of Barral have again ex-
cited those who had lost touch with techniques affect-
ing the wviscera (2). Any osteopathic diagnostic
examination should include a layer-by-layer palpatory
approach, which when used in the visceral regions may
determine tissue texture changes, asymmetry of struc-
ture and/or motion (mobility and motility), restriction
of such motion, and tenderness (sensitivity).

TECHNIQUE CLASSIFICATION

Direct, Indirect, or Combined

TECHNIQUE STYLES

Alleviation of Somatic Dysfunction

In somatic dysfunction that appears to directly cause an
organ to function abnormally, treating the area of re-
lated somatic dysfunction sometimes can reduce or ab-
late the visceral abnormality. This is an example of a

395



PART 2 l OSTEOPATHIC MANIPULATIVE TECHNIQUES

somatovisceral reflex being quieted by the elimination
of the somatic dysfunction. The abnormal somatic af-
ferent bombardment is eliminated, causing the previ-
ously associated (abnormal) reactionary visceral
efferent innervation to be normalized.

Reflex Oriented

These techniques attempt to produce a secondary reac-
tion in an organ system by affecting the autonomic
nervous system (usually sympathetic but sometimes
parasympathetic). This is similar to using other auto-
nomic reflexes, such as carotid massage, vagal induction
through Valsalva maneuver, ocular pressure, ice water
immersion, and so on. These treatments are in areas
that can affect the autonomic nervous system in specific
ways associated with either sympathetic or parasympa-
thetic reactivity. They are an attempt either to increase
or to decrease the levels of autonomic output at the area
in question. Routinely, we prefer to think of reducing
the area of somatic dysfunction rather than increasing
or decreasing the level of autonomic activity. However,
In some cases this appears to produce the appropriate
clinical response, such as a patient with asthma having
the sympathetic portion of the autonomic system stim-
ulated by thoracic pump in the upper thoracic region
and exhibiting less airway reactivity.

Myofascial Oriented

The fascial component to visceral mobility is the pri-
mary aspect in diagnosis and treatment in this tech-
nique. (The style labeled balanced ligamentous tension,
or ligamentous articular strain [BLT/LLAS] is singled
out because of its different palpatory expression of di-
agnosis and treatment, although it uses the same tissues
to effect change that myofascial release [MFR] uses).
Using the layer-by-layer approach, the physician pal-
pates at various levels in the region of the specific organ
and determines whether any tethering is taking place in
relation to ease-bind barrier concepts. Then the physi-
cian decides whether to use a direct or indirect MER-
like technique. This can directly affect the venous and
lymphatic drainage from the region (including intersti-
tial spaces) inhabited by the visceral organ, with clinical
response from the reduction in inflammatory response,
nociception, and so on.

Balanced Ligamentous Tension, or Ligamentous
Articular Strain

The BLT/LAS method of diagnosis and treatment is an
attempt to discern the ease-bind asymmetry. Then,
using palpatory techniques to sense the inherent motil-
ity of the organ, the physician attempts to balance the

tissues through indirect (and sometimes direct) tech-
nique by disengaging the organ from its restrictive pres-
entation (compression, traction), exaggerating its free
motion pattern, and then balancing at a point that ex-
hibits equal tension in the x-, y-, and z-axes.

Vibratory or Stimulatory Technique

Vibratory or stimulatory technique uses a repetitive
motion over the organ, gently to moderately vibrating,
shaking, or percussing over the organ to facilitate fluid
movement through the arterial, venous, and lymphatic
vessels and to help decongest the organ. These tech-
niques are often used in splenic and hepatic problems
when this type of force is not contraindicated.

INDICATIONS

The indications for vibratory or stimulatory treatment
are organ dysfunctions expressing themselves in many
clinical manifestations, including but not limited to the
following (1):

1. Cardiac arrhythmia, congestive heart failure, and
hypertension

2. Asthma, bronchitis, pneumonia, atelectasis, and
emphysema

3. Gastroesophageal reflux, gastritis, and hiatal hernia

4. Hepatitis, cholelithiasis, cholecystitis, pancreatitis,
chronic fatigue, and hormonal imbalance

5. Diverticulosis, ulcerative colitis, irritable bowel,
constipation, diarrhea, and hemorrhoids

6. Pyelonephritis and renal lithiasis

7. Recurrent cystitis, interstitial cystitis, and stress in-
continence

8. Dysmenorrhea, dyspareunia, and infertility

CONTRAINDICATIONS

There are no absolute contraindications to this type of
treatment; however, clinical judgment again is the rule.
Pressure, compression, or traction over an inflamed, se-
riously infected, or bleeding organ is not appropriate.

GENERAL CONSIDERATIONS AND RULES

The physician must determine whether there is a so-
matic component to the disease state. Depending on
the disease and the nature of the associated dysfunc-



tion, the physician must develop a treatment plan that
reduces the somatic dysfunction in a safe, benign man-
ner. The physician must also note whether there is an
autonomic complication (e.g., facilitated segment) and
if there is such, treat that first, if possible.
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Chapman’s reflex is another potential diagnostic
aid in the determination of the exact diagnosis and the
key dysfunction. This reflex has been used mostly as a
diagnostic tool and is not included in the technique
section.
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REFLEX ORIENTED TREATMENT

Occipitomastoid Suture Pressure

Indications

The indications for occipitomastoid suture pressure re-
lease are tachycardia (hypoparasympathetic state) and
bradycardia (hyperparasympathetic state).

Goal

The goal is to use a reflex (parasympathetic) to de-
crease the patient’s pulse by influencing cardiac rate via
cranial nerve X (vagus) or by treating cranial somatic
dysfunction at this area (Fig. 15.1) that could be causing
a secondary bradycardia (somatovisceral type).

Technique

1. The patient lies supine and the physician is seated
at the head of the table.

2. The physician palpates the occipitomastoid grooves
bilaterally.

3. The physician places the index fingers over each
mastoid process immediately proximal to the ante-
rior aspect of the groove.

4. The physician places the third fingers over the oc-
ciput immediately proximal to the posterior aspect
of the groove (Fig. 15.2).

FIGURE 159 The occipitomastoid suture.

FIGURE 15.2 Steps 3 and 4, finger placement.
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5. The pads of the physician’s fingers exert gentle
axial traction over the sutures combined with a lat-
eral spreading force away from the midline (armows,

Figs. 15.3 and 154). FIGURE 15.3 Step 5, traction with fingers.

6. Gentle pressure is maintained until the desired ef-
fect is obtained or until it is determined that the
technique will be ineffective.

FIGURE 15.4 Step 5, separation of suture by fingers.
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REFLEX ORIENTED TREATMENT

Alternating Pressure, Left Second Rib

Indications

The indications for treatment are tachycardia (hyper-

sym

pathetic state) and bradycardia (hyposympathetic

state).

Physiologic Goal

The goal is to use the sympathetic reflex to increase the
patient’s pulse by influencing cardiac rate via sympa-
thetic chain ganglia (Fig. 155) or treating thoracocostal
somatic dysfunction at this area, which may influence
cardiac rate.

Technique

1%

The patient lies supine, and the physician is seated
at the head of the table.

. The physician reaches under the patient and places

the pads of the index and middle fingers on the
angle of the left second rib near the costotransverse
articulation.

. The physician places the pads of the other index

and middle finger on the anterior aspect of the left
second rib near the costochondral junction (Fig
15.6).

. The physician presses upward with the bottom

hand while releasing pressure from the top hand
(Fig. 15.7).

. The physician holds this position for several sec-

onds, after which the bottom hand releases pres-
sure and the top hand exerts downward pressure
(Fig. 15.8).

. This pressure is likewise held for several seconds

before switching again. This alternating pressure is
continued until the desired effects are obtained or
it is determined that the technique will be ineffec-
tive.

FIGURE 15.6 Steps 1to 3, anterior and posterior
placement of fingers.

FIGURE 15.7 Step 4, anterior-directed pressure.

FIGURE 15.8 Step 5, posterior-directed pressure.
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Sympathetic trunk ———==

Thoracic duct

External
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muscles

Innermost

Rami communicantes ———=
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Intercostal
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Esophagus
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Thoracic duct

2ygos vein

Chyle cistern

Diaphragm

FIGURE 15.5 Anatomic location of the sympathetic chain ganglia. Posterior view (3).
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REFLEX
Singultus (Hiccups)

The phrenic nerve arises primarily from C4, but also
receives fibers from C3 and C5. It runs deep to the
omohyoid muscle and superficial to the anterior scalene
muscle. It is the only motor nerve supplying the di-
aphragm (Fig. 15.9).

Technique

1. The patient may be seated or lie supine.

2. The physician locates the triangle formed by the
sternal and clavicular heads of the left sternocleido-
mastoid muscle (Fig. 15.10).

3. The physician, using the thumb, index, or middle
finger, presses deep into this triangle (Figs. 15.11 and
15.12).

4. This pressure should elicit a mild degree of pain (to
tolerance) and be maintained for at least a minute
after the hiccups cease to break the reflex arc.

5. If the technique is unsuccessful on the left, it may
be repeated on the right.

FIGURE 15.10 Steps 1and 2.

FIGURE 15.11 Finger pressure.

FIGURE 15.12 Thumb pressure variation.



Vagus nerve

Phrenic nerve

Subclavian vein

Brachiocephalic trunk

Right brachiocephalic vein

Phrenic nerve

Superior vena cava

Root of lung ——

Right dome of diaphragm

FIGURE 15.9 Anatomic location of phrenic nerve (3).
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REFLEX ORIENTED
Rib Raising

See Chapter 16, Lymphatic Techniques.

Indications
FIGURE 15.13

To relieve postoperative paralytic ileus
To improve respiratory excursion of the ribs
To facilitate lymphatic drainage

Contraindications

Rib fracture
Spinal cord injury and surgery
Malignancy

Technique

1. The patient lies supine, and the physician is seated
at the side of the patient. FIGURE 15.14

2. The physician slides both hands under the patient’s
thoracolumbar region (figs. 15.13 and 15.14).

3. The pads of the fingers lie on the paravertebral tis-
sues over the costotransverse articulation on the
side near the physician (Fig. 15.15).

4. Leaning down with the elbows, the physician lifts
the fingers into the paravertebral tissues, simultane-
ously drawing the fingers (arrows, Fig.15.16) in.

5. This lifts the spine off the table and places a lateral
stretch on the paravertebral tissues.

6. This technique may be performed as an intermit-
tent kneading technique or with sustained deep in- FIGURE 15.15
hibitory pressure.

FIGURE 15.16

Skeletal hand contact.

Patient hand contact.

Physician and patient positioning.

Step 4, ventral, then lateral pressure.



STIMULATORY/VIBRATORY TREATMENT

Colonic Stimulation

Indication

Constipation

Contraindications

Rowel obstruction
Abdominal neoplasm
Undiagnosed abdominal pain

Technique

1. The patient lies supine, and the physician stands at

the patient’s side.

2. The physician places the pads of the fingers on the
abdominal wall overlying the splenic flexure of the

colon (Fig.15.17).

3. The physician rolls the fingers along the bowel in

the direction of colonic flow (arrows, Fig. 15.18).

4. The physician releases pressure and repositions the
hands one hand’s-width farther along the colon to-

ward the sigmoid region.

5. After several excursions down the descending
colon, the physician repositions the hands to begin
at the hepatic flexure and work along the transverse

and descending colon (Fig. 15.19).

6. After several of these excursions, the physician
repositions the hands to begin at the region of the
cecum and work along the ascending, transverse,

and descending colon (arrows, Fig. 15.20).
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FIGURE 15.17 Steps 1 and 2.

FIGURE 15.18 Step 3.

FIGURE 1519 Step5.

FIGURE 15.20 Step 6, entire length of large bowel.
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STIMULATORY/VIBRATORY TREATMENT

Splenic Stimulation

Indications

Any infectious disease; also preventive

Contraindications

Infectious mononucleosis; any splenic enlargement
Neoplasm infiltrating the spleen

Technique

L.

The patient lies supine, and the physician stands at
the left side of the patient.

. The physician’s right hand abducts the patient’s left

arm 90 degrees and exerts gentle traction (arrow,
Fig. 15.21).

. The physician places the left hand on the lower

costal cartilages overlying the spleen, with the fin-
gers following the intercostal spaces (Fig. 15.21).

. The physician’s left hand exerts pressure directly

toward the center of the patient’s body, springing
the ribs inward.

. A springing motion (armow, Fig. 15.22) is carried out

at two per second and continued for 30 seconds to
several minutes.

. One modification of this technique involves com-

pressing the lower left rib cage slowly between the
physician’s hands with a sudden release (also call a
chugging motion) (Figs. 15.23 and 15.24).

. A second modification has the physician place one

hand over the lower costal cartilages and thump
and percuss the back of the hand with a fist or fore-
arm (armow, Fig.15.25).

FIGURE 15.25 Step 7, percussive modification

FIGURE15.21 Steps1to 3.

FIGURE 1522 Step 5.

FIGURE 15.23 Step 6, sudden release modification
(compression).

FIGURE 15.24 Step 6, release.



REFLEX ORIENTED TREATMENT

Sacral Rock

ndications

Dysmenorrhea
Pelvic congestion syndrome
Sacroiliac dysfunction

Contraindications

Undiagnosed pelvic pain
Pelvic malignancy

Technigque

1.

The patient lies prone, and the physician stands at
the side of the table.

. The physician places the cephalad hand with the

heel of the hand at the sacral base, fingers pointing
toward the coccyx (Fig. 15.26).

. The physician’s caudad hand reinforces the cepha-

lad hand with fingers pointing in the opposite di-
rection 15.27).

. The physician, keeping the elbows straight, exerts

gentle pressure on the sacrum.

. The physician introduces a rocking motion to the

sacrum synchronous with the patient’s respiration.
Sacral extension (arrow, fig. 15.28) occurs during in-
halation. Sacral flexion (arrow, 15.29) occurs dur-
ing exhalation.

. This technique is continued for several minutes.

FIGURE 15.26

FIGURE 15.27

FIGURE 15.28

FIGURE 15.29
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Cephalad hand.

Caudad hand.

Sacral extension (counternutation).

Sacral flexion (nutation).
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MYOFASCIAL RELEASE/BLT TREATMENT

Gastric Release

Indications

Gastroesophageal reflux
Gastric ptosis

Technique

1.

The patient is seated, and the physician stands be-
hind the patient.

. The physician places the left and right hands over

the left and right anterior subcostal and subxiphoid
region, respectively (Fig. 15.30).

. The physician’s hands contour the upper abdomi-

nal quadrants, and the finger pads curl slightly and
press inward (ariows, Fig. 15.31).

. The physician adds slightly more pressure inward

and then tests for tissue texture changes and asym-
metry in ease-bind motion freedom.

. The physician directs a constant pressure to the

ease (indirect) or bind (direct), depending on the
patient’s tolerance and physician’s preference
15.32 and 15.33).

. The physician holds this until a release is palpated

and continues until no further improvement is pro-
duced.

. A release-enhancing mechanism, such as deep in-

halation and exhalation, can be helpful.

FIGURE 15.30

FIGURE 15.31

FIGURE 15.32

FIGURE 15.33

Steps 1and 2.

Step 3.

Step 5, indirect force (ease).

Step 5, direct (bind).



MYOFASCIAL RELEASE/BLT TREATMENT

Hepatic Release

Indications

Hepatitis
Cirrhosis
Cholelithiasis

Technique

1. The patient lies supine, and the physician sits to the
right and faces the patient.

2. The physician places the left hand under the rib
cage at the level of the liver.

3. The physician places the right hand immediately
inferior to the subcostal angle at the patient’s right
upper quadrant (Fig. 15.34).

4. The physician gently compresses the patient with
both hands (armows, Fig. 15.35) and attempts to pal-
pate the liver.

5. The physician next tests for any ease-bind tissue
texture and motion asymmetries.

6. On noting any asymmetry, the physician maintains
a constant pressure at either the ease (indirect) or
the bind (direct), depending on the patient’s toler-
ance and physician’s preference (Fig. 15.36).

7. The physician holds this until a release is palpated
and continues until no further improvement is pro-
duced.

8. A release-enhancing mechanism, such as deep in-
halation and exhalation, can be helpful.

CHAPTER 15 | VISCERAL TECHNIQUES

FIGURE 15.34 Steps 110 3.

FIGURE 15.35 Compress to palpate liver.

FIGURE 15.36 Step 6, direct or indirect force.
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MYOFASCIAL RELEASE/BLT TREATMENT
Gallbladder

Indications

Cholecystitis
Cholestasis
Chronic upper abdominal pain

Technique

1

. The patient is seated, and the physician stands be-

hind the patient.

. The physician places the index, third, and fourth

fingers of the left hand just inferior to the xiphoid
process, midline to slightly right.

. The physician places the index, third, and fourth

fingers of the right hand just inferior to the sub-
costal margin, just lateral of midline immediately to
the right of the gallbladder (Fig. 15.37).

. The physician tests for any ease-bind tissue texture

and motion asymmetries.

. On noting any asymmetry, the physician maintains

constant pressure (arrows, Figs. 15.38 and at ei-
ther the ease (indirect) or the bind (direct), de-
pending on the patient’s tolerance and physician’s
preference,

. The physician holds until a release is palpated and

continues until no further improvement is pro-
duced.

. A release-enhancing mechanism, such as deep in-

halation and exhalation, can be helpful.

FIGURE 15.37 Steps 1to 3.

FIGURE 15.38 Step 5, indirect force (ease).

FIGURE 15.39 Step 5, direct force (bind)



MYOFASCIAL TREATMENT

Kidney Release

Indications

Pyelonephritis
Renal lithiasis
Flank and inguinal pain

Technique

1

10.

"T'he patient lies supine with the hip and knee flexed
on the affected side.

. The physician stands on the affected side at the

level of rhe hip.

. The patient’s knee is placed anterior to the physi-

cian’s axilla at the coracoid process, and hip flexion
is added to relax the anterior abdominal region (Fig.
15.40)

. The physician places the lateral hand palm up

under the patient’s back just below the floating ribs.

. The physician’s medial hand reaches around the

patient’s thigh to lie over the upper abdominal
quadrant on the affected side and presses down-
ward (posteriorly) (rop arrow, Fig. 15.41) until palpat-
ing the kidney.

. The physician’s posterior hand lifts (borrom arrow,

15.41) upward (anterior) to facilitate the renal
palpation.

. The physician next tests for any ease-bind tissue

texture and motion asymmetries.

. On noting asymmetry, the physician maintains a

constant pressure (arrows, Fig. 1542) at either the
ease (indirect) or the bind (direct), depending on
the patient’s tolerance and physician’s preference.

. The physician holds until a release is palpated and

continues until no further improvement is pro-
duced.

A release-enhancing mechanism, such as deep in-
halation and exhalation, can be helpful
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FIGURE 15.40 Steps1to3.

FIGURE 15.41 Steps4tob.

FIGURE 15.42 Step 8, direct or indirect force.
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TECHNIQUE PRINCIPLES

Lymphatic techniques have not until recently been con-
sidered a specific category of osteopathic manipularion.
They were typically included in the visceral sections of
osteopathic principles and practice. The Educational
Council on Osteopathic Principles (ECOP) offers no
definition of lymphatics as a separate type of osteo-
pathic manipulation. In the ECOP glossary, the only
specific mention of lymphatic technique is that of the
lymphatic (Miller) pump and the pedal (Dalrymple)
pump (1). These techniques are included in this chap-
rer as well as referenced in Foundations for Osteopathic
Medicine (1).

It is a principle thart all osteopathic techniques have
some effect on lymphatics. This is accomplished di-
rectly, by stimulating flow or removing impediments to
flow, or indirectly, by the alleviation of somatic dysfunc-
rion and the consequential normalizarion or balancing
(parasympathetic or sympathetic) of the autonomic
nervous system. However, certain techniques seem to
have a more direct effect on the lymphartic system than
others and hence are described in this chapter. Lymph-
potentiating techniques are described in other chapters.
Examples of techniques with grear lympharic potential
of their own are balanced ligamenrous tension, or liga-
mentous articular strain (BLT/LAS); soft rtissue; vis-
ceral; myofascial release (MFR); and arrticulatory
techniques. These are described in their respective
chapters.

Many osteopathic physicians have attempted to af-
fect the lymphatic system. The principle of unimpeded
vascular supply has been promoted extensively, and
most osteopathic students have heard A.T. Still’s rule of
the artery quoted; however, he also stated that he con-
sidered the lymphartic system primary in the mainte-
nance of health, and when it is stressed, a major
contributor to disease and increased morbidity. He ex-

pressed his philosophy with words such as “life and
death” when speaking about this system (2).

Philadelphia osteopathic physicians were important
to the understanding of the lymphatic system and in de-
veloping techniques to affect it. William Galbreath
(Philadelphia  College of Osteopathic Medicine
[PCOM], 1905) developed mandibular drainage, a
technique included in this texr (3,4). Another PCOM
alumnus, J. Gordon Zink, was a prominent lecturer on
the myofascial aspects of lymphatic congestion and its
treatment. We believe that of the fluid systems, it is the
low-pressure lymphatic system that can most easily be
impeded and most clinically benefited. We are attempt-
ing to use techniques with a strong effect on this system
to treat some of our most difficult chronic cases that are
complicated by autoimmune and other inflammatory
conditions.

Students of osteopathic medicine are typically in-
structed in the terrible effects of the influenza pandemic
of 1918 and 1919. In this respect, many students have
been taught the lymphatic (thoracic) pump developed
by C. Earl Miller, DO, a graduate of the Chicago
College of Osteopathy who pracriced just north of
Philadelphia. He began using this technique and pro-
morting it to other osteopathic physicians in the mid-
1920s. However, Miller’s technique was not being used
during the influenza epidemic, and it was most likely
soft rissue and articulatory techniques that were most
commonly used at that time.

A few years ago, Miller’s son, himself a doctor of
medicine, discussed with us the many cases and tech-
niques that he saw his father use and thar he continued
to use in his own internal medicine practice. He was
kind enough to donate some of his father’s equipment
to the PCOM archives. What was most interesting to us
were the positive effects he said his father’s technique
had on so many varied conditions. Some were not con-
ditions thar have been historically taught as indications
for its use. This had a profound effect on us, and we are
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attempting to develop more research in this field (e.g.,
Parkinson disease, multiple sclerosis). Bell’s palsy was
the condition that piqued our interest most when con-
sidering its clinical value. Miller evidently had ex-
tremely rapid positive clinical responses when treating
Bell’s palsy with this technique. It changed our views on
the symptoms associated with this process and why
stimulation to the chest wall and pulmonary cavity
could result in an almost immediate clinical response in
a syndrome with most of its symptoms in the facial cra-
nium. We believe that the fluid-stimulating effects can
decongest the foramen through which the facial nerve
passes, thus alleviating the symptoms.

The clinical effects that can be seen with lymphatic
techniques may be secondary to the elimination of so-
matic dysfunction, whereby related autonomic changes
and potential facilitated segments are normalized. This
normalization not only has effects on somatic and vis-
ceral reflexes, nociception, and vascular tone; it can also
affect the lymphatic system, which receives autonomic
stimulation. The larger lymphatic vessels may even
change diameter following sympathetic stimulation
(1,5).

TECHNIQUE CLASSIFICATION

Techniques Removing Restrictions to Lymphatic
Flow

Restrictions to lymphatic flow that are related to spe-
cific somatic dysfunctions may be removed by tech-
niques from many categories (e.g., BLT/LAS; high-
volume, low-amplitude [HVLA]). This can be thought
of as breaking the dam. An example is a first rib dys-
function. Besides causing pain, limited motion, and so
on, a first rib dysfunction has the potential to restrict
flow through the thoracic inlet. Mobilizing the rib and
restoring its normal range of motion and function may
remove the restriction to lymphatic flow. Therefore, any
technique that is indicated for first rib somatic dysfunc-
tion (e.g., MFR, muscle energy technique [MET]) also
has the potential to be a lymphatic technique. Another
important principle is to remove somatic dysfunctions
that are causing secondary autonomic eftects (e.g., tho-
racic dysfunctions causing hypersympathetic tone with
consequent lymphatic constriction).

Some other common areas of dysfunction with
which this type of technique can be helpful are sub-
mandibular restrictions, thoracic inlet restriction sec-
ondary to myofascial tension, abdominal diaphragm
dysfunction, psoas muscle dysfunction, and dysfunc-
tions affecting the axilla, antecubital fossa, popliteal
fossa, and plantar fascia.

Techniques Promoting Lymphatic Flow

Techniques promoting lymphatic flow are generally stim-
ulatory, stroking, or vibratory. Effleurage and pétrissage
are common massage variations of this type of technique.
Thoracic pump, pedal pump, mandibular drainage, and
anterior cervical chain drainage are classical examples of
osteopathic techniques that stimulate flow.

This modality has been involved in discussions
concerning treatment of patients with a malignancy.
Some believe that it is not wise to promote lymphatic
flow, while others believe it is indicated because pro-
moting normal flow allows greater clearance of abnor-
mal cells. More research is needed, but we believe that
if exercise can be prescribed for specific patients with a
malignancy, then lymphatic flow stimulation should
also be indicated in those patients.

TECHNIQUE STYLES

The various styles of lymphatic technique belong to
their own category of osteopathic manipulative treat-
ment (OMT). Subclassification in this category in-
cludes techniques that affect the intrinsic and extrinsic
lymphatic pumps.

Intrinsic Lymphatic Pump

These techniques alter autonomic tone or tissue texture
in the interstitial spaces. In the interstitium, fluid can
accumulate and eventually disrupt normal lymphatic
flow. Examples of this style include treatment of facili-
tated segments in the thoracolumbar region and indi-
rect myofascial release to the interosseous membrane.

Extrinsic Lymphatic Flow

The extrinsic pump is related to the effects of muscle
contraction and motion on the lymphatic system.
Therefore, any technique that affects this mechanism is
considered an extrinsic style. Examples include abdom-
inal diaphragm or pelvic diaphragm treatment with my-
ofascial release, MET, or treating the somatic
component of a dysfunction with HVLA (e.g., C3 to C5
dysfunction affecting the diaphragm). Any form of exer-
cise or technique affecting muscle activity (e.g., direct
pressure, stroking, effleurage) is included in this style.

INDICATIONS

Lymphatic congestion, postsurgical edema (e.g., mas-
tectomy)



Mild to moderate congestive heart failure

Upper and lower respiratory infections and other areas
of infection

Asthma, chronic obstructive pulmonary disease

Pain due to lymphatic congestion and swelling

CONTRAINDICATIONS

Acute indurated lymph node (do not treat directly)

Fracture, dislocation, or osteoporosis if technique style
would exacerbate condition

Organ friability as seen in spleen with infectious
mononucleosis

Acute hepatitis

Malignancy

GENERAL CONSIDERATIONS AND RULES

Lymphatic techniques are similar in scope of principle
to the visceral techniques. The physician must consider

CHAPTER 16 | LYMPHATIC TECHNIQUES 415

the patient’s health status along with the specific pre-
senting symptoms before deciding to use a particular
technique. The area must be stable, and the integument
must be able to tolerate the type of pressure, whether
probing or frictional. For vibratory or compression
techniques, the patient’s musculoskeletal status in re-
spect to bone density and motion availability must be
relatively normal. If the patient has lymphatic sequelae
of autonomic disturbance, the appropriate somatic
component must be treated with whichever technique
the physician determines is indicated.

These techniques, in addition to affecting lym-
phatic circulation, may affect the endocrine, autoim-
mune, and neuromusculoskeletal systems, resulting in
increased motion, less pain, and a better overall sense of
well-being. The following techniques, as stated previ-
ously, are not the only ones affecting the lymphatics.
Please see other chapters for ways to enhance lymphatic
flow, reduce restriction, or normalize autonomic inner-
vation.
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HEAD AND NECK

Anterior Cervical Arches: Hyoid and Cricoid
Release

Indications

Laryngitis

Pharyngitis

Cough

Any dysfunction or lymphatic congestion in the ear,
nose, or throat (ENT) region

Technique

1. The patient lies supine, and the physician sits at the
head of the table.

2. The physician stabilizes the patient’s head by plac-
ing the cephalad hand beneath the head or by gen-
tly grasping the forehead.

3. The thumb and index finger of the physician’s cau-
dad hand form a horseshoe shape (inverted C) over
the anterior cervical arches (Fig. 16.1).

4. The physician makes alternating contact (armows,
Figs. 162 and 16.3) with the lateral aspects of the hyoid
bone, laryngeal cartilages, and upper tracheal rings,
gently pushing them from one side to the other.

5. The physician continues this alternating pressure
up and down the length of the anterior neck.

6. If there is crepitus between the anterior cartilagi-
nous structures and the cervical spine, the neck
may be slightly flexed or extended to eliminate ex-
cess friction. (Some crepitus is normal.)

7. This technique is continued for 30 seconds to 2
minutes.

FIGURE 16.1. Steps 11to 3, setup.

FIGURE 16.2. Step 4, hyoid.

FIGURE 16.3. Step 4, cricoid.
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HEAD AND NECK

Cervical Chain Drainage Technique

indications

This technique is indicated for any dysfunction or lym-

phatic congestion in the ENT region.
FIGURE 16.4. Steps 1to 3, hand placement.

Technique

1. The patient lies supine, and the physician sits at the
head of the table.

2. The physician stabilizes the patient’s head by plac-
ing the cephalad hand beneath the head to elevate
it slightly or by gently grasping the forehead.

3. The physician’s caudad hand (palmar aspect of the
fingers) makes broad contact over the sternocleido-
mastoid (SCM) muscle near the angle of the
mandible (arrow, Fig. 16.4).

4. From cephalad to caudad the fingers roll along the FIGURE 16.5. Step 4, milking motion.
muscle in a milking fashion (arrows, Fig. 16.5). The
hand then moves slightly more caudad along the
muscle and repeats the rolling motion.

5. This same procedure is applied both anterior to
and posterior to the SCM muscle to affect both the
anterior and posterior lymphatic chains.

6. Caution: Do not perform directly over painful, in-
durated lymph nodes.
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HEAD AND

Mandibular Drainage: Galbreath Technique

Indications

This technique is indicated for any dysfunction or lym-
phatic congestion in the ENT or submandibular region,
especially dysfunction in the Eustachian tubes. Care
must be taken in patients with active temporomandibu-
lar joint (TM]) dysfunction (e.g., painful click) with se-
vere loss of mobility and/or locking.

Technique

1.

The patient lies supine with the head turned
slightly toward the physician and the physician sits
at the head of the rable.

. The physician stabilizes the patient’s head by plac-

ing the cephalad hand beneath the head to elevate
it slightly.

. The physician places the caudad hand with the

third, fourth, and fifth fingertips along the posterior
ramus of the mandible and the hypothenar emi-
nence along the body of the mandible (Fig. 16.6).

. The patient opens the mouth slightly.

. The physician’s caudad hand presses on the

mandible so as to draw it slightly forward (armows,
Fig. 16.7) at the TM]J and gently toward the midline.

. This procedure is applied and released in a slow

rhythmic fashion for 30 seconds to 2 minutes. It
may be repeated on the other side.

FIGURE 16.6. Steps 1to 3, setup and hand placement.

FIGURE 16.7. Step 5, caudad pressure on mandible.



HEAD AND NECK

Auricular Drainage Technique

Indications

Any dysfunction or lymphatic congestion in the ear re-

gion

Qtitis media
tins externa

Technique

1.

The patient lies supine with the head turned
slightly toward the physician, and the physician sits
at the head of the table.

. The physician stabilizes the patient’s head by plac-

ing the cephalad hand beneath the head to elevate
it slightly.

. The physician places the caudad hand flat against

the side of the head, fingers pointing cephalad and
the ear between the fourth and third fingers (Fia.
16.8).

. The physician’s caudad hand makes clockwise and

counterclockwise circular motions (arrows, Figs 16.9
and 16.10), moving the skin and fascia over the sur-
face of the skull. There should be no sliding over
the skin and no friction.

. This procedure is applied for 30 seconds to 2 min-

utes.

CHAPTER 16 | LYMPHATIC TECHNIQUES

FIGURE 16.8. Steps 1to 3, hand placement.

FIGURE 16.9. Step 4, clockwise.

FIGURE 16.10. Step 4, counterclockwise.
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HEAD AND NECK

Alternating Nasal Pressure Technique

Indications

This technique is indicated for any dysfunction or lym-
phatic congestion in the ENT region, especially the eth-
moid sinus.

Technique

1. The patient lies supine, and the physician sits at the
head of the table.

2. The physician uses an index finger to press on a di-
agonal (armows, 16.11 and 16.12) into the junction
of the nasal and frontal bones, first in one direction
and then the other.

3. This procedure is applied for 30 seconds to 2 min-
utes.

4. Alternative methods based on personal modifica-
tions of hand position are acceptable (Fig.16.13).

FIGURE 16.11. Step 4, left.

FIGURE 16.12. Step 4, right.

FIGURE 16.13. Modification.



HEAD AND NECK

Submandibular Release

ndications

This technique is indicated for any dysfunction or lym-
phatic congestion in the ENT region, especially those
affecting the tongue, salivary glands, lower teeth, and
temporomandibular dysfunctions.

Technique

1.

The patient lies supine, and the physician sits at the
head of the table.

. The physician places the index and third fingertips

(may include fourth fingers) immediately below the
inferior rim of the mandible (Fig. 16.14).

. The fingers are then directed superiorly into the

submandibular fascia to determine whether an
ease-bind asymmetry is present (arrows, Fig. 16.15).

. T'he physician then imparts a direct (arrow, Fig. 16.16)

or indirect (arrow, Fig. 16.17) vectored force until
meeting the bind (direct) or ease (indirect) barrier.

. The force may be very gently to moderately ap-

plied.

. The physician continues until a release is palpated

(fascial creep) and follows this creep until it does
not recur. This may take 30 seconds to 2 minutes.

. The physician takes care to avoid too much pres-

sure over any enlarged and painful submandibular
lymph nodes.
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FIGURE 16.14. Hand and finger position.

FIGURE 16.15. Step 3, fingers directed superiorly.

FIGURE 16.16. Direct.

FIGURE 16.17. Indirect.
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HEAD AND NECK

Trigeminal Stimulation Technique

Indications

This technique is indicated for any dysfunction or lym-
phatic congestion in the ENT region affecting or exac-

erbated by inflammation of cranial nerve V (Fig. 16.18). FIGURE 16.19. Steps 2and 3, supraorbital foramen.

Technique

1. The patient lies supine, and the physician sits at the
head of the table.

2. The physician palpates along the superior orbital
ridge, identifying the supraorbital foramen.

3. The physician places the pads of the index and
middle finger just inferior to the orbital ridge and
produces a circular motion with the fingers of both
hands (arrows, Fig. 16.19).

ST S ol S ot ST i eI L FIGURE 16.20. Steps 4 and 5, infraorbital foramen.
ridge, identifying the infraorbital foramen.

5. The physician places the pads of the index and
middle fingers just inferior to the infraorbital fora-
men and produces a circular motion with the fin-
gers of both hands (armows, 16.20).

6. The physician palpates along the mandible, know-
ing that the three foramina form a straight line,
identifying the mandibular foramen.

7. The physician places the pads of the index and
middle fingers over the mandibular branch of the
trigeminal nerve and produces a circular motion
with the fingers of both hands (armows, Fig. 16.21).

8. This trigeminal stimulation procedure is applied FIGURE 16.21. Steps 6 and 7, mandibular foramen

for 30 seconds to 2 minutes at each of the three lo-
cations.



Supratrochlear nerve (CN V')

Supraorbital nerve (CN V')

Orbital septum

Lacrimal nerve (CN V')

Superiortarsal —

Inferior tarsal pate

Orbital septum

Infraorbital nerve (CN V2)

Depressor anguli oris

Mentalis

FIGURE 16.18. Cranial nerve V distribution (6).
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Frontal belly of occipitofrontal

Medial palpebral ligament

Levator palpebrae superioris

Lacrimal gland

palpebral ligament
Levator labii superioris alaeque nasi

Levator labii superioris

Levatorangulioris

Buccal fatpad
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Maxillary Drainage: Effleurage

Indications

This technique is indicated for any dysfunction or lym-
phatic congestion in the ENT region, especially those
affecting the maxillary sinuses.

Technique

1.

The patient lies supine, and the physician sits at the
head of the rtable.

. The physician places the index finger tip pads (may

include third fingers) just inferior to the infraorbital
foramina (Fig. 16.22).

. The physician’s fingers begin a slow, gentle stroking

(effleurage) over the patient’s skin immediately par-
allel to the lateral aspect of the nose until they meet
the dental ridge of the gums (arrous, Fig. 16.23).

. The fingers continue laterally in a continuous gen-

tle motion toward the alar aspect of the zygoma (Fig.
16.24).

. This is repeated for 30 seconds to 2 minutes.

. This may be modified by either very gentle skin

rolling over the area or gently lifting the skin and its
contiguous subcutaneous tissues and holding at dif-
ferent levels for 20 to 30 seconds at each level in
steps 3 and 4 (Fig. 16.25).

FIGURE

FIGURE 16.23.

FIGURE 16.24.

FIGURE 16.25.

Step 2, finger placement.

Step 3, effleurage.

Step 4, motion toward the zygoma.

Modification.



HEAD AND NECK

Frontal Temporomandibular Drainage:
Eftleurage

Indications

This technique 1s indicated for any dysfunction or lym-
phatic congestion in the ENT region, especially those
affe tring the frontal through mandibular regions or in
tension headache.

Technique

1. The patient lies supine, and the physician sits at the
head of the table.

2. The physician places the index fingertips (may in-
clude third fingers) immediately above and medial
to the eyebrows (Fig. 16.26).

3. The physician’s fingers begin a slow, gentle,
stroking (effleurage) laterally that takes them im-
mediately parallel to the supraorbital ridge until
they meet the area of the pterion (armows, Fig. 16.27).

4. The fingers continue inferiorly in a continuous gen-
tle motion toward the TM] and inferiorly over the
mandible (Fig. 16.28).

5. This is repeated for 30 seconds to 2 minutes.
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FIGURE 16.26.

FIGURE 16.27.

FIGURE 16.28.

Step 2, finger placement.

Step 3, effleurage.
1

Step 4, motion toward TMJ.
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THORACIC REGION

Thoracic Inlet and Outlet: Myofascial
Release, Direct or Indirect, Seated, Steering
Wheel Technique

Indications

This technique is indicated for any dysfunction or lym-
phatic congestion caused or exacerbated by fascial tone
asymmetry in the area of the thoracic inlet and outler.

Contraindications

This technique has no absolute contraindications.

Technique

See Chapter 8, Myofascial Release Techniques, for de-
tails.



THORACIC REGION

Thoracic Inlet and Outlet: Myofascial
Release, Direct, Supine

Indications

This technique is indicated for any dysfunction or lym-
phatic congestion caused or exacerbated by fascial tone
asymmetry in the area of the thoracic inlet and outlet.

Contraindications

This procedure should not be used if the patient has
painful, severely restricted motion of the shoulder (e.g.,
fibrous adhesive capsulitis, rotator cuff tear).

Technique

1. The patient lies supine with the arm on the dys-
functional side abducted to approximately 90 de-
grees.

2. The physician stands or sits at the side of the dys-
functional thoracic inlet either caudal or cephalad
to the abducted upper extremity (Fig. 16.29). The arm
may be supported by the physician’s thigh if needed
(Fig. 16.30).

3. The physician places the index and third finger
pads of the cephalad hand over the area of the tho-
racic inlet so as to palpate the fascial tone at the in-
sertion of the first rib at the manubrium and the
supraclavicular fascia (Fig. 16.31).

4. The physician’s caudad hand controls the patient’s
arm.

5. The physician gently moves the patient’s arm
through a series of motions (armows, Fig. 16.32) to vec-
tor a line of tension toward the thoracic inlet. When
successful, the physician will palpate the tension at
that site.

6. The physician waits for a release (fascial creep) and
continues until there is no further improvement in
the restrictive barrier. Deep inhalation or other
release-enhancing mechanisms can be helpful, as
can a vibratory motion produced through the upper
extremity with the wrist-controlling hand.
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FIGURE 16.29. Steps 1 and 2, setup.

FIGURE 16.30. Modified supportive position.

FIGURE 16.31. Palpation of the thoracic inlet.

FIGURE 16.32. Step 5, arm through series of motions.
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THORACIC REGION
Miller Thoracic (Lymphatic) Pump

Indications

This technique is indicated for infection, fever, lym-
phatic congestion, rales, and chronic productive cough;
also preventive, it may increase titers post vaccination
(7,8,9,10,11).

Contraindications

This procedure should not be used if the patient has
fractures, osteoporosis, moderate to severe dyspnea, re-
gional incisions, subclavian lines, metastatic cancer, and
SO on.

Physiologic Goal

The goal is to accentuate negative intrathoracic pres-
sure, increase lymphatic return, loosen mucus plugs via
the vibratory component, and potentially stimulate the
autoimmune system.

Technique

1. The patient lies supine with the head turned to one
side (to avoid breathing or coughing into the face of
the physician) with the hips and knees flexed and
the feet flat on the table.

2. The physician stands at the head of the table with
one foot in front of the other (Fig. 16.33).

3. The physician places the thenar eminences inferior
to the patient’s clavicles with the fingers spreading
out over the upper rib cage 16.34). For female
patients, the physician may place the hands more
midline over the sternum (Fig. 16.35),

4. The patient is instructed to take a deep breath and
exhale fully.

5. During exhalation, the physician increases the pres-
sure on the anterior rib cage, exaggerating the ex-
halation motion.

6. At end exhalation, the physician imparts a vibratory
motion to the rib cage at two compressions per sec-
ond (puised arrows, Fig. 16.36).

7. Should the patient need to breathe, pressure is re-
laxed slightly, but the compressions are continued
for several minutes.

FIGURE 16.33. Steps 1 and 2, setup.

FIGURE 16.34. Hand pasition.

FIGURE 16.35. Modified hand position.

FIGURE 16.36. Two compressions per minute.



THORACIC REGION

Miller Thoracic (Lymphatic) Pump,
Exaggerated Respiration

Indications

This technique is indicated for infection, fever, lym-
phatic congestion, rales, and chronic productive cough;
1t is also preventive.

Contraindications

This procedure should not be used if the patient has a
fracture, osteoporosis, moderate to severe dyspnea, re-
gional incision, subclavian line, metastatic cancer, or a
similar condition.

Physiologic Goal

The goal is to accentuate negative intrathoracic pres-
sure and increase lymphatic return.

Technique

1. The patient lies supine with the head turned to one
side (to avoid breathing or coughing into the face of
the physician) with the hips and knees flexed and
the feet flat on the table.

2. The physician stands at the head of the table with
one foot in front of the other.

3. The physician places the thenar eminences inferior
to the patient’s clavicles with the fingers spreading
out over the upper rib cage (Fig. 16.37). For female
patients the physician places the hands more mid-
line over the sternum (Fig. 16.38).

4. The patient is instructed to take a deep breath and
exhale fully.

5. During exhalation, the physician increases the pres-
sure on anterior rib cage, exaggerating the exhala-
tion motion (armow, Fig. 16.39).

6. During the next inhalation the physician releases
the pressure (upward arrow, Fig. 16.40), then reinstates
it (downward arrow) with the next exhalation.

7. This version of the thoracic pump may be repeated
for 5 to 10 respiratory cycles. This may hyperventi-
late the patient, and light-headedness and dizziness
are fairly common.
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FIGURE 16.37. Hand position.

FIGURE 16.38. Modified hand position.

FIGURE 16.39. Pressure with exhalation.

FIGURE 16.40. Release pressure on inhalation and
reinstate it on exhalation.
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THORACIC REGION

Thoracic (Lymphatic) Pump,
Side Modification

. The patient lies supine, and the physician stands at

the side of the table at the level of the patient’s rib
cage.

. The patient’s arm is abducted 90 degrees or greater,

and the physician exerts traction on the arm with
the cephalad hand.

. The physician places the caudad hand over the

lower costal cartilages with the fingers following the
intercostal spaces (Fig. 16.41).

. The patient is instructed to take a deep breath and

exhale fully.

. At end of exhalartion, a percussive or vibratory mo-

tion (arrow, Fig. 16.42) is exerted by the physician at
two per second.

. Should the patient feel the need to breathe, pres-

sure is released just enough to permit easy respira-
tion and the vibratory motion continued.

. This technique is continued for several minutes. It

should be repeated, when possible, on the opposite
side of the chest.

FIGURE 16.41. Steps 110 3, setup and hand placement.

FIGURE 16.42. Step 5, percussive or vibratory motion.
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Thoracic (Lymphatic) Pump,
Atelectasis Modification

Indications

This technique is indicated for atelectasis.

Contraindications

This procedure should not be used if the patient has a
fracture, osteoporosis, severe congestion, incision, sub-
clavian line, metastatic cancer, or similar condition.

Physiologic Goal

The goal is to accentuate the negative phase of respira-
tion and clear mucus plugs.

Technique

1.

The patient lies supine with the head turned to one
side (to avoid breathing or coughing into the face of
the physician) with the hips and knees flexed and
feet flat on the table.

. The physician stands at the head of the table with

one foot in front of the other.

. The physician places the thenar eminences inferior

to the patient’s clavicles with the fingers spreading
out over the upper rib cage (Fig. 16.43). For female
patients the physician places the hands more mid-
line over the sternum (Fig. 16.44).

. The patient is instructed to take a deep breath and

exhale fully.

. During exhalation, the physician increases the pres-

sure on the anterior rib cage, exaggerating the ex-
halation motion.

. During the next several inhalations, the physician

maintains heavy pressure on the chest wall
16.45).

. On the last instruction to inhale, the physician sud-

denly releases the pressure, causing the patient to
take a very rapid, deep inhalation, inflating any at-
electatic segments that may be present (Fig. 16.46).
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FIGURE16.43. Steps1to 3, setup and hand placement.

FIGURE 16.44. Modified hand position.

FIGURE 16.45. Steps band 6, exaggerating exhala-
tion, restricting inhalation.

FIGURE 16.46. Sudden release of pressure.
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THORACIC REGION

Pectoral Traction: Pectoralis Major,
Pectoralis Minor, and Anterior Deltoid

Indications

This technique is indicated for lymphatic congestion,
upper extremity edema, mild to moderate dyspnea or
wheeze, and/or reactive airway or asthma; it facilitates
the thoracic pump.

Contraindications

This procedure should not be used if the patient has hy-
persensitivity to touch at the anterior axillary fold, sub-
clavian line, some pacemakers, metastatic cancer, or
similar condition.

Physiologic Goal

The goal is to increase lymphatic return.

Technique

1. The patient lies supine with the hips and knees
flexed and the feet flat on the table.

2. The physician sits or stands at the head of the table
with one foot in front of the other.

3. The physician places the finger pads inferior to the
patient’s clavicles at the anterior axillary fold (Fig.
16.47).

4. The physician slowly and gently leans backward,
causing the hands and fingers to move cephalad
into the patient’s axilla.

5. When the physician’s hands and fingers meet a re-
strictive barrier, a new force is directed upward (ar-
1ous, Fig. 16.48).

6. The patient is instructed to take deep breaths
through the mouth, and the physician pulls cepha-
lad with the additional movement caused by the in-
halation (arrow, Fig. 16.49).

7. The patient is next instructed to exhale fully, and
the physician resists this movement at the axilla,
continuing to pull cephalad and upward (armows,
Fig. 16.50).

8. Inhalation with cephalad traction and exhalation
with resistance to costal depression is continued 5
to 7 umes.

FIGURE 16.47. Steps 1to 3, hand position.

FIGURE 16.48. Steps 4 to 5, force toward ceiling.

FIGURE 16.49. Step 6, deep inhalation.

FIGURE 16.50. Step 7, full exhalation.



CHAPTER 16 | LYMPHATIC TECHNIQUES 433

UPPER EXTREMITY REGION

Anterior Axillary Folds: Pectoralis Major
and Anterior Deltoid Muscles

Indications

This technique is indicated for lymphatic congestion

and er extremity edema.
Hpper extremity FIGURE 16,51, Steps 1t 3, setup.

Confraindications

This procedure should not be used if the patient has hy-
persensitivity to touch at the anterior axillary fold, sub-
clavian line, some pacemakers, metastatic cancer, or
similar condition.

Physiologic Goal

The goal is to increase lymphatic return.

Technique

1. The patient lies supine, and the physician sits or FIGURE 16.52. Step 4, hand and finger placement.
stands at the side of the patient on the side of the
dysfunctional upper extremity.

2. The physician palpates for any increased tone,
edema, and bogginess of the tissues (Fig. 16.51).

3. The physician, finding tissue texture changes,
places the index and third fingers on the ventral
surface of the anterior axillary fold and the thumb
in the axilla, palpating the anterior portion from
within the axilla (Figs. 16.52 and 16.53).

4. The physician may very slowly and minimally
squeeze the anterior axillary fold with the thumb

and fingers.
FIGURE 16.53. Step 5, hand and finger placement.

5. This 1s held for 30 to 60 seconds. It may be re-
peated on the opposite side as needed.
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THORACOABDOMINAL REGION
Doming the Diaphragm

This technique is indicated for lymphatic congestion
distal to the diaphragm and/or respiration that does not
(myofascially) extend fully to the pubic symphysis.

Contraindications

This procedure should not be used if the patient has
drainage tubes, intravenous lines, thoracic or abdomi-
nal incision, or moderate to severe hiatal hernia or gas-
troesophageal reflux symptoms.

Physiologic Goal

The goal is to improve lymphatic and venous return; it
may improve immune function.

Technique

1. The patient lies supine with the hips and knees
flexed and feet flat on the table.

2. The physician stands to one side at the level of the
pelvis, facing cephalad.

3. The physician places the thumbs or thenar emi-
nence just inferior to the patient’s lower costal mar-
gin and xiphoid process with the thumbs pointing
cephalad (Figs. 16.54 to 16.56).

4. The patient is instructed to take a deep breath and
exhale. On exhalation, the physician’s thumbs fol-
low the diaphragm (arrows, Fig. 1657), which permits
the thumbs to move posteriorly.

5. The patient is instructed to inhale, and the physi-
cian gently resists this motion.

6. The patient is instructed to exhale, and the physi-
cian gently follows this motion posteriorly and
cephalad (arrows, Fig. 16.58), as the thumbs are now
beneath the costal margin and xiphoid process.

7. The patient inhales as the physician maintains pres-
sure on the upper abdomen and then, on repeated
exhalation, encourages further cephalad excursion.

8. This procedure is repeated for three to five respira-
tory cycles.

FIGURE 16.55. Thumb placement.

FIGURE 16.56. Variation of thenar eminence place-
ment.

FIGURE 16.57. Step 4, following exhalation.

FIGURE 16.58. Step6,thumbs beneath costal-
xiphoid margin.
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THORACIC REGION

Rib Raising: Bilateral Upper Thoracic
Variation

Indications

This technique is indicated to facilitate lymphatic
drainage, improve respiratory excursion of the ribs, and
alleviate postoperative paralytic ileus.

Contraindications

This procedure should not be used if the patient has rib
or vertebral fracture, spinal cord injury, thoracic sur-
gery, or malignancy in the area to be treated.

Technique

1.

The patient lies supine, and the physician is seated
at the head of the table.

. The physician slides both hands under the patient’s

thoracic region.

. The finger pads of both hands contact the paraver-

tebral tissues over the costotransverse articulation
(Fig. 16.59).

. By leaning down with the elbows, the physician el-

evates the fingers into the paravertebral tissues
(solid arrows, Fig. 16.60) and then pulls them (broken
arrows) toward the physician cephalad and lateral.

. This extends the spine and places a lateral stretch

on the paravertebral tissues.

. This technique may be performed as an intermit-

tent kneading technique or with sustained deep in-
hibitory pressure for 2 to 5 minutes.

FIGURE 16.59. Steps 1to 3, setup and hand place-
ment.

FIGURE 16.60. Step 4, anterior cephalad lateral force.



ABDOMINAL AND PELVIC REGION

Marian Clark Drainage

Indications

This technique is indicated to improve passive venous
and lymphatic drainage from the lower abdomen and
pelvis; it also helps to alleviate menstrual cramps.

Technique

1. The patient is in semiprone position on all fours
with the contact points being the hands, elbows,
and knees (Fig. 16.61).

2. The physician stands at the side of the patient fac-
ing the foot of the table.

3. The physician hooks the pads of the fingers medial
to both anterior superior iliac spines (Fig. 16.62).

4. The physician pulls the hands cephalad (arrow, Fig.
16.63).

5. The physician continues this abdominal traction,
and the patient can be instructed to arch the back
like a cat.

6. The physician encourages this movement along
with a cephalad rocking of the body 16.64).

7. This slow rocking movement is repeated for several
minutes. The patient may use it as an exercise at
home.
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FIGURE 16.61. Step 1, patient position.

FIGURE 16.62. Hand position.

FIGURE 16.63. Step 4, cephalad direction.

FIGURE 16.64. Steps 5 and 6, abdominal traction,
cephalad rocking.
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ABDOMINAL REGION
Mesenteric Release, Small Intestine

Indications

This technique is indicated to enhance lymphatic and
venous drainage and alleviate congestion secondary to
visceral ptosis.

Contraindications

This procedure should not be used if the patient has an
abdominal incision, acute ischemic bowel disease, ob-
struction, or similar condition.

Technique

The mesentery of the small intestine fans out from its
short root to accommodate the length of the jejunum
and ileum (Fig. 16.65), and treatment is focused along its
length (Fig. 16.66).

1. The patient lies supine 1667) or in the left lat-
eral recumbent (side-lying) (Fig. 16.68) position.

2. The physician sits on the patient’s right side or
stands behind the patient.

3. The physician places the hand or hands at the left
border of the mesenteric region of the small intes-
tine with the fingers curled slightly.

4. The fingers gently push (solid arrows, Figs. 16.67 and
16.68) toward the patient’s back and then toward the
patient’s right side (curved arrows) until meeting
the restrictive tissue barrier.

5. This position is held until the physician palpates a
release (20-30 seconds), and then the physician fol-
lows this movement (fascial creep) to the new bar-
rier and continues until no further improvement is
detected.

FIGURE 16.67.

FIGURE 16.68.

Supine position.

Lateral recumbent position.
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FIGURE 16.66. Mesenteric vectors of small intestine treatment {12).
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ABDOMINAL REGION

Mesenteric Release, Ascending Colon

Indications

This technique is indicated to enhance lymphatic and
venous drainage and alleviate congestion secondary to

visceral ptosis.

Contraindications

This procedure should not be used if the patient has an
abdominal incision, acute ischemic bowel disease, ob-

struction, or similar condition.

Technique

Treatment is focused along the mesenteric ascending

colon attachment (Figs. 16.63 and 16.70).

1. The patient lies supine (Fig. 16.71) or in the right lat-

eral recumbent (Fig. 16.72) position.

2. The physician sits on the left side or stands behind

the patient.

3. The physician places the hand or hands at the right
border of the mesenteric region of the ascending

colon with the fingers curled slightly.

4. The fingers gently push toward the patient’s back
(solid arrows, Figs. 16.71 and 16.72) and then draw to-
ward the patient’s left side (cuwved arrows) until

meeting the restrictive tissue barrier.

5. This position is held until the physician palpates a
release (20-30 seconds), and then the physician fol-
lows this movement (fascial creep) to the new bar-
rier and continues until no further improvement is

detected.

FIGURE 16.71. Supine position.

FIGURE 16.72. Lateral recumbent pasition
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ABDOMINAL

Mesenteric Release, Descending Colon

Indications

This technique is indicated to enhance lymphatic and
venous drainage and to alleviate congestion secondary

tov

isceral ptosis.

This procedure should not be used if the patient has ab-
dominal incisions, acute ischemic bowel disease, ob-

stru

Tec

ction, or similar condition.

hnique

Treatment is focused along the mesenteric ascending
colon attachment (Figs. 16.73 and 16.74).

1.

The patient lies supine (Fig. 16.75) or in the left lat-
eral recumbent (Fig. 16.76) position.

. The physician sits on the right side or stands be-

hind the patient.

. The physician places the hand or hands at the left

border of the mesenteric region of the descending
colon and sigmoid with the fingers curled slightly.

. The fingers gently push toward the patient’s back

(straight arrows, Figs. 16.75 and 16.76) and then draw to-
ward the patients right side (curved armows) until
meeting the restrictive tissue barrier.

. This position is held until the physician palpates a

release (20-30 seconds), and then the physician fol-
lows this movement (fascial creep) to the new bar-
rier and continues until no further improvement is
detected.

FIGURE 16.75. Supine position.

FIGURE 16.76. Lateral recumbent position.
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ABDOMINAL

P esacra Release, Direct or Ind rect

Indications

This technique is indicated to enhance lymphatic
drainage and relieve venous congestion in the lower ab-
domen, pelvic region, and lower extremities.

Contraindications

This procedure should not be used if the patient has ab-
dominal incision, acute ischemic bowel disease, ob-
struction, or similar condition.

Technique

1.

The patient lies supine, and the physician stands at
either side of the patient.

. The physician, with the index and third fingers ap-

proximated and the thumb abducted, makes a C
shape.

. The physician places the fingers and thumb down-

ward in the lower abdominal region just above the
ramus of the pubic bone (Fig. 16.77).

. The physician determines whether an ease-bind

asymmetry is present by applying and vectoring
forces in multiple directions, including posterior,
superior, inferior, clockwise, and counterclockwise
(arrows, Fig. 16.78).

. The physician, on determining the dysfunctional

asymmetry, applies forces in an indirect or direct
manner until meeting the ease or bind barriers, re-
spectively (Fig.

This position is held until the physician palpates a
release (20-30 seconds), and then the physician fol-
lows this movement (fascial creep) to the new bar-
rier and continues until no further improvement is
detected.

FIGURE 16.77. Hand placement.

HGURE 16.78. Step 4, ease-bind determination.

FIGURE 16.79 Step 5, ease-hind determination.
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PELVIC REGION

Ischiorectal Fossa Release, Supine

Indications

This technique is indicated to improve motion of the
pelvic diaphragm and lymphatic and venous drainage

from the pelvic viscera and pelvic floor. FIGURE 16.80. Physician and patient positioning.

Technique

1. The patient lies supine with the hips and knees
flexed.

2. The physician sits at the side of the table opposite
the side of the dysfunction to be treated.

3. The physician places the thumb of the hand closest
to the table medial to the ischial tuberosity (armow,
Figs. 16.80 and 16.81) on the dysfunctional side.

4. The physician e¢xerts gentle pressure cephalad
(armow, Fig 16.81) into the ischiorectal fossa until re- FIGURE 16.81.  Thumb positioning.
sistance is met and then applies a lateral force
(curved armow, Fig. 16.82).

5. The physician can attempt to feel a fluid ebb and
flow with a resultant release or add a release-
enhancing mechanism by instructing the patient to
inhale and exhale deeply.

6. With each exhalation, the physician exerts in-
creased cephalad pressure on the pelvic diaphragm
until no further cephalad and lateral excursion is
possible.

7. "This technique is repeated on the opposite side of

the pelvis as needed.
FIGURE 16.82 Cephalad lateral force.
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PELVIC REGION

Ischiorectal Fossa Release, Prone

Indications

This technique improves motion of the pelvic di-
aphragm and venous and lymphatic drainage from the
pelvic viscera and pelvic floor.

Technique

1.

The patient lies prone, and the physician stands at
the side of the table facing the head of the table.

. The physician places the thumbs medial to the is-

chial tuberosities on each side (Fig. 16.83).

. Gentle pressure is exerted cephalad (armows, Fig.

16.89) into the ischiorectal fossa until resistance is
met, and then a lateral force (arrows, Fig. 16.85) is ap-
plied.

. The patient is instructed to inhale and exhale

deeply.

. The physician can attempt to feel a fluid ebb and

flow with a resultant release or add a release-
enhancing mechanism by instructing the patient to
inhale and exhale deeply.

. With each exhalation, the physician exerts in-

creased cephalad pressure on the pelvic diaphragm
until no further cephalad and lateral excursion in a
direction is possible.

. This technique is repeated on the opposite side of

the pelvis as needed.

FIGURE 16.83. Thumb placement.

FIGURE 16.84. Cephalad force.

FIGURE 16.85. Lateral force.



LOWER EXTREMITY REGION
Pedal Pump (Dalrymple Technique), Supine

Indications

This technique is indicated for lymphatic congestion,
fever, infection, and inability to use the thoracic pump.

Contraindications

This procedure should notbeused if the patient has ve-
nous thrombosis; acute ankle sprain; Achilles strain,
gastrocnemius strain, or other acute process and/or
painful lower extremity conditions. It should also be
avoided in the acute postoperative period In some ab-
dominal surgery patients.

Physiologic Goal

The goal is to accentuate negative intraabdominal pres-
sure, increase lymphatic return, and increase endothe-
lial nitrous oxide, which may offer anti-inflammatory
benefit (13,14).

Technique

1. The patient lies supine.

2. The physician stands at the foot of the table with
one foot slightly behind the other for balance.

3. The physician places the hands over the dorsal as-
pect of the patient’s feet, and the feet are carefully
plantarflexed to their comfortable limit (Fig. 16.86).

4. The physician holds this pressure and begins a
quick on-and-off rhythmic pressure (arwows, Fig.
16.87) at two per second for 1 to 2 minutes.

5. The physician may choose to substitute or add
pressure by grasping the plantar surface of the feet
at the distal metatarsals (Fig. 16.88). Pressure is then
directed cephalad in a similar rhythmic fashion (ar-
1ows, Fig. 16.89) at two per second for 1 to 2 minutes.

6. These rhythmic forces should be parallel to the
table, not directed toward the table.
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FIGURE 16.86.

FIGURE 16.87.

FIGURE 16.88.

FIGURE 16.89.

Steps 1to 3, setup, plantarflexion.

Step 4, plantarflexion.

Step 5, setup, dorsiflexion.

Step 5, dorsiflexion.
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LOWER EXTREMITY

Pedal Pump (Dalrymple Technique), Prone
Variation

Indications

This technique is indicated for lymphatic congestion,
fever, infection, and inability to use the thoracic pump.

Contraindications

This procedure should not be used if the patient has ve-
nous thrombosis; acute ankle sprain; Achilles strain,
gastrocnemius strain, or other acute process; or painful
lower extremity conditions. It should also be avoided in
the acute postoperative period in some abdominal sur-
gery patients.

Physiologic Goal

The goal is to accentuate negative intraabdominal pres-
sure, increase lymphatic return, and increase endothe-
lial nitrous oxide, which may be of anti-inflammatory
benefit.

Technique

1. The patient lies prone with the feet slightly off the
table, and the physician stands at the foot of the
table with one foort slightly behind the other (Fig.
16.90).

2. The physician grasps the patient’s feet at the distal
metatarsal region and directs a force (arrows, Fig.
16.91) to achieve bilateral dorsiflexion.

3. At the comfortable limit of dorsiflexion, the physi-
cian begins a rhythmic on-and-off cephalad pres-
sure (arrows, Fig. 16.92) at one to two per second.

4. This pressure is directed parallel to the length of
the table and continued for 1 to 2 minutes.

FIGURE 16.90. Step 1, physician and patient
positioning.

FIGURE 16.91. Hand and foot positioning.

FIGURE 16.92. Step 3, cephalad pressure.



LOWER EXTREMITY AND PELVIC REGION
Hip, Indirect LAS/BLT, Supine

Indications and Physiologic Goal

This technique is indicated to enhance lymphatic
drainage and relieve venous congestion in the pelvic re-
gion and lower extremities.

Technique

1f

The patient lies supine with the hip and knee flexed
on the side to be treated.

. The physician stands at the side of the table on the

side to be treated.

. The physician places the cephalad thenar eminence

on the patient’s greater trochanter with the fingers
directed medially and thumb contouring laterally.
The initiating force is applied anteromedially
(arrow, Fig. 16.93).

. The abducted thumb and first two fingers in an in-

verted 6 shape of the physician’s caudal hand at-
tempt to control the head of the femur anteriorly.
This hand applies a force posterolaterally (arrow,
Fig. 16.94).

. The parient’s knee on the dysfunctional side is con-

rrolled by the physician’s anterior pectoral region or
axilla and is placed toward the ease barrier’s bal-
ance point, determined by moving the hip through
flexion and extension, slight abduction and adduc-
tion, and internal and external rotation (arrows, Fig.
16.95).

. The physician uses the shoulder to apply compres-

sion (armw, Fig. 16.96) to the parient’s knee toward
the hip, finding the position of greatest ease with
slight hip motions in all three planes. This is the
third force to be applied.

. All three forces are applied simultaneously to find

the indirect position of ease. A release-enhancing
mechanism may be added by instructing the pa-
tient to inhale and exhale deeply. The release is per-
ceived by an increased movement toward the
indirect barrier.
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FIGURE 16.93. Steps 1to 3, initiating hand placement.

FIGURE 16.94. Step 4, posterosuperior vectored force.

FIGURE 16.95. Step 5, balancing three forces.

FIGURE 16.96. Step 6, compression through hip.
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LOWER EXTREMITY REGION

Popliteal Fossa Release, Supine

Indications and Physiologic Goal

This technique is indicated to improve lymphatic and
venous drainage from the lower extremities (knee, calf,
ankle, and foot) and to release any fascial restriction(s)
of the popliteal fossa.

Tec

1.
2.

hnique

The patient lies supine with legs extended on table.

The physician, facing the head of the table, sits at
the side to be treated.

. The physician’s medial hand reaches around to the

medial aspect of the popliteal fossa as the lateral
hand grasps the lateral aspect of the popliteal fossa
(Fig. 16.97).

. The physician palpates for any fascial restrictions,

including cephalad, caudad, medial, and lateral (Fig.
16.98).

The physician engages the tissues with an anterior
force through the fingertips while engaging any fas-
cial barriers (e.g., cephalad, caudad, medial, lateral)
until resistance is met (Fig. 16.99).

. The physician can attempt to feel a fluid ebb and

flow with a resultant release or add a release-
enhancing mechanism by instructing the patient to
inhale and exhale deeply. Force is directed into the
barrier until no further excursion or relaxation of
the tissues is possible.

This technique is repeated on the opposite side as
needed.

FIGURE 16.97. Steps 1to 3, setup and hand
placement.

FIGURE 16.98. Step 4, determining barriers.

FIGURE 16.99. Step 5, direct MFR.
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TECHNIQUE PRINCIPLES

This chapter describes articulatory and combined tech-
niques. These techniques are discussed in the same
chapter because we believe they tend to have many sim-
ilarities, using principles from other techniques, espe-
cially soft tissue, lymphatic, muscle energy, and
high-velocity, low-amplitude (HVLA). The Education
Council on Osteopathic Principles (ECOP) defines
articulatory treatrment (ART) modality as “a low veloc-
ity/moderate-to-high amplitude technique where a joint
is carried through its full motion with the therapeutic
goal of increased freedom range of movement. The ac-
tivating force is either a springing motion or repetitive
concentric movement of the joint through the restric-
tive barrier.”(1) At the Philadelphia College of
Osteopathic Medicine (PCOM), we have referred to it
simply as springing rechnique. It has similarities to both
soft tissue and HVLA in that it can affect the myofas-
cial components and articular components, respec-
tively. However, the moderate to high amplitude
described in the definition does not mean moving
through the restrictive barrier at high amplitude. The
relationship between the pathologic, physiologic, and
anatomic barriers should remain consistent with the
principles of HVLA: motion through the restrictive bar-
rier should still be moderated and kept to a minimum.
The amplitude is the distance available within the dys-
functional presentation’s range.

Combined method (technique) is defined by
ECOP as “1.Treatment strategy where the initial move-
ments are indirect; as the technique is completed, the
movements change to direct forces. 2. A manipulative
sequence involving two or more osteopathic manipula-
tive treatment systems (e.g., Spencer technique com-
bined with muscle energy technique). 3. A concept
described by Paul Kimberly, DO” (1). Kimberly used

this term relative to the secondary definition in relating
the combination of various forces, including direct, in-
direct, inherent, gravitational, physician directed, respi-
ratory assist, and others in treatment.(2) Therefore, the
techniques in this chapter could well have been classi-
fied in other chapters based on the primary focus of
each technique.

ART, although primarily affecting the myofascial
and articular components of the dysfunction, also sig-
nificantly affects the circulatory and lymphatic systems.
These styles of technique have been part of the recom-
mendations for the osteopathic treatment of the geri-
atric patient for many years and are relatively safe and
well tolerated.

TECHNIQUE CLASSIFICATION

Direct, Indirect, or Combined

Depending on the ART or combination of methods,
these techniques all can be direct, indirect, or both;
hence the definition. Articulatory was classically de-
fined

cian’s preference, the ease and bind barriers may both
be met with a gentle springing motion.

TECHNIQUE STYLES

Rhythmic

The physician may choose a rhythmic articulatory
treatment to change the soft tissues or to release an ar-
ticular restriction. The cadence of the stretch and re-
lease in this technique has been described by N. S.
Nicholas, DO, as “make and break,” relating to the on-
off pressure applied. This may be slow or moderate and
may become oscillatory.
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Mixed

The physician may choose any variation of rhythms,
amplitude, or acceleration (velocity) depending on the
patient’s presentation. Therefore, the patient may be
treated with a variety of combined techniques.

INDICATIONS

1. Restricted motion in the presence of articular
and/or myofascial somatic dysfunction (especially
in the frail or elderly)

2. Circulatory and lymphatic congestion

CONTRAINDICATIONS

1. Acute moderate to severe strain or sprain

2. Fracrture, dislocation, or joint instability in the area
affected by the treatment

3. Acute inflammatory joint disease in the area af-
fected by the treatment

4. Merastasis in the area affected by the treatment

GENERAL CONSIDERATIONS AND RULES

The performance of these techniques can vary with the
physician’s impression of the severity of the dysfunction
and any complicating factors. The techniques range
from extremely gentle, with minimal amplitude, to
forceful traction. The rhythmic aspects may also vary
from slow to fast. In general, compressive forces should
be limited in those with osteoporosis, ankylosis, and so
on. These techniques have a wide range of application
for increasing motion and decreasing edema.
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UPPER EXTREMITY REGION

Shoulder Girdle: Spencer Technique

Indications
Adhesive capsulitis
Bursitis
Tenosynovitis

Arthritis

General

Nicholas S. Nicholas, DO, FAAO, promoted this tech-
nique more than any other. Besides publishing one of
the early articles extolling its virtue, he spent years lec-
turing and presenting it to many organizations, espe-
cially in athletic medicine. Over his many years in sports
medicine and as a consultant to teams, especially as a
physician for the Villanova University football team
from the 1940s to 1960, he had many successful out-
comes with this treatment when other treatments had
failed. This treatment protocol, when used in conjunc-
tion with other osteopathic manipulative techniques to
treat the cervical, thoracic, and costal regions, gives the
patient an excellent chance of recovery. This technique
was, for alliteration purposes, taught as the “seven
stages of Spencer” even though there are eight stages.
At PCOM, we have taught this technique as having
stages 5A and 5B to accommodate the eight stages into
seven.

The patient lies in the lateral recumbent position
with the shoulder to be treated away from the table. The
patient’s back is perpendicular to the table, with the
lower knee and hip flexed to prevent any forward roll. A
pillow is placed under the patient’s head to remove any
drag on the shoulder from the cervical and shoulder gir-
dle musculature.
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UPPER EXTREMITY

Shoulder Girdle: Spencer Technique
Stage 1—Shoulder Extension with
Elbow Flexed

1. The physician stands facing the patient.

2. The physician’s cephalad hand bridges the shoul-
der to lock out any acromioclavicular and scapu-
lothoracic motion. The fingers are on the spine of FIGURE17.1. Stage 1, steps 1to 5.
the scapula, the thumb on the anterior surface of
the clavicle.

3. The physician’s caudad hand grasps the patient’s
elbow.

4. The patient’s shoulder is moved into extension in
the horizontal plane to the edge of the restrictive
barrier.

5. A slow, gentle springing (aruculatory, make and
break) motion (arrows, Fig. 17.1) is applied at the end
range of motion.

6. Muscle energy activauen: The patient is instructed to
attempt to flex the shoulder (black arrow, Fig. 17.2) FIGURE 17.2. Stage 1, step 6.
against the physician’s resistance (white arrow). This
contraction is held for 3 to 5 seconds.

7. After a second of relaxation, the shoulder is ex-
tended to the new restrictive barrier (Fig. 17.3).

8. Steps 6 and 7 are repeated three to five times and
extension is reassessed.

9. Resistance against attempted extension (white
armew, Ffig. 17.4) (reciprocal inhibition) has been
found to be helpful in augmenting the effect.

FIGURE 17.3. Stage 1, step 7.

FIGURE 17.4. Reciprocal inhibition.
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UPPER EXTREMITY REGION

Shoulder Girdle: Spencer Technique
Stage 2—Shoulder Flexion with
Elbow Extended

1. The physician’s hands reverse shoulder and arm
contact positions. The caudad hand reaches over
and behind the patient and bridges the shoulder to
lock out acromioclavicular and scapulothoracic FIGURE 175. Stage 2, steps 110 3.
motion. The fingers are on the anterior surface of
the clavicle, the heel of the hand on the spine of the
scapula.

2. Using the other hand, the physician takes the pa-
tient’s shoulder into its flexion motion in the hori-
zontal plane to the edge of its restrictive barrier.

3. A slow, springing (articulatory, make and break) mo-
tion (arrows, Fig. 17.5) is applied at the end range of
motion.

4. Muscle energy activation: The patient is instructed to
extend the shoulder (black armow, Fig. 17.6) against
the physician’s resistance (white arrow). This con-
traction is maintained for 3 to 5 seconds. FIGURE 17.6. Stage 2, step 4.

5. After a second of relaxation, the shoulder is flexed
further until a new restrictive barrier is engaged
(Fig. 11.7).

6. Steps 4 and 5 are repeated three to five times and
flexion is reassessed.

7. Resistance against attempted flexion (reciprocal in-
hibition) has been found to be helpful in augment-
ing the effect (Fig.17.8).

FIGURE 17.7. Stage 2, step 5.

FIGURE 17.8. Reciprocal inhibition.
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UPPER EXTREMITY

Shoulder Girdle: Spencer Technique
Stage 3—Circumduction with Slight
Compression and Elbow Flexed

1. The original starting position is resumed with the
cephalad hand.

2. The patient’s shoulder is abducted to the edge of
the restrictive barrier (Fig.17.9). FIGURE 17.9. Stage 3, steps 110 2

3. The patient’s arm is moved through full clockwise
circumduction (small diameter) with slight compres-
sion. Larger and larger concentric circles are made,
increasing the range of motion (Fig. 17.10).

4. Circumduction may be tuned to a particular bar-
rier. The same maneuver is repeated counterclock-
wise (Fig. 17.11).

5. There i1s no specific muscle energy activation for
this step; however, during fine-tuning of the cir-
cumduction, it may be feasible to implement it in a
portion of the restricted arc.

6. This is repeated for approximately 15 to 30 seconds FIGURE 17.10. Stage 3, step 3.
in each direction, and circumduction is reassessed.

FIGURE 17.11. Stage 3, step 4.
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UPPER EXTREMITY REGION

Shoulder Girdle: Spencer Technique
Stage 4—Circumduction and Traction
with Elbow Extended

1. The patient’s shoulder is abducted to the edge of
the restrictive barrier with the elbow extended.

2. The physician’s caudad hand grasps the patient’s
wrist and exerts vertical traction. The physician’s
cephalad hand braces the shoulder as in stage 1 (Fig.
17.12).

FIGURE 17.12. Stage 4, steps 1to 2.

3. The patient’s arm is moved through full deckwise
circumduction with synchronous traction. Larger
and larger concentric circles are made, increasing
the range of motion (Fig. 17.13).

4. The same maneuver is repeated counterclockwise
(Fig. 17.14).

5. There is no specific muscle energy activation for
this step; however, during fine-tuning of the cir-
cumduction, it may be feasible to implement it in a
portion of the restricted arc. FIGURE 17.13. Stage 4, step 3.

6. Thisis repeated for approximately 15 to 30 seconds
in each direction, and circumduction is reassessed.

FIGURE 17.14. Stage 4, step 4.
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UPPER REGION

Shoulder Girdle: Spencer Technique
Stage 5SA—Abduction with
Elbow Flexed

. The patient’s shoulder is abducted to the edge of

the restrictive barrier.

. The physician’s cephalad arm is positioned parallel

to the surface of the table.

. The patient is instructed to grasp the physician’s

forearm with the hand of the arm being treated (Fig.
12.15).

The patient’s elbow is moved toward the head, ab-
ducting the shoulder, until a motion barrier is en-
gaged. Slight internal rotation may be added.

. A slow, gentle (artculatory, make and break) motion

(arrows, Fig. 17.16) is applied at the end range of mo-
tion.

. Muscle energy activation: The patient is instructed to

adduct the shoulder (black arrow, 17.17) against
the physician’s resistance (white arrow). This con-
traction is held for 3 to 5 seconds.

. After a second of relaxation, the shoulder is further

abducted to a new restrictive barrier (Fig. 17.18).

. Steps 6 and 7 are repeated three to five times, and

abduction is reassessed.

. Resistance (white arrow, Fig. 17.19) against attempted

abduction (black arrow) (reciprocal inhibition) has
been found to be helpful in augmenting the effect.

FIGURE 17.15. Stage 5A, steps 1to 3.

FIGURE 17.16. Stage 5A, steps 4 to 5.

FIGURE17.17. Stage 5A, step 6.

FIGURE 17.18. Stage 5A, step 7.

FIGURE 17.19. Reciprocal inhibition.



UPPER EXTREMITY REGION

Shoulder Girdle: Spencer Technique
Stage 5B—Adduction and External Rotation
with Elbow Flexed

1. The patient’s arm is flexed sufficiently to allow the
elbow to pass in front of the chest wall.

2. The physician’s forearm is still parallel to the table
with the patient’s wrist resting against the forearm.

3. The patient’s shoulder is adducted to the edge of
the restrictive barrier (Fig. 17.20).

4. A slow, gentle (araculatory, make and break) motion
(arrew, Fig. 17.21) is applied at the end range of mo-
tion.

5. Muscle energy activagon: The patient lifts the elbow
(black arrow, Fig. 17.22) against the physician’s resist-
ance (white arrow). This contraction is held for 3 to
5 seconds.

6. After a second of relaxation, the patient’s shoulder
is further adducted until a new restrictive barrier is
engaged (Fig. 17.23).

7. Steps 5 and 6 are repeated three to five times, and
adduction is reassessed.

8. Resistance against attempted adduction using the
physician’s thumb under the olecranon process (re-
ciprocal inhibition) has been found to be helpful in
augmenting the effect (Fig. 17.24).

CHAPTER 17 | ARTICULATORY AND COMBINED TECHNIQUES

FIGURE 17.20. Stage 5B, steps 1t0 3.

FIGURE 17.21. Stage 5B, step 4.

FIGURE 17.22. Stage 5B, step 5.

FIGURE 17.23. Stage 5B, step 6.

FIGURE 17.24. Reciprocal inhibition.
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UPPER EXTREMITY REGION

Shoulder Girdle: Spencer Technique
Stage 6—Intemal Rotation with
Arm Abducted, Hand Behind Back

1. The patient’s shoulder is abducted 45 degrees and FIGURE 17.25. Stage 6, steps 110 3.
internally rotated approximately 90 degrees. The
dorsum of the patient’s hand is placed in the small
of the back.

2. The physician’s cephalad hand reinforces the ante-
rior portion of the patient’s shoulder.

3. The patient’s elbow is very gently pulled forward
(internal rortation) to the edge of the restrictive bar-
rier (Fig.17.25). Do not push the elbow backward, as this
can dislocate an unstable shoulder.

4. A slow, gentle (artculatory, make and break) motion FIGURE 17.26. Stage 6, step 4.
(arrows, Fig. 17.26) is applied at the end range of mo-
tion.

5. Muscleenergy activanon: The patient is instructed to
pull the elbow backward (black ariow, Fig. 17.27)
against the physician’s resistance (white arrow). This
contraction is held for 3 to 5 seconds.

6. After a second of relaxation, the elbow is carried
further forward (armow, Fig. 17.28) to the new restric~
tive barrier.

7. Steps 5 and 6 are repeated three to five times, and SIS SR e Sl

internal rotation is reassessed.

8. Resistance against attempted internal rotation (ar-
rows) (reciprocal inhibition) has been found to be
helpful in augmenting the effect (Fig. 17.29).

FIGURE 17.28. Stage 6, step 6.

FIGURE 17.29. Reciprocal inhibition.
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UPPER EXTREMITY REGION

Shoulder Girdle: Spencer Technique
Stage 7—Distraction, Stretching Tissues, and
Enhancing Fluid Drainage with Arm Extended

1. The physician turns and faces the head of the table.

2. The patient’s shoulder is abducted, and the pa-
tient’s hand and forearm are placed on the physi-
cian’s shoulder closest to the patient.

3. With fingers interlaced, the physician’s hands are
positioned just distal to the acromion process (Fig.
17.30).

4. The patient’s shoulder is scooped inferiorly (armow,
Fig. 17.31) creating a translatory motion across the in-
ferior edge of the glenoid fossa. This is done repeat-
edly in an articulatory fashion.

5. Alternatively, the arm may be pushed straight down
into the glenoid fossa and pulled straight out again
(arrows, Fig17.32) with a pumping motion.

6. Muscle energy activanon: Scooping traction is placed
on the shoulder and maintained. While the traction
is maintained (curved arrow), the patient is in-
structed to push the hand straight down on the
physician’s resisting shoulder (swaight arrows). This
contraction is held for 3 to 5 seconds. After a sec-
ond of relaxation, further caudad traction is placed
on the shoulder until a new restrictive barrier is en-
gaged (Fig.17.33).

7. Step 6 is repeated three to five times.

FIGURE 17.30. Stage 7, steps 110 3.

FIGURE 17.31. Stage 7, step 4.

FIGURE 17.32. Stage 7, step 5.

FIGURE 17.33. Stage 7, step 6.
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LOWER EXTREMITY REGION

Hip Girdle: Spencer Technique
Stage 1—Hip Flexion

1. The patient lies supine, and the physician stands at
the side of the table next to the dysfunctional hip.

2. The physician flexes the patient’s knee and carries
the hip to the flexion-restrictive barrier (Fig 17.34).

3. Aslow, gentle articulatory (make and break) motion
(arrows, Fig. 17.38) is applied at the end range of mo-
tion.

4. Muscle energy activaton: The patient pushes (hip ex-
tension) the knee into the physician’s resistance (ar-
rows, Fig. 17.36). This contraction is held for 3 to 5
seconds.

5. After a second of relaxation, the hip is carried far-
ther into the new restrictive barrier (Fig. 17.37).

6. Steps 4 and 5 are repeated three to five times, and
flexion is reassessed.

7. Resistance against attempted hip flexion (reciprocal
inhibition) has been found to be helpful in aug-
menting the effect (Fig. 17.38).

FIGURE 17.34. Stage 1, steps 1 and 2.

FIGURE 17.35. Stage 1, step 3.

FIGURE 17.36. Stage 1, step 4.

FIGURE 17.37. Stage 1, step b.

FIGURE 17.38. Reciprocal inhibition.
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LOWER EXTREMITY

Hip Girdle: Spencer Technique
Stage 2—Hip Extension

1. The patient’s leg is moved off the side of the table FIGURE 17.39. Stage 2, step 1.
and is allowed to descend toward the floor until it
meets its extension-restrictive barrier (Fig. 17.39).

2. A slow, gentle articulatory (make and break) motion
(armows, Fig. 17.40) is applied at the end range of mo-
tion.

3. Muscle energy activaoon: The patient is instructed to
pull the knee (hip flexion) (black arrow, 17.41)
into the physician’s resistance (white arow). This
contraction is held for 3 to 5 seconds.

4. After a second of relaxation, the hip is carried far- FIGURE 17.40. Stage 2, step 2.
ther into the new restrictive barrier (Fig. 17.42).

5. Steps 3 and 4 are repeated three to five times, and
extension is reassessed.

6. Resistance against attempted hip extension (recip-
rocal inhibition) has been found to be helpful in
augmenting the effect (Fig. 17.43).

FIGURE 17.41. Stage 2, step 3.

FIGURE 17.42. Stage 2, step 4.

FIGURE 17.43. Reciprocal inhibition.
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LOWER EXTREMITY

Hip Girdle: Spencer Technique
Stages 3 and 4—Circumduction

1. The physician flexes the patient’s hip (with knee
flexed) toward the flexion barrier and adds slight
compression (arrow, Fig. 17.44).

2. The physician circumducts (arrous, Fig. 17.45) the pa- FIGURE 17.44. Stages 3 and 4, step 1.
tient’s hip through small and then enlarging circles
(clockwise and counterclockwise) for approxi-
mately 30 seconds while maintaining compression.

3. The physician extends the patient’s knee and grasps
the foot and ankle, adding moderate traction
(arrow, Fig. 11.46).

4. Continuing to hold traction, the physician cir-
cumducts the patient’s hip through small and then
increasingly large circles (armows, Fig. 17.47) both
clockwise and counterclockwise for approximately
15 to 30 seconds.

FIGURE 17.45. Stages 3 and 4, step 2.

FIGURE 17.46. Stages 3 and 4, step 3.

FIGURE 17.47. Stages 3 and 4, step 4.
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LOWER EXTREMITY REGION

Hip Girdle: Spencer Technique
Stages 5 and 6—Intemal and
External Rotation

1. The physician flexes the patient’s hip and knee and
internally rotates the hip to its barrier.

2. A slow, gentle (ardculatory, make and break) motion
(armows, Fig. 17.48) is applied at the end range of mo-
tion.

3. Muscle energy activatnon: The patient is instructed to
push the knee (external rotation) (black armow, Fig.
17.49) into the physician’s resistance (white arrow).
This contraction is held for 3 to 5 seconds. After a
second of relaxation, the hip is carried to the new
restrictive barrier.

4. Step 3 is repeated three to five times, and internal
rotation is reassessed.

5. The patient is then taken to the external rotation
barrier and a slow, gentle articulatory (make and

break) motion (arosws, Fig. 17.50) is applied at the end FIGURE 17.49. Stage 5, step 3.

range of motion.

6. Muscle energy activanon: The patient is instructed to
push the knee (hip internal rotation) into the physi-
cian’s resistance (arrows, Fig. 17.51), T'his contraction
is held for 3 to 5 seconds. After a second of relax-
ation, the hip is carried farther to the new restric-
tive barrier.

7. Step 6 is repeated three to five times and external
rotation is reassessed.

FIGURE 17.50. Stage 6, step 5.

FIGURE 17.51.

FIGURE 17.48. Stage 5, steps 1 and 2.

Stage 6, step 6.
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LOWER EXTREMITY REGION

Hip Girdle: Spencer Technique
Stages 7 and 8—Abduction and
Adduction

1. The patient lies supine on the treatment table, and
the physician gently takes the patient’s straightened

leg and abducts it to its restrictive barrier.

2. Asslow, gentle articulatory (make and break) motion
(arrows, Fig. 17.52) is applied at the end range of mo-

tion.

3. Muscle energy activa ton: The patient is instructed to
pull (black arrow, Fig. 17.53) the knee (hip adduction)
into the physician’s resistance (white arrow). This
contraction is held for 3 to 5 seconds. After a sec-
ond of relaxation, the hip is carried to the new re-

strictive barrier.

4. Step 3 is repeated three to five times, and abduction

1s reassessed.

5. The patient is taken to the adduction barrier, and a
slow, gentle (araculatory, make and break) motion
(arrows, Fig. 17.54) 1s applied at the end range of mo-

tion.

6. Muscle energy activaton: The patient is instructed to
push (black arrow, Fig. 17.55) the knee (hip abduc-
tion) into the physician’s resistance (white arrow).
This contraction is held for 3 to 5 seconds. After a
second of relaxation, the hip is carried to the new

restrictive barrier.

7. Step 6 is repeated three to five times, and adduc-

tion is reassessed.

FIGURE 1752. Stage 7, steps 1 and 2.

FIGURE 17.53. Stage 7, step 3.

FIGURE17.54. Stage 8, step 5.

FIGURE 17.55. Stage 8, step 6.
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UPPER EXTREMITY REGION

Elbow: Radioulnar Dysfunction, Long Axis,
Pronation Dysfunction (Loss of Supination),
Muscle Energy, HVLA

The long-axis dysfunctions relate to a rotational move-

ment along the length of the radius withour anterior

and posterior displacement. They are different dysfunc-

tions from the seesaw motions described in the antero- FIGURE 12.56. Steps 1 to 3.
posterior dysfunctions, in which the radial head and

styloid process move in opposing directions.

1. The patient is seated on the table, and the physician
stands in front of the patient.

2. The physician holds the patient’s dysfunctional arm
as if shaking hands and places the thumb of the op-
posite hand anterior to the radial head.

3. The physician then rotates the hand into supination
until the restrictive barrier is engaged (Fig. 17.56).

4. The patient is instructed to attempt to pronate the
forearm (black armow, Fig. 17.57) while the physician
applies an unyielding counterforce (white arrow). FIGURE 17.57. Step 4

5. After a second of relaxation, the patient’s forearm is
taken into further supination.

6. Steps 4 and 5 are repeated three to five times.

7. If full supination cannot be achieved, a thrust tech-
nique may be used. The patient’s hand is held in the
same fashion with the physician’s thumb anterior to
the radial head.

8. The elbow is carried into full extenston and supina-
tion simultaneously.

9. At end extension, a posteriorly directed arclike
thrust 1s delivered with the thumb into the radius

(Fig. 17.58). FIGURE 17.58. Steps 710 9.

10. The physician reassesses the components of the
dysfunction (tissue texture abnormality, asymmetry

of position, restriction of motion, tenderness
[TART)).
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UPPER EXTREMITY REGION

Elbow: Radioulnar Dysfunction, Long Axis,
Supination Dysfunction (Loss of Pronation),
Muscle Energy, HVLA

10.

. The patient is seated on the table, and the physician

stands in front of the patient.

. The physician holds the patient’s dysfunctional arm

as if shaking hands and places the thumb of the op-
posite hand posterior to the radial head giving sup-
port.

. The physician rotates the forearm into pronation

(arrow, Fig. 12.59) until the restrictive barrier is
reached.

. The patient is instructed to attempt to supinate the

wrist (black arrow, Fig. 17.60) while the physician ap-
plies an unyielding counterforce (white arrow).

. After a second of relaxation, the patient’s forearm is

taken into further pronation.

. Steps 4 and 5 are repeated three to five times.

. If full pronation cannot be achieved, a thrust tech-

nique may be used. The patient’s hand is held in the
same fashion with the physician’s thumb posterior
to the radial head.

. The elbow is carried into full extension and prona-

tion simultaneously.

. At end extension, an anterior arclike thrust is deliv-

ered with the thumb, which is positioned behind
the radial head (Fig. 17.61).

The physician reassesses the components of the
dysfunction (TART).

FIGURE 17.59.

FIGURE 17.60.

FIGURE 17.61.

Steps 1to 3.

Step 4.

Steps 710 9.
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PELVIC REGION

Right Anterior Innominate Dysfunction: HVLA
with Respiratory Assistance, Leg-Pull
Technique

1. The patient lies supine, and the physician stands at
the foort of the table.

2. The physician grasps the patient’s right ankle and
raises the patient’s right leg to 45 degrees or more
and applies traction on the shaft of the leg (white
armow, Fig. 12.62).

FIGURE 17.62. Steps1and 2.

3. This traction is maintained, and the patient is asked
to take three to five slow, deep breaths. At the end
of each exhalation, traction is increased.

4. At the end of the last breath, the physician delivers
an impulse thrust in the direction of the traction
(armow, Fig. 17.63).

5. The physician reassesses the components of the
dysfunction (TART).

FIGURE 17.63. Steps3to 4.
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CERVICAL REGION
C2 to C7, Articulatory, Type 2 Motion

. The patient lies supine, and the physician sits at

head of table.

. The physician palpates the articular processes of

the segment to be evaluated with the pad of the sec-
ond or third finger.

. A rtranslational motion is introduced from left to

right (left side bending) and then right to left (right
side bending) through the articular processes (Figs.
17.64 and 17.65).

. At the limit of each translational motion, a rota-

tional springing may be applied in the direction
from which the translation emanated (e.g., side
bending left, rotation left) (Fig. 17.66).

. This may be repeated from C2 to C7 for regional

improvement or specifically at a local dysfunctional
segment.

. The physician reassesses the components of the

dysfunction (TART).

FIGURE 17.64. Steps 1to 3, translation to right.

FIGURE 17.65. Steps 1to 3, translation to left.

FIGURE 17.66. Step 4.
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THORACIC REGION
T1 to T4, Articulatory, Side Bending

1. The patient is seated, and the physician either
stands behind or sits next to the patient.

2. The physician places the thenar eminence of the
posterior hand on the proximal paraspinal thoracic
tissues in the dysfunctional area.

FIGURE 17.67. Steps1to 3.

3. The physician’s other hand reaches in front of the
patient and cups the side of the patient’s head (Fig.
12.67).

4. As the physician adds a gentle side-bending motion
of the head toward the physician’s side, the thoracic
hand applies a springing force perpendicular to the
length of the vertebral column (Fig. 17.68).

5. This may be continued throughout the thoracic re-
gion or at a local dysfunctonal segment as well as
can be performed from the other side.

6. The physician reassesses the components of the FIGURE 17.68. Step 4.
dysfunction (TART).
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TECHNIQUE PRINCIPLES

Osteopathy in the cranial field (OCF) as defined by the
Educational Council on Osteopathic Principles
(ECOP) is a “system of diagnosis and treatment by an
osteopathic practitioner using the primary respiratory
mechanism and balanced membranous tension first de-
scribed by William Garner Sutherland, DO, and is the
ritle of the reference work by Harold Magoun, Sr.”(1).
Sutherland, a student of A. T. Still, began a lifelong
study of the cranium and its anatomy and biomechan-
ics as they relared ro health and disease. His interest in
the cranium began after he viewed a disarticulated skull
when studying in Kirksville, MO (American School of
Osteopathy). Although Sutherland is the name most
often associated with this form of rechnique, many oth-
ers took up his work and continued the study, research,
and teaching (2,3). ECOP has defined the primary res-
piratory mechanism as “a model proposed by William
Garner Sutherland, DO to describe the interdependent
functions among five body components as follows” (1):

1. The inherent motility of the brain and spinal cord
2. Flucruarion of the cerebrospinal fluid

3. Mobility of the intracranial and intraspinal mem-
branes

4. Articular mobility of the cranial bones

5. The involuntary mobility of the sacrum between
the ilia (pelvic bones)

OCF has also been called cranial osteopathy (CO)
(1), craniosacral technique (4), and simply cranial tech-
nique. It 1s important that OCF be used with the afore-
mentioned principles. Other osteopathic techniques can
be used on the cranium but are used with their specific

principles for trearment effect on somatic dysfuncrion.
For example, counterstrain, soft tissue, myofascial re-
lease, and lymphatic techniques can all be used in this re-
gion but are not classified as OCF, CO, or craniosacral
technique.

Many physicians were reluctant to believe that the
cranial bones were capable of movement or thar the
physician could palpare movement. A number of studies
have shown evidence of such motion and suggest that the
cranial sutures may not completely ossify (1). A simple
example to illustrate that the sutures allow cranial bone
mobility is to have one student fix a partner’s frontozygo-
matic sutures bilaterally. This is done by placing one
thumb over one frontozygomatic suture and the pad of
the index finger of the same hand on the opposite fron-
tozygomatic suture. Then the student gently rocks the zy-
gomatic portion from side to side while the other hand is
cradling the head. An audible articular click may occur.
The operator, the patient, or both may feel this motion.
We have not seen any adverse effects from this maneuver
and therefore have confidence in a positive educational
outcome.

The reason patients react positively to OCF is not
completely understood, and the underlying cause and ef-
fect may be a combination of the stated principles. Some
other reasons may include reflex phenomena from con-
nective tissue mechanoreceptors and/or nociceptors or
microscopic and macroscopic fluid exchange either pe-
ripherally (Traube-Hering-Mayer oscillations) (5) or in
the central nervous system. Sutherland, after palpating
many patients, felt specific types of motions, and he could
not account for these motions based on muscle activity
upon reviewing cranial anatomy. Therefore, he began pos-
tulating an inherent involuntary mechanism and eventru-
ally came to the term primary respiratory mechanism (6).

Primary respiratory mechanism 1s further defined
thus:
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Primary refers to internal tissue respiratory process.

Respiratory refers to the process of internal respira-
tion (i.e., the exchange of respiratory gases be-
tween tissue cells and their internal environment,
consisting of the fluids bathing the cells).

Mechanism refers to the interdependent movement of
tissue and fluid with a specific purpose.

It is believed that a specific pattern of motion exists
and is readily apparent and palpable in each person.
This motion pattern is determined by a variety of fac-
tors but is thought to be related to the beveling of the
sutures and the attachments of the dura. Therefore, to
diagnose and treat using OCF, the physician must know
cranial anatomy (e.g., at the pterion the bones overlap
as follows: frontal, parietal, sphenoid, and temporal, in
alphabetical order from inner to outer table).

The internal dural reflections of the falx cerebri, the
falx cerebelli, and the tentorium cerebelli are collectively
known as the reciprocal tension membrane. Distortion in
the position or motion of any cranial bone may be trans-
mitted to the base and vault through this reciprocal ten-
sion membrane. Therefore, restriction of cranial bone
motion with distortion of its symmetric motion pattern
1s termed aamal somatic dysfunction.

The biphasic fluctuation of motion that is palpated
in the cranial bones has been referred to as the aanial
rhythmic impulse (CRI). The emphasis in OCF is placed
on the synchronous movement of the cranium with the
sacrum (craniosacral mechanism). The motion between
the cranium and sacrum is believed to be associated
with the attachments of the dural tube at the foramen
magnum and the second sacral segment at the respira-
tory axis. This is sometimes called the core link. It fol-
lows a rhythmic cadence at 8 to 14 cycles per minute
(1,4). This impulse may be palpated anywhere in the
body, and it is used not only in osteopathy in the cranial
field but also in balanced ligamentous tension, or liga-
mentous articular strain (BLT/LLAS) techniques. Its
rate and amplitude may vary in certain disease
processes (e.g., fever).

Cranial nomenclature is generally referenced to
motion occurring at the sphenobasilar symphysis, or
synchondrosis (SBS). It is slightly convex on the supe-
rior side, and this convexity is increased during flexion.
This can also be thought of as the inferior portion of the
SBS creating an angle so that this inferior-sided angle
becomes smaller or more acute with flexion of the SBS.

In sphenobasilar flexion, the basiocciput and ba-
sisphenoid move cephalad while the occipital squama
and the wings of the sphenoid move more caudally.
These flexion and extension motions are rotational
about transverse axes: one at the level of the foramen
magnum and the other through the body of the sphe-
noid (6). All midline unpaired cranial bones are de-
scribed as moving in flexion and extension.

FLEXION AND EXTENSION OF THE
SPHENOBASILAR SYNCHONDROSIS

During flexion of the cranial base (Fig. 18.1), the petrous
portions of the temporal bones move cephalad with the
SBS. This produces a flaring outward of the temporal
squama called external rotation of the temporal bones.
All paired bones move into external rotation synchro-
nous with sphenobasilar flexion. Internal rotation of the
paired bones is synchronous with sphenobasilar exten-
sion. Therefore, it can be said that in flexion, the skull
shortens in the anteroposterior diameter and widens
laterally. In extension (Fig. 18.2), the skull lengthens in
the anteroposterior diameter and narrows laterally.
Because of the link between the cranium and the
sacrum, the sacrum will move with the cranium. In SBS
flexion, the sacral base moves posterosuperiorly (1),
and in SBS extension, the sacrum moves anteroinferi-
orly. This more recent craniosacral mechanism termi-
nology has caused some confusion because of its
difference from the previously used nomenclature for

FIGURE 18.1. Flexion of the sphenobasilar synchon-
drosis. 0, occipital axis of rotation; S, sphenoidal axis
of rotation.

FIGURE 18.2. Extension of the sphenobasilar syn-
chondrosis. 0, occipital axis of rotation; S, sphenoidal
axis of rotation.



gross sacral motion. In gross sacral biomechanics, a
sacral base anterior movement was described as flexion
of the sacrum. However, flexion in craniosacral mecha-
nism terminology is defined as the sacral base moving
posteriorly. Some have decided to describe sacral base
movements as nodding motions. Thus, forward move-
ment of the sacral base is called nutation, and backward
movement of the sacral base is called counternutation.
No matter which terms one chooses (flexion and exten-
sion or nutation and counternutation), the sacral base
goes forward in gross flexion and in craniosacral exten-
sion. The sacral base moves backward in gross exten-
sion and craniosacral flexion.

CRANIOSACRAL MECHANISM

Dysfunctional patterns of cranial motion have been de-
scribed as either physiologic or not. Examples of physio-
logic dysfunctions include torsion, side bending and
rotation, and fixed (flexion and extension). Compression,
vertical strains (shear), and lateral strains are examples of
nonphysiologic dysfunctions. They may be secondary to
head trauma, birth trauma, dental procedures, inferior
musculoskeletal stress and dysfunction, and postural ab-
normalities.

Torsion involves rotation of the SBS around an an-
teroposterior axis. The sphenoid and occiput rotate in
opposite directions. Palpation of a righit torsion feels as if
the greater wing of the sphenoid on the right elevates
and rotates to the left while the occipital squama on the
right drops into the hands and rotates to the right (Fig.
183).

Side bending/rotaton is side bending and rotation
that occur simultaneously at the SBS. Side bending oc-
curs by rotation around two vertical axes, one through
the center of the body of the sphenoid and one at the
foramen magnum. The sphenoid and the occiput rotate
in opposite directions about these axes. The rotation
component of the dysfunction occurs around an an-
teroposterior axis, but the sphenoid and the occiput ro-
tate in same direction. Rotation occurs toward the side
of convexity (the inferior side). While palpating a left side
bending rotation, one notes that the left hand feels a full-
ness as compared to the right hand (side bending) and
one also feels that the left hand is being drawn caudally
both at the sphenoid and occiput (rotation) 18.4).

SBS compression either feels rock hard, like a bowling
ball (void of any motion), or the physician begins to feel
all of the dysfunctional strain patterns together (Fig. 185).

Superior/inferior vertical strains involve either flexion
at the sphenoid and extension at the occiput (superior)
or extension at the sphenoid and flexion at the occiput
(inferior). The dysfunction is named by the position of
the basisphenoid. During palpation, a superior vertical
shear feels as if the greater wings of the sphenoid are
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Torsion
FIGURE 18.3. Right SBS torsion.

drawn too far caudally. In an inferior vertical shear, the
sphenoid moves minimally caudad (Fig. 18.6).

Lateral strain involves rotation around two vertical
axes, but the rotation occurs in the same direction. This
causes a lateral shearing force at the SBS. The dysfunc-
tion is named for the position of the basisphenoid.
During palpation, the lateral strains feel as if the hands
are on a parallelogram (Fig. 187).

TECHNIQUE CLASSIFICATION

Direct Technique

In direct cranial osteopathy, the dysfunction is moved
toward the restrictive barrier (bind, tension). The physi-
cian should gently approach the barrier and maintain a
light force until a release occurs. If the dysfunction ap-
pears to be mostly articular, a direct technique is appro-
priate. This technique is commonly used on infants and
children before full development of the cranial sutures
and in very specific dysfunctions in adults (4).

Indirect Technique

In indirect cranial osteopathy, the dysfunction is moved
away from the restrictive barrier or toward the ease
(freedom, loose). The physician attempts to move the
dysfunction in the direction of freedom until a balance
of tension occurs (balanced membranous tension) (4,6)
between the ease and bind. The CRI is monitored, and
the inherent forces eventually cause a slight increase to-
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Side-bending/rotation

FIGURE 18.4.

ward the ease and then movement back to the original
balance position, which is a sign of the release. This
technique is most appropriate if the key dysfunction is
secondary to a membranous restriction (4).

Exaggeration

Exaggeration method is performed with the physician
moving the dysfunction toward the ease, similar to indi-

i

FIGURE 185. SBS compression.

Left SBS side bending/rotation.

rect, but when meeting the ease barrier an activating
force is added.

Disengagement

In disengagement, the physician attempts to open or
separate the articulation. Depending on how the artic-
ulation is felt to be restricted, traction or a compressive
force may be added.

FIGURE 18.6. SBS inferior vertical strain. 0, occipital
axis of rotation; S, sphenaidal axis of rotation.



Axes of
rotation

| Lateral strain
SBS lateral strain.

FIGURE 18.7.

TECHNIQUE STYLES

Inherent Force

Use of the body’s inherent force through the primary
respiratory mechanism is the major method of OCF.
Using the fluctuation of the cerebrospinal fluid, the
physician can alter the pressure in one area or another
and cause this fluid to change the various barriers. This
is most evident in the V-spread technique (4).

Respiratory Assistance

As in other techniques, the use of pulmonary respira-
tion can facilitate osteopathic technique. This release-
enhancing mechanismm will increase movements
associated with inhalation and exhalation. For example,
it is believed that during inhalation, the SBS tends to
move toward flexion, with the paired bones moving
more toward external rotation. In exhalation, the un-
paired bones move preferentially toward extension and
the paired bones into internal rotation. The physician
can have the patient breathe in the direction preferred
for its related cranial effect and tell the patient to hold
the breath at full inhalation or exhalation. This will en-
hance a release.

Distal Activation

In certain conditions, the physician may prefer to treat
the patient’s problem from the sacral region or extrem-
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ities. By applying tension on the sacrum, the physician
can guide the mechanism from below and effect the
movement of the SBS. In addition, the physician may
have the patient actively attempt plantarflexion or dor-
siflexion to gain a particular effect on the SBS.
Dorsiflexion enhances SBS flexion, while plantarflexion
enhances extension (4).

Still Point

In this method, the physician attempts to resist the pri-
mary respiratory mechanism that is being monitored
through the CRI. This is most commonly called com-
pression of the fourth ventricle (CV4). Success of the
CV4 technique relies on inherent forces. In this tech-
nique, the physician monitors several cycles of CRI and
then permits exhalation motion at the bone being pal-
pated (usually the occipital squama). Then the physi-
cian gently resists flexion until a cessation of the
cerebral spinal fluid fluctuation is palpated. This is
called a sall point. This position is held for 15 seconds to
a few minutes, until the physician appreciates a return
of the CRI. This can be applied to the sacrum when
contacting the head is contraindicated (e.g., acute head
trauma) (4,6).

INDICATIONS

1. Headaches

. Mild to severe whiplash strain and sprain injuries
. Vertigo and tinnitus

. Oritis media with effusion and serous otitis media

. Temporomandibular joint dysfunction

S U W W

. Sinusitis

CONTRAINDICATIONS

1. Acute intracranial bleeding and hemorrhage
2. Increased intracranial pressure
3. Acute skull fracture

4. Certain seizure states (relative)

GENERAL CONSIDERATIONS AND RULES

OCF may help a number of conditions. Its adverse re-
actions are few, but the physician should be on alert, as
headache, vertigo, tinnitus, nausea, and vomiting can
occur, as can some autonomic related effects (e.g.,
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bradycardia). These are mostly seen when students are
first Jearning the technique and do not realize the pres-
sure being imparted into their patient’s cranium. This is
common, with improper holding technique (location
and incorrect pressure) seen at times at the occipito-
mastoid suture. Headaches, nausea, and vomiting,
while not common, are seen occasionally.

Therefore, the physician must take care to contact
the patient properly and apply enough but not too

much pressure for the appropriate amount of time. The
physician should also make sure that the primary respi-
ratory mechanism is present when deciding to end the
treatment.

A variation of this technique is using a multiple-
hand approach. While one operator is palpating the cra-
nium, another can be on the sacrum or another area of
the patient’s body. This can potentiate the effect of a
treatment.



Cranial Vault Hold

Objectives

The objective is to assess the primary respiratory mech-
anism as it manifests itself in the cranium and the de-
gree of participation of each bone in the general motion
of the cranium.

Technique

1.

10.

11.

The patient lies supine, and the physician is seated
at the head of the table.

. The physician establishes a fulcrum by resting both

forearms on the table.

. The physician’s hands cradle the patient’s head,

making full palmar contact on both sides.

. The physician’s index fingers rest on the greater

wings of the patient’s sphenoid (A, Fig.188).

. The physician’s middle fingers rest on the zygo-

matic processes of the patient’s temporal bones (B,
Fig. 18.8).

. The physician’s ring fingers rest on the mastoid

processes of the patient’s temporal bones (C, Fig.
18.8).

. The physician’s little fingers rest on the squamous

portion of the patient’s occiput (D, Fig. 18.8).

. The physician’s thumbs touch or cross each other

without touching the patient’s cranium (Figs. 189 and
18.10).

. The physician palpates the CRI.

a. Extensiorv/internal rotatnon; coronal diameter nar-
rows, anteroposterior diameter increases, height
increases.

b. Flexion/external rotanon: coronaldiameter widens,
anteroposterior diameter decreases, height de-
creases.

The physician notes the amplitude, rate, and regu-
larity of the CRI.

The physician notes which bones, if any, have an al-
tered amplitude, rate, and regularity.

The physician may instruct the patient to stop

breathing to further distinguish the rhythmic sensations
that occur in the CRI. The physician can also have the
patient inhale and exhale fully to increase the amplitude
of the CRI, which can make it easier to feel.
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FIGURE 18.8. Lateral view of skull with dots for fin-
ger placement (7).

FIGURE 189. Steps1to8.

FIGURE 18.10. Steps 1to 8.
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Fronto-occipital Hold

Objectives

The objectives are to assess the primary respiratory
mechanism as it manifests itself in the cranium; to as-

S€ssS

the freedom of motion of the cranial base, espe-

cially at the SBS; and to assess the frontal bone as it
relates to the rest of the CRI.

Tec

1.

10.

hnique

The patient lies supine, and the physician is seated
at the side of the head of the table.

. The physician places the caudad hand under the

patient’s occipital squama with the forearm resting
on the table establishing a fulcrum.

. The physician’s cephalad hand bridges across the

patient’s frontal bone, with the elbow resting on the
table establishing a fulcrum.

. The thumb and middle finger of the physician’s

cephalad hand rest on the greater wings of the pa-
tient’s sphenoid (if the hand spread is too short, ap-
proximate the greater wings).

. The physician makes full palmar contact with both

hands (Figs.18.11-18.13).

. The physician palpates the CRI.

a. Extension/internal rotation: coronal diameter nar-
rows, anteroposterior diameter increases, height
increases.

b. Flexion/external rotation: coronal diameter widens,
anteroposterior diameter decreases, height de-
creases.

. The physician notes the amplitude, rate, and regu-

larity of the CRI.

. The physician notes which bones, if any, have an al-

tered amplitude, rate, and regularity.

The physician pays particular attention to the SBS,
determining whether there is any preferred motion
of the sphenoid and the occiput.

The physician may instruct the patient to stop

breathing to further distinguish the rhythmic sensations
that occurs in the CRI. The physician can also have the
patient inhale and exhale fully to increase the amplitude
of the CRI, which can make it easier to feel.

FIGURE 18.11. Steps 110 5.

FIGURE 18.12. Steps 1tob5.

FIGURE 18.13. Steps 1to 5.



Sacral Hold

Objective

The objective is to create free and symmetric motion of
the sacrum by palpation of the CRI.

Technique

1.

The patient lies supine, and the physician is seated
at the side of the table caudad to the sacrum.

. The patient is instructed to bend the far knee and

roll toward the physician.

. The physician slides the caudad hand between the

patient’s legs and under the sacrum, and the patient
drops his or her weight is on this hand.

. The physician allows the hand to mold to the shape

of the sacrum with the median sacral crest lying be-
tween the third and fourth fingers, the fingertips
approximating the base and the palm cradling the
apex (Figs. 18.14 and 18.15).

. The physician presses the elbow down into the

table, establishing a fulcrum.

. The physician palpates the craniosacral mecha-

nism. Sphenobasilar flexion is synchronous with
sacral counternutation (sacral base moves poste-
rior). Sphenobasilar extension is synchronous with
sacral nutation (sacral base moves anterior).

. The physician’s hand follows these motions, en-

couraging symmetric and full range of sacral mo-
tion.

. The physician continues to follow and encourage

sacral motion until palpation of a release, which is
usually accompanied by a sensation of softening
and warming of the sacral tissues.

. The physician retests the quantity and quality of

sacral motion to assess the effectiveness of the tech-
nique.

The physician can also use the cephalad hand, ei-

ther sliding it under the patient’s lumbar area (Fig. 18.16)
laving the forearm across both anterior superior iliac
spines (ASIS). The additional hand placement gives the
physician more information about how the sacrum re-
lates to the respective areas.

CHAPTER 18

FIGURE 18.14.

FIGURE 18.15.

FIGURE 18.16.

OSTEQPATHY IN THE CRANIAL FIELD

Steps 1to 4.

Steps 1to 4.

Lumbar and sacral contact.
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Decompression of the Occipital Condyles

Objectives

The objective is to balance the reciprocal tension mem-
brane at the hypoglossal canal, permitting normalized
function of cranial nerve XII.

Technique

1. The patient lies supine, and the physician is seated
at the head of the table with both forearms resting
on the table, establishing a fulcrum.

2. The patient’s head rests on the physician’s palms,
and the physician’s index and middle fingers (or the
middle and ring fingers) approximate the patient’s
condylar processes (as far caudad on the occiput as
the soft tissue and C1 will allow) (Figs. 18.17 to 18.19).

3. The fingers of both hands initiate a gentle cephalad
and lateral force at the base of the occiput.

4. The force 1s maintained until a release is felr.

5. The rate and amplitude of the CRI as it manifests
in the basioccipital region are retested to assess the
effectiveness of the technique.

FIGURE 18.17.

FIGURE 18.18.

FIGURE 18.19.

Steps 1 and 2.

Steps 1 and 2.

Steps 1 and 2.



Occipitoatlantal Decompression (8)

Objectives

To treat occipitoatlantal somatic dysfunction that re-
sults from rotation of the occiput on its anteroposterior
axis, resulting in misalignment of the condyles in the
facets of the atlas. In general, this technique should be
performed after decompression of the occipital
condyles.

Technique

1. The patient lies supine, and the physician is seated
at the head of the table with both forearms resting
on the table, establishing a fulcrum.

2. The physician places the pads of both middle fin-
gers on the posterior aspect of the cranium and
slides these fingers down the occiput until the fin-
gers are against the posterior arches of the atlas
(Figs. 18.20 10 18.22).

3. The physician applies caudad pressure with both
middle fingers to separate the facets from the
condylar parts.

4. While the physician maintains this caudad pres-
sure, the patient tucks the chin into the chest, mak-
ing sure NOT to flex the neck (this is the nodding
movement that occurs at the occipitoatlantal joint).

5. This motion carries the occipital condyles posteri-
orly, tenses the ligaments in the region, and
stretches the contracted muscles in the occipital tri-
angle.

6. The physician maintains this position while the pa-
tent holds one or more deep inspirations to their
limit. This will enhance articular release.

7. The rate and amplitude of the CRI, as it manifests
in the basioccipital region, are retested to assess the
effectiveness of the technique. Occipitoatlantal mo-
tion testing can also be assessed for normalization.
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FIGURE 18.20. Steps 1and 2.

FIGURE 18.21. Steps 1and 2.

FIGURE 18.22. Steps 1and 2.
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Compression of the Fourth Ventricle

Objectives

Treatment often starts with compression of CV4 for ill
patients. The treatment augments the healing capabili-
ties of the patient, relaxes the patient, and improves the
motion of the CRI.

Technique

1.

The patient lies supine, and the physician is seated
at the head of the table with both forearms resting
on the table, establishing a fulcrum.

. The physician crosses or interlaces the fingers of

both hands, cradling the patient’s occipital squama.

. The physician places the thenar eminences postero-

medial to the patient’s occipitomastoid sutures. If
the thenar eminences are on the mastoid processes of the
temporal bones, the compression that follows will bilater-
ally externally rotate the temporal bones, which may
cause extreme untoward reactions (Figs. 18.23 to 18.26).

. The physician encourages extension of the patient’s

occiput by following the occiput as it moves into
extension.

. The physician resists flexion by holding the pa-

tient’s occiput in extension with bilateral medial
forces. Note: The occiput is not forced into exten-
sion. Rather, it 1s prevented from moving into flex-
ion. It is as if the physician is taking up the slack
created by extension and holding it there.

. This force is maintained until the amplitude of the

CRI decreases, a still point is reached, and/or a
sense of release is felt (a sense of softening and
warmth in the region of the occiput).

. As the CRI resumes, the physician slowly releases

the force, allowing the CRI to undergo newfound
excursion.

. The rate and amplitude of the CRI are retested to

assess the effectiveness of the technique.

FIGURE 18.24. Steps1t03.

FIGURE 18.25. Superior view of hand position.

FIGURE 18.26. Steps 110 3.



CHAPTER 18 | OSTEQPATHY IN THE CRANIAL FIELD 487

FIGURE 18.23. Steps 1to 3.



488

PART 2 | OSTEOPATHIC MANIPULATIVE TECHNIQUES

Interparietal Sutural Opening (V-Spread)

Objective

To restore freedom of movement to the sagittal suture,
increasing the drainage of the superior sagittal sinus.

Technigue

1.

The parient lies supine, and the physician is seated
at the head of the table with both forearms resting
on table, establishing a fulcrum.

. The physician’s thumbs are crossed over the pa-

tient’s sagittal suture just anterior and superior to
lambda.

. The remainder of the physician’s fingers rest on the

lateral surfaces of the patient’s parietal bones
18.27 10 18.29).

. The physician’s crossed thumbs gently exert a

force, pushing the patient’s parietal bones aparrt at
the sagittal suture. The physician’s other fingers en-
courage external roration of the parietal bones, de-
compressing the sagittal suture (this may be
accompanied by a sensation of softening and
warming or an increase in motion and a physical
spreading).

. The physician moves the thumbs anteriorly approx-

imately 1 to 2 cm, and the procedure is repeated.
The physician continues to move along the sagirttal
suture to the bregma. (This technique may be car-
ried even farther forward along the metopic su-
ture.)

. The rate and amplitude of the CRI, especially at

the sagitral suture, are retested to assess the effec-
tiveness of the rechnique.

FIGURE18.27. Steps1to3.

FIGURE 18.28. Steps 1to 3.

FIGURE 18.29. Steps1to3.
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Sutural Spread (V-Spread, Direction-of-
Fluid Technique)

Objective

The objective is to release a restricted cranial suture

.g., left Ipit toid sut .
(¢.g., left occipitomastoid suture) FIGURE 1830. Steps 1 to 3

Technique

1. The patient lies supine, and the physician is seated
at the head of the table with both elbows resting on
the table, establishing a fulcrum.

2. The physician places the index and middle fingers
on the two sides of the patient’s restricted suture.

3. The physician places one or two fingers of the other
hand on the patient’s cranium at a point opposite
the suture to be released (Figs. 18.30 t0 18.32).

4. With the lightest force possible, the physician di-
rects an impulse toward the restricted suture with FIGURE 18.31. Steps 1to3.
the hand opposite the suture, initiating a fluid wave.
The object is not to physically push fluid through to
the opposite side. Instead, the physician is using the
fluctuation of the cerebrospinal fluid to release the
restriction. The physician uses intention to initiate
this wave; this method contracts the fewest muscle
fibers and so applies the slightest force.

5. This fluid wave may bounce off the restricted su-
ture and return to the initiating hand, which should
recelve and redirect the returned wave toward the
restricted suture.

6. This back-and-forth action may be repeated for
several cycles before the physician feels the suture FIGURE 18.32. Steps 1ta 3.
spread and the wave penetrating the suture does
not return to the initiating hand.

7. The rate and amplitude of the CRI at that suture
are retested to assess the effectiveness of the tech-
nique.
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Venous Sinus Drainage (6)

Objectives

The objective is to increase intracranial venous drainage

by

affecting the dural membranes that comprise the si-

nuses. Thoracic outlet, cervical, and occipitoatlantal
joint somatic dysfunctions should be treated first to
allow drainage from the venous sinuses.

Technique

1.

The patient lies supine, and the physician is seated
at the head of the table with both elbows resting on
the table, establishing a fulcrum.

For transverse sinus drainage the physician places
the first and second finger pads of both hands
across the superior nuchal line (blue hne, Fig. 18.33)
(Fig. 18.34).

This position is maintained with minimal pressure
(the weight of the patient’s head should suffice)
until a release is felt (apparent softening under the
fingers).

. The physician maintains this pressure until both

sides release.

For drainage at the confluences of sinuses the
physician cradles the back of the patient’s head and
places the middle finger of one hand on the inion
(blue dot, Fig. 18.35) (Fig. 18.36).

Step 4 is repeated until a softening is felt.

FIGURE 18.37. Occipital sinus.

FIGURE 18.33. Transverse sinus.

FIGURE 18.34. Steps 1and 2.

FIGURE 18.35. Confluence of sinuses.

FIGURE 18.36. Step5.



10.

11.

12.

13.

. For occipital sinus drainage the physician cradles

the back of the patient’s head and places the second
to fourth fingers of both hands in opposition along
the midline from the inion to the suboccipital tis-
sues (blue line, Fig. 18.37) (Fig. 18.38).

. Step 4 is repeated until a softening is felt.

. For drainage of the superior sagittal sinus, the

physician places two crossed thumbs at lambda and
exerts opposing forces with each thumb to disen-
gage the suture.

Once local release is felt, the physician moves ante-
riorly and superiorly along the superior sagittal su-
ture with the crossed thumb forces noting releases
at each location toward bregma (blue line, Fig. 18.39)
(Fig. 18.40).

Once at bregma, the physician places the second to
fourth fingers of both hands in opposition along the
midline on the frontal bone at the location of the
metopic suture (blue line, Fig. 18.41) (Fig. 18.42).

The physician continues anteriorly on the frontal
bone, disengaging the suture by gently separating
each finger on opposing hands.

The rate and amplitude of the CRI, especially fluid
fluctuations, are retested to assess the effectiveness
of the technique.

FIGURE 18.42. Step 11.
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FIGURE 18.38. Step 7.

FIGURE 18.39. Superior sagittal sinus.

FIGURE 18.40. Steps 9 and 10.

FIGURE 18.41. Metopic suture.
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PART 2 | OSTEOPATHIC MANIPULATIVE TECHNIQUES

Unilateral Temporal Rocking Example:
Left Temporal Bone in External or Internal
Rotation

Objective

The objective is to treat a dysfunction in which the tem-
poral bone is held in external/internal rotation.

Technique

1.

The patient lies supine, and the physician is seated
at the head of the table with both forearms resting
on the table, establishing a fulcrum.

. The physician’s left hand cradles the patient’s oc-

ciput.

. The physician’s right thumb and index finger grasp

the zygomatic portion of the patient’s right tempo-
ral bone, thumb cephalad, index finger caudad.

. The physician’s right middle finger rests on the ex-

ternal acoustic meatus of the ear.

. The physician’s right ring and little fingers rest on

the inferior portion of the patient’s mastoid process
18.43 t0 18.45).

. During the flexion phase of cranial motion, the

physician’s ring and little fingers exert medial pres-
sure. This pressure is accompanied by cephalad lift-
ing of the patient’s zygomatic arch with the
physician’s thumb and index fingers, encouraging
external rotation of the temporal bone.

. During the extension phase of cranial motion, the

physician’s fingers resist motion of the patient’s
temporal bone toward internal rotation.

. An alternative method encourages internal rotation

and inhibits the external rotation.

. The rate and amplitude of the primary respiratory

mechanism, especially at the temporal bone, are
retested to assess the effectiveness of the technique.

FIGURE 18.43. Steps 1to 5, anatomic location of fin-
ger placement.

FIGURE 18.44. Steps 1to0 5, fingers on zygoma.

FIGURE 18.45. Steps 1tob5.
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Frontal Lift (8)

The objective 1s to treat dysfunctions of the frontal
bones in relation to their sutural or dural connections
(i.e., frontoparietal compression, frontonasal compres-
sion).

FIGURE 18.46. Steps 1to 3, hand placement.

1. The patient lies supine, and the physician is seated
at the head of the table with both forearms resting
on the table, establishing a fulcrum.

2. The physician places both hypothenar eminences
on the lateral angles of the frontal bones and the
thenar eminences of both hands anterior to the lat-
eral aspects of the coronal suture.

3. The physician interlaces the fingers above the FIGURE 18.47. Step 4, compressive force.
metopic sutare (Fig. 18.46).

4. The physician’s thenar and hypothenar eminences
provide a gentle compressive force medially to dis-
engage the frontals from the parietals (arows, Fig
18.47), internally rotating the frontal bones.

5. The physician, while maintaining this medial com-
pressive force, applies a gentle anterior force either
on one side or both as needed to disengage the su-
tural restrictions (armows, Fig. 18.48).

6. This position is held until the physician feels the
lateral angles of the frontal bones move into exter-
nal rotation (expansion under the hypothenar emi-

nences). FIGURE 18.48. Step 5, anterior guided force.
7. The physician then gently releases the head.
8. The rate and amplitude of the primary respiratory

mechanism, especially at the frontal bones, are
retested to assess the effectiveness of the technique.
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PART 2 | OSTEOPATHIC MANIPULATIVE TECHNIQUES

Parietal Lift (8)

Obj

ective

The objective is to treat dysfunction of the parietal

bon

(1.e.

Tec

1.

es in relation to their sutural or dural connections
, parietotemporal, parietofrontal).

hnique

The patient lies supine, and the physician is seated

at the head of the table with both forearms resting
on the table, establishing a fulcrum.

. The physician places the fingertips on both parietal

bones just superior to the parietal-squamous su-
rures.

. The physician crosses the thumbs just above the

sagittal suture (Fig. 18.49). Note: The thumbs are NOT
to touch the patient.

The physician presses one thumb against the other
(arrows, Fig. 18.50) (one thumb presses upward while
the other resists it).

. Pressing one thumb against the other approximates

the fingertips. This induces internal rotation of the
parietal bones at the parietal-squamous sutures.

. While maintaining pressure, the physician lifts both

hands cephalad until fullness is felt over the finger-
tips; this fullness is external rotation of the parietal
bones (armowus, Fig. 18.51).

. The physician gently releases the head.

. The rate and amplitude of the primary respiratory

mechanism, especially at the frontal bones, are
retested to assess the effectiveness of the technique.

FIGURE 18.49.

FIGURE 18.50.

FIGURE 18.51.

Steps 1t0 3.

Step 4.

Step B, external rotation of parietals.
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Page numbers in italics denote figures; those followed by a t denote tables

A
Abduction, of hip girdle, 468
Acromioclavicular joint
anatomy of, 11
techniques of Still for, 364-365
Acurte torticollis, 185-186
Adduction, of hip girdle, 468
Alternating nasal pressure technique,
420
Anatomic barrier, 5
Anaromic landmarks, 9, 10-13
Anatomic range of motion, 5
Ankle
balanced ligamentous
tension/ligamentous articular
strain technique for, 389-390
high-velocity, low-amplitude
techniques for, 324-325
Anterior axillary folds, 433
Anterior cervical arches, 416
Anterior cervical counterstrain
techniques
ACl1, 134t, 135, 136-137
AC2 to AC6, 134r, 135, 138
AC7, 134t, 135, 139
ACS, 134t, 135, 140
tender points, 134-140
Anterior cervical fascia, 375
Anterior costal counterstrain
techniques
AR, 159, 159, 160
AR2, 159, 1591, 160
AR3 to AR6, 159, 15901, 161
tender points, 159-161
Anterior deltoid, 432
Anterior lumbar counterstrain
techniques
ALLl, 165t 165, 166
AL2, 165t 163, 167
AL3, 165t 165, 168
AlL4, 165t 165, 168
ALS5, 165t 165, 169
tender points, 165-169

Anterior medial meniscus dysfunction,

323
Anterior scalene muscle, 207
Anterior thoracic counterstrain
techniques
ATl, 146, 1461, 147

AT to AT®6, 146, 146t, 148
AT?2, 146, 146t, 147

AT3 to AT4, 146, 146t, 149
AT7 to ATO, 146, 146t, 150
AT9 to AT12, 146, 146t, 151
tender points, 146-151

Arm traction, [25
Articulatory treatment

C2 10 C7,472

cervical region, 472

classification of, 453

contraindications, 454

definition of, 453

elbow, 469470

general considerations and rules,
454

hip girdle: Spencer technique,
4604-468

indications for, 454

rhythmic, 453

right anterior innominate
dysfunction, 471

shoulder girdle: Spencer technique,
455-463

styles, 453-454

T1toT4,473

thoracic region, 473

Ascending colon, 440, 441
Asymmetry

description of, 9
ease-bind, 32

in scoliosis, 10
thermal, 32

Atlantoaxial articulation

dysfunction of
balanced ligamentous
tension/ligamentous
articular strain technique
for, 371-372
high-velocity, low-amplitude
techniques for, 280
muscle energy techniques for,
192
post isometric relaxation for,
192
techniques of Still for, 350
rotation, 62
supine, with flexion alternartive, 63

Auricular drainage technique, 419

Axillary folds, anterior, 433
Azygos vein, 401

B

Backward bending
of cervical spine, 18-19
of lumbar spine, 27
Balanced ligamentous
tension/ligamentous articular
strain technique
ankle, 389-390
anterior cervical fascia, 375
atlantoaxial dysfunction, 371-372
C2 to C7 dysfunction, 373
cervical region, 370-373
cervicothoracic region, 375
classification of, 367-368
clavicle, 380
contraindications, 368
costal region, 378-379
cruciate ligaments, 387
description of, 396
elbow, 383
external hip rotators, 385
femorotibial dysfunctions, 387
fibular head dysfunction, 386
foot, 390-392
forearm, 383
gastrocnemius, 388
general considerations and rules,
368-369
glenohumeral dysfunction, 382
indications for, 368
knee, 386-387
metatarsalgia, 391
myofascial release vs., 367
occipitoatlantal dysfunction, 370
plantar fasciitis, 392
principles of, 367
respiratory diaphragm dysfunction,
379
shoulder, 381-382
T1 andT2 dysfunctions, 374
T3 to L4, 376
T8 to L5, 377
teres minor muscle, 381
thoracic region, 374, 376-377
thoracolumbar regions, 376-377
wrist, 384
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Body planes, 13

Body temperature palpations, 31, 32
Boot jack technique, 390
Brachiocephalic vein, 403

Buccal nerve, 423

Buccinator, 423

Bucket handle rib motion, 53

C
C1 transverse process, 10
C2 1o C7
dysfunctions of
articulatory treatment, 472
balanced ligamentous
tension/ligamentous
articular strain technique
for, 373
facilitated positional release
technique for, 335
high-velocity, low-amplitude
techniques for
rotational emphasis, 281-282
side-bending emphasis, 282
post isomerric relaxation for,
193
techniques of Still for, 351
intersegmental motion testing,
64-65
Calcaneus dysfunction, 390
Carpal tunnel syndrome, 384
Cervical chain drainage, 417
Cervical fascia, anterior, 375
Cervical region. see also C2 to C7
balanced ligamentous
tension/ligamentous articular
strain technique for, 370-373
coupling with shoulder block,
supine, 90
cradling
forefingers, 88
supine, 119
facilitated positional release
technique for, 334-335
forefingers cradling, supine, 88
forward bending
bilateral fulcrum, supine, 83
forearm fulcrum, supine, 82
head and chest position, seated, 93
myofascial release techniques, 118
rotation, supine, 87
soft tissue techniques for, 81-93
suboccipital release, supine, 86
supine cradling, 119
techniques of Still for, 349-351
thumb rest, supine, 89
traction
contralateral, supine, 84
cradling with, supine, 85
lateral, seated, 91
sitting, 92
supine, 81

Cervical spine
backward bending, 18-19
C21o0 C7. ¢ C2 1o C7
forward bending, 18-19
intersegmental motion testing
atlantoaxial articulation, 62-63
C2 to C7 articulations, 64-65
occipitoatlantal articulation,
60-61
range of motion testing, 18-21, 30
side bending, 20-21
Chapman’s reflex, 397
Chyle cistern, 401
Clavicle
anatomy of, 1!/
balanced ligamentous tension/
ligamentous articular strain
technique for, 380
techniques of Still for, 364-365
Colon
ascending, 440, 441
descending, 442, 443
stimulation of, 405
Combined method, 453
Common carotid artery, 403
Coracoid process, 11
Coronal plane, 13
Corrugator supercilii, 423
Costal cartilage, 11
Costal motion testing
first rib, 55
floating ribs 11 and 12, 58-59
lower ribs 7 to 10, 57-58
mechanics, 51-53
upper ribs 1 and 2, 54
upper ribs 3 to 6, 56
Costal region
balanced ligamentous
tension/ligamentous articular
strain technique for, 378-379
muscle energy techniques. se
Muscle energy techniques,
costal region
techniques of Still for, 355-357
Counterstrain techniques
abbreviations for, 132-133
anterior cervical
ACl, 134t, 135, 136-137
AC2 to AC6, 134t, 135, 138
AC7, 134t, 135, 139
ACS8, 134t, 135, 140
tender points, 134-140
anterior costal
ARI, 159, 1591, 160
AR2, 159, 159t, 160
AR3 to ARG, 159, 159, 161
tender points, 159-161
anterior lumbar
ALIL, 165t 165, 166
AL2, 165t 165, 167
AL3, 165t 165, 168

AL4, 165t 165, 168
ALS5, 165t 165, 169
tender points, 165-169
anterior thoracic
AT1, 146, 1461, 147
AT to AT6, 146, 146t, 148
AT2, 146, 146¢, 147
AT3 to AT4, 146, 146t, 149
AT7 to AT9, 146, 1461, 150
AT9 to AT12, 146, 1461, 151
tender points, 146-151
classification of, 130
contraindications, 130-131
definition of, 129
general considerations and rules,
131-132
indications for, 130
infraspinatus, 178
levator scapulae, 179
pelvic, 175-176
posterior cervical
PCl1 inion, 141, 141t, 142
PCI1-PC2, 141, 141t, 143
PC3 to PC7
lateral, 141, 1411, 145
midline, 141, 141¢, 144
tender points, 141-145
posterior costal
PRI, 162, 1621, 163
PR2 to PR6, 162, 162t, 164
tender points, 162-164
posterior lumbar
PL1 to PL5, 170, 1701, 171-172
PL3, 170, 170t, 173
PL4, 170, 170t, 173
PL5, 170, 170¢, 174
tender points, 170-174
posterior thoracic
PT1 to PT4, midline, 152, 1521,
153
PT1 to PT6, midline, 152, 152t,
154
PT4 to PT9, lateral, 152, 152t,
156-157
PT7 to PT9, midline, 152, 152t,
155
PT9 to PT12, 152, 1521, 158
tender points, 152-158
principles of, 129-130
styles of, 130
supraspinatus, 177
tender points
cervical
anterior, 134-140
posterior, 141-145
costal
anterior, 159-161
posterior, 162-164
discovery of, 129
iliacus, 175
infraspinatus, 178



levator scapulae, 179
lumbar
anterior, 165-169
posterior, 170-174
piriformis, 176
supraspinatus, 177
thoracic
anterior, 146-151
posterior, 152-158
upper extremity, 177-179
Cradling, of cervical region
forefingers, 88
supine, 119
Cranial osteopathy, 475
Cranial rhythmic impulse, 476
Cranial vault hold, 481
Craniosacral technique, 475
Cricoid release, 416
Cruciate ligaments, 387
Cuboid, 328
Cuneiforms, 326

Dalrymple technique, 447-448
Decompression
of occipital condyles, 484
occipitoatlantal, 485
Deltoid tuberosity, 11
Depressor anguli oris, 423
Descending colon, 442, 443
Diaphragm
doming of, 434435
dysfunction, balanced ligamentous
tension/ligamentous articular
strain technique for, 379
Disengagement, 368
Dorsal carpal dysfunction, 312
Dr. Hiss’s Whip technique, 326

E
Effleurage, 424-425
Elastic barrier, 5

Elbow. see also Radial head dysfunction
articulatory treatment for, 469-470

balanced ligamentous
tension/ligamentous articular
strain technique for, 383
high-velocity, low-amplitude
techniques for
extension dysfunction, 314
flexion dysfunction, 313
radial head, 215-216
techniques of Still for, 362-363
Erector spinae muscle hypertonicity,
342
Erythema friction rub, 32-33
Exhalation rib, 56-57
Extension
occipitoatlantal articulation, 60-61
sphenobasilar synchondrosis,
476-477

External hip rotators, 385
Extremities. see also specific anaomy
lower, 447-450
myofascial release techniques for,
123-124
upper, 177-179

Facilitated positional release
technique
articular dysfunctions, 332
C2 to C4 dysfunction, 335
cervical region, 334-335
classification of, 332
contraindications, 332
costal region, 338-339
definition of, 331
erector spinae muscle hypertonicity,
342
general considerations and rules,
332
iInnominates
left anterior, 344
left posterior, 343
L1 to L5 dysfunctions, 340-341
lumbar region, 340-342
myofascial, 332
positioning for, 331
ribs
first, 338
left seventh, 339
styles of, 332
suboccipital muscle hypertonicity,
334
T4 to T12 dysfunctions, 336
thoracic region, 336-337
Fascia
anterior cervical, 375
palpation of, 32
Fascial creep, 79
Feather’s edge, 181
Femorotibial dysfunctions, 387
Fibrous pericardium, 403
Fibular head dysfunction
anterior, 272
balanced ligamentous
tension/ligamentous articular
strain technique for, 386
high-velocity, low-amplitude
techniques for, 321-322
posterior, 271, 386
First rib. see also Rib(s)
left
balanced ligamentous
tension/ligamentous
articular strain technique
for, 378
facilitated positional release
technique for, 338
inhalation dysfunction, 294
motion testing of, 55

Index 499

right
inhalation dysfunction
high-velocity, low-amplitude
techniques for, 293
muscle energy techniques for,
200-201
techniques of Still for, 355-357
Flexion
hip, 464
occipitoatlantal articulation, 60
sacral
bilateral, 266-267
unilateral, 262-263
sphenobasilar, 476
sphenobasilar synchondrosis, 476-477
T1 to T4, 44
TlwTI12
lateral recumbent position, 49
translatory method, 46
Floating ribs 11 and 12, 58-59
Foot
balanced ligamentous
tension/ligamentous articular
strain technique for, 390-392
high-velocity, low-amplitude
techniques for
cuboid, 328
cuneiforms, 326
fifth metatarsal dysfunction, 327
plantar dysfunction, 326
Forearm, 383
Forward bending
of cervical spine, 18-19
of lumbar spine, 27
Fourth ventricle compression, 486-487
Frontal lift, 493
Frontal plane, 13
Frontal temporomandibular drainage,
425
Fronto-occipital hold, 482

G

Gait observance, 9

Galbreath technique, 418
Gallbladder, 410

Gastric release, 408
Gastrocnemius, 388
Glenohumeral dysfunction, 382
Greater splanchnic nerve, 401

H

Head and neck lymphatic techniques
alternating nasal pressure, 420
anterior cervical arches, 416
auricular drainage, 419
cervical chain drainage, 417
cricoid release, 416
frontal temporomandibular

drainage, 425
Galbreath, 418
hyoid release, 416



500 Index

Head and neck lymphatic techniques—

conanued
mandibular drainage, 418
maxillary drainage, 424
submandibular, 421
trigeminal stimulation, 422—-423
Hemiazygos vein, 401
Hepatic release, 409
Hiccups, 402-403
High-acceleration, low-distance
technique, 275
High-velocity, low-amplitude
techniques
ankle, 324-325
cervical region
atlanroaxial dysfunction, 280
C2 to C7 dysfunction, 281-283
occipitoatlanral dysfunctions,
278-279
classification of, 276
contraindications, 277
costal region, 293-298
definition of, 275
description of, 5-6
direct, 276
dorsal carpal dysfunction, 312
elbow
extension dysfunction, 314
flexion dysfuncrion, 313
radial head, 215-216
foor
cuboid, 328
cuneiforms, 326
fifth metatarsal dysfunction, 327
plantar dysfunction, 326
indications for, 277
indirect, 276
knee dystunctions
anterior dysfunction of the tibia
on the femur, 317-318
anterior medial meniscus, 323
fibular head dysfunction,
321-322
posterior dysfunction of the tibia
on the femur, 319-320
L1 to L5 dysfunctions
L2, 303-305
L4, 302
L5,299-300
L5-S1 radiculitis, 301
supine lumbar walk-around, 302
lumbar region, 299-305
muscle force and, 182
pelvic region
left anterior innominate
dysfunction, 310
left posterior innominate
dysfunction
lateral recumbent, 306-307
supine fulcrum, 309
right anterior innominate
dysfunction, 311

right posterior innominate
dysfuncrtion, 308
ribs
6,295
8, 296
Il and 12, 297-298
first, 293-294
styles of, 276-277
thoracic region
T1 toT4, 290
T1 to T8, 288
T1toTI12,284-287
T3 to T8, 289
T8 to T12,291-292
wrist, 312
Hip
extension of, 465
flexion of, 464
lymphatic techniques for, 449
Hip drop test, 29
Hip girdle, 464-468
Humerus, [1
Hyoid release, 127, 416

|
Iliacus muscle
anatomy of, 243
tender point, 175
Ihosacral shear, right superior,
234
Iliotibial band-tensor fascia lata
release, 126
Inferior tarsal plate, 423
Infraorbital nerve, 423
Infraspinatus counterstrain techniques,
178
Inhalation rib, 56-57
Innominates
anterior
left
facilitated positional release
technique for, 344
high-velocity, low-amplitude
techniques for, 310
right
articulatory techniques for,
471
high-velociry, low-amplitude
techniques for, 311
muscle energy techniques for,
231-233
techniques of Still for,
360
posterior
left
facilitated positional release
technique for, 343
high-velocity, low-amplitude
techniques for
lateral recumbent,
306-307
supine fulcrum, 309

right
high-velocity, low-amplitude
techniques for, 308
muscle energy techniques for,
228-230
techniques of Still for, 361
right inflare, 236
right outflare, 235
Intercostal nerve, 401
Internal jugular vein, 403
Interosseous membrane, seated, 123
Interparietal sutural opening (V-
spread), 488
Intersegmental motion testing
atlantoaxial articulation
rotation, 62
supine, with flexion alternartive,
63
C2 to C7 articulations
long-lever method, type II
motion, 65
short-lever translatory method,
type 11 motion, 64
description of, 35
Ll to L5-S1
extension, 39-41
passive extension and flexion,
lateral recumbent position,
40-41
passive side bending, lateral
recumbent position, 42
rotation, short lever method,
prone, 37
side bending, translational short-
lever method, prone, 38
type 2, extension (Sphinx
position), 39
occipitoatlanral articulation, 60-61
Tl toT4
passive flexion and exrension, 44
rotation, seated, long-lever
method, 44-45
side bending, lateral recumbent
position (long-lever
method), 4344
TltwoTl12
passive flexion and extension
lateral recumbent position,
49
translatory method, 46
passive rotation, 48
prone short-lever method, 48
side bending
lateral recumbent position, 50
prone short-lever method,
48
translatory method, 47
translatory method, 47
Ischiorectal fossa release, 126, 445-446

K
Kidney release, 411



Knee dysfunctions
anterior dysfunction of the tibia on
the femur, 317-318
anterior medial meniscus, 323
fibular head dysfunction, 321-322
posterior dysfunction of the tibia on
the femur, 319-320

L

LI to L5 dysfunctions
facilitated positional release
technique for, 340-341
high-velocity, low-amplitude
techniques for, 299-305
L2, 303-305
L4, 302
L5, 299-300
L5-S1 radiculitis, 301
supine lumbar walk-around, 302
techniques of Still for, 358-359
Lacrimal nerve, 423
Lateral palpebral ligament, 423
Latissimus dorsi muscle
anatomy of, 214
contraction of, 215
Layer-by-layer palpation
description of, 7
erythema friction rub, 32-33
fascia, 32
ligaments, 32
muscle, 32
observation, 31
skin topography and texture, 31-32
temperature, 31, 32
tendons, 32
Leg traction, supine, 124
Levator anguli oris, 423
Levator labii superioris, 423
Levator labii superioris alaeque nasi,
423
Levator palpebrae superioris, 423
Levator scapulae counterstrain
techniques, 179
Ligament palpation, 32
Ligamentous articular strain. s
Balanced ligamentous
tension/ligamentous articular
strain technique
Long axis release, 125
Low velocity, low amplitude
manipulations, 182
Lumbar region
bilateral thumb pressure, prone, 107
cross-section of, 34
extension, supine, 111
high-velocity, low-amplitude
techniques for, 299-305
intersegmental motion testing
extension, 39-41
passive extension and flexion,
lateral recumbent position,
4041

passive side bending, lateral
recumbent position, 42
rotation, short lever method,
prone, 37
side bending, translational short-
lever method, prone, 38
type 2, extension (Sphinx
position), 39
lateral recumbent position, 110
left, lumbar paravertebral muscle
spasm, myofascial
hypertonicity, seated, 113
long-lever counterlateral with knees,
supine, 112
myofascial release techniques for, 122
prone pressure, 105
with counterleverage, 109
prone traction, 106
scissors technique, 108
soft tissue techniques for, 105-113
supine extension, 111
techniques of Still for, 358-359
thumb pressure (bilateral), prone,
107
Lumbar spine
backward bending of, 27
forward bending of, 27
range of motion testing, 27-30
side bending of, 28-29
Lymphatic techniques
abdominal region, 437444
alternating nasal pressure, 420
anterior axillary folds, 433
anterior cervical arches, 416
auricular drainage, 419
cervical chain drainage, 417
classification of, 414
contraindications, 414-415
cricoid release, 416
Dalrymple, 447-448
doming of diaphragm, 434-435
extrinsic lymphatic flow, 414
frontal temporomandibular
drainage, 425
Galbreath, 418
general considerations and rules,
415
head and neck, 415-425
hip, 449
hyoid release, 416
indications for, 414-415
intrinsic lymphatic pump, 414
1schiorectal fossa release, 445-446
lower extremity, 447-450
mandibular drainage, 418
Marian Clark drainage, 437
maxillary drainage, 424
mesenteric release
anatomy of, 439
ascending colon, 440, 441
descending colon, 442, 443
small intestine, 438

Index 9501

Miller thoracic pump, 428-429
pectoral traction, 432
pedal pump, 447-448
pelvic region, 437, 445-446
popliteal fossa release, 450
presacral release, 444
principles of, 413-414
rib raising, 436
styles, 414
submandibular, 421
thoracic inlet and outlet, 426427
thoracic pump
atelectasis modification, 431
Miller, 428-429
side modification, 430
trigeminal stimulation, 422-423

M
Mandibular drainage, 418
Manubriosternal joint, 403
Manubrium, 1!
Marian Clark drainage, 437
Masseter, 423
Maxillary drainage technique, 424
Medial meniscus dysfunction, 323
Medial palpebral ligament, 423
Meniscal dysfunction, 323
Mental nerve, 423
Mentalis, 423
Mesenteric release
anatomy of, 439
ascending colon, 440, 441
descending colon, 442, 443
small intestine, 438
Metatarsalgia, 391
Maiddle scalene muscle, 207
Maidthoracic extension, 103
Miller, C. Earl, 413-414
Miller thoracic pump, 428-429
Motion testing, 35-36
Muscle contraction mobilizes
articulation
pubic symphysis
fixed compression of, 240
fixed gapping of, 241
reciprocal inhibition and, 228-233
Muscle energy techniques
cervical region
atlanroaxial dysfunction, 192
C2-C7 dysfunction, 193
left sternocleidomastoid
contracture, 186
spasm, 185
occipitoatlantal dysfunction,
188-191
oculocervical reflex, 187
range of motion, 187
trapezius muscle spasm (long
restrictor), 184
classification of, 181
costal region
right first rib, 200-201
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Muscle energy techniques—conanued
right ribs 1 and 2
exhalation dysfunction, 208
inhalation dysfunction,
202-203
right ribs 2 to 6
exhalation dysfunction,
210-211
inhalation dysfunction, 204
pectoralis minor muscle
contraction for, 210-211
right ribs 7 to 10
exhalation dysfunction, 213,
215
inhalation dysfunction, 205
latissimus dorsi muscle
contraction for, 215
serratus anterior muscle
contraction for, 213
right ribs 11 and 12
exhalation dysfunction,
217-219
inhalation dysfunction, 206
quadratus lumborum
contraction for, 217
extremities, 268-272
fibular head dysfunction
anterior, 272
posterior, 271
general considerations and rules,
183
hip region
iliacus muscle, 243
piriformis muscle
acute dysfunction, 247-248
anatomy of, 246
subacute or chronic
dysfunction, 249-251
psoas muscle
acute dysfunction, 244
anatomy of, 242
subacute or chronic
dysfunction, 245
indications for, 182—-183
joint mobilization using muscle

right inflare innominate
dysfunction, 236
right outflare innominate
dysfunction, 235
right posterior innominate
dysfunction, 228-230
right superior iliosacral shear,
234
right superior pubic shear
dysfunction, 237
post isometric relaxation. see Post
isometric relaxation
principles of, 181
radial head dysfunction
anterior, 270
posterior, 269
reciprocal inhibition. See Reciprocal
inhibition
respiratory assistance. See
Respiratory assistance
sacral extension
bilateral, 268
unilateral, 264-265
sacral flexion
bilateral, 266-267
unilateral, 262-263
sacral torsion
backward
about a left oblique axis
(right-on-left), 256-257,
261t
about a right oblique axis
(left-on-right), 258-259,
261t
forward
about a left oblique axis (left-
on-left), 252-253, 260t
about a right oblique axis
(right-on-right),
254-255, 260t
styles of, 181-182
thoracic region
T1-T4 dysfunction, 194-195
T1-T6 dysfunction, 196-197
T5-T12 dysfunction, 198-199

indications for, 116

kidney release, 411

ligamentous articular strain vs., 367
lumbosacral region, 122

pelvic region, 121

principles of, 115

sacral region, 121

styles of, 116

thoracic inlet and outlet, 426-427
thoracic region, 119-120

N

Nasal pressure technique, alternating,
420

0

Occipital condyle decompression, 484
Occipitoatlantal articulation
decompression of, 485
dysfunction of
balanced ligamentous
tension/ligamentous
articular strain technique
for, 370
high-velocity, low-amplitude
techniques for, 278-279
muscle energy techniques for,
188-191
post isometric rclaxation for,
188-191
techniques of Stull for, 349
motion testing of, 60-61
Occipitomastoid suture pressure,
398-399
Oculocervical reflex, 182
Orbicularis oris, 423
Orbital septum, 423
Osteopathic manipulative techniques
contraindications, 76-77
direct, 75-76
indications for, 77
indirect, 75-76
selection of, 77
Osteopathic philosophy
definition of, 5

force, 182
lack of success with, 183
lumbar region

Muscle force, 182 myofascial-articular components,
Muscle palpation, 32 6-7
Myofascial release somatic dysfunction, 6

type I dysfunction, 220-221,
224-225
type II dysfunction, 222-223,
226-227
oculocervical reflex, 182, 187
pelvic region
pubic symphysis
fixed compression of, 240
fixed gapping of, 241
right anterior innominate
dysfunction, 231-233
right inferior pubic shear
dysfunction, 238-239

balanced ligamentous tension vs.,
367

barriers, 115

cervical region, 118

classification of, 116

contraindications, 116

definition of, 115

extremities, 123-124

gallbladder, 410

gastric release, 408

general considerations and rules,
116-117

hepatic release, 409

structural components, 5-6

visceral-autonomic components, 7
Osteopathy in the cranial field

contraindications, 479

cranial vault hold, 481

craniosacral mechanism, 477

definition of, 475

direct, 477

disengagement method, 478

exaggeration method, 478

fourth ventricle compression,

486-487
frontal lift, 493



fronto-occipital hold, 482

general considerations and rules,
479-480

indications for, 479

indirect, 477-478

interparietal sutural opening (V-
spread), 488

occipital condyle decompression,
484

occipitoatlantal decompression, 484

parietal lift, 494

principles of, 475-476

respiratory mechanisms, 475-476

sacral hold, 483

sphenobasilar synchondrosis,
476-477

still point, 479

styles, 479

sutural opening, 488

sutural spread, 489

technique classification, 477-479

unilateral temporal rocking, 492

venous sinus drainage, 490-491

Over and under technique, 102

P
Palpation, layer-by-layer. sce Layer-by-
layer palpation
Parallel traction, 79
Parietal lift, 494
Parietal pleura, 401
Parotd duct, 423
Pathologic barrier, 6
Pectoralis minor muscle
anatomy of, 209
contraction of, 210-211
lymphatic techniques, 432433
traction, 432
Pedal pump technique, 447-448
Pelvic counterstrain techniques,
175-176
Pelvic region
lymphatic techniques for, 445-446
myofascial release techniques for,
121
techniques of Still for, 360-361
Philadelphia College of Osteopathic
Medicine, 413
Phrenic nerve, 402-403
Physical examination, 7
Physiologic barrier, 5
Physiologic range of motion, 5
Piriformis muscle
anatomy of, 246
counterstrain technique for, 176
hypertonicity of, 385
tender point, 176
Plantar dysfunction, 326
Plantar fascial release, 127
Plantar fasciitis, 392
Platysma, 423

Points of reference
anterior, 14
lateral, 16
posterior, 15
Popliteal fossa release, 450
Positive motion testing, 36
Post isometric relaxation
atlantoaxial dysfunction, 192
description of, 181-182
fibular head dysfunction
anterior, 272
posterior, 271
left sternocleidomastoid
contracture, 186
lumbar region
type [ dysfunction, 220-221,
224-225
type 1I dysfunction, 222-223,
226227
occipitoatlantal dysfunction,
188-191
piriformis muscle, 249-251
radial head dysfunction
anterior, 270
posterior, 269
right inflare innominate
dysfunction, 236
right outflare innominate
dysfunction, 235
scalene muscle relaxation using,
202-203
T1-T4 dysfunction, 194-195
T1-T6 dysfunction, 196-197
T5-T12 dysfunction, 198-199
trapezius muscle spasm, 184
Posterior cervical counterstrain
techniques
PClI inion, 141, 141t, 142
PC1-PC2, 141, 141, 143
PC3 to PC7
lateral, 141, 141t, 145
midline, 141, 141t, 144
tender points, 141-145
Posterior costal counterstrain
techniques
PRI, 162, 162t, 163
PR2 to PR6, 162, 162t, 164
tender points, 162-164
Posterior lumbar counterstrain
techniques
PL1 to PL5, 170, 170t,
171-172
PL3, 170, 170t, 173
PL4, 170, 170t, 173
PL5, 170, 170t, 174
tender points, 170-174
Posterior scalene muscle, 207
Posterior thoracic counterstrain
techniques
PT1 to PT4, midline, 152, 152t,
153

Index 503

PTI1 to PT6, midline, 152, 152t,
154
PT4 to PTO, lateral, 152, 152t,
156-157
PT7 to PT9, midline, 152, 152t,
155
PT9 to PT12, 152, 152t, 158
tender points, 152—-158
Presacral release, 444
Procerus, 423
Prone pressure
lumbar region, 105
with counterleverage, 109
thoracic region, 94
with counterpressure, 96
with two hands (catwalk), 95
Psoas major muscle
anatomy of, 242
reciprocal inhibition for, 244
subacute or chronic dysfunction,
245
Psoas minor muscle
anatomy of, 242
reciprocal inhibition for, 244
subacute or chronic dysfuncrion,
245
Pubic shear dysfunction
right inferior, 238-239
right superior, 237
Pubic symphysis
fixed compression of, 240
fixed gapping of, 241
Pump handle rib motion, 53

Q

Quadratus lumborum
anatomy of, 216
contraction of, 217

R
Radial head dysfunction
anterior, 270
articulatory techniques, 469-470
high-velocity, low-amplitude
techniques for, 315-316
posterior, 269
techniques of Still for, 362-363
Rami communicantes, 401
Range of motion, 5
Reciprocal inhibition
description of, 182
left sternocleidomastoid spasm, 185
muscle contraction mobilize
articulation and, 228-233
piriformis muscle, 247-248
psoas muscle dysfunction, 244
right anterior innominate
dysfunction, 231-233
right posterior innominate
dysfunction, 228-230
sacral torsion
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Reciprocal inhibition— conanued
left-on-left, 252-253
left-on-right, 258-259
right-on-left, 256-257
right-on-right, 252-253

Reciprocal tension membrane, 476

Reflex oriented treatment

description of, 395

occipitomastoid suture pressure,

398-399

rib raising, 404

sacral rock, 407

singultus, 402-403

Regional range of motion testing

cervical spine, 18-21

description of, 17

lumbar spine, 27-29

thoracic spine, 22-26

Release-enhancing mechanism, 331,

367

Respiratory assistance

description of, 182

osteopathy technique and, 479

right first rib, 200-201

right ribs 1 and 2
exhalation dysfunction, 208
inhalation dysfunction, 202-203

right ribs 2 to 6
exhalation dysfunction, 210-211
inhalation dysfunction, 204
pectoralis minor muscle

contraction for, 210-211

right ribs 7 to 10
exhalation dysfunction, 213,215
inhalation dysfunction, 205
latissimus dorsi muscle

contraction for, 215
serratus anterior muscle
contraction for, 213

right ribs 11 and 12
exhalation dysfunction, 217-219
inhalation dysfunction, 206
quadratus lumborum contraction

for, 217

sacral extension
bilateral, 268
unilateral, 264-265

sacral flexion
bilateral, 266-267
unilateral, 262-263

Respiratory mechanisms, 475-476

Restrictive barriers, 6, 76

Rib(s)

[ and 2. see also First rib
exhalation dysfunction, 208
inhalation dysfunction, 202-203
respiratory assistance for,

202-203, 208
techniques of Still for, 355-357

206

alternating pressure for, 400-401

inhalation dysfunction
high-velocity, low-amplitude
techniques for, 295
respiratory assistance for, 204
7t 10
exhalation dysfunction, 296
high-velocity, low-amplitude
techniques for, 296
inhalation dysfunction
facilitated positional release
for, 339
respiratory assistance for, 205
11 and 12 (right)
exhalation dysfunction, 298
inhalation dysfunction
high-velocity, low-amplitude
techniques for, 297
respiratory assistance for,
206
angle of inclination, 52
excursion with inhalation, 51
exhalation, 56-57
first. see First rib
inhalation, 56-57
vertebrochondral, 51
vertebrosternal, 51
Rib motion
bucket handle, 53
pump handle, 53
Rib raising, 104, 404, 436
Right inferior pubic shear dysfunction,
238-239
Right superior iliosacral shear, 234
Right superior pubic shear dysfunction,
237
Rotation
atlantoaxial articulation, 62
hip girdle, 467
L1 to L5-S1, 37
T1 to T4, 44-45
TltwoTI12,48

S
Sacral extension
bilateral, 268
unilateral, 264-265
Sacral flexion
bilateral, 266-267
unilateral, 262-263
Sacral hold, 483
Sacral region, 121-122
Sacral rock, 407
Sacral torsion
backward
abour a left oblique axis (right-
on-left), 256-257, 261t
about a right oblique axis (left-
on-right), 258-259, 261t
forward
about a left oblique axis (left-on-
left), 252-253, 260t

about a right oblique axis (right-
on-right), 254-255, 260t
Sacrococcygeal release, 126
Sacroiliac joint
motion testing for
general restriction
prone, short lever, 71
supine, short lever, 72
pelvis on sacrum (iliosacral)
anteroposterior rotation
prone, long lever, 69
supine, long lever, 66
inflare-outflare prone, long
lever, 70
sacroiliac joint and pelvic
dysfunctions
seated flexion test, 68
standing flexion test, 67
myofascial release techniques for,
121
Sagittal plane, 13
Scalene muscles
anatomy of, 207
anterior, 207
contraction of, 208
middle, 207
post isometric relaxation to relax,
202-203
posterior, 207
release of, 125
Scapular landmarks, 10-11
Scissors technique, 108
Scoliosis, 10
Seated steering wheel, 119
Serratus anterior muscle, 212
Shoulder girdle
landmarks of, 11
Spencer technique for, 455-463
Side bending
of cervical spine, 20-21
of lumbar spine, 28-29
occipitoatlantal articulation, 61
of thoracic spine, 22-25
Singultus, 402-403
Skin topography and texture, 31-32
Small intestine, mesenteric release, 438
Soft tissue techniques
classification of, 79
contraindications, 80
definition of, 79
direct inhibitory pressure, 79
general considerations and rules, 80
indications, 80
parallel traction, 79
perpendicular traction, 79
styles of, 79
Somatic dysfunction
alleviation of, 395-396
asymmetry, 9
definition of, 76
description of, 6



type 1, 35
type 2, 35
Spencer technique
hip girdle, 464-468
shoulder girdle, 455-463
Sphenobasilar flexion, 476
Sphenobasilar symphysis, 476
Sphenobasilar synchondrosis, 476-477
Sphinx position, 39
Spinal coupled pattern, 35
Spinal motion testing, 35—36
Spine
cervical. see Cervical spine
lumbar. see Lumbar spine
supine view of, 286
thoracic. see Thoracic spine
Splenic stimulation, 406
Springing technique, 453
Static musculoskeletal examination, 9
Sternal release, 125
Sternoclavicular joint
balanced ligamentous
tension/ligamentous articular
stiain technique for, 380
traction of, 125
Sternocleidomastoid muscle
contracture of, 186
spasm of, 185
Sternum, [/
Still point, 479
Stimulatory technique, 396
Subclavian vein, 403
Submandibular lymphatic technique,
42]
Submandibular release, 127
Suboccipital muscle hypertonicity, 334
Superior tarsal plate, 423
Supraspinatus counterstrain
techniques, 177
Supratrochlear nerve, 423
Sutural spread, 489
Sympathetic ganglia, 401

T
Tl toT4
dysfunction
muscle energy techniques for,
194-195
post isometric relaxation,
194-195
passive flexion and extension (long-
lever method), 44
rotation, seated, long-lever method,
4445
side bending, lateral recumbent
position (long-lever method),
43-44
TI toT6 dysfunction, 196-197
Tl toTI12
passive flexion and extension
lateral recumbent position, 49

translatory method, 46
passive rotation, 48
prone short-lever method, 48
side bending
lateral recumbent position, 50
prone short-lever method, 48
translatory method, 47
translatory method, 47
T5 toT12 dysfunction, 23
muscle energy techniques for,
198-199
post isometric relaxation for,
198-199
Talus, 324-325
Techniques of Sull
acromioclavicular joint, 364-365
atlantoaxial dysfunction, 350
C2 to C7 dysfunction, 351
cervical region, 349-351
classification of, 347
contraindications, 348
costal region, 355-357
elbow, 362-363
first tib, 355-357
innominates, 360-361
L1 to L5 dysfunctions, 358-359
{umbar region, 358-359
occipitoatlantal dysfunction, 349
pelvic region, 360-361
principles of, 347
ribs, 355-357
styles, 347-348
T1 and T2 dysfunctions,
352-353
T3 and T12 dysfunctions, 354
thoracic region, 352-354
Temporal rocking, unilateral, 492
Temporomandibular drainage, 425
Tender points
cervical
anterior, 134-140
posterior, 141-145
costal
anterior, 159-161
posterior, 162—-164
discovery of, 129
iliacus, 175
infraspinatus, 178
levator scapulae, 179
lumbar
anterior, 165-169
posterior, 170-174
piriformis, 176
supraspinatus, 177
thoracic
anterior, 146-151
posterior, 152—-158
Tendon palpation, 32
Teres minor muscle, 381
Thermal asymmetry, 32
Thoracic duct, 401
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Thoracic inlet and outler
description of, 119
lymphatic techniques, 426-427
Thoracic region
articulatory treatment for, 473
balanced ligamentous
tension/ligamentous articular
strain technique for, 374
bilateral thumb pressure, prone, 98
cross-section of, 34
facilitated positional release
technique for, 336-337
intersegmental motion testing
T1 to T4, 43-45
T1toTI12,47-50
lower thoracics under the shoulder,
lateral recumbent, 101
midthoracic extension, seated, 103
myofascial release techniques,
119-120
over and under technique, seated,
102
prone pressure, 94
with counterpressure, 96
with two hands (catwalk), 95
rib raising, supine extension, 104
side leverage, lateral recumbent, 97
soft tissue techniques for, 94-104
techniques of Still for, 352-354
thoracic inlet and outlet, seated
steering wheel, 119
thumb pressure (bilateral), prone,
98
trapezius, inhibitory pressure,
supine, 99
upper thoracic with shoulder block,
lateral recumbent, 100
Thoracic spine. see also T1 to T4; T5 to
T12
range of motion testing, 22-26, 30
side bending, 22-25
Thoracolumbar release, 126
Thumb pressure
lumbar region, 107
thoracic region, 98
Tibia, 324-325
Torsion, 477
Torticollis, acute, 185-186
Traction
arm, [25
cervical region
contralateral, supine, 84
cradling with traction, supine, 85
lateral traction, seated, 91
sitting traction, 92
supine, 81
leg, supine, 124
lumbar region, 106
parallel, 79
pectoralis, 432
perpendicular, 79
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Traction—conanued
prone, 106
sternoclavicular joint, /125
Transverse plane, 13
Trapezius muscle
facilitated positional release
technique for, 337
inhibitory pressure, supine, 99
right-sided, hypertonicity of, 337
spasm of, 184
Trigeminal stimulation technique,
422-423

U

Upper extremity counterstrain
techniques, 177-179

v

Vagus nerve, 403

Venous sinus drainage, 490-491
Vertebrochondral rib, 5/

Vertebrosternal rib, 5/
Vibratory/stimulatory technique
colonic stimulation, 405
description of, 396
splenic stimulation, 406
Visceral techniques
colonic stimulation, 405
definition of, 395
gallbladder, 410
gastric release, 408
general considerarions and rules,
396-397
hepatic release, 409
indications for, 396
kidney release, 411

left second rib, alternating pressure

for, 400-401
occipitomastoid suture pressure,
398-399
principles of, 395
rib raising, 404

sacral rock, 407
singultus, 402-403
splenic stimulation, 406
styles, 395-396

W
Wobble point, 368
Wrist
balanced ligamentous
tension/ligamentous articular
strain technique for, 384
high-velocity, low-amplitude
techniques for, 312

X
Xiphoid process,

Z

Zygomaticofacial nerve, 423
Zygomaticus minor, 423



	ATLAS OF OSTEOPATHIC TECHNIQUES 
	Front Cover

	Back Cover

	Dedication

	Preface

	Acknowledgments

	Contents

	List of Techniques


	PART 1: OSTEOPATHIC PRINCIPLES IN DIAGNOSIS

	1. Principles of the Osteopathic Examination

	Osteopathic Principles (Philosophy)

	Structural Components

	Structure and Function

	Barrier Concepts


	Somatic Dysfunction

	Myofascial-Articular Components

	Visceral-Autonomic Components

	Order of Examination

	General Observation

	Layer-By-Layer- Palpation


	References


	2. Osteopathic Static Musculoskeletal Examination

	Asymmetry in scoliosis

	Relating scapular landmarks to spinal level

	Landmarks to locate the C1 transverse process

	Important landmarks of the shoulder girdle

	Landmarks to help determine horizontal levelness

	Planes of the body

	Anterior view points of reference

	Posterior view points of reference

	Lateral view points of reference


	3. Spinal Regional Range of Motion

	Forward bending and backward bending (flexion and extension), Active

	Forward bending and backward bending (flexion and extension), Passive

	Side bending, Active and Passive

	Rotation, Active and Passive

	T1 to T4 Side Bending, Passive

	T5 to T8 Side Bending, Passive

	T9 to T12 Side Bending, Passive

	T9 to T12 Rotation, Active 

	T9 to T12 Rotation, Passive

	Forward Bending and Backward Bending (Flexion and Extension), Active

	Side Bending, Active

	Side Bending, Passive, with Active Hip Drop Test

	Normal Spinal Ranges of Motion for Active and Passive Testing


	4. Osteopathic Layer-By-Layer Palpation

	Examination Sequence

	Observation

	Temperature

	Skin Topography and Texture

	Fascia

	Muscle

	Tendons

	Ligaments

	Erythema Friction Rub

	Thoracic Region Cross-Section

	Lumbar Region Cross-Section


	5. Intersegmental Motion Testing

	Lumbar Intersegmental Motion Testing

	L1 to L5-S1 Rotation, Short-Lever Method, Prone (L4 Example) 
	L1 to L5-S1 Side Bending, Translational Short-Lever Method, Prone (L4 Example)

	L1 to L5-S1 Type 2, Extension (Sphinx Position) and Flexion, Prone

	L1 to L5-S1 Passive Flexion and Extension, Lateral Recumbent Position

	L1 to L5-S1 Passive Side Bending, Lateral Recumbent Position (L5-S1 Example)


	Thoracic Intersegmental Motion Testing

	T1 to T4 Side Bending, Lateral Recumbent Position (Long Lever)

	T1 to T4 Passive Flexion, Extension, Side Bending, and Rotation, Seated, Long-Lever

	T1 to T12 Passive Flexion and Extension, Translatory Method, Seated (T6-T7 Example)

	T1 to T12 Translatory Method (Passive Side Bending), Seated

	T1 to T12 Prone Short-Lever Method, Passive Rotation, Side Bending (Example T7)

	T8 to T12 Long-Lever Method, Passive Flexion and Extension, Lateral Recumbent

	T8 to T12 Long-Lever Method, Passive Side Bending, Lateral Recumbent


	Costal Motion Testing- Costal Mechanics

	Rib Excursion with Inhalation

	Examination of the Axes of Rib 1 and Rib 6

	Pump Handle Rib Motion

	Bucket Handle Rib Motion

	Upper Ribs 1 and 2, Supine Method

	First Rib, Elevated, Seated Method

	Upper Ribs 3-6, Supine Method

	Lower Ribs 7 to 10, Supine Method

	Floating Ribs 11 and 12, Prone Method


	Cervical Intersegmental Motion Testing

	Occipitoatlantal Articulation (Occiput-C1), Type I Coupling Motion

	Atlantoaxial Articulation (C1-C2), Rotation

	Atlantoaxial (C1-C2), Supine, with Flexion Alternative

	C2 to C7 Articulations, Short-Lever Translatory Effects, Type II Motion

	C2 to C7 Articulations, Long-Lever Method, Type II Motion (e.g., C3SRRR or SLRL)


	Sacroiliac Joint Motion Testing

	Pelvis on Sacrum (Iliosacral), Anteroposterior Rotation, Supine, Long Lever (Leg Length)

	Sacroiliac Joint and Pelvic Dysfunctions, Pelvic (e.g., Innominate Rotation, Shear, Inflare-Outflare), Standing Flexion Test

	Sacroiliac Joint and Pelvic Dysfunctions, Pelvic (Innominate) or Sacral, Seated Flexion Test

	Sacroiliac Joint Motion, Pelvis on Sacrum (Iliosacral Dysfunction), Anteroposterior Rotation Prone, Long Lever

	Sacroiliac Joint Motion, Pelvis on Sacrum (Iliosacral Dysfunction), Inflare-Outflare Prone, Long Lever

	Sacroiliac Joint Motion, General Restriction, Prone, Short Lever

	Sacroiliac Joint Motion, General Restriction or Anterioposterior Rotation, Supine, Short Lever




	PART 2: OSTEOPATHIC MANIPULATION TECHNIQUES

	6. Principles of Osteopathic Manipulative Techniques

	Direct and Indirect Technique

	Somatic Dysfunction

	Contraindications

	The Osteopathic Manipulative Treatment Prescription

	References


	7. Soft Tissue Techniques

	Technique Principles

	Technique Classification

	Technique Styles

	Parallel Traction

	Perpendicular Traction

	Direct Inhibitory Pressure


	Indications

	Contraindications

	Relative contraindications

	Absolute contraindications


	General Considerations and Rules

	Cervical Region

	Traction, Supine

	Forward Bending (Forearm Fulcrum), Supine

	Forward Bending (Bilateral Fulcrum), Supine

	Contralateral Traction, Supine

	Cradling with Traction, Supine

	Suboccipital Release, Supine

	Rotation, Supine

	Supine, Forefingers Cradling

	Thumb Rest, Supine

	Coupling with Shoulder Block, Supine

	Lateral Traction, Seated (Example: Left Cervical Paravertebral Muscle Hypertonicity, Fascial Inelasticity, and Others)

	Sitting Traction (Example, Using right knee)

	Head and Chest Position, Seated


	Thoracic Region

	Prone Pressure

	Prone Pressure with Two Hands (Catwalk)

	Prone Pressure with Counterpressure

	Side Leverage, Lateral Recumbent

	Bilateral Thumb Pressure, Prone

	Trapezius, Inhibitory Pressure, Supine

	Upper Thoracic with Shoulder Block, Lateral Recumbent

	Lower Thoracic Under the Shoulder, Lateral Recumbent

	Over and Under Technique

	Midthoracic Extension, Seated

	Rib Raising, Supine Extension


	Lumbar Region

	Prone Pressure

	Prone Traction

	Bilateral Thumb Pressure, Prone

	Scissors Technique, Prone

	Prone Pressure with Counterleverage

	Lateral Recumbent Position

	Supine Extension

	Long-Lever Counterlateral with Knees, Supine

	Left, Lumbar Paravertebral Muscle Spasm, Myofascial Hypertonicity, Seated


	References


	8. Myofascial Release Techniques

	Technique Principles

	Technique Classification

	Direct, Indirect, or Combined With Two-Handed Technique


	Technique Styles

	Light, Moderate, or Heavy in Force Application


	Indications

	Contraindications

	Relative Contraindications

	Absolute Contraindications


	General Considerations and Rules

	Cervical Region

	Supine Cradling


	Thoracic Region

	Thoracic Inlet and Outlet, Seated Steering Wheel

	Prone


	Pelvic and Sacral Region

	Bilateral Sacroiliac Joint wiht Forearm Pressure, Supine


	Lumbosacral Region

	Prone


	Extremities

	Interosseous Membrane, Seated

	Supine Leg Traction


	References


	9. Counterstrain Techniques

	Technique Principles

	Technique Classification

	Indirect


	Technique Styles

	Time Defined or Release Defined


	Indications

	Contraindications

	Absolute Contraindications

	Precautions


	General Considerations and Rules

	Abbreviations for Counterstrain Technique

	Anterior Cervical Counterstrain Techniques
 
	Anterior Cervical Tender Points

	AC1
 
	AC2 to AC6

	AC7 (Sternocleidomastoid Muscle)

	AC8


	Posterior Cervical Counterstrain Techniques 
	Posterior Cervical Tender Points

	PC1Inion

	PC1 and PC2

	PC3 to PC7, Midline

	PC3 to PC7, Lateral


	Anterior Thoracic Counterstrain Techniques

	Anterior Thoracic Tender Points

	AT1 and AT2

	AT1 to AT6

	AT3 to AT4, Alternative Technique

	AT7 to AT9

	AT9 to AT12


	Posterior Thoracic Counterstrain Techniques

	Posterior Thoracic Tender Points

	PT1 to PT4, Midline

	PT1 to PT6,Midline

	PT7 to PT9, Midline

	PT4 to PT9, Lateral

	PT4 to PT9, Lateral

	PT9 to PT12


	Anterior Costal Counterstrain Techniques

	Anterior Costal Tender Points

	Anterior Rib, Exhaled and Depressed, AR1 and AR2

	Anterior Rib, Exhaled and Depressed, AR3 to AR6


	Posterior Costal Counterstrain Techniques

	Posterior Costal Tender Points

	Posterior Rib, Inhaled and Elevated, PR1

	Posterior Rib, Inhaled and Elevated, Ribs 2 to 6


	Anterior Lumbar Counterstrain Techniques

	Anterior Lumbar Tender Points

	AL1

	AL2

	AL3 and AL4

	AL5


	Posterior Lumbar Counterstrain Techniques

	Posterior Lumbar Tender Points

	PL1 to PL5

	PL1 to PL5

	PL3 and PL4, Lateral

	PL5, Lower Pole


	Pelvic Counterstrain Techniques

	Iliacus Dysfunction (Ilaiacus Tender Point)

	Pelvic Dysfunction- Piriformis Dysfunction (PIR Tender Point)


	Upper Extremity Region

	Supraspinatus

	Infraspinatus

	Levator Scapulae
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	10. Muscle Energy Techniques

	Technique Principles

	Technique Classification
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	Technique Styles

	Post Isometric Relaxation

	Reciprocal Inhibition

	Joint Mobilization Using Muscle Force

	Respiratory Assistance

	Oculocervical Reflex


	Indications

	Primary Indications

	Secondary Indications


	Contraindications

	Relative Contraindications

	Absolute Contraindications


	General Considerations and Rules

	Cervical Region

	Trapezius Muscle Spasm (Long Restrictor): Post Isometric Relaxation

	Left Sternocleidomastoid Spasm (Acute Torticollis): Reciprocal Inhibition

	Left Sternocleidomastoid Contracture (Chronic): Post Isometric Relaxation

	Cervical Range of Motion: Oculocervical Reflex

	Occipitoatlantal (CO-CO1) Dysfunction Example: CO ESLRR; Post Isometric Relaxation 

	Occipitoatlantal (C0-C01) Dysfunction Example: C0 FSLRR Post Isometric Relaxation

	Atlantoaxial (C1-C2) Dysfunction Example: RL Post Isometric Relaxation

	C2-C7 Dysfunction Example: C3 FSRRR Post Isometric Relaxation


	Thoracic Region

	T1-T4 Dysfunction Example: T4 ESRRR Post Isometric Relaxation

	T1-T6 Dysfunction Example: T4 FSRRR Post Isometric Relaxation

	T5-T12 Dysfunction Example: T8 ESRRR Post Isometric Relaxation


	Costal Region

	Right First Rib, Inhalation Dysfunction: Respiratory Assist, Seated

	Right First Rib, Inhalation Dysfunction: Respiratory Assist, Supine

	Right Ribs 1 and 2, Inhalation Dysfunction: Post Isometric Relaxation to Relax Scalene Muscles, Seated

	Right Ribs 1 and 2, Inhalation Dysfunction: Post Isometric Relaxation to Relax Scalene Muscles, Supine

	Right Ribs 2 to 6, Inhalation Dysfunction: Respiratory Assist

	Right Ribs 7-10, Inhalation Dysfunction: Respiratory Assist

	Right Ribs 11 and 12, Inhalation Dysfunction: Respiratory Assist

	Anatomy of the Scalene Muscles

	Right Ribs 1 and 2, Exhalation Dysfunction: Contraction of Scalene Muscles Mobilizes Dysfunctional Ribs


	Pectoralis Minor Muscle

	Right Rib 3, 4, or 5, Exhalation Dysfunction: Contraction of Pectoralis Minor Mobilizes Dysfunctional Ribs

	Right Rib 3, 4, or 5, Exhalation Dysfunction: Contraction of Pectoralis Minor Mobilizes Dysfunctional Ribs


	Serratus Anterior Muscle

	Right Rib 6, 7, or 8, Exhalation Dysfunction: Contraction of Serratus Anterior Mobilizes Dysfunctional Ribs


	Latissimus Dorsi Muscle

	Right Ribs 9 and 10, Exhalation Dysfunction: Contraction of Latissimus Dorsi Mobilizes Dysfunctional Ribs


	Quadratus Lumborum Muscle

	Right Ribs 11 and 12, Exhalation Dysfunction: Contraction of Quadratus Lumborum Mobilizes Dysfunctional Ribs


	Right Ribs 11 and 12, Exhalation Dysfunction: Respiratory Assist


	Lumbar Region

	Type I Dysfunction Example: L2 NSLRR Post Isometric Relaxation

	Type II Dysfunction Example: L2 ERRSR Post Isometric Relaxation

	Type I Dysfunction Example: L4 NSLRR Post Isometric Relaxation

	Type II Dysfunction Example: L4 E/FSRRR Post Isometric Relaxation


	Pelvic Region

	Right Posterior Innominate Dysfunction: Combined Reciprocal Inhibition and Muscle Contraction Mobilize Articulation

	Right Posterior Innominate Dysfunction: Combined Reciprocal Inhibition and Muscle Contraction Mobilize Articulation

	Right Posterior Innominate Dysfunction: Combined Reciprocal Inhibition and Muscle Contraction Mobilize Articulation

	Right Anterior Innominate Dysfunction: Combined Reciprocal Inhibition and Muscle Contraction Mobilize Articulation 
	Right Anterior Innominate Dysfunction: Combined Reciprocal Inhibition and Muscle Contraction Mobilize Articulation 

	Anterior Innominate Dysfunction: Combined Reciprocal Inhibition and Muscle Contraction Mobilize Articulation 

	Right Superior Iliosacral Shear

	Right Outflare Innominate Dysfunction: Post Isometric Relaxation

	Right Inflare Innominate Dysfunction: Post Isometric Relaxation

	Right Superior Pubic Shear Dysfunction: Muscle Contraction Mobilizes Articulation 

	Right Inferior Pubic Shear Dysfunction: Muscle Contraction Mobilizes Articulation 

	Fixed Compression of the Pubic Symphysis (Adducted Pubic Bones): Muscle Contraction Mobilizes Articulation

	Fixed Gapping of the Pubic Symphysis (Abducted Pubic Bones): Muscle Contraction Mobilizes Articulation

	Hip Region: Psoas Major and Psoas Minor Muscles

	Hip Region: Iliacus Muscle

	Hip Region: Psoas Muscle, Acute Dysfunction: Reciprocal Inhibition

	Hip Region: Psoas Muscles, Subacute or Chronic Dysfunction: Post Isometric Relaxation


	Piriformis Muscle

	Hip Region: Piriformis Muscle, Acute Dysfunction: Reciprocal Inhibition

	Hip Region: Piriformis Muscle, Acute Dysfunction: Reciprocal Inhibition

	Hip Region: Piriformis Muscle, Subacute or Chronic Dysfunction: Post Isometric Contraction

	Hip Region: Piriformis Muscle, Subacute or Chronic Dysfunction: Post Isometric Contraction



	Sacral Region

	Forward Torsion About a Left Oblique Axis (Left on Left): Combined Reciprocal Inhibition and Muscle Contraction Mobilize Articulation

	Forward Torsion About a Right Oblique Axis (Right on Right): Combined Reciprocal Inhibition and Muscle Contraction Mobilize Articulation

	Backward Torsion About a Left Oblique Axis (Right on Left): Combined Reciprocal Inhibition and Muscle Contraction Mobilize Articulation 
	Backward Torsion About A Right Oblique Axis (Left on Right): Combined Reciprocal Inhibition and Muscle Contraction Mobilize Articulation

	Overview of Sacral Torsion Dysfunction

	Unilateral Flexed Sacrum on the Left, Respiratory Assist

	Unilateral Extended Sacrum on the Left, Respiratory Assist

	Bilaterally Flexed Sacrum, Respiratory Assist

	Bilaterally Extended Sacrum, Respiratory Assist


	Extremities

	Posterior Radial Head, Pronation Dysfunction: Post Isometric Relaxation 

	Anterior Radial Head, Supination Dysfunction: Post Isometric Relaxation

	Posterior Fibular Head Dysfunction: Post Isometric Relaxation 

	Anterior Fibular Head Dysfunction: Post Isometric Relaxation 
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	General Considerations and Rules

	Shorthand Rules

	Cervical Region

	Occipitoatlantal (C0-C1, OA) Dysfunctions Example: OA, F/E or N-SLRR

	Atlantoaxial (C1-C2, AA) Dysfunction Example: C1 RL

	C2 to C7 Dysfunctions Example: C4 FSLRL Short-Lever, Rotational Emphasis 
	C2 to C7 Dysfunctions Example: C5 ESRRR Long-Lever Rotational Emphasis

	C2 to C7 Dysfunctions Example: C5 NSLRL Short-Lever Technique, Side-Bending Emphasis


	Thoracic Region

	T1 to T12 Dysfunctions Example: T4 FSLRL Supine

	T1 to T12 Dysfunctions Example: T9 ESRRR Supine

	T1 to T8 Dysfunctions Example: T2 FSLRL Supine Over the Thigh

	T3 to T8 Dysfunctions Example: T6 FSRRR Prone

	T1 to T4 Dysfunctions Example: T2 FSRRR Prone (Long Lever)

	T8 to T12 Dysfunctions Example: T9 ESRRR Seated (Short Lever)

	T8 to T12 Dysfunctions Example: T10 ESRRR Seated (Long Lever)


	Costal Region

	Right First Rib Inhalation Dysfunction Seated

	Left First Rib Inhalation Dysfunction Supine

	Left Rib 6 Inhalation Dysfunction Supine

	Left Rib 8 Exhalation Dysfunction Supine

	Right Ribs 11 and 12 Inhalation Dysfunction Prone

	Right Ribs 11 and 12 Exhalation Dysfunction Prone


	Lumbar Region

	L1 to L5 Dysfunctions Example: L5 NSLRR Lateral Recumbent (Long Lever)

	L1 to L5 Dysfunctions Example: L4 FRRS Lateral Recumbent (Long Lever)

	L1 to L5 Dysfunctions Example: Left L5-S1 Radiculitis Lateral Recumbent (Long Lever)

	L1 to L5 Dysfunctions Example: L4 NSLRR Supine Lumbar Walk-Around (Long Lever)

	L1 to L5 Dysfunctions Example: L2 ESRRR Lumbar Seated Position (Short Lever)

	L1 to L5 Dysfunctions Example: L2 ESRRR Lumbar Seated Position (Long Lever)


	Pelvic Region

	Left Posterior Innominate Dysfunction, Lateral Recumbent

	Right Posterior Innominate Dysfunction, Leg Pull, Supine

	Left Posterior Innominate Dysfunction, Supine Fulcrum

	Left Anterior Innominate Dysfunction, Lateral Recumbent

	Right Anterior Innominate Dysfunction, Leg Pull


	Upper Extremity Region

	Wrist, Dorsal Carpal Dysfunction

	Elbow, Flexion Dysfunction (Distal Elbow, Ulna)

	Elbow, Extension Dysfunction (Proximal Elbow, Ulna)

	Elbow, Radial Head, Supination Dysfunction

	Elbow, Radial Head, Pronation Dysfunction


	Lower Extremity Region

	Knee: Anterior Dysfunction of the Tibia on the Femur (Posterior Femur Over Tibia), Supine

	Knee: Anterior Dysfunction of the Tibia on the Femur (Posterior Femur Over Tibia), Seated

	Knee: Posterior Dysfunction of the Tibia on the Femur (Anterior Femur Over Tibia), Prone

	Knee: Posterior Dysfunction of the Tibia on the Femur (Anterior Femur Over Tibia), Seated

	Knee: Anterior Fibular Head Dysfunction

	Knee: Posterior Fibular Head Dysfunction

	Knee: Anterior Medial Meniscus Dysfunction

	Ankle: Anterior Tibia on Talus

	Ankle: Posterior Tibia on Talus

	Foot: Cuniform, Plantar Dysfunction (Dr. Hiss's Whip Technique)

	Foot: Fifth Metatarsal Dysfunction, Plantar Styloid

	Foot: Cuboid, Plantar Rotation
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	Technique Principles
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	Myofascial (Muscle Hypertonicity)

	Articular (Intervertebral and Intersegmental x-, y-, z- Axis) Dysfunction
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	General Considerations and Rules

	Shorthand Rules 
	Primary Myofascial Dysfunction

	Primary Articular (x-, y-, z-axis) Type I and II Dysfunctions


	Cervical Region

	Right: Suboccipital Muscle Hypertonicity

	C2 to C4 Dysfunction Example: C4 FSRRR


	Thoracic Region

	T4 to T12 Dysfunctions Example: T6 ESRRR

	Right-Sided Trapezius Muscle Hypertonicity


	Costal Region

	Left First Rib Dysfunction, Posterior Elevation: Nonrespiratory Model, Soft-Tissue Effect

	Left Seventh Rib, Inhalation Dysfunction


	Lumbar Region

	L1 to L5 Dysfunctions Example: L3 NSLRR

	L1 to L5 Dysfunctions Example: L4 FSRRR

	Left-Sided Erector Spinae Muscle Hypertonicity


	Pelvic Region

	Left Posterior Innominate Dysfunction

	Left Anterior Innominate Dysfunction
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	Occipitoatlantal (C0-C1, OA) Dysfunction Example: C0 ESRRL, Seated

	Atlantoaxial (C1-C2) Dysfunction Example: C1 RL, Supine

	C2 to C7 Dysfunction Example: C4 ESRRR, Supine


	Thoracic Region

	T1 and T2 Dysfunctions Example: T1 ERRSR, Seated

	T1 and T2 Dysfunctions Example: T2 FRLSL, Supine

	T3 to T12 Dysfunctions Example: T5 NSLRR, Seated


	Costal Region

	First Rib Dysfunction Example: Right, Posterior, Elevated First Rib (Nonphysiologic, Nonrespiratory)

	First or Second Rib Example: Left, First Rib Exhalation Dysfunction, Seated

	First Rib Example: Right, First Rib Exhalation Dysfunction, Seated


	Lumbar Region

	L1 to L5 Dysfunctions Example: L4 NSRRL, Supine 

	L1 to L5 Dysfunctions Example: L3 ESRRR, Lateral Recumbent


	Pelvic Region

	Innominate Dysfunction Example: Right Anterior Innominate, Modified Sims Position

	Innominate Dysfunction Example: Right Posterior Innominate, Modified Sims Position


	Upper Extremity Region

	Elbow: Radial Head, Pronation Dysfunction

	Elbow: Radial Head, Supination Dysfunction

	Acromioclavicular Joint Example: Right Distal Clavicle Elevated

	Acromioclavicular Joint Example: Right, Proximal Clavicle Elevated (Distal Clavical Depressed)
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	Indications
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	General Considerations and Rules
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	Treatment


	Cervical Region

	Occipitoatlantal (C0-C1, OA) Dysfunction Example: C0-C1 ESLRR

	Atantoaxial (C1-C2, AA) Dysfunction Example: C1 RR

	Atlantoaxial (C1-C2) Dysfunction Example: C1 Right, Lateral Translation

	C2 to C7 Dysfunction Example: C4 ESRRR


	Thoracic Region

	T1 and T2 Dysfunctions Example: T1 FSRRR


	Cervicothoracic Region

	Anterior Cervical Fascia, Direct Technique


	Thoracic and Lumbar Regions

	T3 to L4 Example: T12 ESLRL

	T8 to L5 Example: L5 FSRRR with Sacral Tethering


	Costal Region

	First Rib Dysfunction Example: Left, Posterior, Elevated First Rib (Nonphysiologic, Nonrespiratory)

	Dysfunction of the Respiratory Diaphragm and/or Exhalation Dysfunction of the Lower Ribs


	Upper Extremity Region

	Clavicle: Left Sternoclavicular Dysfunction (Direct Method)

	Shoulder: Spasm in the Teres Minor Muscle (Direct Method)

	Shoulder: Glenohumeral Dysfunction

	Forearm and Elbow: Ulnohumeral and Radioulnar Dysfunctions

	Wrist: Carpal Tunnel Syndrome


	Lower Extremity Region

	Hypertonicity of the External Hip Rotators and Abductors of the Femur (Example: Piriformis Hypertonicity and Fibrous Inelasticity)

	Knee: Posterior Fibular Head Dysfunction

	Knee: Femorotibial Dysfunctions Example: Sprain of the Cruciate Ligaments

	Gastrocnemius Hypertonicity, Direct Method

	Ankle: Posterior Tibia on Talus

	Foot and Ankle Example: Left Calcaneus Dysfunction, The Boot Jack Technique (1)

	Foot Dysfunction: Metatarsalgia

	Foot: Plantar Fasciitis, Direct Method
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	Technique Styles

	Alleviation of Somatic Dysfunction

	Reflex Oriented

	Myofascial Oriented

	Balanced Ligamentous Tension, or Ligamentous Articular Strain

	Vibratory or Stimulatory Technique


	Indications

	Contraindications
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	Reflex Oriented Treatment

	Occipitomastoid Suture Pressure

	Alternating Pressure, Left Second Rib

	Singultus (Hiccups)

	Rib Raising


	Stimulatory/Vibratory Treatment

	Colonic Stimulation

	Splenic Stimulation


	Reflex Oriented Treatment

	Sacral Rock


	Myofascial Release/BLT Treatment

	Gastric Release

	Hepatic Release

	Gallbladder

	Kidney Release
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	16. Lymphatic Techniques

	Technique Principles 
	Technique Classification

	Techniques Removing Restrictions to Lymphatic Flow

	Technique Promoting Lymphatic Flow


	Technique Styles

	Intrinsic Lymphatic Pump

	Extrinsic Lymphatic Flow


	Indications

	Contraindications

	General Considerations and Rules

	Head and Neck

	Anterior Cervical Arches: Hyoid and Cricoid Release

	Cervical Chain Drainage Technique

	Manibular Drainage: Galbreath Technique

	Articular Drainage Technique

	Alternating Nasal Pressure Technique

	Submandibular Release

	Trigeminal Stimulation Technique

	Maxillary Drainage: Effleurage

	Frontal Temporomandibular Drainage: Effleurage


	Thoracic Region

	Thoracic Inlet and Outlet: Myofascial Release, Direct or Indirect, Seated, Steering Wheel Technique

	Thoracic Inlet and Outlet: Myofascial Release, Direct, Supine

	Miller Thoracic (Lymphatic) Pump

	Miller Thoracic (Lymphatic) Pump, Exaggerated Respiration

	Thoracic (Lymphatic) Pump, Side Modification

	Thoracic (Lymphatic) Pump, Ateletasis Modification

	Pectoral Traction: Pectoralis Major, Pectoralis Minor, and Anterior Deltoid


	Upper Extremity Region

	Anterior Axillary Folds: Pectoralis Major and Anterior Deloid Muscles


	Thoracoabdominal Region

	Doming the Diaphragm

	Thoracic Region

	Rib Raising: Bilateral Upper Thoracic Variation



	Abdominal and Pelvic Region

	Marian Clark Drainage

	Mesenteric Release, Small Intestine

	Mesenteric Release, Ascending Colon

	Mesenteric Release, Descending Colon

	Presacral Release, Direct or Indirect

	Ischiorectal Fossa Release, Supine

	Ischiorectal Fossa Release, Prone


	Lower Extremity Region

	Pedal Pump (Dalrymple Technique), Supine

	Pedal Pump (Dalrymple Technique), Prone Variation

	Lower Extremity and Pelvic Region

	Hip, Indirect LAS/BLT, Supine


	Popliteal Fossa Release, Supine
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	17. Articulatory and Combined Techniques

	Technique Principles

	Technique Classification

	Direct, Indirect, or Combined


	Technique Styles

	Rhythmic

	Mixed


	Indications

	Contraindications
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	Upper Extremity Region

	Shoulder Girdle: Spencer Technique

	Shoulder Girdle: Spencer Technique Stage 1- Shoulder Extension with Elbow Flexed

	Shoulder Girdle: Spencer Technique Stage 2- Shoulder Flexion with Elbow Extended

	Shoulder Girdle: Spencer Technique Stage 3- Circumduction with Slight Compression and Elbow Flexed
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	Lower Extremity Region

	Hip Girdle: Spencer Technique Stage 1- Hip Flexion

	Hip Girdle: Spencer Technique Stage 2- Hip Extension

	Hip Girdle: Spencer Technique Stage 3 and 4- Circumduction

	Hip Girdle: Spencer Technique Stage 5 and 6- Internal and External Rotation

	Hip Girdle: Spencer Technique Stage 7 and 8- Abduction and Adduction


	Upper Extremity Region

	Elbow: Radioulnar Dysfunction, Long Axis, Pronation Dysfunction (Loss of Supination), Muscle Energy, HVLA 
	Elbow: Radioulnar Dysfunction, Long Axis, Supination Dysfunction (Loss of Pronation), Muscle Energy, HVLA 


	Pelvic Region

	Right Anterior Innominate Dysfunction: HVLA with Respiratory Assistance, Lef-Pull Technique


	Cervical Region

	C2 to C7, Articulatory, Type 2 Motion


	Thoracic Region

	T1 to T4, Articulatory, Side Bending
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	Venous Sinus Drainage (6)
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	Frontal Lift (8) 
	Parietal Lift (8)
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