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FOREWORD

I have been fortunate and honored by a close working relationship with
Sharon Weiselfish-Giammatteo for many years. The effect she has had on
my personal and professional growth has been one in which the status quo
is rarely satisfactory and the words “can’t” and “never” have been replaced
by “anything is possible” and “always.”

The first lecture [ heard from Sharon in 1982 was truly representative
of the passion she has tor sincerity, integrity, and truth in a professional
field where new information is often frowned on, ridiculed, and frequently
vehemently opposed. While discussing a new concept of a systems
approach for evaluation and treatment, she interjected a statement about
the common overuse of ultrasound by many physical therapists. | was
amazed to observe the majority of the audience either go completely silent
or get extremely fidgety over the prospect that they were guilty of a com-
mon infraction. In other words, no one wanted to hear something that
shook their reality. The paradigm shift was too great. With that statement
and Sharon’s thirst for continued practical knowledge, this scenario has
been repeated more often than I can remember. Sharon’s own learning
encompasses a constant search for new and better ways to treat the whole
person. Each bit of information she gains is immediately integrated into
what she already knows, and quite often new and unique ways to treat
people are created.

This Muscle Energy text is the direct result of that precise learning
mode. While her first Muscle Energy text comprised remnants of her early
learning from many of the field’s top osteopaths, chiropractors, physical
therapists and allopaths plus her own research, this new text encompasses
totally new constructs taken as an application of the biomechanical princi-
ples she learned then and now newly applies. The product is a classic cul-
mination of Sharon’s learning and processing style in regard to applied
biomechanics and a natural complement for her other integrative work.
Sharon is the consummate student, researcher, and clinician when it comes
to one of her greatest passions, biomechanics of the skeletal system. Not
surprisingly, this work, already four to five years in process, has been
refined to make its application simple, powerfully effective, and efficient
and nonaggressive to both the patient and the therapist. When mastered
along with the constructs in her first text, this book creates a solid corner-
stone for the treatment of a majority of the body’s biomechanical dysfunc-
tions. Her newer research regarding cranial and transitional or Type I
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biomechanics sheds even further insight into the study of structure and
function of the skeletal framework.

Sharon’s research and clinical efforts have continued to cast light into
unexplained and unexplored areas of applied biomechanics and clinical
kinesiology. The work is grounded in core Newtonian-Cartesian physics
but at the same time embraces the concepts of quantum physics and
beyond.

Sharon’s ability to facilitate and create new learning paradigms in dif-
ferent realms will most likely cause friction for those individuals who resist
change or fear the unknown. Their facile reaction will be to deny the mate-
rial, but their challenge will be to put as much energy into understanding
and growing from the new knowledge as they would in opposing it.

I look forward not only to the dispersal of this material but the excite-
ment and energy Sharon will put into her next text and the enthusiasm that
she’ll expend taking many of us on the journey to even greater health, har-
mony, and professional satisfaction.

Jay B. Kain, Ph.D., P.T.,, A.T.C.
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CHAPTER 1

POSTURAL COMPENSATIONS OF THE
UPPER AND LOWER EXTREMITY JOINTS

The results of a comprehensive postural evalua-
tion can facilitate a more effective and efficient
treatment process. Posture is evaluated on a
sagittal plane, a coronal plane, and a transverse
plane. It is important to stand with a neutral
base of support during all standing posture eval-
uations. The feet should be acetabular distance
apart with approximately 15-20 degrees of
equal external rotation of the feet. It is impor-
tant to note that one foot is not slightly in front
of the other. The knees should be equally
flexed/extended. If there is recurvatum of one
knee, it should be maintained in sagittal plane
neutral to reflect similar posture to the other
knee.

Philosophy: Posture Reflects Movement Potential

Limitations of physiologic motion (flexion, ex-
tension, rotations and side bendings) should
correlate with static posture evaluation. Pos-
tural deviations indicate the body’s potential for
dynamic movement. Consider: there are mild,
moderate, and severe neuromusculoskeletal
dysfunctions.

Mild, Moderate, or Severe Postural Indications

» Severe dysfunction will cause severe limita-
tions in ranges of motion with severe posi-
tional imbalance of articular surfaces. Pain
and compensation patterns will be observed
in inner ranges of motion. Postural devia-
tions will be considerable.

* Moderate dysfunction will cause moderate
limitations in physiologic ranges of motion.
Pain and compensation patterns will not be
observed until mid-ranges of motion. Pos-
tural deviations will be moderate.

Figure 1. The pelvis will typicolly present a “lateral shear.” There is typicolly o
decrease in the convex curve on palpation of the greater trochanter secondary to
the compression of the femoral head.
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Figure 2. The proximal tibial articular surface will shear lateral.

= Mild dysfunction will only cause mild
limitations in ranges of motion. Pain and
compensation patterns will only be observed
in outer ranges of motion. Postural devia-
tions will be slight.

Assessment of Postural Dysfunction is performed
to assess the body's capacity for normal joint
mobility, soft tissue flexibility, and physiologic

ranges of motion.

Pelvic and Lower Exiremity Posture

Observe in supine, prone, and standing. Ob-
serve postural deviations on three planes: sagit-
tal, coronal and transverse. Observe articular
balance of all joints. Document articular pos-
tural deviations of the knees, such as shears and
rotations of proximal tibial articular surface.
Observe postural deviations of the feet: supina-
tion, pronation. Observe specific joint devia-
tions of all ankle and foot joints (malleolus,
navicular, cuboid, first ray, etc.)

A Compensatory Pattern

When there is joint and/or soft tissue dysfunc-
tion, the body will “compensate” in order to at-
tain movement goals. Compensations typically
occur at joint surfaces, and result in loss of
“articular balance.” “Articular balance” is the
normal neutral relationship of two articular sur-
faces of a joint throughout a full physiologic
movement.

Lower Extremities: Typical Compensatory Postures

* The pelvis will shear lateral (Figure 1).

» The femoral head will be approximated,
caudal, adducted and internally rotated
(Figure 1).

» The proximal tibial articular surface will
shear lateral and externally rotate (Figure 2).
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* The distal tibial articular surface will glide
posterior (Figure 3).

= The talus will glide anterior (Figure 3).

= The distal fibula head will shift inferior and
posterior (Figure 4).

* The calcaneus will invert (Figure §).

* The foot will be pronated or supinated.

Neck and Upper Extremity Posture

Observe in supine, prone, sitting and standing.
Observe postural deviations on three planes:
sagittal, coronal and transverse. Observe articu-
lar balance at the joint surfaces. Document ar-
ticular postural deviations of the neck, shoulder
girdle, elbow, forearm, wrist, hand, thumb and
fingers. Observe at the joint surfaces.

Upper Extremities: Typical Compensatory Postures

* The neck is side bent away from or towards
the side of shoulder girdle obliquity (elevated
shoulder girdle).

= The head is rotated opposite the direction
of the side bending of the neck.

* There is an elevated shoulder girdle (shoulder
girdle obliquity) (Figure 6).

* There is a protracted shoulder girdle
(Figure 6).

* There is an abducted scapula (Figure 6).

= The humeral head is caudal, anterior and
compressed in the glenoid fossa (Figure 6).

* The humerus is adducted, flexed and internal
rotated (Figure 6).

= The elbow is flexed.

= The ulna is abducted (Figure 7).

* The proximal radius head is anterior
(Figure 7).

» The distal ulna head is anterior.

* The distal radius head is posterior.

* The forearm is pronated.

* The proximal carpal row is anterior.

* The wrist is in anterior shear during
extension.

Figure 3. The distal ibia glides posterior, while talus glides anterior. The person is
standing in plantar flexion (extended ankle). Extension forces will be transcribed
up the leg during standing and ambulation.
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* The thumb is flexed, internal rotated, and
adducted.

* The proximal head of the 1st metacarpal
is in anterior shear and compressed.

Movement Corresponds with Postural Deviations

Observe deviations during movement from mid-
line neutral. Assess right-left symmetry, and lim-
itations in ranges of motion. “Fixate” to inhibit
compensatory “trick” movements, which occur
because of poor articular balance. Limitations
of ranges of motion should correspond with
compensatory patterns observed during static
postural assessment. For example, a protracted
shoulder, observed in a static posture assess-
ment, will present limitation in horizontal ab-
duction during dynamic movement testing.

Articular Balance of all upper and lower extremity
joints assures closed and open kinetic chain function.

* Postural Deviations
reflect and correlate with
* Articular Imbalances
(Hard Joints and Soft Joints)
! Soft Tissue to Soft Tissue
(e.g., liver to diaphragm)
Figure 4. The distal fibula head is hypamabile, stuck inferior Soft Tissue to Bony Structure
s e (e.g., cecum to right ilium)
Bony Structure to Bony Structure
(e.g., humeral head to glenoid fossa)
reflect and correlate with
* Compromised Joint Mobility and
Limitation of Soft Tissue Elongation
reflect and correlate with
* Limitations in Ranges of Motion
reflect and correlate with
» Compromised Function

Hypomobility and Hypermobility

In the field of Manual Therapy, hypermobility is
not typically an issue to be addressed. True hy-
permobility, with ligamentous laxity, in cases
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such as pregnancy and rheumatoid arthritis, are
not the common causes of neuromusculoskeletal
dysfunction treated with manual therapy. If
there is a glenohumeral joint inferior dislocation
or subluxation, this joint is not hypermobile in
manual therapy concepts. The humeral head is
hypermobile on one plane in one direction only:
caudal. In all other planes (superior glide, poste-
rior glide, etc.), and in all directions of physio-
logic movement (flexion, extension, abduction,
adduction, and rotations) there is hypomobility.
The humeral head is hypomobile. A dislocated
glenohumeral joint is therefore a hypomobile
problem. Manual therapy should address the
neuromusculoskeletal dysfunction causing the
hypomobility. The result of therapy for a caudal
dislocation of the shoulder joint should be nor-
mal articular balance of the glenohumeral joint
(i.e., a more normal superior position of the
humeral head in the glenoid fossa.)

Articulor Balance and Accessory Movement

When there is a compromise of articular bal-
ance, with postural dysfunction, there will be a
limitation in the accessory movements and the
joint play of the joint surfaces. As an example,
with a protracted shoulder girdle, there will be
hypomobility on mobility testing of all joints
which contribute to the shoulder girdle
complex: costovertebral joints, costotransverse,
sternochondral joints, costochondral, scapu-
lothoracic joint, glenohumeral joint, acromio-
clavicular joint, and sternoclavicular joint.

Accessory Joint Movement and Physiologic
Ranges of Motion

Whenever there i1s hypomobility of the accessory
movements and joint plays of a joint, there must
be correlating limitations in physiologic ranges
of motion. There may also be hypertonicity
(protective muscle spasm) of the musculature
surrounding that joint. There may be fascial
dysfunction of the connective tissue surrounding

Figure 5. The cakaneus will invert.
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Figure 6. The shoulder girdle presents in this typical dysfunctional pattern: A.
abduted scapula; B. elevated shoulder girdle; C. protrocted shoulder girdle; D.
anterior, caudal, compressed humerol heod; E. adducted, Mexed, internal rototed
humerus.

that joint. Yet if the body receives a command
from the brain cortex to move the joint, the per-
son will attempt to move and to reach the
“movement goal,” in spite of the hypomobility.
In order to attain the “movement goal,” the
body will overcome the obstacle presented by
joint dysfunction and limitations of motion. In-
stead of utilizing the necessary range of motion
at the joint required to achieve the movement
goal, the body involuntarily will need to com-
promise. This compromise will occur at the ac-
cessory movements of the joint, with “trick”
and compensatory movements.

For example, a tennis player with a pro-
tracted right shoulder girdle must achieve full
shoulder extension with horizontal abduction.
When there is glenohumeral joint dysfunction,
in order to attain this movement goal, the
humeral head will sublux anteriorly during the
movement, in order to allow the “compromise”
to reach the end movement target which re-
quired more range of physiologic extension than
available to this tennis player. This “pseudo” ex-
tension achieved via excessive anterior shear of
the humeral head, is not within the normal
healthy constraints of joint movement. The ac-
cessory movements at the joint surface are now
pathological, and as a result of this compensa-
tion, the glenohumeral joint capsule will become
dysfunctional, possibly developing fascial dys-
function at the anterior aspect of the joint cap-
sule, and a tightening of the posterior joint
capsule. Assessment is complex. Range of mo-
tion should be evaluated while maintaining nor-
mal articular balance between the glenoid fossa
and the humeral head. For example, gross phys-
iologic extension is measured while evaluating
excessive, pathologic anterior glide of the hu-
meral head. The therapist can thus discover the
total dysfunctional pattern which requires struc-
tural rehabilitation and functional reeducation
and training.

Postural dysfunction indicates articular im-
balance, joint hypomobility, and limitations in
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physiological ranges of motion. Manual therapy

techniques can be performed at areas of postural

dysfunction in order to improve articular bal-

ance, increase joint mobility and ranges of

physiologic motions. Postural deviations on any

and all planes are an indication for treatment.

The general sequence guidelines for Manual

Therapy are as follows:

* Assess postural dysfunction on all three
planes: sagittal, coronal, transverse.

* Treat proximal to distal.

» Treat area of greatest postural dysfunction
first.

= Treat according to static postural dysfunc-
tion first.

* Treat according to dynamic postural
dysfunction after static postural dysfunction.

9+’

Figure 7. Typical elbow compensations include: A. anterior proximel rodiol head;
B. abducted vlna ond a flexed elbow.



CHAPTER 2

MUSCLE ENERGY AND 'BEYOND' TECHNIQUE

A CONCEPT OF BIOMECHANICS AND THE QUANTUM ENERGETIC FORCES
WITHIN THE INTRA-ARTICULAR JOINT SPACES

The Intra-Articular Spaces of Sacral Joints

Treatment of biomechanical dysfunction is not
unique. For a long time, many disciplines have
attempted to achieve long-lasting effects on joint
dysfunction, especially at the lumbosacral junc-
tion (L5/S1). The attempts have been unsuccess-
ful, i.e., there does not appear to be one good
solution for the tens of thousands of persons af-
fected by low back pain and sciatica. Most
spinal surgery occurs at this L5/S1 junction,
which reflects that this problem causes signifi-
cant pain and disability, as well as high cost for
health care recipients and tax-payers.

The lumboscral junction has always been as-
sessed, until recently, for signs of limited mobil-
ity. Essentially, LS at the lumbosacral junction
has been assessed like every other spinal seg-
ment. This evaluation is not adequate. There is a
difference between LS and other lumbar seg-
ments: the lumbosacral junction has reciprocal
motion present on three planes, which is not
present between L1 through LS.

What is this reciprocal movement at the
lumbosacral junction? During sagittal plane mo-
tion, the base of sacrum glides in the opposite
direction of LS movement: LS flexes during pos-
terior sacral glide, and LS extends during ante-
rior sacral glide. On the transverse plane, LS
rotates to the right while sacrum rotates to the
left, and L3S rotates to the left while sacrum ro-
tates to the right. During motion on a coronal
plane, there is similar reciprocal motion, i.e., the
sacrum side bends in the opposite direction of
LS side bending.

There is a unique concept under investiga-
tion by Lowen and Weiselfish-Giammatteo and
others: problems of sacral biomechanics are in
fact problems of the intra-articular spaces. A

quantum physics explanation has been devel-
oped, explaining why there are limitations of
motion at the lumbosacral junction. There is en-
ergy within the joint spaces surrounding
sacrum, including within the sacro-iliac joints,
LS and the sacral base, and between the facets
of LS and S1. There may be a compromise of
this energy, which is a disturbance of the quan-
tum energetic forces within the joint spaces.
This energy, in the joint spaces around sacrum,
presents itself as a uni-planar disturbance within
the manifested limitations of motion.

An additional concept, which requires fur-
ther explanation from a physics perspective, re-
gards “axes.” When there is movement which is
anterior to midline, the hypothetical axis of mo-
tion is positioned anterior to the body part in
motion. When there is posterior movement, the
axis of motion is positioned behind that body
part, where the movement forces are directed.
Axes, although conceprual, are forces which are
dynamic in nature, and reflect motion of moving
parts. The direction of the movement is signifi-
cant; the direction corresponds with the position
of the axis on all three planes: sagittal, coronal
and transverse.

Sagittal plane movement at the lumbosacral
junction is flexion and extension. This move-
ment is different than lumbar spine flexion and
extension, because of reciprocal motion. At the
lumbosacral junction, when LS flexes, it is dis-
placed in an antero-inferior direction, while the
sacral base glides posterior. Lumbosacral flexion
includes both the anterior motion of LS and the
posterior motion of the sacral base. Where is the
axis of motion for lumbosacral flexion? Is there
a separate anterior axis for LS, with a different
posterior axis for S1? This is not reasonable,
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because lumbosacral flexion is a co-joined mo-
tion of LS together with S1. The axis of motion
is neither in front of LS, nor behind S1. The axis
of motion for lumbosacral flexion is between LS
and S1, through the disc, with the penetration
being midline through the disc. Various phe-
nomena of the LS disc have been found on dis-
section. The major part of the disc to be
considered appears to be the middle of the nu-
clear material, which is denser. There are less de-
viations from midline at the central portion of
the disc during movements.

When there is a co-joined motion in the
human body between 2 structures, similar to the
motion at the lumbosacral junction, the move-
ment is reflexive in nature. This neuro-reflexo-
genic-induced capacity for reciprocal motion at
the lumboscral junction allows greater move-
ment rather than lesser. Thus the amount of
available motion on any one of the three planes
for LS and S1 is much greater than at any other
vertebral segment.

While flexion and extension occur at the
lumbosacral junction, movement occurs at both
sacroiliac joints. Thus there must be a co-joined
motion capacity of L5/S1 together with the SI
joints, which are neuro-reflexogenically able to
cooperate with LS and S1. The sacrospinous lig-
aments appear to be involved in this participa-
tion of co-operated activity.

During torsions of the lumbosacral junction
there is also co-joined motion between the lum-
bosacral junction and bilateral sacroiliac joints.
Torsions are the major L5/S1 movement during
ambulation. These motions are tri-planar and
concomitant on 3 planes: sagittal, coronal and
transverse. When heel strike occurs, there are
extension forces affecting the leg in stance
phase, which cause a tendency of the sacrum to
extend on the side of heel strike. Yet the sacrum
cannot extend, because the piriformis is placing
an anterior force on the sacrum on that side.
The pull of the piriformis will rotate the sacrum
towards the side of swing phase, and as the

sacrum rotates, side bending of the sacrum oc-
curs to the same side. During midstance, there is
a greater force of the piriformis, causing maxi-
mal rotation of the sacrum towards the side of
mid-swing phase. This end range of rotation will
pull the sacrum in a transverse plane posterior
on the side of swing phase. The horizontal limb
of the articular surface of sacrum accommo-
dates in order to displace sacrum in this manner.

The Forces of Ambulation through the
Intra-Articular Spoces of the Lower Quadrant

During mid-stance towards toe-off there is a
transfer of forces from the leg in stance phase
towards the leg in swing phase. The extension
forces are decreasing throughout mid-stance to-
wards toe-off. While the extension forces de-
crease, the tendency of the sacrum to extend is
eliminated. The piriformis pull is decreased, so
the rotation force towards the side of swing
phase is reduced. When these rotation forces are
reduced, the side bending of sacrum on the side
of swing phase decreases. As the forces of rota-
tion towards the swing phase side are reduced,
the transverse motion of sacrum on the side of
swing phase in a posterior direction subsides.
The articular surface of sacrum will no longer be
translated on a transverse plane along the hori-
zontal limb of the joint surface. When the forces
of extension are eliminated as soon as toe-off
occurs, there will be an initiation of momentum-
induced forces which affects the leg which is
now beginning swing phase. These momentum
forces of the body are dependent on energy, the
life force, the production of ATP, and metabolic
rate. Requirements for momentum-induced mo-
tion include muscle fiber strength, recruitment
of muscle fibers, neuronal health, and more.
Foot-ground contact occurs during stance
phase. This contact is similar to the contact of
the wind with water of the ocean. The wind has
a force, a velocity, and an amplitude; the water
of the ocean transcribes the force. Typically, the
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evidence of this force occurs on shore, when
there could be a tidal wave if the strength of this
force, and the amplitude, is intense. When the
shore begins to erode, there is an environmental
explanation for this erosion. A similar circum-
stances occurs in the body. When the wind and
water meet, there are displacements of energy
on three planes. When the foot and ground
meet, during standing and ambulation, there are
displacements of energy on three planes, which
are similar in nature to the displacement of the
forces on the water. These forces are transcribed
up the leg within the intra-articular spaces. The
most significant intra-articular spaces are the
tibiotalar, tibio-femoral, and the femoro-acetab-
ular spaces. An accommodation to these forces
occurs at the sacrum, within the intra-articular
joint spaces of the sacroiliac joints and the
lumbo-sacral junction.

The accommodation to foot-ground forces
at the sacral joint spaces is a major function of
sacrum. The 3-planar forces within the sacral
joint spaces, the sacroiliac joints and the lum-
bosacral junction, are further displaced and
transcribed from those joint spaces throughout
the body. The forces which converged in the
joint spaces of sacrum in a 3-planar manner are
now transcribed throughout the joint spaces of
the body. These forces are transcribed through
the spinal joint spaces, and also through the
intra-articular spaces of the soft joints. These
soft joints include, for example, the joint spaces
between the liver and the diaphragm, between
the heart and the pericardium, and between the
muscle bellies of different muscles. This tran-
scription of forces occurs between cells and
fibers, as well as between those larger structures
which have a role of functional organization.

In order that the forces reach the sacrum in a
manner that will not cause erosion of the sacral
joint surfaces, the lower extremity joints must
be aligned, with good articular balance and
good joint mobility, and most of all adequate
intra-articular joint spaces. The nature of the

joint space is similar to the nature of the ocean
which is affected by the wind and is able to tran-
scribe the forces of the wind in a manner that
will promote healthy shores rather than cause
erosion. The intra-articular spaces of the legs are
able to transcribe the foot-ground forces in a 3-
planar manner, and these forces are transcribed
through every joint space (between muscle bel-
lies, between muscle and bone, between blood
vessels and muscles, and between cells and
fibers). The most significant joint spaces which
will determine the quality of forces affecting
sacrum are the tibiotalar joint spaces, the
tibiofemoral joint space, and the hip joint be-
tween the femoral head and the acetabulum.

Muscle Energy and ‘Beyond’ Technique is an
approach to correct the dysfunction of intra-ar-
ticular spaces, and is taught in Dialogues in
Contemporary Rehabilitation courses. The tech-
niques for the lower extremity are goal-oriented,
intended to improve the vertical dimensions of
the intra-articular joint space. This approach
thereby facilitates transcription of foot-ground
forces which are transcribed up the leg to the
sacral joint spaces for re-distribution. The joint
spaces of sacrum are treated to accommodate
these forces. There is less force within the sacral
joint spaces because there is no acceleration
(force equals mass times acceleration). The tran-
scription of forces in sitting is similar to the
transcription of forces during standing (as
compared to the forces during ambulation and
running which are characterized by increased
amplitude of force as the result of acceleration).
The transcription of these sacrum forces, and
ground forces, during sitting has less erosion
capacity because the displacement forces on
three planes are not as intense. These forces are
transcribed through the body’s intra-articular
spaces. There is an accommodation to these
forces within the sacral joint spaces which are
then distributed throughout the body.

What is the character of “transcription of
forces?” There is a particle and a wave motion
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of energy which displaces fluids, similar to the
displacement of ocean water when the energy of
the wind is transcribed on the water towards the
shore. This particle and wave-like motion of en-
ergy from foot-ground forces and from sacrum-
ground contact (i.e., in sitting) requires only
space. The fluid, as a medium of transcription,
will be more accommodating if it is less viscous
and less dense. The more the fluid within the
joint spaces is of similar density to water, the
more normal the transcription of forces through
this medium of fluid can occur.

The upper extremity joints also require
intra-articular spaces of perfect alignment and
dimension. These spaces are “energetic force
torques” for momentum and pressure-displaced
and induced motion. When Muscle Energy and
‘Beyond’ Technique is used to correct the verti-
cal dimensions of the upper extremity intra-
articular spaces, the movements are powerful,
requiring less strength for more translation and
rotation displacement of the arm and trunk.

An interesting concept is the perpetuation
of forces through the body. What is the nature
of pressure, and distance of transcription? How
much pressure is required within the joint
space? Excessive pressure will apparently inhibit
the transcription of these forces through the
joint spaces, because of the inherent resistance
which pressure provides to energy within an en-
capsulated area. Too little pressure will be insuf-
ficient for medium consistency. Pressure
regulation within the joint spaces is important,
must be investigated, and often addressed with a
person who requires treatment of joint spaces.

Muscle Energy and ‘Beyond’ Technique
reaches inside the joint, beyond the problem of
articular balance and joint mobility. Muscle En-
ergy and ‘Beyond’ Technique is the exceptional
therapeutic process which addresses vertical di-
mension within the joint space. The person is
provided a restoration of the system of energy
which flows through the joint spaces. This en-
ergy rests within the joint spaces for mainte-

nance of vertical dimension. During rest, there is
a static particle movement of the energy which
flows through the joint spaces, similar to the
motion of water molecules in the ocean. During
movement there is an increase in the wave-like
motion of energy within the joint space, similar
to the ocean affected by wind.

Regarding This Book

This book introduces Muscle Energy and ‘Be-
yond’ Technique, with thanks to those who con-
tributed foundations for this understanding,
including Fred Mitchell, Sr., D.O., Hoover,
D.O., Ruddy, D.O., and others. Without their
foundation, this approach would not have
evolved. This book includes the approach Mus-
cle Energy and ‘Beyond’ Technique for the
peripheral joints of the upper and lower extrem-
ities. An approach for pressure normalization
within the intra-articular spaces of the legs is
introduced. Ambulation facilitation with use of
Synchronizers® which are reflex governing
mechanisms discerned by Lowen and Weiselfish-
Giammatteo is included. The basic techniques
for upper and lower extremity normalization of
articular balance with Strain and Counterstrain
Technique, developed by Lawrence Jones, D.O.,
is presented. This Strain and Counterstrain
approach will correct the Synergic Pattern Im-
print® in chronic and neurologic clients. The
techniques are expected to attain normal joint
mobility to improve the accessory movements of
the pelvis, leg and arm joints. An introduction to
Tendon Release Therapy®, and Soft Tissue and
Articular Myofascial Release to treat the fascial
restrictions of the arms and legs, and to improve
capsular and ligamentous tensions, are included.
An approach to address complex ligament dys-
function with Ligament Fiber Release® is intro-
duced. The contents of this book will provide
alternatives for the person whose function is in-
hibited by physical and energetic dysfunction af-
fecting the arms and legs.
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Muscle Energy and ‘Beyond’ Technique:

A 3-Planar Approach to Treatment of Intra-Articular
Joint Spaces for Energy Distribution and Vertical
Dimension

These three concepts are equally important, al-
though there are variables of significance for dif-
ferent clients.

Joint Mobility

The joint mobility of the joint surfaces of any
joint is important for movement of that joint.
Ranges of motion occur on three planes: sagit-
tal, coronal and transverse. Of course, there is
more than just the 3-planar uni-directional and
uni-planar movement of a joint. When joint mo-
tions are co-joined, in other words when joints
co-operate for the production of movement at
one joint, there is exceptional joint mobility at-
tained beyond the three planes.

Flexion and extension are uni-directional
sagittal plane movements. Abduction and ad-
duction are uni-directional coronal plane move-
ments. External and Internal rotations are
uni-directional transverse plane movements.
Horizontal abduction and horizontal adduction
of the glenohumeral joint are also uni-direc-
tional movement on a transverse plane, but re-
quire the co-joined cooperative movements of
the elbow, wrist, hand, and finger joints. The
joint mobility of all involved articular surfaces is
affected.

The glides of the joint surfaces affect joint
mobility. These glides occur because of the
pushes and the pulls of muscle fibers which at-
tach to the bones. There are also rotations
which occur at the joint surfaces, which are the
results of energetic displacement secondary to
intersecting force which are caused by move-
ment. There are approximations which occur at
joint surfaces, and distractions, that are the re-
sult of mechanical pushes and pulls on the joint
surface, which are then transduced into ener-
getic displacement.

Palpation of Joint Mobility

It is important to focus on active and passive
physiologic ranges of motion as they pertain to
joint surface mobility. Perform “assisted active”
ranges of motion while palpating accessory joint
mobility close to the joint surface of the moving
surface. For example, during assisted active
shoulder abduction, palpate for smooth caudal
glide of the humeral head in the glenoid fossa.

Remember that most “norms” have been
measured and documented on average
(dysfunctional) bodies. If you question the
information in this text as incorrect, please freat
your clients in the manner presented in this
book. Then re-assess. Look for “norms.”

Accessory Motions: Glides

When the moving surface is convex with the sta-
ble and fixed non-moving surface concave (for
example the glenohumeral joint), the accessory
glides are as follows:
» Flexion: Posterior glide
= Extension: Anterior glide
* Abduction: Caudal glide
* Adduction: Superior glide
* External rotation around a vertical axis:
Anterior glide with distraction
* Internal rotation around a vertical axis:
Posterior glide with distraction
» Horizontal Abduction: Anterior glide with
approximation
» Horizontal Adduction: Posterior glide with
approximation
When the moving joint surface is concave on
a convex fixed and stable joint surface, for ex-
ample the tibio-femoral (knee) joint, the acces-
sory glides are as follows:
* Flexion: Anterior glide
» Extension: Posterior glide
* Abduction: Medial glide and approxima-
tion on the joint side of abduction
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* Adduction: Lateral glide and approxima-
tion on the joint side of adduction
* External rotation: Lateral glide
* Internal rotation: Medial glide
Joint play is a term used for unlimited mo-
tion options within the joint space, passively
performed by mechanical pushes and pulls.
These motions are not physiologic.

Articular Balance

Articular balance is the relationship of the two
articulating joint surfaces from anatomical neu-
tral throughout a full physiologic movement.
Articular balance will be viewed from a non-
physiologic observation, for example:

* when there is a caudal subluxation of the
humeral head in the glenoid fossa,
secondary to excessive tone of the
latissimus dorsi which depresses the
humeral head;

= when there is a lateral tibial shear at the
proximal tibial plateau, secondary to an
inappropriate balance of ligamentous ten-
sion of the ligaments surrounding the knee
joint.

When there is faulty articular balance, the
two articulating joint surfaces do not maintain
normal relationship throughout the range of
physiologic movement, resulting in limitations
of passive and active ranges of motion. The joint
mobility may not be affected, i.e., there may be
full glides attained with mobility testing. Long
term problems of articular balance at a joint
typically result in capsular tensions which result
in joint hypomobility. Joint hypomobility prob-
lems which are chronic typically result in liga-
mentous strains which cause more articular
balance problems. It is thus common to discover
both joint mobility dysfunction as well as articu-
lar balance dysfunction when there are joint
problems.

Ligaments are connective tissue. Histologic
assessment has discovered different ligament
fiber types. One type of fiber appears to be lon-

gitudinal, while another type appears to be hor-
izontal. The horizontal or longitudinal orienta-
tion of the fibers of the ligaments appears to
play an important role. The author hypothe-
sizes, from evidence during clinical research
studies, that the longitudinal fibers are for guid-
ance and direction of the distal bone to which
the ligament is attached. The horizontal fibers of
the ligaments appear to connect the two neigh-
boring bones, in order to provide feedback for
proprioception as to whether the two bones are
working together in an appropriate manner dur-
ing resting state and during dynamic motion.

The instability of a joint with ligamentous
problems may be more severe for a person than
joint hypomobility problems secondary to cap-
sule dysfunction. Both the direction of the mov-
ing part, as well as the coordinated activity of
the attached two bones will likely be affected
with ligament tension problems. This causes in-
stability which may pre-dispose a person more
often to injury.

Intra-articular Space and Vertical Dimension

This is a unique concept which is under clinical
investigation by Lowen and Weiselfish-Giam-
matteo regarding the system of intra-articular
spaces. (Vertical dimension has been discussed
often in literature about temporo-mandibular
disorders.) The affected system of intra-articular
spaces apparently underlies all joint problems,
and repercussions associated with dysfunctional
intra-articular spaces include capsule dysfunc-
tion as well as ligamentous problems. Capsule
problems cause joint hypomobility. Ligamen-
tous dysfunction causes loss of articular balance
of the joint surfaces.

The spaces within the joints are maintained
with energy that has a vibrational molecular
particle motion. This energy is entrapped within
the fluid of the spaces. When the fluid becomes
excessively viscous and dense, the energy does
not circulate through the system of intra-artic-
ular spaces. The entrapped energy within the
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intra-articular space will be free for exit and
entry as long as there is fluid. This fluid is the
synovial fluid within the joint space, which in-
terfaces with the matrix of the connective tissue.
When there are increases in the density of this
fluid, proteins, long chain fatty acids, and toxins
will be trapped inside the joint spaces, as the in-
terstitium is affected. This increase in density af-
fects the metabolism, which includes passage of
nutrients into the cells, and also delivery of
waste products, including proteins, long chain
fatty acid, and toxins from the cells into the
lymph capillaries. This transport of waste prod-
ucts will be dysfunctional when there is in-
creased viscosity of the fluids. There are lymph
nodes in each joint space of each peripheral joint
to ensure that the lymph load of waste products
is purified, so that these joint spaces are only
filled with pure soluble fluid and energy.

When there is dysfunction of the intra-artic-
ular space, the total system of energy flow
through the body’s joint spaces is affected.

Treatment of Biomechanical Dysfunction of the
Extremity Joints; Treatment of Joint Hypomobility

Today there is a recognition of multiple joint
mobilization protocols. These procedures were
developed by many different professionals, in-
cluding Stanley Paris, Freddy Kaltenborn, John
Mennell, Geoffrey Maitland and others who de-
veloped uni-planar musculoskeletal techniques
for increasing joint mobility. These approaches
were developed to address intra-capsular as well
as ligamentous dysfunction. “Capsular pat-
terns” were recognized by professionals who
observed consistent variables in their clients’
typical manifestation of joint dysfunctions.
Often capsular problems were considered liga-
mentous dysfunctions. The majority of the mo-
bilization procedures were stretch-oriented,
although Maitland developed a neurologic-
based approach called “painful technique” for
treatment of acute joint dysfunction, using very
low amplitude oscillation mobilizations.

These mobilization techniques are still used
today, and benefit clients with dysfunctions
of the capsule, especially when there are adhe-
sions of elasto-collagenous fibers. These direct
stretch-like methods are also effective to address
intra-articular adhesions. Yet the field of manual
therapy is moving towards less direct ap-
proaches, looking for decreased resistance from
body tissues. Because joint mobility problems
are dysfunctions of the capsule, which are fas-
cial problems, fascial release techniques are par-
ticularly effective and efficient. The Soft Tissue
Myofascial Release Technique, a 3-planar fas-
cial fulcrum approach developed by Weiselfish-
Giammatteo, will correct the majority of
problems which are fascial restrictions affecting
joint mobility secondary to extra-articular dys-
function. The Articular Fascial Release Tech-
nique, a 3-planar approach for correction of
capsular and ligamentous adherences is pre-
sented as well in this book. When the joint mo-
bility is compromised because of muscle tension
of the sarcomere, i.e., protective muscle spasm,
there is a remarkable approach for intervention:
Strain and Counterstrain Technique, developed
by Lawrence Jones, D.O.

Treatment of Articular Balance Dysfunction

Articular balance is the relationship between
two articular surfaces of a joint throughout a
full physiologic range of motion. Often there is
articular balance dysfunction at rest, and during
inner ranges of motion. This would be sec-
ondary to severe hypertonicity of the muscle
fibers attached to the bones of that joint, or due
to significant extra-articular or articular fascial
restrictions. These articular fascial restrictions
may be capsule or ligament. When the articular
balance problem is evident only during move-
ment, rather than at rest, the problem surfaces
during mid and outer ranges of motion. These
problems are less severe, and are also secondary
to protective muscle spasm and capsule/liga-
ment dysfunction.
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The ligaments are “special.” Rather than be-
ing totally affected by fascial release techniques,
there are other methods for release of ligament
tensions which will be presented in this book.
The ligaments are a “system.” All of the liga-
ments function together in the body as a whole,
but also as units. Their inter-communication
system, when they work as a functional com-
plete system, is not yet understood. When any
one ligament stretches, all ligaments of the body
respond. To attain this response, there must be a
neuro-reflexogenic system of communication.
This possibly occurs at a spinal reflex level, but
must also have higher level neural reflex involve-
ment for this total body response.

Another interesting phenomenon is the lon-
gitudinal ligament fibers which function as a sin-
gle unit for their individual joint, yet also work
with all the other longitudinal ligament fibers
of the body as a whole. These fibers appear to
be responsible for “direction” of movement.
The longitudinal fibers are considered by the
author as the Guidance System®. In comparison,
the horizontal fibers of the ligaments do not
appear to work together as a total body func-
tional unit, but rather appear to be restricted
in function as individual ligament fibers which
focus on their own individual joint. These hor-
izontal fibers are apparently the coordinat-
ors of motion between the two bony surfaces

which they co-join. Coordination appears to be
a major function of these horizontal ligament
fibers; they coordinate the activities of neighbor-
ing bones.

The approach for release of ligamentous ten-
sion for guidance and coordination of joints,
and for improved articular balance, is included
in this text.

Treatment of Decreased Vertical Dimension
of Intra-articulor Spaces

This problem, when it affects one joint, affects
all the joints of that extremity. Also, when the
energy flow is affected in the extremity, total
body flow of energy through the intra-articular
spaces is compromised. The 3-planar approach
for correction of the dysfunctional joint space is
Muscle Energy and ‘Beyond’ Technique, devel-
oped by Weiselfish-Giammatteo. When there is a
disturbance of the quantum energetic forces
within the joint space, there is a uni-planar pre-
sentation of this disturbance. This treatment ap-
proach considers the plane of presentation; a
“positional diagnosis” is determined; a “treat-
ment position” is assumed to address this pre-
sentation; and the treatment technique is
performed. The vertical dimension within the
joint space can be restored so that ranges of mo-
tion are increased.



CHAPTER 3

MUSCLE ENERGY TECHNIQUE AND ‘BEYOND'
FOR THE LOWER EXTREMITIES
TYPE Il MOVEMENTS

Type Il 3-Planar Movement Dysfunction

Potentials

* Flexion, External Rotation, Abduction.

* Flexion, Internal Rotation, Adduction.

* Extension, External Rotation,
Abduction.

» Extension, Internal Rotation,
Adduction.

Co-joined Transverse and Coronal Plane

Movements

» External Rotation always occurs with
Abduction.

* Internal Rotation always occurs with
Adduction.

3-Planar Movements are Type Il

Movements

= Flexion and Extension are Sagittal Plane
movements.

= External and Internal Rotations are
Transverse Plane movements.

* Abduction and Adduction are Coronal
Plane movements.

16

Laws of Biomechanics

Type | movement is movement in neutral (not
flexed or extended). Rotation and sidebending
in neutral occur to opposite sides. This means:
right rotation occurs with left side bending in
neutral.

Type 11 movement is movement in flexion or ex-
tension. Rotation and sidebending in flexion or
extension occur to the same side. This means:
right rotation occurs with right side bending in
flexion and extension.

Type Il Movement of the Peripheral Joints

The clinical research of the author has provided
evidence that peripheral joints have only Type II
movement. There is no Type I movement at the
extremity joints.

Peripheral joints have only Type Il movement.
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Type |l Movement of Hips

Hip joints are femoral/acetabular joints. Physio-
logic movements of the hips are flexion, exten-
sion (sagittal plane); abduction, adduction
(coronal plane); external rotation, internal rota-
tion (transverse plane).
Direct accessory movements of the femoral
head are:
* Anterior glide for extension
* Posterior glide for flexion
» Caudal glide for abduction
* Cephalad glide for adduction
= Anterior glide plus cephalad glide for inter-
nal rotation
» Posterior glide plus caudal glide for external
rotation
Type Il movements occur whenever the hip
is flexed or extended.
The Type Il Dysfunctions are:
* Flexed
» Extended
Type Il movement dysfunctions are 3-planar
torsion dysfunctions.
Four possible Type Il dysfunctions can occur
at the hip (femoral-acetabular) joint.
= Flexed, Adducted, Internal Rotated
= Flexed, Abducted, External Rotated
e Extended, Adducted, Internal Rotated
» Extended Abducted, External Rotated

Internal Rotation occurs with Adduction
in Type |l Movement

External Rotation occurs with Abduction
in Type || Movement

Assessment of Type Il Hip Dysfunction

1. Palpate the glides of the femoral head dur-
ing physiologic hip flexion and extension.

2. Palpate at the greater trochanter.

3. There should be no approximation or dis-
traction of the femoral head during hip
flexion and extension.

Figure 8. The hip joint is palpoted ot the greoter trochonter for Type Il
dysfunction. Polpote A. medial pull {compression of the femorol head),
or B. loterol distraction of the femoral heod.
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4. If the femoral head approximates, there
is a medial pull palpated at the greater
trochanter.

5. If the femoral head distracts, there is a
lateral distraction palpated at the greater
trochanter.

6. If the femoral head approximates, palpated
at the greater trochanter as a medial pull,

the hip is stuck adducted and internal
rotated.

7. If the femoral head laterally distracts, pal-
pated at the greater trochanter as a lateral
distraction, the hip is stuck abducted and

external rotated.

8. If the movement dysfunction is palpated
at the greater trochanter during flexion:
the hip cannot flex, therefore the hip is
stuck extended.

9. If the movement dysfunction is palpated at
the greater trochanter during extension: the
hip cannot extend, therefore the hip is stuck

flexed.

Positional Diagnosis of Type Il Hip Dysfunction

EADIR

EABER

FADIR

FABER

Find in flexion: Extended
Approximation of femoral head:
ADducted, Internally Rotated

Find in flexion: Extended
Lateral distraction of femoral head:
ABducted, Externally Rotated

Find in extension: Flexed
Approximation of femoral head:
ADducted, Internally Rotated

Find in extension: Flexed
Lateral distraction of femoral head:
ABducted, Externally Rotated

Movement Barrier of Type Il Hip Dysfunction

EADIR

The positional diagnosis: Extended,
Adducted and Internally Rotated.

EABER

FADIR

FABER

The movement barriers: FABER:
Flexion, Abducted and External
Rotation.

The positional diagnosis: Extended,
Abducted and Externally Rotated.

The movement barriers: FADIR:
Flexion, Adduction, and Internal
Rotation.

The positional diagnosis: Flexed,
Adducted, and Internally Rotated.

The movement barriers: EABER:
Extension, Abduction, External
Rotation.

The positional diagnosis: Flexed,
Abducted and Externally Rotated.

The movement barriers: EADIR:
Extension, Adduction and Internal
Rotation.

Check the physiologic limitations of motion.

These should correlate with the movement

barriers.

Positions of Treatment of Type Il Hip Dysfunctions

EADIR

EABER

The positional diagnosis is: Extended,
Adducted and Internally Rotated.

The movement barrier is: FABER.

The position of treatment is the same
as the movement barrier: FABER: Flex,
Abduct, and Externally Rotate the hips
to the interbarrier zones. (Note: Refer
to Chapter Seven.)

The positional diagnosis is: Extended,
Abducted, and Externally Rotated.

The movement barrier is FADIR.

The position of treatment is the same
as the movement barrier. FADIR: Flex,
Adduct and Internally Rotate the hip
to the interbarrier zones.
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Treatment for EADIR: position in flexion, abduction, extemal rototion. Treatment for EABER: position in flexion, adduction, internal rotafion.

Treatment for FADIR: position in extension, abduction, external rotafion. Treatment for FABER: pasition in extension, adduction, internol rotation.
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FADIR The positional diagnosis is: Flexed,
Adducted, and Internally Rotated.

The movement barrier is: EABER.

The position of treatment is the same
as the movement barrier: EABER:
Extend, Abduct and Externally Rotate
the hip to the interbarrier zones.

FABER The positional diagnosis is: Flexed,
Abducted, and Externally Rotated.

The movement barrier is EADIR.

The position of treatment is the same
as the movement barrier: EADIR:
Extend, Adduct and Internally Rotate
the hip to the interbarrier zones.

Treatment of Type Il Hip Joint Dysfunction

1. Palpate the muscle barrier at the greater
trochanter in prone or supine, for Extended
Type Il hip dysfunctions found in flexion.
Palpate the muscle barrier at the greater
trochanter in prone or supine, for Flexed

Type II hip dysfunctions found in extension.

2. Move the hip and leg passively to the inter-
barrier zones on all 3 planes to a 3-planar
interbarrier zone.

3. For Flexed dysfunctions found in extension:

resist any movement of the hip.

For Extended dysfunctions found in flexion:

resist any movement of the hip.

4. Resistance: isometric; 5 grams resistance; 6
seconds resistance; unidirectional/uniplanar
resistance.

Relaxation: Progress to next 3-planar inter-
barrier zone.

5. 3 repetitions.

6. Re-assess.

Type Il Knee Joini Dysfunctions

There are Flexed and Extended Type 1l Knee
Joint Dysfunctions.

 Physiologic movements of the knee joint
include: Flexion and Extension (Sagittal
plane).

* Direct Accessory movements of the proxi-
mal tibial articular surface are:

1. Anterior glide for extension;
2. Posterior glide for flexion.

= Lateral glides are dysfunctional if they
occur before the last 5 degrees of flexion
and extension.

* Rotations are dysfunctional if they occur
before the last § degrees of flexion and
extension.

Type Il movements occur whenever the knee
joint is (1) flexed, (2) extended.

When the knee joint is hyperextended (re-
curvatum) this is dysfunctional.

Normal Type II movements of the knee
occur in flexion.

Muscle Barrier for Type 1l Knee Joint Dysfunction

The muscle barrier for assessment of Type Il
knee dysfunctions can be palpated at the proxi-
mal tibial head, on the lateral surface. Palpate
for medial and lateral glides of the proximal tib-
ial bead. Lateral glides are more common.

Type It Knee Joint Movements

* During flexion, if the proximal tibial head
glides laterally, it also externally rotates.

* During flexion, if the proximal tibial head
glides medial, it also internally rotates.

= During extension, i.e., when the knee moves
from flexed towards anatomic neutral, if
the proximal tibial head glides laterally, it
also externally rotates.

* During extension, i.e., when the knee moves
from flexed towards anatomic neutral,if the
proximal tibial head glides medial, it also
internally rotates.
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APPLICATION
Consider knee joint flexion
from anatomic zero to full flexion.
Consider knee joint extension
from full flexion to anatomic zero.

Co-joined Transverse and Coronal Plane
Movements

External rotation occurs with Lateral glide. In-
ternal rotation occurs with Medial glide.

Typical Type Il Knee Dysfunction:
Flexed, Lateral Glide, Externally Rotated

Regarding “Glides”

Glides (medial and lateral) are the modified and
natural coronal plane sidebending/abduction/
adduction motion for the knee.

Assessment of Type Il Knee Joint Dystunction

In prone (or in supine with lower leg off the
bed), assess flexion of the knee joint.

Figure 9. Polpate for A. medial glide,

Assess knee joint movement with palpation of or B. lateral glide of the proximal fibil
the proximal tibial head. Observe if there is lat- head to assess Type Il knee joint
eral or medial glide of the proximal tibial head dysfunction.

before the last 5 degrees of end range knee flex-
ion. Lateral glide is modified knee abduction.
Medial glide is modified knee adduction. If there
is lateral glide of the proximal tibial head, there
is also external rotation of the proximal tibial
head. If there is medial glide of the proximal tib-
ial head, there is also internal rotation of the
proximal tibial head.

In supine, with the leg over the edge of the bed,
assess extension of the knee joint.

Assess knee joint movement from full flexion to-
wards a straight leg with palpation of the proxi-
mal tibial head. Observe if there is lateral or
medial glide of the proximal tibial head before
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the last 5 degrees of end range knee extension.
Lateral glide is modified knee abduction. Medial
glide is modified knee adduction. If there is lat-
eral glide of the proximal tibial head, there is
also external rotation of the proximal tibial
head. If there is medial glide of the proximal tib-
ial head, there is also internal rotation of the
proximal tibial head.

Positional Diagnosis of Type I
Knee Joint Dysfunction

If dysfunctional glides and rotations occur in

knee flexion
* the knee cannot flex;

» the knee is stuck in extension;
* there is an Extended Type Il Knee Joint
dysfunction.

If dysfunctional glides and rotations occur in

knee extension (assessed from full flexion to-

wards a straight knee)
* the knee cannot extend;
» the knee is stuck flexed;
* there is a Flexed Type Il Knee Joint
dysfunction.

If a lateral glide/external rotation occur before
the last 5 degrees of end-range knee flexion
and/or during end range extension: the knee
is stuck Abducted and Externally Rotated.

If a medial glide/internal rotation occur before
the last 5 degrees of end-range knee flexion
and/or during end range extension: the knee
is stuck Adducted and Internally Rotated.

There are four possible Type I
Knee Joint dystunctions
FABER Flexed, Abducted and Externally Rotated
FADIR Flexed, Adducted and Internally Rotated
EABER Extended, Abducted and Externally Rotated
EADIR Extended, Adducted and Internally Rototed
The most common Type Il Knee Joint
dysfunction is: FABER.

Movement Barriers of Type ||
Knee Joint Dysfunctions

FABER The knee is stuck Flexed, Abducted
(lateral glide) and Externally Rotated.

The movement barrier: EADIR: the
knee cannot Extend, Adduct (glide
medial) and Internally Rotate.

FADIR The knee is stuck Flexed, Adducted
(medial glide) and Internally Rotated.

The movement barrier: EABER: the
knee cannot Extend, Abduct (glide
lateral) and Externally Rotate.

EABER The knee is stuck Extended, Abducted
(lateral glide) and Externally Rotated.

The movement barrier: FADIR: the
knee cannot Flex, Adduct (glide
medial) and Internally Rotate.

EADIR The knee is stuck Extended, Adducted
(medial glide) and Internally Rotated.

The movement barrier: FABER: the
knee cannot Flex, Abduct (glide
lateral) and Externally Rotate.

Position of Treatment of Type Il
Knee Joint Dysfunctions

FABER The positional diagnosis: Flexed,
Abducted (lateral glide) and Externally
Rotated.

The movement barrier: EADIR.

The position of treatment is the same
as the movement barrier: EADIR:
Extend, Adduct and Internally Rotate
the knee to the interbarrier zones.

FADIR The positional diagnosis: Flexed,
Adducted (medial glide), and
Internally Rotated.
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EABER

EADIR

The movement barrier: EABER.

The position of treatment is the same
as the movement barrier: EABER.
Extend, Abduct, and Externally Rotate
the knee to the interbarrier zones.

The positional diagnosis is: Extended,
Abducted (lateral glide) and Externally
Rotated.

The movement barrier: FADIR.

The position of treatment is the same
as the movement barrier: FADIR: Flex,
Adduct and Internally Rotate the knee
to the interbarrier zones.

The positional diagnosis: Extended,
Adducted and Internally Rotated.

The movement barrier: FABER.

The position of treatment is the same
as the movement barrier: FABER: Flex,
Abduct (put in lateral glide) and
Externally Rotate the knee to the
interbarrier zones.

Treatment of Type Il Knee Joint Dysfunction

1. Treat Flexed Type Il Knee Joint Dysfunc-
tions in prone or in supine with knee off
the bed, keep hip aligned in neutral (not
abducted, not rotated).

2. Treat Extended Type Il Knee Joint Dys-
functions in prone or in supine with knee
off the bed, keep hip aligned in neutral
(not abducted, not rotated).

3. Palpate for the Muscle Barrier at the proxi-
mal tibial head. Focus on the lateral aspect

of the tibial head.

4. Move the lower leg passively on all 3 planes
to a 3-planar interbarrier zone. Can do lat-
eral glide instead of abduction. Can do me-

dial glide instead of adduction.
5. For flexed dysfunctions, move into exten-

sion. For extended dysfunctions, move into

flexion.

Resist knee extension of knee flexion.

7. Resistance: isometric, 5 grams resistance,
unidirectional/uniplanar resistance, 6 sec-
onds resistance. Relaxation: Progress to
next 3-planar interbarrier zone.

3 repetitions.

9. Re-assess.

o

e
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Treatment for EABER: pasition in flexion, adduction, internal rofation. Treatment for EADIR: position in flexion, obduction, external rotation
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Type Il Ankle Joint Dysfunctions
(TibioTolar Joint)

This joint requires slightly different orientation,
since it is dependent on the subtalar (talo-cal-
caneal) joint for mobility and articular balance.
The subtalar joint frequently has intra-articular
adhesions. There is no effective muscle energy
technique for the subtalar (talo-calcaneal) joint.
Manipulation and Strain/Counterstrain  and
Mobilization are more effective approaches for
the sub-talar joint. Prior to, or after, treatment
of Type Il Tibiotalar Joint dysfunction, treat the
subtalar joint to restore mobility and articular
balance.

» Dorsiflexion is always limited; there is never
limitation of plantar flexion.

* Dorsiflexion limitations are Extended Type
II dysfunctions of the tibiotalar joint. The
ankle is stuck plantar flexed (Extended).
The ankle cannot flex (dorsiflex).

* The positional diagnosis is always
Extended.

* Inversion is adducted. Eversion is abducted.

* Inversion occurs with internal rotation.

* Eversion occurs with external rotation.

Positional Diagnosis of Type Il
Ankle (TibioTalar) Joint Dysfunctions

The Type II torsion patterns of the tibiotalar
joint will be:

EADIR Extended, Adducted and Internally
Rotated

EABER Extended, Abducted and Externally
Rotated

The most common ankle joint dysfunction is EADIR.
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Figure 10. A. Mediol glide of talus occurs during internal

rotation ond adduction of Type I1 Tibiotalar Jaint dysfunction.

B. Lateral glide of falus occurs during external rotatian and
obduction of Type Il Tibiotalar Jaint dysfunction.

Assessment of Type Il Ankle
(TibioTalar) Joint Dysfunction

1.

Assess movement barrier at the superior
surface of talus at the ankle mortise.

. A lateral glide of talus occurs during inter-

nal rotation and adduction. A medial glide
of talus occurs during external rotation and
abduction.

Movement Barriers of Type ||
Ankle (TibioTalar) Joint Dystunctions

EADIR The tibiotalar joint is stuck: Extended

(plantar flexed), Adducted and
Internally Rotated (inverted).

The movement barrier: FABER: the
ankle joint cannot Flex (dorsiflex),
Abduct and Externally Rotate (evert).

EABER The tibiotalar joint is stuck Extended

(plantar flexed), Abducted and
Externally Rotated (everted).

The movement barrier: FADIR: the
ankle joint cannot Flex (dorsiflex),
Adduct and Internally Rotate (invert).

Position of Treatment of Type I
Ankle (TibioTalar) Joint Dysfunction

EADIR The positional diagnosis: Extended,

(plantar flexed), Adducted and
Internally Rotated.

The position of treatment is the same as the

movement barrier: FABER: Flex
(dorsiflex), Abduct and Externally
Rotate the tibiotalar joint to the
interbarrier zones.

EABER: The positional diagnosis: Extended

(plantar flexed), Abducted and
Externally Rotated.

The movement barrier is FADIR.
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The position of treatment is the same
as the movement barrier: FADIR: Flex,
(dorsiflex), Adduct and Internally
Rotate the tibiotalar joint to the
interbarrier zones.

Treotment of Type |1 Ankle
(TibioTolor) Joint Dysfunction

1. Treat in supine: Dorsiflex is the sagittal
plane movement.

2. Palpate the movement barrier at the mor-
tise: Observe lateral and medial glides of
the superior surface of talus. A lateral glide
occurs during adduction and internal rota-
tion. A medial glide occurs during abduc-
tion and external rotation.

3. Move the ankle passively in all 3 planes
to the 3-planar interbarrier zone.

4. Resist dorsiflexion or plantar flexion.

5. Resistance: [sometric; 5 grams force; unidi-

rectional/uniplanar resistance; 6 seconds

resistance.

Relaxation.

Progress to new 3-planar interbarrier zone.

7. 3 repetitions.

4

Treatment for EABER: position in dorsiflexion, adduction, internol rotation.



CHAPTER 4

MUSCLE ENERGY TECHNIQUE AND ‘BEYOND'
FOR THE UPPER EXTREMITIES
TYPE Il MOVEMENTS

Type 11 Shoulder (Glenohumeral)
Joint Dystunction

The physiologic movements of the shoulder
joint are: flexion, extension (sagittal plane); ab-
duction; adduction (coronal plane); external ro-
tation; internal rotation (transverse plane).

Direct accessory movements of the humeral
head are:

= Anterior glide for extension

* Posterior glide for flexion

= Caudal glide for abduction

= Cephalad glide (to neutral) for adduction

(from abduction)

* Anterior glide plus caudal glide for internal
rotation
» Posterior glide plus cephalad glide for exter-
nal rotation
» Anterior glide for horizontal adduction
* Posterior glide for horizontal abduction
Note: The literature does not present these
movements as “norms.” Yet with this therapy,
these motions are restored.

Type Il movements occur whenever the
shoulder is flexed or extended. Type II dysfunc-
tions are:

* Flexed
» Extended

Type Il movement dysfunctions are 3-planar
torsion dysfunctions. Four possible Type Il dys-
functions can occur at the shoulder (gleno-
humeral) joint:

* Flexed, Adducted, Internal Rotated
e Flexed, Abducted, External Rotated
* Extended, Adducted, Internal Rotated
» Extended, Abducted, External Rotated

28

Internal Rotation occurs with
Adduction in Type || Movement.
External Rotation occurs with
Abduction in Type |l Movement.

Positional Diagnosis of Type 11 Shoulder Dysfunction
EADIR Find in flexion: Extended.

Approximation of humeral head:
ABdducted, Internally Rotated.

EABER Find in flexion: Extended.

Lateral distraction of the humeral
head: ABducted, Externally Rotated.

FADIR Find in extension: Flexed.

Approximation of the humeral head:
ADducted, Internally Rotated.

FABER Find in extension: Flexed.

Lateral distraction of the humeral
head: ABducted, Externally Rotated.

Assessment of Type I Shoulder Dysfunction

1. Palpate the glides of the humeral head
during physiologic shoulder flexion and
extension.

2. Palpate at the greater tuberosity.

3. There should not be any approximation
nor any distraction of the humeral head
during shoulder flexion and extension.

4. If the humeral head approximates, there
is a medial pull palpated at the greater
tuberosity.

5. If the humeral head distracts, there is a
lateral distraction palpated at the greater
tuberosity.
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6. If the humeral head approximates, palpated
at the greater tuberosity as a medial pull,
the shoulder is stuck adducted and inter-
nally rotated.

7. If the humeral head laterally distracts, pal-
pated at the greater tuberosity as a lateral
distraction, the shoulder is stuck abducted
and external rotated.

8. If the movement dysfunction is palpated
at the greater tuberosity during flexion: the
shoulder cannot flex, therefore the shoulder
is stuck extended.

9. If the movement dysfunction is palpated
at the greater tuberosity during extension:
the shoulder cannot extend, therefore the
shoulder is stuck flexed.

Movement Barrier of Type Il Shoulder Dysfunction

EADIR The positional diagnosis: Extended,
Adducted and Internally Rotated.

The movement barriers are: FABER:
Flexion, Abducted and External
Rotation.

EABER The positional diagnosis: Extended,
Abducted and Externally Rotated.

The movement barriers are: FADIR:
Flexion, Adduction, and Internal
Rotation.

FADIR The positional diagnosis: Flexed,
Adducted, and Internally Rotated.

The movement barriers are: EABER:
Extension, Abduction, External
Rotation.

FABER The positional diagnosis: Flexed,
Abducted and Externally Rotated.

The movement barriers are: EADIR:
Extension, Adduction and Internal
Rotation.

Check the physiologic limitations of motion.
These should correlate with the movement
barriers.

Figure 11. Palpate ot the greater tuberosity for Type Il dysfunctions of the
glenchumeral jaint. A. opproximotion of the humeral head indicotes adduction
and internal rotation. B. Loteral distroction of the humeral head reflects abduction
ond externol rofotion,




30

ADVANCED STRAIN AND COUNTERSTRAIN

Positions of Treatment of
Type Il Shoulder Dysfunction

EADIR

EABER

FADIR

FABER

The positional diagnosis: Extended,
Adducted and Internally Rotated.

The movement barrier: FABER.

The position of treatment is the same
as the movement barrier: FABER: Flex,
Abduct, and Externally Rotate the
shoulders to the interbarrier zones.

The positional diagnosis: Extended,
Abducted, and Externally Rotated.

The movement barrier: FADIR.

The position of treatment is the same
as the movement barrier. FADIR: Flex,
Adduct and Internally Rotate the
shoulder to the interbarrier zones.

The positional diagnosis: Flexed,
Adducted, and Internally Rotated.

The movement barrier: EABER.

The position of treatment is the same
as the movement barrier: EABER:
Extend, Abduct and Externally Rotate
the shoulder to the interbarrier zones.

The positional diagnosis: Flexed,
Abducted, and Externally Rotated.

The movement barrier: EADIR.

The position of treatment is the same
as the movement barrier: EADIR:

Extend, Adduct and Internally Rotate
the shoulder to the interbarrier zones.

Treatment of Type Il Shoulder Joint Dysfunction

19

Palpate the muscle barrier at the greater
tuberosity in prone or supine, for Extended
Type I shoulder dysfunctions found in flex-
ion. Palpate the muscle barrier at the
greater tuberosity in prone or supine, for
Flexed Type Il shoulder dysfunctions found
in extension.

Move the shoulder and arm passively to
the interbarrier zone on all 3 planes to a
3-planar interbarrier zone.

. For Flexed dysfunctions found in extension:

Resist any movement of the shoulder.

For Extended dysfunctions found in flexion:
Resist any movement of the shoulder.
Resistance: isometric; § grams resistance;

6 seconds resisting; unidirectional/uniplanar
resistance.

Relaxation: Progress to next 3-planar inter-
barrier zone.

3 repetitions.

. Re-assess.
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Treatment for EADIR: posifian in flexion, abduction, external rotation. Treatment for EABER: position in flexion, adduction, internal rotation.

Treatment for FADIR: position in extension, abduction, external rotation. Treatment for FABER: position in extension, adduction, internal rotafion.



32 ADVANCED STRAIN AND CDUNTERSTRAIN

The Sternoclavicular Joint
This joint is a modified physiologic joint. Direct
accessory movements are:

* Caudal glide of the clavicular head during
abduction of the shoulder;

* Anterior glide of the clavicular head during
extension of the shoulder;

* Rotation (superior/posterior) of the clavicu-
lar head during flexion of the shoulder;

= Compression/approximation of the clavicu-
lar head during horizontal adduction of the
shoulder.

*» Distraction of the clavicular head during
horizontal abduction of the shoulder;

* Internal and external rotations are mini-
mally affected/affect the sternoclavicular
joint; these movements are focused at the
acromioclavicular joint.

Type Il Movements of the Sternoclavicular Joint

* Abduction and lateral distraction occur
together.

» Adduction and approximation occur
together.

* Flexed has two possible Type Il variations:
Abduction and lateral distraction
Adduction and approximation

» Extended has two possible Type Il varia-
tions:

* Abduction and lateral distraction

» Adduction and approximation

Positional Diagnosis of Type Il Dysfunctions
of the Sternoclavicular Joint

FABLD Flexed, Abducted, Lateral Distracted
FADA Flexed, Adducted, Approximated

EABLD Extended, Abducted, Lateral
Distracted

EADA Extended, Adducted, Approximated

Figure 12. A. Loteral distraction of the proximal davicle head occurs with
abductian. B. Approximation of the proximal clavicle head occurs with adduction,

Assessment of Type Il Dysfunction
of the Sternoclavicular Joint

* Palpate the movement barrier at the proxi-
mal head of clavicle.

» Assess: lateral distraction and approxima-
tion.

* Lateral distraction occurs with abduction.

* Approximation occurs with adduction.

FABLD Find in Extension: the sternoclavicular
joint is stuck Flexed. Treat in shoulder
Extension.

FADA Find in Extension: the sternoclavicular
joint is stuck Flexed. Treat in shoulder
Extension.

EABLD Find in Flexion: the sternoclavicular
joint is stuck Extended. Treat in
shoulder Flexion.

EADA Find in Flexion: the sternoclavicular
joint is stuck Extended. Treat in
shoulder Flexion.
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Movement Barrier of Type || Sternoclavicular Joint

FABLD The Sternoclavicular joint is stuck

Flexed (superior/posterior rotation),
Abducted and Lateral Distracted.

The movement barrier: EADA:
Extension, Adduction and
Approximation.

FADA The Sternoclavicular joint is stuck

Flexed (superior/posterior rotation),
Adducted and Approximated.

The movement barrier: EABLD:
Extension, Abduction, and Lateral
Distraction.

EABLD The Sternoclavicular joint is stuck

Extended (anterior glide), Abducted
and Lateral Distracted.

The movement barrier: FADA:
Flexion, Adduction and
Approximation.

EADA The Sternoclavicular joint is stuck

Extended, Adducted and
Approximated.

The movement barrier: FABLD:
Flexion, Abduction, and Lateral
Distraction.

Position of Treatment of Type II
Sternoclavicular Joint Dysfunction

To position the arm/shoulder to assess move-
ment barriers, and for treatment, follow the fol-
lowing procedures:

* For Flexed Type Il Sternoclavicular Joint
dysfunction: In supine; shoulder off edge of
the bed; straight arm; no abduction or rota-
tion; passively move into extension.

* For Extended Type Il Sternoclavicular Joint
dysfunction: In supine; straight arm; no
abduction/adduction or rotation. Passively
move into flexion.

* For Abducted and Lateral Distracted Type
11 Sternoclavicular Joint dysfunction: Use
fingers on proximal clavicle head: Adduct
the clavicle by bringing distal clavicle cau-
dal, and compress the proximal clavicle head
towards the manubrium articular surface.

» For Adducted and Approximated Type Il
Sternoclavicular Joint dysfunction: Use fin-
gers on proximal clavicle head. Abduct the
clavicle by bringing distal clavicle superior,
and distract the proximal clavicle head away
from the manubrium articular surface.

Treatment of Type |
Sternoclavicular Joint Dysfunction

FABLD Extend the arm off the edge of the
table until the movement barrier
(approximation) is palpated at the
proximal clavicle head. Then adduct
clavicle and approximate the proximal
clavicle head. Position at a 3-planar
interbarrier zone.

FADA Extend the arm off the edge of the
table until the movement barrier
(lateral distraction) is palpated at the
proximal clavicle head. Then abduct
clavicle and laterally distract the
proximal clavicle head. Position at
a 3-planar interbarrier zone.

EABLD Flex the arm until the movement
barrier (approximation) is palpated
at the proximal clavicle head. Then
adduct clavicle and approximate the
proximal clavicle head. Position at
a 3-planar interbarrier zone.

EADA Flex the arm until the movement
barrier (approximation) is palpated
at the proximal clavicle head. Then
abduct clavicle and laterally distract
the proximal clavicle head. Position
at a 3-planar interbarrier zone.
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Treotment for FABLD: Extend the arm. Adduct the clavicle. Approximate the heod Treatment for FADA: Extend the arm. Abduct the clavicle. Loteral distroct the head
of clovile. of clovicle.

Treatment for EABLD: Flex the orm. Adduct the dlavicle. Approximate the head of Treotment for EADA: Flex the orm. Abduct the clavicle. Loteral distrot the head of
clovide. clovicle.
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The Scapulothoracic Joint

The Scapulothoracic joint is a pseudo-joint
without biomechanical primary dysfunction. Ef-
fective treatment for mobility and articular bal-
ance of the scapulothoracic joint is attained
with: Strain/Counterstrain; Mobilization; Vis-
ceral Mobilization; Myofascial Release.

The Acromioclavicular Joint

This joint does not respond well to Muscle En-
ergy and ‘Beyond’ Technique philosophy. Excel-
lent articular balance and mobility can be
attained with Strain/Counterstrain: use the An-
terior Acromioclavicular Joint Tender Point and
the Jones’ Posterior Acromioclavicular Joint
Tender Point.

The Elbow Joints

The Elbow has 3 joints:

* Radiulnar

* Radiohumeral

* Humeroulnar

When the elbow joints are treated in this
sequence (as above: first Radiulnar; second
Radiohumeral; third humeroulnar), the
Muscle Energy and ‘Beyond’ Technique is
extremely effective and efficient to restore
joint mobility, articular balance, and intra-
articular vertical dimension.

The Radioulnar Joint

Simply assess pronation and supination. Palpate
muscle barrier at the radial head. During supina-
tion, the radial head glides anterior. During
pronation, the radial head glides posterior. Dur-
ing supination and pronation there should be no
medial or lateral motion of the radial head. Pal-
pate for medial and lateral motion of the radial
head during supination and pronation.

Figure 13. Palpate the radiol head. The rodial
head glides anterior during supination. The radiol
head glides posterior during pronation. Lateral
glide of the radial head should not occur during
supination or pronation.
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Positional Diagnosis of Radioulnar Joint

Supinated

The radial head is stuck supinated in anterior
glide and cannot pronate with posterior glide.

Pronated

The radial head is stuck pronated in posterior
glide and cannot supinate with anterior glide.

Movement Barrier of Radioulnar Joint

Supinated: Passive pronation should not occur
with lateral glide of radial head.

Palpate muscle barrier of Lateral Glide of the ra-
dial head.

Pronated: Passive supination should not occur
with Medial glide of radial head

Palpate muscle barrier of Medial Glide of the ra-
dial head.

Position of Treatment, and Treatment
of the Proximal Radioulnar Joint

Supine or sitting with elbow flexion at 90°, shoul-
der in 0° abduction, 0° flexion, and 0° rotation.

Supinated

» The proximal radioulnar joint is stuck
supinated.

» The movement barrier is pronation.

» Passively pronate the forearm, until the
interbarrier zone. Palpate for lateral glide
of the radial head.

* Resist supination or pronation. Isometric.
6 seconds resistance, S grams of force.

« Relax. Repeat 3 repetitions.

* Re-assess.

Pronated

* The proximal radioulnar joint is stuck
pronated.
» The movement barrier is supination.

Treatment for supinated rodioulnar joint. Polpate loteral movement of radial head
for barrier.

Treatment for pronoted radioulnar joint. Palpate lateral movement of radial head
for barrier.

* Passively supinate the forearm, until the
interbarrier zone. Palpate for lateral glide
of the radial head.

= Resist supination or pronation. Isometric.
6 seconds resistance, S grams of force.

» Relax. Repeat 3 repetitions.

* Re-assess.
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The Radiohumeral Joint

The Radiohumeral joint is the joint where elbow
extension occurs. The Humeroulnar joint is the
joint where flexion occurs.

Radiohumeral Joint Type Il Dysfunction |

This Radiohumeral Joint gets stuck Flexed: The
movement barrier is Extension. The Radiohu-
meral Joint cannot extend.

Positional Diagnosis of Radiohumeral
Joint Type Il Dysfunction

» During elbow extension, which primarily
occurs at the Radiohumeral joint, there is
anterior glide of the radial head.

* During elbow extension with supination
(after 0° neutral through 90° supination)
there is anterior glide of the radial head.

* During elbow extension with pronation
(after 0° neutral through 90° pronation) '
there is anterior glide of the radial head 9%
with longitudinal distraction of the radial

head (rather than p.OStC‘I'IOI‘ gl,lde’ which Figure 14. Palpate for mediol (A.) and loteral (B.) mation of
occurs with pronation in flexion). the radial head for the barrier.

* Extension is considered 0°.

* Flexion is any elbow flexion after 0°.

* Therefore, during elbow extension from
flexion, in supination and in neutral (0°
supination/pronation), the radial head is
gliding anterior from a posterior glide
position.

* During elbow extension after 0°, which is
hyperextension, there is anterior glide of
the radial head. When supination is present,
there is anterior glide of the humeral head.
When pronation is present, there is a longi-
tudinal distraction of the radial head.
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Movement Barrier of Radiohumeral
Type Il Dysfunction

Palpate the muscle barrier at the radial head.
There should be no medial or lateral movement
of the radial head during extension. Palpate for
medial and lateral motion of the radial head.

Flexed, Pronated

= The Radiohumeral joint is stuck flexed
and pronated.

= The elbow cannot extend and supinate.

= The movement barrier: Extension,
Supination.

Flexed, Supinated

» The Radiohumeral joint is stuck flexed
and supinated.

» The elbow joint cannot extend and
pronate.

* The movement barrier: Extension,
Pronation.

Position of Treatment and Treatment of
the Radiohumeral Joint Type I Dysfunction

In supine or in sitting: Shoulder joint at 0° Ab-
duction, 0° Rotation, 0° Flexion.
= Position forearm at 0° supination/
pronation.
= Flex the elbow to 100% flexion.
* Passively extend the elbow from 100%
flexion.

Palpate the radial head for medial and lateral
glide of the radial head.

» If there occurs lateral glide of the radial
head, the positional diagnosis is: Flexed,
Pronated.

« If there occurs medial glide of the radial
head, the positional diagnosis is: Flexed,
Supinated.

= Extend to the interbarrier zone (before
medial or lateral glide of the radial head).

Treatment of flexed, pronoted rodichumerol joint: extend the elbow from full
flexion. Polpate for laterol glide of the rodiol head.

L

Treatment of flexed, supinoted rodichumerol joint: extend the elbow from ful
flexion. Polpote for medial glide of the rodial head.

= Resist: Supination or pronation; 5 grams
force; 6 seconds resistance. Relax. Progress
to next interbarrier zone.

= Repeat 3 repetitions.
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The Humeroulnar Joint

This joint is the primary flexion joint for the
elbow. Therefore, there are extended dysfunc-
tions that prevent flexion.

Positional Diagnosis of Humeroulnar
Joint Type Il Dystunction

Extended, Supinated

The Humeroulnar joint is stuck extended and
supinated, so that flexion and pronation are
limited.

Extended, Pronated

The Humeroulnar joint is stuck extended and
pronated, so that flexion and supination are
limited.

Movement Barriers of Humeroulnar
Joint Type Il Dysfunction

Extended, Supinated

The movement barrier is Flexion and Pronation.

Extended, Pronated

The movement barrier is Flexion and Supina-
tion.

Palpate the muscle barrier at the cubital
angle. There should be no cubital angle until full
extension. Full extension is 0° flexion. At 0°
there is angulation with a medial gap that occurs
during the locking mechanisms only. Also pal-
pate medial and lateral glide of the radial head.

9%’

Figure 15. Polpote the barrier of the cubitol angle. Any
presentotion of a cubitol angle before 07 (Full extension) reflects
humeroulnor joint dysfunction.
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Treatment of exended, pronoted humeroulnor jcint. In neutrol foreorm, flex the

elbow. The cubitol angle will appeor with o laterl glide of the proximal rodiol
heod.

Treatment of extended, supinated humeroulnor joint. In neutrol foreorm, flex the
elbow. The cubital angle will appear with @ medial glide of the rodial head.

Position of Treatment, and Treatment
of Humeroulnar Joint Type Il Dysfunction

In supine or sitting. Shoulder is at 0°
abduction, 0° rotation, 0° flexion.

Position the forearm in 0° pronation/
supination.

Position the elbow joint in full extension.
Passively flex the elbow joint.

Palpate the muscle barrier at the cubital
angle. As soon as the cubital angle
increases, the barrier has been reached.
Go to the interbarrier zone, immediately
before the cubital angle starts to appear.
When the cubital angle appears with lateral
glide of the proximal radial head, the posi-
tional diagnosis is: Extended, Pronated.
When the cubital angle appears with medial
glide of the proximal radial head, the posi-
tional diagnosis is: Extended, Supinated.
Resist: Elbow flexion or extension. 6 sec-
onds resistance, isometric, S grams force.
Relax. Progress to the next interbarrier
zone.

Repeat: 3 repetitions.

Re-assess.
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The Wrist

= The Radiocarpal joint(s) are the primary
joint(s) of wrist extension.

e The Ulnarcarpal joint(s) are the primary
joint(s) of wrist flexion.

* The proximal carpal row joints in articula-
tion with the distal carpal row joints are the
primary joints for radial and ulnar devia-
tion.

« The distal carpal row glides medial for
radial deviation.

« The distal carpal row glides lateral for ulnar
deviation.

The radiocarpal joint(s) and the ulnarcarpal
joint(s) are easy to attain excellent articular bal-
ance and good mobility with Muscle Energy
Technique and ‘Beyond’ philosophy.

Direct Accessory Movements are as follows:

* During physiologic extension there is ante-
rior glide of the proximal carpal row.

* During physiologic flexion there is posterior
glide of the proximal carpal row.

* During physiologic radial deviation there is
medial glide of the distal carpal row.

* During physiologic ulnar deviation there is
lateral glide of the distal carpal row.

Positional Diagnosis: Type |l Movement
Dysfunction of the Wrist Joint

Flexed, Ulnar deviated

This occurs primarily at the radiocarpal joint(s).

Flexed, Radial deviated

This occurs primarily at the radiocarpal joint(s).

Extended, Ulnar deviated

This occurs primarily at the ulnarcarpal joint(s).

Extended, Radial deviated

This occurs primarily at the ulnarcarpal joint(s).

Figure 16. Polpate for wrist joint dysfunction at the distal carpol row. Ulnor and
rodial deviation manifest ot the distal carpol row. A. the distol row glides medial
for radiol deviotion. B. The distol row glides lateral for ulnar deviation.
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Movement Borrier for Type Il Wrist Joint Dysfunction

Palpate the movement barrier at the medial and
lateral aspects of the distal carpal row. Flexion
and extension of the wrist joint occur without
ulnar and radial deviation.

Flexed, Ulnar Deviated

* The wrist is stuck flexed. The distal carpal
row is stuck in lateral glide.

* The movement barrier: Extension, Radial
Deviation.

Flexed, Radial Deviated

» The wrist is stuck flexed. The distal carpal
row is stuck in medial glide.

* The movement barrier: Extension and
Ulnar Deviation.

Extended, Ulnar Deviated

* The wrist is stuck extended. The distal
carpal row is stuck in lateral glide.

* The movement barrier: Flexion and Radial
Dewviation.

Extended, Radial Deviated

» The wrist is stuck extended. The distal
carpal row is stuck in medial glide.

* The movement barrier: Flexion and Ulnar
Dewviation.

Position of Treatment, and Treatment
of Type Il Wrist Joint Dysfunction

* In supine or sitting. Position the shoulder
in 0° abduction, 0° rotation, 0° flexion.

= Position the elbow joint at 90°flexion.

* Position the forearm in 0° supination/
pronation.

* Begin from 0° neutral wrist flexion/
extension.

* Palpate lateral aspects of the distal carpal
row to assess muscle barriers.

Flexed, Ulnar Deviated:

Extend the wrist. Palpate lateral glide of the
distal carpal row. Return to the interbarrier
zone, just before lateral glide of the distal
carpal row. Do radial deviation to the interbar-
rier zone. Resist any wrist movement. Isometric
resistance, 5 grams of force. 6 seconds resis-
tance. Relax. Progress to next interbarrier zone.
Repeat 3 repetitions. Re-assess.

Flexed, Radial Deviated

Extend the wrist. Palpate the medial glide of the
distal carpal row. Return to the interbarrier
zone, just before medial glide of the distal
carpal row. Do ulnar dewviation to the interbar-
rier zone. Resist any wrist movement. Isometric
resistance, S grams of force. 6 seconds resis-
tance. Relax. Progress to next interbarrier zone.
Repeat 3 repetitions. Re-assess.

Extended, Ulnar Deviated

Flex the wrist. Palpate lateral glide of the distal
carpal row. Return to the interbarrier zone, just
before lateral glide of the distal carpal row. Do
radial deviation to the interbarrier zone. Resist
any wrist movement. [sometric resistance, 5
grams of force. 6 seconds resistance. Relax.
Progress to next interbarrier zone. Repeat 3
repetitions. Re-assess.

Extended, Radial Deviated

Flex the wrist. Palpate the medial glide of the
distal carpal row. Return to the interbarrier
zone, just before medial glide of the distal
carpal row. Do ulnar deviation to the interbar-
rier zone. Resist any wrist movement. Isometric
resistance, 5 grams of force. 6 seconds resis-
tance. Relax. Progress to next interbarrier zone.
Repeat 3 repetitions. Re-assess.
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Treatment of Flexed, Ulnar Deviated: extend the wrist. Palpate katerol glide of the Treatment of Flexed, Radiol Deviated: extend the wrtst. Polpate mediol glide of
distal carpal row. Resist any wrist mavement. the distal carpal row. Resist any wrist mavement.

Treatment of Extended, Ulnor Deviated: flex the wrist. Palpate lateral glide of the Treatment of Extended, Radial Deviated: flex the wrist. Palpate medial glide of the
distol carpal row, Resist any wrist movement. distal corpal row. Resist any wrist movement.



CHAPTER 5

SYNERGIC PATTERN IMPRINT® AND SYNERGIC PATTERN RELEASE®
A MODEL FOR TREATMENT OF PROTECTIVE MUSCLE SPASM

Using a Synergic Pattern Release® (SPR) for elim-
ination and reduction of protective muscle
spasm, joint mobility and articular balance is
typically restored. This SPR® (Synergic Pattern
Release) was discovered by Weiselfish-Giam-
matteo while adapting Jones’ Strain and Coun-
terstrain Technique for the neurologic patient.
The author found that typical patterns of mus-
cles in spasm repeatedly presented themselves in
the clients with neurologic deficits. These pat-
terns were then tested on populations of clients
who did not manifest patho-neurologic disor-
ders. These patterns (synergic patterns) were pre-
sent in the non-neurologic population as well,
consistently. The author hypothesizes that “im-
prints” of these synergic patterns are DNA char-
acteristics. She calls this manifestation: Synergic
Pattern Imprint®.

What are Synergic Patterns? This term has
been present in patho-neurology literature for
many decades. Persons with spasticity present
typical postural deviations which are the result
of certain muscles in a state of sustained invol-
untary contraction. Typically the same muscles
are always in severe muscle spasm, contributing
to similar postural appearances.

Synergic Pattern Imprint® of the Lower Extremity

The typical synergic pattern of the lower
extremity consists of the following postures:

* Flexed lumbosacral junction
* Elevated pelvis

* Retracted pelvis

* Flexed hip joint

= Internally rotated hip joint

* Adducted hip joint
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* Flexed knee joint (although with closed
head injury clients an extended knee pre-
sentation is not uncommon)

* Plantar flexed ankle joint

» Supinated varus foot is common

The soft tissue and joint articular balance
problems within this manifestation of the lower
extremity include the following:

« Approximated femoral head

* Caudal femoral head

« Internal rotated femoral head

« Lateral glide of the proximal tibial articular
surface

* Superior patella

» External rotation of the gastrocnemius belly

 Anterior distal tibia on talus

« Flexed calcaneus

Synergic Pattern Imprint® of the Upper Extremity

The typical synergic pattern of the upper
extremity includes the following postures:

« Forward head and neck with flexed C7
on Tl

* Elevated shoulder girdle

* Protracted shoulder girdle

* Flexed shoulder joint

* Adducted shoulder joint

* Internally rotated shoulder joint

* Flexed elbow joint

* Increased cubital angle

= Pronated forearm

* Flexed wrist joint (although the closed

head injury client often presents an

extended wrist)

Ulnar deviated wrist
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= Flexed fingers
* Flexed thumb
* Adducted thumb

The soft tissue and joint articular balance
problems within this manifestation of the upper
extremity include the following:

* Elevated first rib at the costovertebral joint

* Caudal humeral head

* Anterior humeral head

= Approximated humeral head

= Anterior proximal radial head

* Medial gap of the ulna

* Posterior distal radial head

* Anterior distal ulna head

* Anterior proximal carpal row

» Approximated first proximal metacarpal
head

* Anterior first proximal metacarpal head

The Synergic Pattern Imprint® is present in
all persons. When a person receives a neurologic
insult, the typical inhibited pattern of hyper-

tonicity will be dis-inhibited. All of the sup-
pressed hyperactivity will surface. The result is
the spastic synergic pattern which is typical of
every hemiplegic patient. The person who sus-
tains a closed head injury will present a similar
pattern of spasticity, with slight variations.

The author noted during many years of re-
search that the patterns of hypertonicity in the
mild neurologic patient were almost exactly like
the patterns of hypertonicity in the severe
chronic pain person. This stimulated her to ob-
serve more closely the relative impressions of
tone and postures presented by all persons, of
different ages, different diagnoses. It became ev-
ident that the presentation of the typical syner-
gic pattern of hypertonicity is present in all
persons, but inhibited until there is a release of
this inhibition. All persons can benefit from
treatment addressed towards release of the syn-
ergic pattern of hypertonicity, known as Syner-
gic Pattern Release®. See Chapters Eight and
Nine: Synergic Pattern Release®.



CHAPTER 6

A HYPOTHETICAL MODEL
EXPLAINING THE DECREASE OF HYPERTONICITY WITH MANUAL THERAPY

This chapter presents the Weiselfish-Giammat-
teo model to support all results with manual
therapy.

The musculofascialskeletal system receives
most of the efferent outflow from the central
nervous system; the largest portion of this effer-
ent discharge exits the spinal cord via the ventral
roots to the muscles. The musculofascialskeletal
systems are also the source of much of the wide-
spread, continuous, and variable sensory input
to the CNS. This sensory feedback relayed from
receptors in myofascial, visceral, articular com-
ponents, and others, enters the spinal cord via
the dorsal roots. This sensory reporting is
routed to many centers throughout the central
nervous system, including the cerebral cortex,
the cerebellum, the brain stem, and the auto-
nomic nervous system. This sensory input from
the musculofascialskeletal body is extensive, in-
tensive, and continuous, and is a dominant in-
fluence on the central nervous system.

The Premise

Disturbances in the sensory afferent input from
the neuromusculoskeletal systems, whether dif-
fuse or local, affect motor functions and other
functions. This premise is a core concept, clini-
cally significant for hypertonicity (protective
muscle spasm and spasticity), the facilitated seg-
ment, and Structural Rehabilitation.

In 1947, Denslow stated a hypothesis which
explained this concept:

“(An) osteopathic lesion represents a
facilitated segment of the spinal cord main-
tained in that state by impulses of endo-
genous origin entering the corresponding
dorsal root. All structures receiving efferent
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nerve fibers from that segment are, there-
fore, potentially exposed to excessive excita-
tion or inhibition.”

The site of this “endogenous origin” is the pro-
prioceptors, especially the muscle spindles. They
are sensitive to musculofascialskeletal stresses.
They are non-adapting receptors, sustaining
streams of impulses for as long as they are me-
chanically stimulated. Their influence is specific
to the muscles acting on the affected joints,
which are innervated by corresponding spinal
segments.

The Myotatic Reflex Arc

The Myotatic Reflex Arc (also known as the
stretch reflex arc, the monosynaptic reflex arc,
and the gamma motor neuron loop), has long
been considered as the basis of muscle tone. The
components of this reflex arc include: the muscle
fiber, which has the ability to contract, and to
relax and elongate; the muscle spindle, the pro-
prioceptor, which is responsive to length and
velocity stretch; the gamma neuron which inner-
vates the muscle spindle; the afferent neuron,
which transcribes the information regarding
stretch to the spinal cord; and the alpha motor
neuron, which transcribes the impulse from the
spinal cord to the muscle fiber, eliciting a muscle
contraction.

The Muscle

The muscle is the focus of dysfunctional move-
ment, when considering the hypertonicity of
protective muscle spasm and spasticity. The
muscle is active, self-energized, independent in
motion and capable of developing great, widely
variable, and rapidly changing forces. Other tis-



UPPER AND LOWER EXTREMITIES 47

sues are passively moved, immobilized, pushed,
pulled, compressed, and altered in shape by
those forces of muscular origin. Muscles pro-
duce motion by their contraction, but those
same contractile forces also oppose motion.
Contracting muscle absorbs momentum, and
regulates, resists, retards, and arrests movement.
Irvin Korr states that this energy-absorbing
function of skeletal muscle is as important to the
control of motion as its energy-imparting func-
tion. But the same cellular mechanisms are in-
volved in these functions.

Joint mobility, range of motion, and ease of
initiation of active motion are results of healthy
muscle function. Limited capacity of muscles
often appears to be the major impediment to
mobility of a dysfunctional joint. Korr states
that muscular resistance is not based on inexten-
sibility, as with connective tissues, but on
changes in the degree of activation and deactiva-
tion of the contractile tissue. The hypothetical
cause for a muscle to increase or decrease its
contraction and braking power is variations in
impulse flow along the motor axons, the alpha
neurons, which innervate the muscle. This neu-
ronal impulse traffic varies with changing levels
of excitation within the anterior horn cells,
which change according to varying afferent
input.

Proprioceptors

The muscle spindle, the proprioceptor within
the muscle fibers which responds to stretch, is a
basic component of the myotatic reflex arc, and
has been implicated as a basic component of
protective muscle spasm, and of spasticity. The
proprioceptors are the sensory end organs that
signal physical changes in musculofascialskeletal
tissues. The three main categories of propriocep-
tors are sensitive to joint position and motion,
to tendon tension, and to muscle length.

The joint receptors are located in joint cap-
sules and ligaments; they report joint motion
and position. The Ruffini endings in the capsules

report direction, velocity of motion, and posi-
tion very accurately. These joint receptors do
not appear to have significant influence on
motor activity via the stretch reflex arc, al-
though this premise is presently under investi-
gation.

The Golgi tendon receptors are located in
tendons close to the musculotendinous junction.
A pull on the tendon causes discharge of im-
pulses into the spinal cord via afferent fibers.
This pull is usually exerted by active contraction
of the muscle. The tendon endings are respon-
sive to changes in force, not in length. When the
muscle contracts against a load, or fixed object,
or against the contraction of antagonistic mus-
cles as in spasticity and protective muscle spasm,
the discharge of the tendon endings is in propor-
tion to the tension that is developed. The affer-
ent input from the Golgi tendon varies with the
tension exerted by the muscle on the tendon, re-
gardless of the muscle length. The discharges of
the tendon endings enter the spinal cord by dor-
sal root fibers, where they excite inhibitory in-
terneurons that synapse with motor neurons
controlling the same muscle. The effect of their
discharge 1s inhibitory; it tends to oppose the
further development of tension by the muscle.

The Muscle Spindle

The muscle spindles are complex. Each spindle
has two kinds of sensory endings with different
reflex influences, each with its own motor inner-
vation. Spindles are scattered throughout each
muscle, the quantity varying according to the
function of the muscle and the delicacy of its
control. The greater the spindle density, the finer
the control. The complex anatomy and physiol-
ogy of the muscle spindles is well documented in
the literature.

Spindles are within the muscle itself, sur-
rounded by muscle fibers, arranged in parallel
with them and arttached to them at both ends.
Stretching the muscle causes stretch of the spin-
dle; shortening of the muscle slackens the spin-
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dle. Each spindle, enclosed in a connective tissue
sheath, about 3 mm long, has several thin mus-
cle fibers. These are the intrafusal fibers. The
larger and more powerful extrafusal fibers com-
prise the bulk of the muscle. The intrafusal
fibers are attached to the sheath at each end.
The intrafusal muscle fibers are innervated by
gamma motor neuron fibers originating in the
ventral horn, passing through the ventral root.
The alpha motor neurons supply innervation to
the extrafusal muscle fibers.

The sensory endings of the spindle are in
close relation to the central, nucleated, noncon-
tractile portion of the intrafusal fibers. This sen-
sory ending, called the primary ending, is
wound around the intrafusal fibers, described as
the annulospiral ending. Secondary, flower-
spray endings occur on either side of the pri-
mary ending and are connected to thinner
myelinated axons. Both are sensitive to stretch
of the central portion of the spindle.

There is a static and a dynamic response to
stretch by the muscle: static is proportional to
muscle length; dynamic is proportional to the
rate of change in muscle length. The intrafusal
muscle fiber is relatively elastic: the 1A afferent
endings, which innervate the primary nerve end-
ings, end here. Therefore, the 1A fiber has a dy-
namic and a static response to stretch. The
group 1l afferent fibers, which innervate the sec-
ondary endings, end on the small nuclear chain
fibers. This is at the area of the heart of the my-
ofibril striations of the intrafusal fibers: a less
elastic, stiffer area. Therefore there is only a sta-
tic response to stretch which is proportional to
muscle length. Since these fibers have no dy-
namic response, they will not carry central ner-
vous system feedback regarding the velocity of
the stretch.

The primary endings, or annulospiral end-
ings, respond to change in muscle length. When
the muscle is stretched beyond its resting length,
the spindle is stretched, causing the primary and

secondary endings to fire at increased frequen-
cies in proportion to the degree of stretch. Short-
ening of the muscle, whether by its own
contraction or by passive approximation of its
attachments, slows the discharge proportion-
ately, and may even silence it.

The spindle, an essential feedback mecha-
nism by which the muscle is controlled, continu-
ally reports back to the central nervous system.
The feedback from the primary endings of each
spindle is conveyed by dorsal root fiber directly,
that is, monosynaptically, to the alpha motor
neurons of the same muscle. This afferent dis-
charge of the spindle results in excitation of the
alpha motor neurons of the same muscle. How
does this occur? When a muscle is stretched, it is
reflexively stimulated by its spindles to contract,
and thereby resists stretching. This protective re-
flex response is at the spinal cord level of the
same spinal segment. The protective shortening
of the muscle decreases the afferent discharge,
and thus reduces the excitation of the alpha
motor neurons, causing relaxation and length-
ening of the muscle.

The muscle spindle causes the muscle to re-
sist change in length in either direction. The
spindle is the sensory component of the stretch,
reflex arc, or myotatic reflex arc. It is important
in the maintenance of posture.

The intrafusal muscle fibers influence spin-
dle discharge. Their ends are anchored, and con-
traction of these intrafusal fibers stretches the
middle portion in which the sensory endings are
situated, increasing their discharge. The effect of
intrafusal contraction on the sensory endings is
indistinguishable from the effect produced by
stretch of the extrafusal fibers. The two effects
are cumulative. At any lengthening of the mus-
cle, intrafusal contraction would increase the
spindle discharge; stretch of the muscle while
the intrafusal fibers are contracted produces a
more intense spindle discharge than when the
intrafusal fibers are at rest or less contracted.
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The Gamma Neuron

The gamma neuron, a component of the my-
otatic reflex arc, (or gamma motor neuron
loop), innervates the muscle spindle, is affected
by dysfunction within the neuromusculoskeletal
system, and is controlled by the brain and
supraspinal neurons. The function of the
gamma neurons is to control contraction of the
intrafusal fibers, the frequency of the spindle
discharge at a given muscle length, and the sen-
sitivity or change in that frequency per millime-
ter change in length. The higher the gamma
activity, the larger the spindle response; the
higher the spindle discharge at a given muscle
length, the shorter the length of muscle at which
a given impulse frequency is generated. This ex-
plains the threshold to stretch of the spindle.

The gamma neurons, also known as “fusi-
motor” neurons are small in size and their axons
are thin. Fusimotor innervation by the gamma
fibers comprise one-third of the ventral root out-
flow from the spinal cord. Alpha-to-gamma and
extrafusal-to-intrafusal relationships regulate
the activity of skeletal muscles. The higher the
spindle discharge, the greater the reflex contrac-
tion of the muscle. What that muscle contrac-
tion accomplishes depends on the other forces
acting on the joints crossed by that muscle. Gen-
erally, the greater the contraction, the more the
muscle shortens and moves the joint, and the
more it resists being stretched in the opposite
direction.

Gamma Bias

Normal resting conditions of gamma activity
maintain a tonic afferent discharge from the
spindle. This is the gamma bias. This maintains
the alpha motor neurons in a moderately facili-
tated state, and the muscles in low-grade tonic
contraction at their resting lengths. Thus, people
are not flaccid and hypotonic, but maintain
some muscle tone. Gamma activity may be
turned up or down. The higher the gamma

activity, because of its influence on the excita-
tory spindle discharge, the more forceful the
muscle’s contraction and the greater its resis-
tance to being lengthened. During high gamma
activity, or gamma gain, the spindle may elicit
contraction when the muscle is already shorter
than its resting length. If the increased gamma
gain is sustained, the muscle contraction is
maintained. This is muscle spasm.

The sensory endings of the spindle are stim-
ulated by mechanical distortion, whether caused
by contraction of the intrafusal fibers or by
stretch of the main muscle, or both. The spindle
in effect reports length relative to that of the in-
trafusal fibers. The greater the disparity in
length, the greater the discharge and the greater
the contraction of the muscle. Increase in intra-
fusal-extrafusal disparity increases the afferent
discharge, which results in a contractile re-
sponse of the extrafusal hbers, which in turn
tends to reduce the disparity and to silence the
spindle. The greater the gamma activity, the
more the muscle must shorten before the spindle
is turned back down to resting discharge and
normal gamma bias. The central nervous system
can elicit and precisely control gamma bias.

There is always some activity around this
myotatic reflex arc. There is a certain gamma
bias: a certain level of activity along the gamma
neuron which results in a resting threshold to
stretch of the muscle spindle, controlled by the
central nervous system. Evidently the gamma
neuron is inhibited by supraspinal structures.
When there is a cortical lesion, the suppressor
areas of the brain which inhibit the gamma neu-
ron are damaged. The inhibition process via the
medial reticular formation is affected. An in-
creased level of activity within the myotatic re-
flex arc occurs because of the resultant increase
in gamma bias. Gamma bias is no longer nor-
mal, due to disinhibition of the central nervous
system. The result is spasticity, which is hyper-
tonicity, plus other characteristics of the syn-
drome of spasticity. The gamma gain and the
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hyperactivity of the myotatic reflex arc result in
the hypertonicity of protective muscle spasm
and spasticity.

The Afferent Neuron

Whenever the muscle spindle is stimulated, via
stretch stimulus, that information passes along
the afferent neuron into the posterior horn of
the spinal cord of that spinal segment. Some of
this sensory input is distributed throughout the
central nervous system. Much of the sensory
input passes as discharge along the same affer-
ent neuron to the anterior horn of that same
spinal segment. In the ventral horn, this dis-
charge passes across the synapse to the neuron
of the alpha motor nerve, and passes along the
length of the alpha motor neuron axon, to the
muscle fiber. When the muscle fiber receives the
impulse, it contracts and shortens.

Neuromusculoskeletal Dysfunction and the
Hyperactive Myotatic Reflex Arc

This hypothetical model expands on Denslow’s
and Korr’s hypothesis of the Osteopathic lesion,
in order to provide a model which explains the
results of Manual Therapy for treatment of neu-
romusculoskeletal dysfunction. These results in-
clude increased resting muscle length, increased
joint mobility, and increased ranges of motion.

A Hypothetical Model

Envision a cross section of the spinal cord at the
level of C5. The embryologic segment of CS5
spinal cord innervates certain tissues and struc-
tures. Among these tissues and structures are:
the supraspinatus muscle, the deltoid muscle,
the infraspinatus muscle, the subscapularis mus-
cle, the biceps muscle (C5,6), and more. When
there is dysfunction in one or more of the tissues
and structures which are innervated by the C5
embryologic segment, there is resultant increase
in gamma gain, and protective muscle spasm

of the musculature innervated by that same C§
segment.

Neuromusculoskeletal Dysfunction Causes Afferent
Gain; Afferent Gain Causes Alpha Gain

When a person has a supraspinatus tendinitis,
the brain is apprized of this status. The person
perceives pain at the shoulder. The pain is
generic: the person does not know that the pain
is the result of a supraspinatus dysfunction. The
afferent neuron, bringing the sensory informa-
tion about this dysfunction to the spinal cord,
will pass this information as excessive and high
frequency discharge. This is similar to the exces-
sive and high frequency discharge of gamma
gain, but it is “afferent gain.” The afferent neu-
ron from the supraspinatus muscle and tendon
will pass the sensory information along the af-
ferent neuron as increased afferent gain, which
enters the spinal cord via the dorsal roots and
posterior horn of C5 spinal segment.

This excessive and high frequency discharge
is distributed throughout the central nervous
system: cortex, brain stem, up one or more
spinal segments, down one or more spinal seg-
ments, across to the opposite side of the spinal
cord, and more. Some of this excessive and high
frequency discharge is also passed along the af-
ferent neuron to the anterior horn. At the ven-
tral horn, the excessive and high frequency
discharge passes across the synapse and affects
the alpha motor neuron which innervates the
supraspinatus muscle. This same excessive and
high frequency discharge passes along the length
of the alpha motor neuron which innervates the
supraspinatus muscle.

This excessive and high frequency discharge,
passing down the length of the alpha motor neu-
ron to the muscle fiber, is alpha gain, or the in-
crease in discharge and activity of the alpha
motor neuron. When an impulse reaches the
muscle fiber, the muscle fiber contracts and
shortens. If excessive and too frequent discharge



UPPER AND LDWER EXTREMITIES 51

passes along the alpha motor neuron, the muscle
fiber will go into a state of contraction which is
sustained by the continuous volley of impulses.
The muscle fiber, the supraspinatus, can no
longer voluntarily relax and elongate. This is the
model of protective muscle spasm of the
supraspinatus which results from a supraspina-
tus tendinitis dysfunction.

If there is a supraspinatus tendinitis, the
supraspinatus muscle will go into a state of pro-
tective muscle spasm, contracted and shortened,
incapable of attaining full resting length due to
an inability to relax and elongate. The
supraspinatus crosses the glenohumeral joint.
The joint surfaces will become approximated,
resulting in joint hypomobility and limitations
in ranges of motion.

Gamma Gain: Increased Sensitivity of the Muscle
Spindle and Decreased Threshold to Stretch

The excessive and high frequency discharge
which is passed into the alpha motor neuron in
the anterior horn is also passed into the gamma
motor neuron. Alpha and gamma signals are
linked and coordinated in the spinal segment.
The gamma motor neuron passes this excessive
and high frequency discharge down to the mus-
cle spindle. The muscle spindle is now hyperin-
nervated. Therefore, the sensitivity of the
spindle to stretch is increased; the threshold of
the muscle spindle to stretch will be decreased.
The spindle will be “hyperactivated,” and will
react to smaller stretch, and lower velocity of
stretch, than before the supraspinatus tendinitis
was present. There is a facilitation of the my-
otatic reflex arc: the stretch reflex arc is hyperac-
tive. This phenomenon is called a “facilitated
segment.”

The Facilitated Segment and Efferent Gain
of Alpha and Gamma Neurons

Increased efferent gain is characteristic of the fa-
cilitated segment. The alpha motor neurons

which innervate the supraspinatus muscle fibers
are not the only neurons to exit from the ante-
rior horn of CS embryologic segment. The other
alpha neurons, for example, those which inner-
vate the subscapularis, infraspinatus, deltoid,
and biceps (CS$,6), can also pass the excessive
and high frequency discharge accumulating in
the ventral horn, as the condition of the
supraspinatus tendinitis becomes more severe
and more chronic. This excessive and high fre-
quency discharge in the anterior horn, when suf-
ficient to influence the other neurons, will pass
along those other alpha motor neurons inner-
vated by the same CS spinal segment. Thus there
is a potential and tendency for protective muscle
spasm of all the muscles innervated by that same
CS embryologic segment which innervates the
supraspinatus. This situation becomes exacer-
bated as the tendinitis becomes more severe and
more chronic.

The gamma neurons, which innervate the in-
trafusal muscle fibers of the muscle spindles of
all the muscles innervated by this same CS5 em-
bryologic segment, can also pass this excessive
and high frequency discharge, as the dysfunc-
tion becomes more severe and more chronic. As
a result, the sensitivity of these spindles to
stretch is increased, and the threshold to stretch
of all the muscle spindles innervated by this
spinal segment is decreased. The potential for
protective muscle spasm and dysfunction is ex-
acerbated. All these muscles cross the gleno-
humeral joint, therefore the approximation of
the humeral head in the glenoid fossa, the joint
hypomobility, the disturbance of articular bal-
ance, and the limitations in ranges of motion are
exacerbated.

Somatovisceral Reflex Arcs

Neurons exiting the spinal cord innervate more
than muscle spindles and muscle fibers. They
also provide innervation of viscera via the auto-
nomic nervous system. For example, L1 inner-
vates the cecum. [f a patient with a history of an
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appendectomy has scarring within the lower
right abdominal cavity, this information will be
passed as sensory feedback via the afferent neu-
rons to the central nervous system. Afferent neu-
rons, passing this information as excessive and
high frequency discharge, enter the spinal cord
via the posterior horn of L1. From here the sen-
sory information is distributed throughout the
central nervous system. Some of the information
is also relayed to the anterior horn of this same
L1 embryologic segment. All the alpha motor
neurons which are innervated by L1 embry-
ologic segments can potentially pass this exces-
sive and high frequency discharge, which is
accumulating in L1 anterior horn, and can pass
this hyperactivity along the alpha motor neu-
rons, which would result in protective muscle
spasm of the muscle fibers innervated by that
same L1 segment. Also, all the muscle spindles
innervated by the gamma neurons from this L1
segment which could potentially pass the exces-

sive and high frequency discharge will be af-
fected, so that the threshold to stretch of all
these muscle spindles would be decreased. This
facilitated segment at L1, the result of dysfunc-
tional tissue surrounding the cecum, may cause
somatic dysfunction of the pelvis and hip joint
region because of the sustained contraction of
the muscles crossing those joints.

Manual Therapy to Decrease Hypertonicity

If all of the neuromusculoskeletal fascial dys-
function is treated, there will be a decrease
and/or elimination of afferent gain, and thereby
a decrease in the hyperactivity of the myotatic
reflex arc. The efferent gain will be reduced. The
muscle tone will be normal. When treatment of
neuromusculoskeletalfascial dysfunction is not
sufficient to decrease the hypertonicity, Jones’
Strain and Counterstrain Technique will de-
crease and/or eliminate the muscle spasm.



CHAPTER 7

THE MUSCLE BARRIER

[f the muscle spindle is hyperinnervated due to
gamma gain, the threshold to stretch of that
muscle spindle is lowered. In a healthy muscle,
during passive movements, the muscle spindles
should not be stimulated throughout the normal
range of motion. There should be a reasonable
stretch on each muscle before the spindle, the
stretch receptor, is activated. In passive move-
ment, there should not be any assistance, or any
resistance, by the muscle fibers. But if the muscle
spindle is hyperinnervated, during passive
stretch the muscle spindle will react and a

The Muscle Barrier is

the Threshold of the Muscle Spindle of the
Stretched Muscle to Stimulus of Stretch

stretch reflex will be activated. Afferent im-
pulses from the spindle will go into the dorsal
root of the posterior horn, and many of these
impulses will continue along to the anterior
horn. The afferent neuron will synapse with the
alpha motor neuron in the anterior horn. The
impulses will be transcribed along the neuron,
and the muscle fiber will contract.

A passive movement was performed. The
threshold to stretch of the muscle spindle was
reached. A stretch reflex arc was activated. The
muscle contracted. The movement was no longer
passive. There was now a muscle contraction
which resisted further passive movement. At the
first moment of muscle contraction, the muscle
barrier was met. The first moment of muscle
contraction was the moment that passive move-
ment was first resisted by that muscle.

The interbarrier zone is a few degrees of mo-
tion before the muscle barrier.
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Example: Biceps Muscle Barrier

Elbow extension is performed passively. Ini-
tially, the movement is passive: there is no assis-
tance by the elbow extensors, and no resistance
by the Biceps. But the muscle barrier is finally
reached. The degree of elbow extension is
reached which finally exerts too much of a
stretch on the muscle spindle of at least one Bi-
ceps muscle fiber. The threshold to stretch of the
muscle spindle of this first Biceps muscle fiber is
met. The muscle spindle begins to fire. The im-
pulses are transcribed along the afferent neuron,
into the spinal cord via the posterior horn, and
over to the anterior horn. The impulses cross the
synapse, and continue along the axon of the
alpha motor neuron to the Biceps muscle fiber.
That Biceps muscle fiber contracts. The elbow
extension is now no longer passive. There is re-
sistance from the muscle contraction of the Bi-
ceps muscle fiber.

The barrier is the place in the passive range
of motion when the first muscle fiber contracts
and resists the passive movement.

Energy Expenditure Due to the Resistance
of a Muscle in Protective Muscle Spasm

Observation

Test assisted active prone knee bending. Observe
all postural deviations of the leg. Maintain the
neck and shoulder girdle at neutral. Do not
allow the forearm, wrist, hand or fingers to devi-
ate from neutral/midline during movement. The
therapist may need to passively maintain neutral
of distal arm during movement. Ask the patient
to actively extend the elbow. Observe the diffi-
culty in initiating and continuing the movement
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when the distal arm and shoulder girdle arc
forced to maintain neutral/midline posture.
Movement requires good articular balance.

Application of the Muscle Barrier Concept

Hypothesis

Hypertonicity (protective muscle spasm) in a
muscle will inhibit range of motion in the oppo-
site direction.
= Example: Hamstrings (hip extensors) spasm
inhibits straight leg raise (hip flexion).
» Example: Hamstrings (knee flexors) spasm
inhibits knee extension.
= Example: Right hip adductors spasm
inhibits right hip abduction and right lum-
bar side bending.
= Example: Right scalenes spasm inhibits left
cervical side bending.

Hypothesis

Hypertonicity in a muscle will inhibit range of
motion in the opposite direction from muscle
origin and from muscle insertion.
= Example: Hiacus (hip flexors) spasm inhibits
hip extension and lumbar extension.
= Example: Spasm of the upper left rib
depressor muscles will inhibit left shoulder
abduction.

Analysis and Interpretation of Postural Dysfunction

Static Postural Dysfunction

The body part deviates towards the protective
muscle spasm and spasticity due to contracted
and shortened muscle fibers. The range of mo-
tion will be limited in the opposite direction.

Dynamic Postural Dysfunction

Consider the muscle in spasm as the agonist.
The range of motion is limited in the opposite
direction, opposite the agonist’s direction of pri-
mary movement, because of the resistance by
the agonist. For example, if the biceps (the ago-
nist) are in spasm, then elbow extension is lim-
ited because the biceps will resist the pull of the
triceps (the antagonist).



CHAPTER 8

TREATMENT OF LOWER QUADRANT HYPERTONICITY
FOR SYNERGIC PATTERN RELEASE®
WITH STRAIN AND COUNTERSTRAIN TECHNIQUE

Direct and Indirect Techniques

Manual Therapy is comprised of direct and indi-
rect techniques. Direct techniques load, or bind,
the tissues and structures. The tissue is moved
towards a barrier, on one or more planes. The
direction of movement is towards the least mo-
bile, most restricted, most limited. At the barrier
a technique is performed, and the result is a
change of the position of the barrier, closer to
the normal range of motion. Muscle Energy and
‘Beyond’ Technique is a direct technique. For
example, if there is an elbow flexion contrac-
ture, with contracted and shortened biceps, and
a limitation of elbow extension, the elbow
would be moved into extension, on 3 planes. At
the 3-planar interbarrier zone, an isometric re-
sistance is performed. The result is increased
range of extension motion. Mobilization and
Manipulation are also direct techniques.
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Indirect techniques unload, or ease, the tis-
sues and structures. The tissue is moved away
from the barrier, on one or more planes. The di-
rection of movement is towards the most mo-
bile, least restricted, least limited. The distortion
is thereby exacerbated. The problem is exagger-
ated. The result would be a “release” phenome-
non, when the soft tissues “let go” allowing
increased range of motion past the original bar-
rier. For example, if there is an elbow flexion
contracture, with contracted and shortened bi-
ceps, and a limitation of elbow extension, the
elbow would be moved into flexion with 2 other
planes added. After 90 seconds, a “release” phe-
nomenon would occur, resulting in decreased
hypertonicity and increased elongation of the
biceps, and increased range of extension mo-
tion. Strain and Counterstrain is an indirect
technique.

Treatment of Muscle Fiber Hypertonicity
with Strain and Counterstrain Techniques

Strain and Counterstrain Technique was devel-
oped by Lawrence Jones, D.O. This technique is
a positional technique which results in decrease
or arrest of inappropriate proprioceptor activity
of the muscle spindle. The result of this tech-
nique is a relaxation and elongation of the mus-
cle fiber, which permits improved articular
balance, for increased joint mobility and range
of motion.

Dr. Jones has isolated tender points through-
out the trunk, extremities, and cranium of the
body which reflect: (1) a muscle in spasm, or (2)
a compressed joint or suture. When neuromus-
culoskeletal dysfunction is present, with protec-
tive muscle spasm and/or joint dysfunction with
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approximating articular surfaces, the correlating
tender point is painful on palpation. When the
body part is positioned appropriately, the pain
of the tender point diminishes or disappears im-
mediately. Maintaining the body part in the cor-
rect position, which shuts off the painful tender
point, will result in a correction of the dysfunc-
tion after 90 seconds duration.

As the muscle fibers relax and elongate dur-
ing the treatment technique, there is a decrease
in the exaggerated push/pull function of the
muscle. The muscle decreases its forceful pull on
the bone. There is a resulting increase in joint
mobility while there is a repositioning of the ar-
ticular surfaces. The patient often senses the
movement, because the kinesthetic receptors in
the joints, for example the Ruffini, receive the
sensory input of movement and change of posi-
tion in space during the technique. It is impor-
tant that the therapist does not change the
position of the body part during the technique.

As long as the patient is experiencing any
movement or tissue tension change, or the ther-
apist is palpating movement or tissue tension
change, the body position should be maintained.
Only when the patient and the therapist no
longer experience any tissue changes or move-
ment, can the body part be slowly and gently re-
turned to a neutral position.

Every tender point discovered by Dr. Jones is
effective. The techniques outlined in this course
and these handouts will be very effective in re-
ducing the protective muscle spasm typical in
upper quadrant dysfunction. The learner is ad-
vised to learn more Strain and Counterstrain
Techniques once a comfort level with this tech-
nique has been achieved.

As mentioned above, all the Strain and
Counterstrain Techniques are effective. The
therapist can focus on an area of postural asym-
metry, or hypomobility, and perform the tender
points in those areas.

The criteria for implementing the techniques
are always the same:

* Position the body part as close as possible
with the instructions to shut off the painful
trigger,

* Maintain the position for 90 seconds,

* After the 90 seconds, do not move the
position if the patient or therapist is still
experiencing any tissue tension changes or
movement. (This is a De-Facilitated Fascial
Release)

» When all tissue tension changes have
stopped and there is no movement experi-
enced, the body part should be gently and
slowly returned to a neutral position.

Corrective Kinesiology: Model of
Strain and Counterstrain Technique

Objective: Corrective Kinesiology

Elimination of hypertonicity allows elongation
of the muscle fibers to their normal resting
length, which diminishes the pathologic tension
of the muscle on the bone, which results in nor-
malization of joint biomechanics.

Hypotbetical Objective with
Strain and Counterstrain Technique

Goal: Shorten the muscle fiber of the Agonist
(hypertonic muscle) and strain the Golgi tendon
of the Antagonist: to decrease the gamma gain
to the spindle of the agonist; and to decrease the
hyperactivity of the myotatic reflex arc of the
Agonist.

Objective: Exaggerate the postural devia-
tion: Go indirect into the direction of pull of the
already contracted and shortened muscle tissue.

Result: Elongation of the muscle fiber with-
out stretching, and increased joint mobility and
range of motion.

Evaluation Process for Hypertonicity of the Muscle
Fiber with Strain and Counterstrain Technique

An effective and efficient technique to reduce
and arrest inappropriate proprioceptor activity
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of the muscle spindle, to diminish and eliminate
the hyperactivity within the reflex arc, is Strain
and Counterstrain Technique, developed by
Lawrence Jones, D.O. The result of comprehen-
sively eliminating hyperactivity within the facili-
tated segment is an elongation of the muscle
fiber to its true resting length. When the muscle
fiber is healthy and elongated, it does not exert
abnormal and pathologic tension on the bone,
in either direction of pull: insertion towards ori-
gin, or origin towards insertion. There is no
pathologic force from this muscle fiber causing a
shift in bony position and a change in the neu-
tral position of the articular surfaces of that
bone. The muscle fiber is not contributing to an
imbalance of the articular surface. Therefore,
the result achieved with elimination of protec-
tive muscle spasm is a normalization of the posi-
tions of the articular surfaces of the joints, with
increased joint mobility and increased range of
motion.

The increased physiologic range of motion is
the result of:

* elongation of the muscle fiber,
* increased joint mobility due to improved
articular balance.

Strain and Counterstrain Tender Points

Dr. Jones discovered painful Tender Points
throughout the body. Each Tender Point is re-
flective of a muscle in protective muscle spasm,
or a joint or suture which is compressed. He de-
veloped an evaluation process which systemati-
cally discovers the position of these Tender
Points. The Tender Points discovered in the pa-
tient are documented. After the evaluation, all
the severe Tender Points in the body are treated.
Discovering a painful Tender Point, followed by
elimination of the painful Tender Point with
treatment, reflects a dysfunction successfully
treated. A diagnosis is made. Typically, concur-
rent with the elimination of the painful point
after treatment is a decrease in subjective pain,
and an increase in range of motion.

A Kinesiologic Approach for
Evaluation of Hypertonicity

The postural evaluation described in this course
and these handouts indicates those muscles in
shortened and contracted conditions. Postural
dysfunction reflects the hypertonicity of the
muscles in that region. The therapist can evalu-
ate static posture and dynamic movement, to
discover which hypertonic and contracted mus-
culature is contributing to the postural dysfunc-
tion. A kinesiologic approach is possible. For
example, if the shoulder girdle is protracted and
there is a limitation of horizontal abduction, the
pectoralis minor can be treated as the hyper-
tonic muscle contributing to the protracted
shoulder girdle. The Tender Point technique for
the pectoralis minor is the Depressed Second
Rib.
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Pelvic Dysfunction
Treatment with Strain and Counterstrain

EVALUATE

Limitation of Motion: Hip Extension and Lum-
bar Extension

TREATMENT

Hliacus
Tender point is 1” medial and 1/2” caudal to
ASIS. Deep in lliac Fossa.

POSITION

* Supine.

= Bilateral hip flexion to 100°.

* Bilateral knee flexion to 130°.

* External rotation of both hips (knees sepa-
rated and ankles crossed).

= Bring both knees to the ipsilateral side of the
Tender Point to 10°, while maintaining bilat-
eral external rotation.

» Synergic Pattern Release®

INTEGRATIVE MANUAL THERAPY

The iliacus is a powerful flexor of the hip, and flexes
the lumbar and lumbosacral spine. Hypertonicity of the
thacus is common. This muscle compromises the vascu-
lature of the inguinal canal, contributing to claudica-
tions and cramps of lower extremity musculature.
Often the recurrences of joint dysfunction of the pelvic
joints are secondary to iliacus spasm.

All Tender Points and techniques adapred from Jones
Strain and Counterstrain.
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Pelvic Dysfunction
Treatment with Strain and Counterstrain

EVALUATE

Limitation of Motion: Hip Flexion and Lumbar
Flexion

TREATMENT

Medial Hamstrings

Tender point: Just superior to the knee joint
line on the medial border (possibly slightly pos-
terior). On the attachment of the medial ham-
strings to the posteromedial surface of the tibia.

POSITION

= Supine.

Hip flexion to 90%on the ipsilateral side.
Knee flexion to 100°on the ipsilateral side.
Forceful external rotation of the ipsilateral
tibia on the femur (2 to § lbs. force).
Synergic Pattern Release®

INTEGRATIVE MANUAL THERAPY

The hamstrings are among the most often injured mus-
cles. Often the injuries which are commonplace are
secondary to pre-existing hamstrings spasm. This tech-
nique would be a valuable tool for all athletes, and can
be taught ro school team players to use on each other
before and after games and heavy work-outs, in order
to reduce injury. The hamstrings spasm can directly
cause meniscus torque, resulting in tendency of injury.
The hamstrings are commonly cause for knee pain, gait
deviations, and pressure of the vasculature in the
popliteal fossa.
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Pelvic Dysfunction
Treatment with Strain and Counterstrain

EVALUATE

Limitation of Motion: Hip Abduction and Ipsi-
lateral Lumbar Side Bending

TREATMENT

Adductor
Tender point: On the Adductor tendon near the
origin on the pubic bone.

POSITION

* Supine.

« Slight ipsilateral hip flexion. (Cross the
treated leg over the opposite leg.)

» Adduction with overpressure.

» Synergic Pattern Release®

INTEGRATIVE MANUAL THERAPY

Adductor muscle spasm is similar to tensions of the
hamstrings in the torsion effects which result at the
knee joint. There are multiple groin and hip joint prob-
lems which are caused by this muscle when it is in a
state of contraction. The compression and caudal dis-
placement of the femoral head, which is common in
hip joint dysfunction, is mostly the result of adductor
spasm.
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Pelvic Dysfunction

Treatment with Strain and Counterstrain

EVALUATE

Limitation of Motion: Hip Abduction and
Lumbar Side Bending to Contralateral Side

TREATMENT

Gluteus Medius
Tender point: Midaxillary line, 1 cm below the
lliac Crest.

POSITION

* Prone.

= Hip flexion to 10°0on the ipsilateral side.

* Hip abduction to 10°on the ipsilateral side.
* Hip internal rotation with overpressure.
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Sacral Dysfunction
Treatment with Strain and Counterstrain

EVALUATE

Limitation of Motion: Hip Internal Rotation

TREATMENT

Piriformis

Tender Point: find sacroiliac joint line; from a
point at the middle of the joint line, make a line
to the greater trochanter; in the middle of this
line is the trigger.

POSITION

* Prone.

« Ipsilateral leg off the bed.

e Hip flexton to 12°on the ipsilateral side.

* Knee flexion to 90°on the ipsilateral side.

* Hip external rotation to 20° on the ipsilateral
side. (To effect rotation through the hip and
pelvis.)

* Hip abduction to 10°to the ipsilateral side.

= Synergic Pattern Release®

INTEGRATIVE MANUAL THERAPY

The piriformis is a major external rotator of the hip.
More significant is the function of torsion during am-
bulation. When the right heel strikes, the right piri-
formis contracts, and the sacrum is pulled into a left
sacral torsion on a left oblique axis, required for stance
phase. As the right foot goes from toe off towards
swing phase, the tension of the piriformis subsides. An
interesting characteristic of the piriformis muscle: there
are multiple variations in muscle structure. The piri-
formis might be triangle shape; it might be split, bifid.
The piriformis originates from the anterior surface of
the sacrum, and may receive fibers from any of the
following places: the ilio-lumbar ligament, the sacro-
tuberous ligament, and more. In the majority of cadav-
ers dissected, the sciatic nerve lies underneath the
piriformis fibers. Often this nerve runs between the
fibers of a bifid piriformis. Rarely does the sciatic nerve
lie on top of the piriformis. This is significant as a
cause of pain and disability. Whenever there is sacro-
iliac joint dysfunction, the piriformis muscle is in
spasm. When the piriformis is in spasm, the muscle
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will contract and shorten and compress the tissue un-
derneath it and between its fibers. Piriformis syndrome
is the compromise of the sciatic nerve compressed un-
derneath the muscle secondary to hypertonicity of that
muscle.

Treatment of Sacrum

Treatment of the sacrum with Jones’ Strain and
Counterstrain Technique is extremely effective.
Note the location of the Seven (7) sacral Tender
Points. Press for 90 seconds on each Tender
Point in the direction described below (1
through 5). The client is prone. Press hard
enough for a response; not hard enough for a
reaction!

Direction of Pressure
Treatment of the Sacrum with Jones' Strain ond Counterstroin Technigue. (Tender
Points #1, 2, 3)

* Posterior to anterior pressure on PS 1 (right
and left).

* Anteroinferior pressure (about 45" angle)
on IS 2.

* Anteroinferior pressure (about 30° angle)
on PS 3.

Treotment of the Sacrum with Jones’ Strain ond Counterstrain Technique. (Tender
Points #4, 5)

* Anterosuperior pressure (about 45° angle)
on IS 4.
* Posterior to anterior pressure on PS S (right

and left).
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Thoracolumbar and Lumbosacral Mobility
Treatment with Strain and Counterstrain

Restore reciprocal movement to the
Lumbosacral Junction. L5/S1 is the seat
of 3-planar reciprocal movement for gait
(Weiselfish-Giammatteo). Reciprocal
movement is required for normal gait.

EVALUATE

Limitation of Motion: Lumbar Extension
and Thoracolumbar Mobility (Segmental
Movement)

TREATMENT

Anterior First Lumbar
Tender Point: Push on medial aspect of ASIS,
3/4” deep.

POSITION

= Supine.

» Raise patient’s head.

* Hip flexion to 120° on the ipsilateral side.

* Knee flexion to 120° on the ipsilateral side.

» Flex Lumbar spine up the kinetic chain
toLl.

» Rotate the knees 30° to the ipsilateral to the
Tender Point side, to attain about 5° of trunk
sidebend and about 40° of trunk rotation.

» Synergic Pattern Release®

INTEGRATIVE MANUAL THERAPY

There is a common dysfunction of the thoracolumbar
junction: anterior shears of T12 and L1. This causes
diaphragm spasm and is also a common compression
source of L1 nerve root, resulting in hip joint pain.
Anterior First Lumbar Strain and Counterstrain tech-
nique can reduce the anterior shear of L.1. In a similar
manner, the Anterior T12 Strain and Counterstrain
technique can reduce the anterior and lateral shear

of T12.
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Thoracolumbar and Lumbosacral Mobility
Treatment with Strain and Counterstrain

EVALUATE

Limitation of Motion: LumboSacral Lumbar
Flexion (Segmental Movement)

TREATMENT

Posterior Fifth Lumbar Upper Pole
Tender Point: Superior medial surface of PSIS.

POSITION

* Prone.

* Hip flexion to 10° on the ipsilateral side.

* Slight hip adduction (about 5°) on the ipsilat-
eral side.

* Slight hip external rotation (about 5°) on the
ipsilateral side.

* Synergic Pattern Release®

INTEGRATIVE MANUAL THERAPY

This technique is valuable to decompress the lumbo-
sacral junction. Prior to myofascial release or cranial
therapy to open the fascial restrictions affecting L5/S1,
this technique can be used.
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Thoracolumbar and Lumbosacral Mobility
Treatment with Strain and Counterstrain

EVALUATE

Limitation of Motion: Lumbar Sidebending to
Opposite Side

TREATMENT

Quadratus Lumborum: Anterior T12
Tender Point: Superior inner iliac crest (on the
bone) in midaxillary line.

POSITION

* Side lying with the Tender Point side
elevated. (Lie the client on the contralateral
side.)

» Bilateral hip flexion to 45°.

» Bilateral knee flexion to 90°.

= [psilateral side bending of trunk (to the side
of the Tender Point). Elevate the feet towards
the ceiling.

» Synergic Pattern Release®

INTEGRATIVE MANUAL THERAPY

This technique is one of the most valuable contribu-
tions by jones. The quadratus lumborum originates at
the iliac crest, and inserts on the twelfth rib. When the
quadratus lumborum is in spasm, it pulls the twelfth
rib in an anterior and caudal direction. This is typical
after major ilio-sacral joint dysfunction, such as an
upslip or a downslip of the ilium. The result of a quad-
ratus lumborum spasm: diaphragm spasm, anterior
and lateral shears of T12, compression of the aorta or
esophagus secondary to the dysfunction of the lower
rib cage, and more.
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Tharacalumbar and Lumbasacral Mability

Treatment with Strain and Counterstrain

EVALUATE

Limitation of Motion: LumboSacral and
Lumbar Extension

TREATMENT

Anterior Fifth Lumbar

Tender Point: Anterior surface of the Pubic
bone about 1.5 ¢cm lateral to the Pubic
Symphysis

POSITION

* Supine.

Bilateral hip tlexion to 90°.

* Bilateral knee flexion to 30°.

* Move the knees 10° to the ipsilateral side of
the Tender Point, to attain the amount of
trunk side bending and rotation required.

* Synergic Pattern Release®

INTEGRATIVE MANUAL THERAPY

This is excellent first aide for lumbar strains. When the
flexors of LS are in spasm, they maintain L5 flexed,
rotated and side bent. If the right flexor muscles of LS
are in spasm, the LS will be tlexed, rotated right and
side bent right. The hydrostatic pressure on the disc
will be affected. The disc will protrude posterior be-
cause of the flexed position; the disc will protrude to
the left because LS is stuck side bent to the right; there
will be an increase in the intra-discal pressure directly
proportionate to the angle rotation of LS. When this
technique is performed, there is an elimination of the
spasm, LS is no longer maintained in a flexed, rotated
and side bent position, the hydrostatic pressure on the
disc is normalized, and the protruding disc will sponta-
neously be reduced.
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Knee Dysfunction
Treatment with Strain and Counterstrain

EVALUATE

Knee Flexion

TREATMENT

Quadriceps (Patellar Tendon)
Tender Point: Medial portion of patellar tendon
or tibial tubercle.

POSITION

* Supine.

* Place towel roll under the ipsilateral ankle
to the Tender Point.

* Slight inversion of the ipsilateral foot.

» Apply anterior to posterior pressure on
femur, applied proximal to the ipsilateral
knee S to 10 Ibs. force.

= Synergic Pattern Release®

INTEGRATIVE MANUAL THERAPY

The quadriceps spasm is often caused from a loss of
dorsi flexion. When a person stands or walks without
ten degrees of dorsi flexion, extensor forces are tran-
scribed up the leg, and the quadriceps will go into a
state of hypertonicity. It is important to restore dorst
flexion for healthy quadriceps tone. If the quadriceps
is contracted, the patella will be compressed against
the femur: a common cause of chondromalasia. Patella
alta will result, and patella tracking will be affected by
quadriceps spasm. Multiple problems may be alleviated
with this technique.
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Knee Dysfunction
Treatment with Strain and Counterstrain

EVALUATE

Point tenderness over joint line at medial aspect
of joint. Evaluate flexion and extension.

TREATMENT

Medial Meniscus
Tender Point: On the medial meniscus.

POSITION

* Supine.

* Ipsilateral leg over the edge of the treatment
table.

« Slight hip adduction (about 10°) on the ipsi-
lateral side.

* Knee flexion to 40° on the ipsilateral side.

= Apply strong internal rotation force to the
ipsilateral tibia with slight adduction of the
tibia.

EVALUATE

Flexion and extension of the knee

TREATMENT

Posterior Cruciate
Tender Point: Middle of popliteal space.

POSITION

* Supine.

* Place a towel roll under the proximal end
of the ipsilateral tibia.

* Apply an anterior to posterior force through
the ipsilateral distal femur.

* Ipsilateral tibial internal rotation with
overpressure.
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Knee Dysfunction

Treatment with Strain and Counterstrain

EVALUATE

Flexion and extension of the knee

TREATMENT

Anterior Cruciate
Tender Point: Hamstring muscle behind the
knee in the popliteal area.

POSITION

* Supine.

* Place a towel roll under the ipsilateral distal
end of the femur.

« Apply an anterior to posterior force through
the ipsilateral proximal tibia.

* Therapist then applies an internal rotation
with overpressure through the proximal
tibia.
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Foot/Ankle Dystunction

Treatment with Strain and Counterstrain

EVALUATE

Ankle dorsiflexion

TREATMENT

Medial Gastrocnemius
Tender Point: Medial third of posterior knee
joint line, approx. 1/2” to 1" caudal.

POSITION

* Prone.

* Knee flexion to 90° on the ipsilateral side.

« Internal rotation on the ipsilateral tibia with
slight inversion on the foot.

» Add compression of the ipsilateral knee joint
through the tibia.

* Plantar flexion with overpressure.

» Synergic Pattern Release®

INTEGRATIVE MANUAL THERAPY

This will often astonish the practitioner, the influence
of the gastrocnemius, which is evident with the effects
of Strain and Counterstrain technique. The gastrocne-
mius perform plantar flexion; loss of dorsi flexion is
extremely common, often caused by plantar flexor
spasm. In the hemiplegic client, measurements of
EMG studies have shown that prolonged and prema-
ture firing is a typical problem, affecting heel loading
and weight bearing in stance phase. Compensation for
loss of dorsi flexion which is secondary to gastrocne-
mius spasm is varied, and results may be profound.
Calcaneal apophysitis, plantar fasciitis, shin splints,
chondromalasia, and multiple other problems may
subside in intensity and frequency after utilizing this
technique.
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Foot/Ankle Dysfunction

Treatment with Strain and Counterstrain

EVALUATE

Eversion, abduction, pronation of the foot (non
weight bearing), static foot posture

TREATMENT

Medial Ankle
Tender Point: 2 cm below medial malleolus

POSITION

* Side lying on contralateral side of Tender
Point.

* Ipsilateral medial ankle (with Tender Point)
facing floor.

* Foot and ankle are off table with a towel
roll padding under the ankle.

» Knee flexion to 90° on the ipsilateral side.

= Push from the lateral side of the talus
downward towards the floor, causing a
medial shear force of 2 to S Ibs. (medial
shear of the talus).

* Synergic Pattern Release®

INTEGRATIVE MANUAL THERAPY

The medial ankle technique (for the tibio-talar joint)
and the medial calcaneal technique (for the sub-talar
joint) will reduce supination/varus deviations, i.e., the
high arch foot. This technique is excellent to decrease
frequency of ankle sprains.
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Foot/Ankle Dysfunction

Treatment with Strain and Counterstrain

EVALUATE

Eversion, abduction, pronation of the foot (non
weight bearing), static foot posture

TREATMENT

Medial Calcaneus
Tender Point: 3 cm caudal and posterior to
medial malleolus.

POSITION

* Side lying on the contralateral side of
Tender Point.

» Ipsilateral medial ankle facing floor.

» Apply up to § Ibs. force; push medial
(towards the floor) on the calcaneus.

* Medial shear of calcaneus.

» Add a I pound counter-rotation force
to the forefoot.

* Synergic Pattern Release®
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Foot/Ankle Dysfunction

Treatment with Strain and Counterstrain

EVALUATE

Dorsiflexion of the foot

TREATMENT

Talus
Tender Point: 2 cm below medial malleolus
and 2 cm anterior.

POSITION

« Prone.

* Turn the ipsilateral foot so that the medial
aspect of the foot is facing up to the ceiling.

* Force the foot into marked inversion with
overpressure with 1 |b. internal rotation
force on the foot.

= Synergic Pattern Release®

INTEGRATIVE MANUAL THERAPY

The talus technique is excellent for treatment of the
pronated, flat foot. The runner with shin splints will
bless the practitioner who teaches him/her how to
perform this technique at home with a friend or family
member. Frequent cramps of the calf at night may
subside. When an infant is born with club feet, the
parents can be taught this technique, to perform daily,
until the foot posture shows changes, after which time
frequency may be decreased.
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Foot/Ankle Dysfunction

Treatment with Strain and Counterstrain

EVALUATE
Limitation of Motion in passive mid foot flexi-
bility and plantar fascia mobility

TREATMENT

Flexed Calcaneus
Tender Point: Plantar surface of the foot at the
anterior end of the calcaneus.

POSITION

 Prone.

* Knee flexion to 90° on the ipsilateral side.

* Dorsum of the ipsilateral foot is pushed to
attain hyper-plantar flexion.

= Apply force onto calcaneus. Push calcaneus
towards the toes, into hyper-flexion.

» Synergic Pattern Release®

INTEGRATIVE MANUAL THERAPY

This technique is excellent for plantar fasciitis. It can
be used together with the medial ankle and medial
calcaneal techniques.
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Foot/Ankle Dysfunction

Treatment with Strain and Counterstrain

EVALUATE

Supination, inversion, adduction

TREATMENT

Lateral Ankle
Tender Point: Located in front of lateral
malleolus.

POSITION

» Sidelying on the ipsilateral side of the Tender
Point.

= Tender Point towards the floor.

* Place a towel roll under the ipsilateral distal
tibia.

» Apply a force onto talus. Talus is forced
into lateral shear.

« Attain a lateral shear of talus.

= Synergic Pattern Release®

INTEGRATIVE MANUAL THERAPY

This technique is excellent for tibio-fibular problems,
problems of the anterior compartment of the shin and
shin splints.

EVALUATE

Supination, inversion, adduction

TREATMENT

Lateral Calcaneus
Tender Point: Located 2 ¢m inferior and poste-
rior to the lateral malleolus.

POSITION

» Sidelying on the ipsilateral side of the Tender
Point.

* Tender Point towards the floor.

» Apply a lateral force onto the ipsilateral cal-
caneus. Shear the calcaneus lateral.

* The other hand counter-rotates the ipsilateral
forefoot with 1 Ib. force.

= Synergic Pattern Release®




CHAPTER 9

TREATMENT OF UPPER QUADRANT HYPERTONICITY
FOR SYNERGIC PATTERN RELEASE® WITH STRAIN AND COUNTERSTRAIN TECHNIQUE

Brachial Plexus Compromise

The brachial plexus may be compressed. There
are typical patho-anatomic sites of compression
of the brachial plexus, contributing to the pain
and paresthesia of the arm and hand. Spinal
cord fibrosis of the cervical spinal cord and cer-
vical nerve root impingement are contributing
factors to brachial plexus compromise. Com-
mon sites of direct compression of the plexus in-
clude: between the middle and the anterior
scalene muscles which may be in spasm sec-
ondary to cervical or other problems; within the
costoclavicular joint space, between clavicle and
the first rib; underneath the pectoralis minor,
which may be in spasm because of rib cage and
intra-thoracic problems; and in axilla, com-
pressed by a caudal humeral head.

The intention of the following tests is to iso-
late the patho-anatomic sites of compression of
the client, and to adapt therapy so that the com-
promise of the plexus is alleviated. The Strain
and Counterstrain points which are exception-
ally valuable are listed with the test.

If there is compression between the scalene
muscles, treat with the lateral and anterior cervi-
cal Strain and Counterstrain techniques. Then
apply a lateral neck hold, and perform the Soft
Tissue Myofascial Release technique to further
decrease signs and symptoms.

If the test for compromise of the plexus
under the pectoralis minor is positive, treat with
the second depressed rib technique. Then per-
form a Soft Tissue Myofascial Release technique
to the clavipectoral fascia.

Another site of compression may be within
axilla, compromised by pressure from an infe-
rior displacement of the humeral head. The
Strain and Counterstrain technique for the latis-

simus dorsi can be performed. The latissimus
dorsi is the depressor of the humeral head, and
may cause compression of the brachial plexus in
axilla.

The following assessments (1,2,3) will deter-
mine where treatment would be most effective:

Assessment 1

= Test to compromise the Middle and Ante-
rior Scalene compression of the brachial
plexus

= Flex the occipito-atlantal joint (chin tuck).

= Rotate the head towards the compromised
side maintaining occipito-atlantal flexion.

Treatment

» Strain and Counterstrain: Lateral Cervicals
for the Middle Scalenes.

= Strain and Counterstrain: Anterior Cervi-
cals (4 through 7) for the Anterior Scalenes.
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Assessment 2

*» Test to compromise the Costoclavicular
Joint compression of the brachial plexus

* Place longitudinal traction on the arm.

* Inhale and maintain inspiration.

= Resist elevation of the shoulder girdle
(shoulder shrugging).

Treatment

= Strain and Counterstrain: Anterior First
Thoracic; Anterior Seventh/Eighth Cervical;
Anterior Acromioclavicular; Posterior
Acromioclavicular; Elevated First Rib;
Lateral Cervicals.

Assessment 3

= Test to compromise the Pectoralis Minor
compression of the brachial plexus

» Extend the arm with external rotation.

* Maintain passive shoulder extension with
external rotation.

* Resisting shoulder girdle protraction.

Treatment

= Strain and Counterstrain: Second Depressed
Rib (pectoralis minor).
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Thoracic Spine Dysfunction
Treatment with Strain and Counterstrain

EVALUATE

Limitation of Motion: Thoracic Extension
(Hyperkyphosis), Segmental Movement

TREATMENT

Anterior First Thoracic

POSITION

= Sitting.

* Do not lean on the patient’s neck.

* Patient’s hands behind head.

* Flex the client to T1.

» Slide buttocks forward on chair, keeping
neck perpendicular to the floor, i.e., flexing
up the spine.

» Synergic Pattern Release®

INTEGRATIVE MANUAL THERAPY

This is the most valuable Strain and Counterstrain
technique for the thoracic inlet. The anterior shear of
T1 will cause the ‘dowager’s hump.’ Drainage prob-
lems of lymph and venous systems will occur secondary
to the dysfunction caused by this spasm.

EVALUATE

Limitation of Motion: Thoracic Extension
(Hyperkyphosis); Segmental Movement

TREATMENT

Third and Fourth Anterior Thoracic

POSITION

= Sitting.

Patient’s two arms extended.

Flex the client to T4.

Slide buttocks forward on chair, keeping
neck perpendicular to the floor, i.e., flexing
up the spine.
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Rib Cage Dysfunction

Treatment with Strain and Counterstrain

EVALUATE

Limitation of Motion: CervicoThoracic Side
Bend and Rotation, Upper Costal Breathing

TREATMENT

First Elevated Rib
Tender Point: Beneath Margin of Trapezius
at side of neck.

POSITION

= Sitting.

» Slight head extension (less than 10°) with
“chin tuck.”

= Slight cervical side bend (less than 10°) on
the ipsilateral side.

= Cervical rotation to the contralateral side.

= Synergic Pattern Release®
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Rib Cage Dysfunction

Treatment with Strain and Counterstrain

EVALUATE

Limitation of Motion: Shoulder Girdle Retrac-
tion and Horizontal Abduction, Upper Costal
Breathing

TREATMENT

Depressed Second Rib (Pectoralis Minor)
Tender Point: Midway on a line between Stern-
oclavicular Joint and Axilla.

POSITION

* Supine.

* Flex head and neck to end of range without
overpressure.

= Point nose directly towards Tender Point.
This will attain rotation and sidebending as
required.

» Synergic Pattern Release®

INTEGRATIVE MANUAL THERAPY

The second depressed rib is because of spasm of the
pectoralis minor muscle, which originates from the
second, third and fourth ribs, and inserts on the cora-
coid process. The most significant postural deviations
caused by the pectoralis minor is the protracted shoul-
der girdle.

*Integration: This technique will address the shoulder
girdle protraction component of the typical synergic
pattern.
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Rib Cage Dysfunction

Treatment with Strain and Counterstrain

EVALUATE

Limitation of Motion: Thoracic Side Bending
to Ipsilateral Side (Segmental Movement), Rib
Excursion

TREATMENT

Elevated Ribs
Tender Point: Posterior on angle of rib.

POSITION

* Side Sitting,.

» Place the client’s feet on the contralateral
side of the treated ribs.

* Further elevate an already elevated rib.

* Side bend to the contralateral side, to the
rib being treated.

EVALUATE

Limitation of Motion: Thoracic Side Bending
to Opposite Side (Segmental Movement)

TREATMENT

Depressed Ribs
Tender Point: On ribs, midaxillary line and
slightly anterior for lower triggers.

POSITION

Side Sitting.

Place the client’s feet on the ipsilateral side
the treated ribs.

Further depress an already depressed rib.
Side bend towards the ipsilateral side, to the
rib being treated.
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Dysfunction of the Neck

Treatment with Strain and Counterstrain

EVALUATE

Limitation of Motion: Cervical Extension,
Segmental movement (Beware of anterior cer-
vical shears: maintain segmental movement.)

TREATMENT

Anterior First Cervical
Tender Point: Posterior surface of ascending
ramus of mandible under ear.

POSITION

= Supine.

= Support occiput.

= Slight cervical flexion. (Chin tuck.)

= Significant cervical rotation to 60° on the
contralateral side of the Tender Point.

= Slight cervical side bend to 10° on the con-
tralateral side of the Tender Point.
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Dysfunction of the Neck

Treatment with Strain and Counterstrain

EVALUATE

Limitation of Motion: Cervical Extension,
Segmental movement (Beware of anterior cer-
vical shears: maintain segmental movement.)

TREATMENT

Anterior Third Cervical

Tender Point: Anterior tip of transverse process
of C3.

POSITION

= Supine.

* Minimal cervical flexion to 20°.

= Apply traction.

* Relax and enhance chin tuck.

= Ipsilateral cervical side bend to 15°.

INTEGRATIVE MANUAL THERAPY

The anterior cervical Strain and Counterstrain tech-
niques are all valuable, and can be performed as a
group: anterior third cervical, anterior fourth cervical,
anterior fifth cervical. The flexors of the cervical spine
are always in a state of hypertonicity, The hyoid mus-
cles are maintained on stretch because of the cervical
flexion. Swallowing and articulation problems are
common. These techniques can help improve speech

and oral-motor function.
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Dysfunction of the Neck

Treatment with Strain and Counterstrain

EVALUATE

Limitation of Motion Cervical Extension,
Segmental movement (Beware of anterior cer-
vical shears: maintain segmental movement.)

TREATMENT

Anterior Fourth Cervical
Tender Point: Anterior tip of transverse process
of C4.

POSITION

* Supine.

= Slight extension (Place index finger under
C4. Push/displace C4 in anterior direction).

* Contralateral cervical rotation to 20° to the
Tender Point.

» Contralateral cervical side bending to 20°
to the Tender Point.
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Dysfunction of the Neck

Treatment with Strain and Counterstrain

EVALUATE

Limitation of Motion: Cervical Extension,
Segmental movement (Beware of anterior cer-
vical shears: maintain segmental movement.)

TREATMENT

Anterior Fifth Cervical
Tender Point: Anterior surface of tip of
transverse process of CS.

POSITION

* Supine.

= Cervical flexion to C5 (about 45°).

= Contralateral cervical rotation to 25° to the
Tender Point.

» Contralateral cervical side bending to 25"
to the Tender Point.

INTEGRATIVE MANUAL THERAPY

This technique is as valuable for first aide as the ante-
rior fifth lumbar technique. When the right anterior
of C5 is in spasm, C5 is stuck flexed, rotated right and
side bent right. As a result of this static position, the
hydrostatic pressure on C5 disc will be influenced, and
C5 disc will protrude, posterior and to the left. The
intra-discal pressure will increase because of the rota-
tion of C5. Compromise of the left C5 nerve root can
occur secondary to the pressure of the protruding disc.
Compromise of the right CS nerve root can be secon-
dary to the closure of the right facet joint because of
the position of the C5 vertebra. Cervical syndrome is
markedly improved with this technique.

*Integration: This technique will address cervical disco-
pathy and referred shoulder pain.
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Dysfunction of the Neck

Treatment with Strain and Counterstrain

EVALUATE

Limitation of Motion: Cervical Extension,
Segmental movement (Beware of anterior cer-
vical shears: maintain segmental movement.)

TREATMENT

Anterior Seventh Cervical
Tender Point: Posterosuperior surface of
Clavicle, 3 cm lateral to medial end.

POSITION

* Supine.

» Cervical flexion to C7 (about 55°).

= Contralateral cervical rotation to 40° to the
Tender Point.

= Contralateral cervical side bend to 40° to the
Tender Point.

= Synergic Pattern Release®

INTEGRATIVE MANUAL THERAPY

The anterior seventh and eighth cervical Strain and
Counterstrain techniques are for the sternocleidomas-
toid muscles. Torticollis may be improved with these
techniques. Because the SCM inserts on the temporal
bones, often tinnitus and other ear symptoms can occur
secondary to this dysfunction.
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Dysfunction of the Neck

Treatment with Strain and Counterstrain

EVALUATE

Limitation of Motion: Cervical Extension,
Segmental movement (Beware of anterior cer-
vical shears: maintain segmental movement.)

TREATMENT

Anterior Eighth Cervical
Tender Point: Medial end of Clavicle

POSITION

= Supine.

= Cervical flexion to C8 inter-space (about
50" to 607).

= Apply traction.

» Contralateral cervical rotation to 60° to the
Tender Point.

= Contralateral cervical side bending to 60°
to the Tender Point.
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Dysfunction of the Neck

Treatment with Strain and Counterstrain

EVALUATE

Limitation of Motion: Cervical Side Bending
to Opposite Side, Segmental Movement
Lateral Cervical Shears

TREATMENT

Lateral Cervicals
Tender Point: On the lateral tip of the
transverse process.

POSITION

* Supine.

= Cervical side bending to the specific cervical

segment ipsilateral to the Tender Point.

= Cervical rotation to the specific cervical
segment ipsilateral to the Tender Point.

= Therapist places the contralateral hand,
to the client’s Tender Point, on the client’s
contralateral parietal bone.

* Therapist places the ipsilateral hand, to the
client’s Tender Point, on the client’s ipsilat-

eral lower lateral face/mandible.

= Add “overpressure” to attain side glide at
that segment.

* Place the opposite hand on the opposite
parietal.

* The hand on the side of the Tender Point
is on the lower lateral face/mandible.

» Compress the therapist’s hands bilaterally

to attain an ipsilateral side glide/hyper side

bending effect.
» Synergic Pattern Release®

INTEGRATIVE MANUAL THERAPY

The lateral cervical Strain and Counterstrain
techniques will decrease the spasm of the middle
scalene muscles. Often brachial plexus compromise

is secondary to scalene spasm. The side bending and
rotation of the vertebra which results from scalene
spasm can contribute to discogenic problems. The
vertebral artery will often become compromised within
the foramina secondary to the tension of the scalene
muscles.

*Integration: Thoracic Outlet Syndrome: To decrease
brachial plexus compression between middle and ante-
rior scalenes.
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Dysfunction of the Neck

Treatment with Strain and Counterstrain

EVALUATE

Limitation of Motion: Cervical Flexion,
Segmental Movement

TREATMENT

Posterior Cervicals
Tender Point: On the spinous process or facet.

POSITION

= Supine.

* Head and neck to mid-scapula off the edge
of the table.

» Extend the neck down the kinetic chain to
the cervical segment.

= Ipsilateral cervical side bend and rotation
down the kinetic chain towards the Tender
Point.
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The Protracted Shoulder Girdle

Treatment with Strain and Counterstrain

EVALUATE

Limitation of Motion: Horizontal Abduction

TREATMENT

Depressed Second Ribs (Pectoralis Minor)
Tender Point: on the pectoralis minor, midpoint
on an imaginary line between the sternoclavicu-
lar joint and axilla.

POSITION

= Supine.

* Flex head and neck to end of range without
overpressure.

= Point nose directly towards Tender Point to
attain rotation and sidebending.

» Synergic Pattern Release®

EVALUATE

Limitation of Motion: Shoulder Joint External
and Internal Rotation

TREATMENT

Anterior Acromioclavicular Joint

POSITION

* Supine.

* Bring the client’s ipsilateral hand, to the
Tender Point, directly to the contralateral
knee. Ipsilateral arm rests on anterior aspect
of the body.

* Forcefully distract arm longitudinally, with
2 to 5 Ibs. force.

» Synergic Pattern Release®
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The Protracted Shoulder Girdle

Treatment with Strain and Counterstrain

EVALUATE

Limitation of Motion: Shoulder Joint External
and Internal Shoulder

TREATMENT

Posterior Acromioclavicular Joint

POSITION

* Prone.

= Bring the client’s ipsilateral hand, to the
Tender Point, directly to the contralateral
knee. Ipsilateral arm rests on posterior aspect
of the body.

* Forcefully distract arm longitudinal, with 2
to 5 lbs. force.

= Synergic Pattern Release®
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Upper Extremity Dysfunction

Treatment with Strain and Counterstrain

Neurointegration: These techniques will attain
a decrease in the hypertonicity which contrib-
utes to the typical synergic pattern of spasticity,
increased joint mobility and increased ranges
of motion.

EVALUATE

Limitation of Motion: Shoulder Abduction

TREATMENT

3rd Depressed Rib and Frozen Shoulder
Tender Point: on rib deep in axilla on mid-
axillary line.

POSITION

= Side sitting with client’s feet to the ipsilateral
side of the Tender Point.

* Ipsilateral side bending of the cervical and
upper thoracic spine.
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Upper Extremity Dysfunction

Treatment with Strain and Counterstrain

EVALUATE

Limitation of Motion: Shoulder External
Rotation and Abduction

TREATMENT

Subscapularis
Tender Point: deep into axilla on anterior
aspect of humerus.

POSITION

= Supine.

» Ipsilateral arm off the bed.

* Ipsilateral shoulder extension to the end
of range without overpressure.

* Ipsilateral shoulder internal rotation.

* Ipsilateral shoulder adduction with
overpressure.

* Synergic Pattern Release®

INTEGRATIVE MANUAL THERAPY

The subscapularis will cause the internal rotation of
the glenohumeral joint whenever there is muscle spasm.
Its most problematic contribution is the anterior shear/
subluxation of the humeral head. This problem at the
shoulder joint is secondary in significance only to the
inferior subluxation caused by the latissimus dorsi
spasm. The sequence of treatment is as follows:

(1) Second depressed rib (pectoralis minor); (2) Sub-
scapularis; (3) Latissimus dorsi.
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Upper Extremity Dysfunction

Treatment with Strain and Counterstrain

EVALUATE

Limitation of Motion: Shoulder Internal
Rotation and Scapulothoracic Mobility

TREATMENT

Infraspinatus (TS3)
Tender Point: § cm beneath spine of scapula
and 2 c¢m lateral to medial border.

POSITION

= Supine.
* Ipsilateral shoulder flexion to 135° (with
almost straight arm).

EVALUATE

Limitation of Motion: Shoulder Girdle Depres-
sion and Glenohumeral Joint Mobility

TREATMENT

Supraspinatus (SP1)
Tender Point: supraspinatus fossa 1 inch medial
to AC junction.

POSITION

= Supine.

= |psilateral shoulder flexion to 45°.

* Ipsilateral shoulder abduction to 45°.

* Ipsilateral shoulder external rotation to 45°.
» Synergic Pattern Release®

INTEGRATIVE MANUAL THERAPY

The diagnosis of supraspinatus tendinitis is common.
This occurs secondary to friction of the tendon under
the acromion, secondary to an abnormal vector of pull
because of muscle spasm. The supraspinatus is also the
major compressor of the humeral head, and causes
significant osteoarthritic problems over a long period
of hypertonicity.
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Upper Extremity Dysfunction

Treatment with Strain and Counterstrain

EVALUATE

Limitation of Motion: Shoulder Flexion and
Elevation

TREATMENT

Latissimus Dorsi
Tender Point: deep into axilla on medial
(posterior) aspect of humerus.

POSITION

= Supine.

= Ipsilateral arm off the bed.

= Ipsilateral shoulder extension to the end
of range without overpressure.

= Ipsilateral shoulder adduction to end of
range.

= Ipsilateral shoulder internal rotation to end
of range.

= Ipsilateral arm is pulled with 5 Ibs. of longi-
tudinal traction force.

= Synergic Pattern Release®

INTEGRATIVE MANUAL THERAPY

This is the most valuable Strain and Counterstrain
technique for the shoulder girdle. The latissimus dorsi
is the only depressor of the humeral head, and is the
major cause of inferior subluxation of the glenohu-
meral joint. Easy to correct with this technique, but
the sequence is important. First perform the second
depressed rib technique to eliminate the pectoralis
minor spasm and reduce the protraction of the shoul-
der girdle. Next perform the subscapularis technique,
so that the arm will be able to attain the extension
required for the latissimus dorsi technique.
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Upper Extremity Dysfunction

Treatment with Strain and Counterstrain

EVALUATE

Limitation of Motion: Elbow Extension

TREATMENT

Biceps (Long Head)
Tender Point: anterior surface of glenohumeral
joint 1 inch superior to axilla.

POSITION

= Supine.

Ipsilateral shoulder flexion to 90°.

Support forearm with 90° flexion at elbow
towards internal rotation.

Synergic Pattern Release®

INTEGRATIVE MANUAL THERAPY

When the biceps are in spasm there is often elbow pain,
shoulder pain and wrist pain. Bicipital tendinitis will
disappear with this technique, but it is necessary to
treat proximal to distal, and first alleviate the muscle
spasm of the more proximal musculature.
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Upper Extremity Dysfunction

Treatment with Strain and Counterstrain

EVALUATE

Limitation of Motion: Elbow Joint

TREATMENT

Radial Head (RAD)
Tender Point: anterolateral surface of Head
of Radius

POSITION

= Sitting or supine.

* Treatment in full ipsilateral elbow extension
(no force).

* Supination and Abduction (slight force).

* Synergic Pattern Release®

INTEGRATIVE MANUAL THERAPY

This is the major technique for tennis elbow, especially
for the common etiology of brachioradialis muscle
spasm.

EVALUATE

Limitation of Motion: Elbow Supination

TREATMENT

Medial Epicondyle (MEP)
Tender Point: high on medial epicondyle

POSITION

e Supine or sitting.

 Ipsilateral elbow flexion with overpressure.

* Ipsilateral wrist flexion with overpressure.

 |Ipsilateral forearm pronation to end of
range.

e Synergic Pattern Release®
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Wrist and Hand Dysfunction

Treatment with Strain and Counterstrain

EVALUATE

Limitation of Motion: Wrist Extension

TREATMENT

Wrist Dysfunction: Palmer side
Tender Point: Palmer side of wrist

POSITION

« Sitting or supine.

» Wrist flexion with overpressure.

» Sidebending towards the Tender Point.

* Fine tune with pronation and supination.
» Synergic Pattern Release®

EVALUATE

Limitation of Motion: Thumb Abduction and
Extension

TREATMENT

First Carpometacarpal Joint
Tender Point: Deep at the medial aspect
of the proximal head of 1st metacarpal.

POSITION

* Supine or sitting,

* Internal rotation of thumb with
overpressure.

» Abduction of the thumb.

* Flexion of the thumb.

» Synergic Pattern Release®

INTEGRATIVE MANUAL THERAPY

This is the technique to reduce a subluxed thumb, the
type from trauma, for example a common ski injury.
Excellent for De Quervains and tendinitis, this tech-
nique restores articular balance for the first carpal-
metacarpal joint.
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Wrist and Hand Dysfunction

Treatment with Strain and Counterstrain

EVALUATE

Limitation of Motion: Finger Extension and
Abduction

TREATMENT

Interosseous Joints

Tender Point: Palmer side of hand, on the sides
of the shafts of the metacarpal bones, medial
and lateral (symptom: flexed interphalangeal
joint).

POSITION

= Sitting or supine.

* Flexion with overpressure at the metacarpo-
phalangeal joint.

* Fine tune: side pressure on the finger toward
the affected palmer interosseous muscle.

EVALUATE

Limitation of Motion: Wrist Flexion and
Mobility

TREATMENT

Dorsal Wrist
Tender Point: dorsal aspect of wrist.

POSITION

= Supine or sitting.

* Extend wrist with overpressure.

* Fine tune with pronation or supination and
side bending towards the side of the Tender
Point.




CHAPTER 10

MYOFASCIAL RELEASE

A 3-PLANAR FASCIAL FULCRUM APPROACH TO CORRECT SOFT TISSUE AND JOINT DYSFUNCTION
WITH DEFACILITATED FASCIAL RELEASE

This concept was developed at Regional Physi-
cal Therapy. The technique is invaluable to im-
prove arthrokinematics with a 3-planar Fascial
Fulcrum Release (Weiselfish-Giammatteo) to ad-
dress capsular and ligamentous tension and in-
stability.

The Process of De-Facilitated Fascial Release

= Position the body for Strain/Counterstrain
(use the techniques from Chapters 8 and 9).

* Maintain the position for 90 seconds (2 to
3 minutes for the neurologic patient).

= Focus on all tissue tension changes, move-
ments, pulses, rhythms.

= While there are changes occurring, maintain
the Strain/Counterstrain position with pre-
cisely the same forces, not allowing any
physiologic movement to occur.

 Continue to maintain this position until all
tissue tension changes have ceased
completely.

The practitioner is maintaining a fixed point
around which the tissue can unravel (Fascial
Fulcrum Release). The unwinding of the fascial
tissue that occurs secondary to the continuation
of the Strain/Counterstrain technique will hap-
pen secondary to the de-facilitation of the spinal
segments. This unwinding will not occur unless
initiated with the Strain/Counterstrain.

Often significant improvements in arthro-
kinematics occur after this approach, and pos-
ture will reflect these changes. Mobility and
ranges of motion will be increased. Ligamentous
instability responds well to this approach. After
several Strain/Counterstrain techniques, the tis-
sue is ready to respond in this manner.
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De-Facilitated Fasciol Release can be implemented
from: (1) Strain and Caunterstrain Technique,
and (2) Muscle Energy and ‘Beyond’ Technique

Fascial Concepts

Tissues are the matrix of the body, composed of
cellular elements and their derivatives. The cells
may be held together by the adhesions of their
surface membranes, or by protoplasmic connec-
tions; they may be scattered throughout an in-
tercellular ground substance containing tissue
fluid, fibrous elements, and organic material. A
tissue is a collection of cellular and fibrous ele-
ments in which one unique type of cell or fiber
predominates. The four primary body tissues in-
clude: epithelial tissue for protection, secretion,
and absorption; muscular tissue for contraction;
nervous tissue for irritability and conductivity;
connective tissue for support, nutrition, and
defense.

The largest component of the human body,
connective tissue, forms a continuous, contigu-
ous system throughout the body. The connective
tissue system includes all the components of the
mesenchyme: ground substance, elastin, colla-
gen, muscle, bone, cartilage, and adipose tissue.
The various components of connective tissue are
not distinct, but present many transitional
forms. These components of connective tissue
are characterized by large amounts of intercellu-
lar material. The consistency of the connective
tissue is dependent upon the relative amount
and proportion of collagenous and elastic fibers.
Some areas of the body have thin, delicate, retic-
ulum, and other areas present tough fibrous
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sheets. The connective tissue is a highly special-
ized and complex tissue. The connective tissue
contains and comprises blood vessels and lym-
phatic vessels in order to implement the func-
tions of nutrition, defense, and repair. The cells
and fibers dispersed throughout the connective
tissue system are cmbedded in a matrix of semi-
fluid gelatinous substance. Connective tissue can
be grouped as follows:

Connective Tissue Proper
* L.oose connective tissue (areolar). This tis-
sue contains spaces of fluid, and is involved
in cellular metabolism. Intercellular sub-
stances include: (a) collagenous or white
fibers: collagen fibers are parallel fibers
bound together in bundles giving it tensile
strength; (b) elastic or yellow fibers: elastin
contributes to the elasticity; (c) reticular
fibers: the delicate collagenous fibers func-
tion to support cells.
* Dense connective tissues.
* Regular connective tissues: Tendon, Fibrous
membranes, [.amellated connective tissue.
Special Connective Tissue
* Mucous
* Elastin: fibers running singly, branching
freely, and anastomosing with each other.
* Reticular
* Adipose
* Pigmented
Amorphous
» Ground
= Cement
Cartilage
Bone
Blood and Lympb

Connective tissue has various functions.
This system provides the supporting matrix for
highly specialized organs and structures. It pro-
vides pathways for nerves, blood vessels, and
lymphatic vessels, by organization of fascial
planes. The connective tissue facilitates move-
ment between the adjacent structures. It forms

bursal sacs to minimize the affects of pressure
and friction in the body. Connective tissue cre-
ates restraining mechanisms in the form of
bands, pulleys, and ligaments. It aids in promot-
ing circulation of veins and lymphatics by pro-
viding sheaths. It furnishes the sites for muscle
attachments. It forms spaces for storage of fat
to conserve body heat. It has fibroblastic activity
in order to repair tissue injury by forming scar
tissue. Connective tissue contains histocytes,
which is a connective tissue cell that participates
in phagocytic activity to defend against bacteria.
The connective tissue synthesizes antibodies to
neutralize antigens by its plasma cells, which are
another connective tissue cell. It contains tissue
fluids to participate in tissue nutrition.

Fascia is specialized connective tissue. Fascia
envelops muscle fibers, and acts as a lubricant to
permit freedom of movement of adjacent muscle
groups. Tendons are bundles of heavy collagen
fibers running parallel to one another. Tendons
connect muscles to bone and can sustain enor-
mous tension. Ligaments are similar to tendons,
but the collagen fibers are not arranged as regu-
larly and may contain some elastic fibers. Liga-
ments usually connect bone to bone. Cartilage
is a fibrous connective tissue with a firm matrix.
The cells are called chondrocytes. Hyaline, fi-
brocartilage, and elastin are specific types of
cartilage. Muscle has often been considered a
specialized form of connective tissue, the
smooth and voluntary striated muscles. Bone
and cartilage have been considered modified
forms of collagen. Bone is harder connective tis-
sue, in which large amounts of calcium comprise
a solid matrix of fibrous connective tissue.

Fascia is a tough connective tissue that
spreads in a functional 3-dimensional web from
the head to the toe. Fascia gives the body form;
if all other tissues and structures were removed
from the body, the body would retain its shape.
This is because every muscle, bone, organ,
nerve, and vessel is wrapped in fascia. The fascia
separates, supports, binds, connects, and de-
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fends everything. The fascia extends to form
muscular attachments, to support membranes,
to provide intermuscular septa, to give visceral
ligamentous attachments, and to invest sheaths
for blood vessels and nerves. The connective tis-
sue found in the interstitial tissues of the viscera
forms the membranes through which the os-
motic processes of nutrition and elimination
take place. The pressure and tissue tension pro-
vided by the fascia have a marked influence
upon the osmotic exchange of fluid. The fascia
affects the delivery of the metabolites into the
filtering capillaries. The fascia affects the os-
motic balance which exists between the circula-
tory fluids and the tissue fluids, which preserves
physiologic balance. Functionally, the fascia can
be separated into layers: the superficial fascia,
which adheres to the undersurface of the skin
and the deep fascia, which envelopes and sepa-
rates muscles, surrounds and separates internal
organs, and contributes to the contour and func-
tion of the body.

Specializations of the deep fascia include the
peritoneum, the pericardium, and the pleura.
Subserous fascia is the loose areolar tissue which
envelops the viscera. This fascia provides friction
free movement between the organs. The deepest
fascia is the Dura Mater. All these tissues are
connected continuously and contiguously.

The intercranial structures are connected
through the foramina at the base of the skull.
Within the chest cavity, the pericardium extends
upwards to become continuous with the pre-tra-
cheal layer of the deep cervical fascia, and below
is attached to the diaphragm. The heart is sus-
pended in the chest by the attachments of the
pericardium and related fascia. The pericardium
is connected with the mediastinal pleura. The
mediastinal fascia connects the bifurcation of
the trachea, the descending aorta and the esoph-
agus. The abdominal fascia includes the mesen-
tery, the omentum, and numerous ligaments
which provide support for the abdominal
viscera. The omentum consists of a fold of the

peritoneum, and are attached to various por-
tions of the abdominal wall and form ligaments
to maintain the position of solid viscera. The
cervical visceral fascia extends from the base of
the skull to the mediastinum, forming compart-
ments for the esophagus, the trachea, the carotid
vessels, and providing support for the pharynx,
larynx, and thyroid gland.

The connective tissue is comprised of colla-
gen, elastin, and the polysaccharide gel com-
plex, the ground substance. Collagen is a
protein of 3 polypeptide chains which provide
strength to this fascial tissue. Elastin is a protein
which is rubber-like and absorbs tensile forces.
Together, the elastin and collagen combine to
form an elastocollagenous complex. The poly-
saccharide gel fills a space between the fibers.
The major components are hyaluronic acid and
proteoglycans. Hyaluronic acid is viscous, and
provides lubrication for the collagen, elastin,
and muscle fibers allowing for friction-free
movement. Proteoglycans are peptide chains
which contribute to the gel of the ground sub-
stance which is hydrophilic and thereby rich in
water content.

Manual Therapy and Fascial/Myofascial Dysfunction

Neuromusculoskeletal dysfunction causes pos-
tural dysfunction. Postural dysfunction pro-
duces fascial tensions. The traction produced by
postural dysfunction upon the sensory nerve ele-
ments within the connective tissue system may
produce pain.

As a manual practitioner develops the spe-
cialized sense of touch necessary for diagnosis of
tissue disorders, differential diagnosis is facili-
tated. Education of tactile senses can determine
if tissue is tense, relaxed, or altered due to im-
balance of tissue chemistry. The development of
palpation skills is essential for diagnosing fascial
dysfunction.

Fascial dysfunction can contribute to
changes in health: local, regional, and total
body. Ligamentous tension alterations are
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important in joint lesion pathology. Stretching
of ligaments can result in hypermobility of
joints. Dislocations of bone, whether mild with
imbalance of the articular surfaces, or severe,
will result in tendon tension. This tendon ten-
sion is transmitted to muscle fibers which pro-
duces compensatory hypertonicity and muscle
contractions.

Immobilization may result in fascial dys-
function. Research has provided evidence that
long periods of immobilization produces muscle
atrophy, joint stiffness, ulceration of joint carti-
lage, osteoarthritis, skin necrosis, infection, ten-
docutaneous adhesion, thrombophlebitis, and
varying degrees of contracture. Research has
provided evidence that synovial fluid post im-
mobilization has excessive connective tissue de-
position in the joint and joint recesses. After a
time, the excessive fibrous connective tissue
deposits form mature scar and create intra-
articular adhesions. Post immobilization, matrix
changes have been reported in ligament, cap-
sule, tendon, and fascia. Research has also pro-
vided evidence that functional loading can cause
regeneration of tendons. Enwemeka performed
research which showed that controlled passive
mobilization promotes gliding and accelerates
the rate of healing of tendons. With the mobi-
lization, reports of water loss, increased synthe-
sis of new collagen, and an increase in the
cross-links between collagen fibers have been
presented. The excessive and abnormal cross-
link formation between fibers contributes to
joint restriction.

Fascial Release Techniques can be
Direct or Indirect Technique.

Direct Techniques

Move the tissues to the barrier on 3 planes. The
tissues are loaded in the direction of the least
mobility. A relaxation in the tissue tension will
result from the treatment, and heat will be re-
leased in the tissues. The author and colleagues

emphasize the point that indirect techniques
cause less body resistance and provide more ef-
fective and efficient results.

Indirect Techniques

On 3 planes the tissues/joints are moved away
from the barrier, into the direction of the most
mobility. The tissues/joint are unloaded. A re-
laxation in the tissue tension will result from the
treatment, and heat will be released from the
tissues.

Tissue Release

The therapist monitors tissue tension during
Manual Therapy techniques. When the tissue
tension changes, softens and relaxes, this is a tis-
sue release. These releases occur during a treat-
ment technique.

This decrease in tissue tension during Man-
ual Therapy has been attributed to several fac-
tors. One factor is the decrease in gamma gain
and efferent gain from the central nervous sys-
tem, resulting in a relaxation and elongation of
muscle fibers. Another factor is the change of
elastic resistance to viscous compliance due to
morphologic changes. There is an apparent re-
laxation of these elastic fibers. Tissue tension re-
lease occurs simultaneously with a perception of
increased fluid throughout the tissues, and a
sense of increased energy throughout those tis-
sues treated. During the treatment technique,
heat is emanated from those body tissues, there
is a sensation of movement, filling of space, and
often a therapeutic pulse.

This therapeutic pulse occurs frequently
during Manual Therapy techniques. The ampli-
tude or force of this therapeutic pulse increases
during the treatment technique and subsides as
the correction of the neuromusculoskeletal tis-
sue is completed.

Fascial Fulcrum Techniques

There are two generic fulcrum fascial release
techniques:
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* Soft Tissue Fulcrum Myofascial Release
* Articular Fulcrum Fascial Release

Application

This technique can be performed mechanically
with excellent results. Development of palpation
skills will enhance these results.

Soft Tissue Myofascial Release Technique

Soft Tissue Myofascial Release techniques can
be performed where positive myofascial map-
ping, decreased fascial glide, static postural dys-
function, and dynamic limitations in motion
indicate positive findings of dysfunction.

Example: Soft Tissue Myofascial Release of the Knee

Indication

Pain, postural dysfunction, limitations in knee
motions

Position

Supine. One hand of the therapist is underneath
the knee joint. The fingers are spread apart, con-
tacting as much tissue and structure as possible.
The second hand of the therapist rests above the
knee joint. The fingers are spread apart, contact-
ing as many tissues and structures as possible.

Treatment

3-Planar Fulcrum Myofascial Release Technique

to the Knee

1. Cempress the knee with both hands,
squeezing gently, imaging a soap bubble
between the hands. Don’t burst the soap
bubble! Maintain the gentle compression.

2. Ist Plane: The anterior hand moves cepha-
lad while the posterior hand moves caudad,
distorting the soap bubble. The hands re-
turn to neutral and reverse directions: the
anterior hand moves the tissue caudad,
while the posterior hand moves the tissue
cephalad. Consider: which directions

(cephalad/caudad or caudad/cephalad) was
the mobility greatest, with least resistance.
Move the hands in the “indirect™ direction
of ease. Keep hands in that new position.

. 2nd Plane: Now add, or “stack™ the second

plane movements. Do not return the hands
or the tissues to neutral. Move the tissues
under the anterior hand medially, while the
posterior hand moves the tissue laterally.
Return the tissues to neutral, and compare
the ease of tissue mobility when the anterior
hand moves the tissue laterally while the
posterior hand moves the tissue medially.
Consider: which directions (medial/lateral
or lateral/medial) were the most mobile, the
easiest, the least restricted. Return the tis-
sues to that position. Maintain these direc-
tions of forces on the tissues, as well as
those forces from the 1st plane.

. 3rd Plane: Now add, or “stack™ the third

plane. Do not return the tissues to neutral;
they are displaced from neutral on 2 planes
now. Move the tissues with the anterior
hand in a clockwise direction, while the
posterior hand moves the tissues in a coun-
terclockwise direction. Then return the tis-
sues to neutral on this plane; compare the
opposite tissue distortion pattern. Move the
tissues counterclockwise with the anterior
hand, while the posterior hand moves the
tissues clockwise. Compare the 2 different
tissue distortion patterns (clockwise/coun-
terclockwise or
counterclockwise/clockwise): which was
the indirect pattern with the greatest mobil-
ity. Return the tissues in that direction of
distortion. Now there are 3 directions of
forces from each hand onto the tissues; each
hand is displacing the tissues on 3 planes.

. The Fulcrum: Each hand exerted 4 different

directions of forces mechanically to distort
the tissue between the hands. The directions
of force were:

= compression



106 ADVANCED STRAIN AND COUNTERSTRAIN

= superior or inferior

= medial or lateral

= clockwise or counterclockwise (medial

rotation or lateral rotation)

Each hand will now maintain all four direc-
tions of forces, maintaining a fulcrum for
the tissue unwinding, throughout the dura-
tion of the technique. This fulcrum will
create energy which will be transmitted into
the body.

6. Maintaining the Fulcrum: As the tissue un-
winds, and movement occurs in the body’s
internal environment, there is a temptation
to move the hands and release the fulcrum.
Resist the temptation. The therapist and
patient may perceive heat, paresthesia,
anaesthesia, vibration, fatigue, electricity,
cold, perspiration, pain, circulatory
changes, breathing changes, sympathetic
skin erythemia or blanching, and more.

Do not release the fulcrum; at the end of
the technique the signs and symptoms will
subside. The technique is complete when all
movement, signs, symptoms, and percep-
tions have ceased.

Result: Improved postural symmetry, decreased
pain, increased knee movements.

Example: Articular Fascial Release of the Knee Joint

Indication

Localized postural dysfunction at the knee joint;
lateral shear of the proximal tibial head on the
distal femoral head.

Position

Supine. One hand of the therapist grips the dis-
tal femur head; the second hand grips the proxi-
mal tibial head. Do not distract or approximate
the joint surfaces.

Treatment

3-Planar Fulcrum Articular Fascial Release
Technique

1. 1st Plane: The superior hand on the femur
lifts the femoral head anterior, while the
inferior hand on the tibia pulls the tibial
head posterior. Then return to neutral and
reverse the directions. The superior hand
pushes the femur posterior, while the infe-
rior hand pushes the tibial head anterior.
Compare: Which direction (anterior/poste-
rior or posterior/anterior) was the most
mobile. Return the joint surfaces to that
position of greatest mobility. Maintain the
position of the articular surfaces on this
plane.

2. 2nd Plane: Now add, or “stack” the second
plane movements. The superior hand hold-
ing the femoral head can push the femur
lateral, while the inferior hand holding the
tibia can push the tibial head medial. Then
return to neutral and reverse the directions
of the articular surfaces. The superior hand
now pushes the femur medial, while the
inferior hand pushes the tibia lateral. Com-
pare the directions (medial/lateral or lat-
eral/medial). Move the joint surfaces in the
indirect directions of ease. Maintain the
articular surfaces in this new position.

3. 3rd Plane: Now add, or “stack” the third
plane movements. The superior hand grip-
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ping the femur can rotate the femoral head
externally, while the inferior hand gripping
the tibia rotates the tibial surface internally.
Then return to neutral, and reverse the di-
rections. The superior hand can push the
femoral head into internal rotation, while
the inferior hand moves the tibia into exter-
nal rotation. Compare the directions (exter-
nal/internal rotations or internal/external
rotations). Move the articular surfaces on
this plane in the indirect direction of great-
est mobility, least resistance. Maintain the
positions of the articular surfaces on this
plane.

The Fulcrum: Each hand has exerted three
different directions of mechanical forces to
position the articular surfaces in opposite
directions on 3 planes. Each hand will now
maintain all 3 directions of forces, main-
taining a fulcrum for the unwinding tissue
of the joint capsule and ligaments through-
out the duration of the technique.

. Maintaining the Fulcrum: As the tissue
unwinds, and sensations of extra-articular
and intra-articular movement are perceived,
there is a temptation to move the hands and
release the fulcrum. Resist the temptation to
release the fulcrum. Maintain the fulcrum
until all movement, all signs, all symptoms
and all perceptions have ceased.

Result: Improved articular balance. Normal

neutral balance of femoral head and tibial
head; increased joint mobility; increased
ranges of knee motions.

Example: Treatment of the Shoulder Girdle and
Clavipectoral Fascia with 3-Planar Fulcrum
Myofascial Release Technique

1. Compress the clavipectoral region with

both hands, squeezing gently, imaging a
soap bubble between the hands. Don’t
burst the soap bubble! Maintain the gentle
compression.

Ist Plane: The anterior hand moves cepha-
lad while the posterior hand moves caudal,
distorting the soap bubble. The hands re-
turn to neutral and reverse directions: the
anterior hand moves the tissue caudal,
while the posterior hand moves the tissue
cephalad. Consider: which direction (cepha-
lad/caudad or caudad/cephalad) was the
mobility greatest, with least resistance. The
hands move the tissues in the “indirect”
direction of ease, the most mobile direction.
Keep hands in that new position, maintain-
ing those directions of forces on the tissues.

3. 2nd Plane: Now add, or “stack™ the second

plane movements. Do not return the hands
or the tissues to neutral. Move the tissues
under the anterior hand medially, while the
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posterior hand moves the tissue laterally.
Return the tissues to neutral, and compare
the ease of tissue mobility when the anterior
hand moves the tissue laterally while the
posterior hand moves the tissue medially.
Consider: which directions (medial/lateral
or lateral/medial) were the most mobile,
the easiest, the least restricted. Return the
tissues to that position. Maintain these
directions of forces on the tissues, as well
as those forces from the 1st plane.
. 3rd Plane: Now add, or “stack” the third
plane. Do not return the tissues to neutral;
they are displaced from neutral on 2 planes
now. Move the tissues with the anterior
hand in a clockwise direction, while the
posterior hand moves the tissues in a coun-
terclockwise direction. Then return the tis-
sues to neutral on this plane; compare the
opposite tissue distortion pattern. Move the
tissues counterclockwise with the anterior
hand, while the posterior hand moves the
tissues clockwise. Compare the 2 different
tissue distortion patterns (clockwise/coun-
terclockwise or counterclockwise/clock-
wise); which was the indirect pattern with
the greatest mobility? Return the tissues in
that direction of distortion. Now there are
3 directions of forces from each hand onto
the tissues; each hand is displacing the tis-
sues on 3 planes.
The Fulcrum: Each hand exerted 4 different
directions of forces mechanically to distort
the tissue between the hands. The directions
of force were:

* compression

* superiot/inferior

» medial/lateral

= clockwise/counterclockwise (medial

rotation or lateral rotation)

Each hand will now maintain all four direc-
tions of force, maintaining a fulcrum for the
tissue unwinding, throughout the duration
of the technique. This fulcrum will create

energy which will be transmitted into the
body.

. Maintaining the Fulcrum: As the tissue un-

winds, and movement occurs in the body’s
internal environment, there is a temptation
to move the hands and release the fulcrum.
Resist the temptation. The therapist and
patient may perceive heat, paresthesia,
anaesthesia, vibration, fatigue, electricity,
cold, perspiration, pain, circulatory
changes, breathing changes, sympathetic
skin erythemia or blanching, and more.
Do not release the fulcrum; at the end of
the technique the signs and symptoms will
subside. The technique is complete when all
movement, signs, symptoms, and percep-
tions have ceased.

Result: Improved postural symmetry

(decreased protraction) and increased hori-
zontal abduction.
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Example: Treatment of the Glenohumeral
Joint with Articular Fascial Release

Indication

» Static postural dysfunction: for example,
anterior shear of the humeral head in the
glenoid fossa.

* Dynamic postural dysfunction: limitation in
some end ranges of shoulder motions, with
hypomobility of accessory movements evi-
dent on mobility testing.

Position

Supine or sitting. One hand of the therapist
grips the shoulder girdle to control the position
of the glenoid fossa. The second hand grips the
upper arm to control the position of the humeral
head. Do not distract or approximate the joint
surfaces.

Treatment

3-Planar Fulcrum Articular Fascial Release

Technique

1. Ist Plane: The superior hand on the shoul-
der girdle lifts the glenoid fossa cephalad,
while the inferior hand on the upper arm
pulls the humeral head caudad. Then return
the joint surfaces to neutral, and reverse the
directions of the articular surfaces. The su-
perior hand pushes the glenoid fossa cau-
dad, while the inferior hand pushes the
humeral had cephalad. Compare: Which
direction (cephalad/caudad or caudad/
cephalad) was the most mobile, the least
restricted and the least inhibited? Return
the joint surfaces to that position of great-
est mobility. Maintain the position of the
articular surfaces on this plane.

2. 2nd Plane: Now add, or “stack™ the
second plane movements. The superior
hand holding the shoulder girdle can push
the glenoid fossa anteriorly, while the infe-
rior hand holding the upper arm can push
the humeral head posteriorly. Then return

the joint surfaces to neutral and reverse the
directions of the articular surfaces. The su-
perior hand now pushes the glenoid fossa
posteriorly, while the inferior hand pushes
the humeral head anteriorly. Compare the
directions (anterior/posterior or
posterior/anterior). Move the joint surfaces
in the indirect directions of ease. Maintain
the articular surfaces in this new position.
Now each articular surface is displaced in
different directions.

. 3rd Plane: Now add, or “stack™ the third

plane movements. The superior hand grip-
ping the shoulder girdle can rotate the gle-
noid fossa externally, while the inferior
hand gripping the upper arm rotates the
humeral head internally. Then return the
joint surfaces to neutral, and reverse the
directions. The superior hand can push the
glenoid fossa into internal rotation, while
the inferior hand moves the humeral head
into external rotation. Compare the direc-
tions (external/internal rotations or inter-
nal/external rotations). Move the articular
surfaces on this plane in the indirect direc-
tion of greatest mobility, least resistance.
Maintain the positions of the articular sur-
faces on this plane. Now the 3 directions of
forces exerted to displace each articular
surface is maintained.

The Fulcrum: Each hand has exerted three
different directions of forces to mechani-
cally move and position the articular sur-
faces in opposite directions on 3 planes.
Each hand will now maintain all 3 direc-
tions of forces, maintaining a fulcrum for
the unwinding tissue of the joint capsule
and ligaments throughout the duration of
the technique.

. Maintaining the Fulcrum: As the tissue

unwinds, and sensations of extra-articular

and intra-articular movement are perceived,
there is a temptation to move the hands and
release the fulcrum. Resist the temptation to
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release the fulcrum. Maintain the fulcrum
until all movement, all signs, all symptoms
and all perceptions have ceased.

Result: Improved articular balance. Normal
neutral balance of humeral head within the
glenoid fossa; increased joint mobility; in-
creased ranges of shoulder motions.




CHAPTER 11

TENDON RELEASE THERAPY®

FOR TREATMENT OF TENDON TISSUE TENSION
WITH ADVANCED STRAIN AND COUNTERSTRAIN

The tendons are apparently innervated by the
autonomic nervous system, because function-
ally, they respond in a similar manner to smooth
muscles. There is a passive contractile function,
that is required for the stretch reflex of the pro-
prioceptors, such as the Golgi Apparatus. The
contractile tissues are longitudinal along the
length of the tendon. When there is hypertonic-
ity of a tendon, it presents as a rigidity of the
tendon. There is a reduced capacity of elonga-
tion and contraction of the tendon fibers.

Duration of treatment of tendons with Ad-
vanced Strain and Counterstrain is 1 minute be-
cause all innervated muscles require 1 minute
for release of hypertonicity, as compared to 90
seconds release for voluntary nervous system in-
nervated muscles. This approach was developed
by Giammatteo and Weiselfish-Giammatteo, in-
corporated into their text “Advanced Strain and
Counterstrain Technique.” The process of Defa-
cilitated Fascial Release works well with tendon
hypertonicity.

Tendons of voluntary striated muscles are
treated in a relatively simple manner with Ad-
vanced Strain and Counterstrain Technique,
with excellent results. The distal and proximal
ends of the tendon are pressed against the bone,
pressing perpendicular through the fiber onto
the bone. This pressure is at the insertion of the
distal aspect of the tendon, where it inserts into
the bone, and at the proximal aspect where the
muscle fibers integrate with the tendon fibers.
Maintaining this direct pressure of approxi-
mately 1 pound force, the distal and proximal
ends of the tendon are compressed. This com-
pression is along the longitudinal length of the
tendon fibers. The compression is maintained
for 1 minute for release of hypertonicity of the
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tendon. There may remain fascial restrictions of
the tendon, which may still require fascial re-
lease. The tendon responds well to Defacilitated
Fascial Release.

Tendon Release Therapy®

Step 1

Place the index finger (or the index finger plus
the third finger) pad of the distal phalanx of the
caudal hand over the place of insertion of the in-
ferior end of the tendon.

Step 2

Place the index finger (or the index finger plus
third finger) pad of the distal phalanx of the su-
perior hand over the musculotendinous inter-
face of the muscle/tendon, at the superior aspect
of the tendon.

Step 3

Push on the tendon tissue with both hands (fin-
gers) with 1 Ib. force perpendicular onto the
bone.

Step 4

Then compress the superior aspects and inferior
aspects of the tendon together with 1 Ib. force,
bringing the proximal and distal ends of the ten-
don closer together.

Step S

Maintain these (4) compressive forces for one
minute for the Advanced Strain and Counter-
strain.

Step 6

If fascial unwinding is perceived, maintain the
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(4) compressive forces during a Defacilitated
Fascial Release.

Indications for Tendon Release Therapy

There are essentially no contra-indications for
Tendon Release Therapy when performed in this
manner, unless there is a total rupture of the ten-
don. When there is a total rupture of the tendon,
the technique will not be effective.

If there is a tear or rupture of the tendon,
but there is a correction performed (surgical),
the technique can be performed. Although not
100% effective, the technique will give some re-
sults in decreased hypertonicity and rigidity of
the tendon if the Tendon Release Therapy is per-
formed immediately after surgery. There will be
a facilitated healing of the tendinous injury.

Tendon Release Therapy is best performed
after Strain and Counterstrain is performed to
the muscle of the tendon. Often there is no re-
maining hypertonicity of the muscle, only of the
tendon. In that case, Tendon Release Therapy
can be performed without Strain and Counter-
strain to the muscle.

After Tendon Release Therapy is performed,
there may be some residual fascial dysfunction
of the connective tissue of the tendon. This oc-
curs most often when there are tears and scar-
ring of the tendon. After the Tendon Release
Therapy, a 3-Planar Fascial Fulcrum Release
Technique (Myofascial Release, Weiselfish-Gi-
ammatteo) can be performed for optimal re-
sults. The Advanced Strain and Counterstrain
for the tendon (Tendon Release Therapy) affects
the hypertonicity of the tendon, resulting in a
softening of the tendon and a decrease in the
rigid presentation of that tendon. When Defacil-
itated Fascial Release is performed immediately
after the Tendon Release Therapy, often the fas-
cial dysfunction is corrected. When the scarring
of the tendon (the fibrosis) is severe, there is
often a need to perform the fascial release after
the Tendon Release Therapy.

Sequence of Strain and Counterstrain for Tendons

1. Muscle Energy and ‘Beyond’ Technique
for extremity joints.

2. Strain and Counterstrain for the muscle
(of the involved tendon).

3. DeFacilitated Fascial Release for the muscle
(of the involved tendon).

4. Tendon Release Therapy (Advanced Strain
and Counterstrain).

5. DeFacilitated Fascial Release for the
tendon.

6. Myofascial Release (3-Planar Fascial
Fulcrum) Tendon Technique.

! Mﬂ-ﬂ}ﬁ ) Junction
oadon A ¢ of the
Insertion Achilles Tendon

Figure 17. To perform Tendon Release Therapy®, press
on the musculo-tendinous junction and on the insertion of
the Achilles Tendon. Then shorten the fibers.
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Example: Achilles Tendon

Tender Point
At the insertion of the Achilles tendon

Position

Prone. A small towel roll is placed under the
ankle, or the foot is off the edge of the bed, so
that the foot and ankle are not in forced plantar
flexion.

Treatment

Place the index finger (or index finger plus the
third finger) pad of the distal phalanx of the
caudal hand over the place of insertion of the
achilles tendon at the calcaneus. Place the index
finger (or index finger plus third finger) pad of
the distal phalanx of the superior hand over the
musculotendinous interface of the gastrocne-
mius muscle with the achilles tendon, at the su-
perior aspect of the tendon. Push the tissue with
a 1 lb. force perpendicular into the tibia. Then
compress the superior aspect and inferior aspect
of the tendon together with about a 1 lb. force,
bringing the 2 ends of the tendon closer to-
gether. Maintain these compressive forces.

Figure 18. Tendon Release Theropy® for the Achilles Tendon. Step 1: Compress
A. ond B. posterior to anterior. Step 2: Shorten the length of the fendon (C. ond
D.). Maintain for 90 seconds,




CHAPTER 12

LIGAMENTS: A TENSILE FORCE GUIDANCE SYSTEM
TREATMENT WITH LIGAMENT FIBER THERAPY®

The body has a system of ligaments which re-
sponds with tension/force that is partially due to
the energies within the intra-articular space.
Those energies which are within the intra-artic-
ular space are particle and wave presentations
that can be defined in quantum physics terms.
These energies present 3-dimensional forces that
affect the tension of the ligaments and these lig-
aments react to this tension with a force that is
longitudinal as well as horizontal.

Ligaments are connective tissue that have
elastin, collagen, ground substance, as well as
cells and other crystallized entities. The elastin
and collagen respond in manners similar to the
binding/supporting functions of fascial tissues
such as the iliotibial band. The crystallized cells
are apparently similar to the cells found in bone
which have an electrophysiologic and electro-
magnetic component which can respond for
guidance. The function of the longitudinal force
of ligaments is direction. The function of the
horizontal force of ligaments is coordination
which affects balance.

There are lines of tension within the body
from ligament to ligament. Essentially all liga-
ments in the body have lines of tension with
other ligaments. These lines of tension are the
energy waves which direct body parts during ac-
tion, and which coordinate body parts during
activity and movement. These lines of tension
can be accessed by stretching ligaments. Each
ligament is pulled in a longitudinal manner like
a string; this string is between the two ligaments
that are being pulled in that longitudinal man-
ner. Direct longitudinal stretch with 2 ligaments
at the same time will access this line of tension.
In conditions of dysfunction, the line of tension
may be compromised. A longitudinal stretch on
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both ligaments will access the lines of tension,
and will alleviate the compromise of the line of
tension between these two ligaments. The result
will be improved direction of motion from the
body part guided by this line of tension, which
probably responds to electrophysiologic internal
signals and electromagnetic external forces.

The horizontal force of the ligament is more
difficult to address. Within the ligaments are
horizontal forces that are the coordinating
forces of that body part during action and
movement. The horizontal force of the ligament
coordinates the neighboring body parts that the
ligament is attached to, so that the body parts
which are attached will move in better relation-
ship, one with the other. In order to access this
horizontal force within the ligament for im-
proved coordination, there is a technique that
can induce wave-like formation of the force.

[f the hand is placed on the ligament while
the joint is moving, the hand can respond to this
horizontal force with intention to align this
wave-like force in a horizontal manner. This
technique can be performed during sagittal
plane movements (flexion and extension), dur-
ing coronal plane movements (abduction and
adduction, right and left sidebending), and
transverse plane movements (external and inter-
nal rotation). The hand rests on the ligament
aligned in a horizontal manner in order to ad-
dress the horizontal force within the ligament.
From inner through outer range of each motion
on each plane, this horizontal force can be
aligned.

If there is a biomechanical problem within
the joint affecting the 3-planar presentation of
the energy within that joint in the intra-articular
space, it may be premature to work on the liga-
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ment, especially in a horizontal alignment of
forces. The longitudinal traction of the liga-
ments to address the line of tension to improve
direction of that body part can often be ad-
dressed while addressing biomechanical dys-
function of the intra-articular space with Muscle
Energy and ‘Beyond’ Technique. The horizontal
force is less able to be corrected until there is a
correction of biomechanical problems.

The movement for correction of the hor-
izontal force can be in a weight bearing or
non-weight bearing manner. The longitudinal
traction on the ligament to access the line of
tension and correct direction of the body part is
best performed in a non-weight bearing manner.

When to use Ligament Fiber Therapy

The horizontal fibers of the ligaments are
treated with a direct approach after therapy is
performed, to treat local fascial restrictions.
Usually, there is a need to perform a Soft Tissue
Myofascial Release technique, the 3-planar fas-
cial fulcrum technique, at the joint (See Soft Tis-
sue Myofascial Release Technique, Chapter 10).
This technique is followed by an Articular Fas-
cial Release technique, the 3-planar fascial ful-
crum technique, to the joint (See example:
Articular Fascial Release of Knee Joint, Chapter
10). There are more specialized Myofascial Re-
lease Techniques which are not presented in this
book, for example:

* Ligament releases (Myofascial Release, Wei-
selfish-Giammatteo) can be performed with
the 3-planar fascial fulcrum approach to the
ligaments surrounding the joint;

* Collateral ligament techniques (Myofascial
Release, Weiselfish-Giammatteo) are often
appropriate.

This protocol of Myofascial Release is often
sufficient for mild and moderate joint pain
and disability. When there are further problems
with the joint, Ligament Fiber Therapy® can be
implemented.

= Use Ligament Fiber Therapy® after Strain
and Counterstrain Technique is performed
to the muscles surrounding the treated joint
(Chapters 8 and 9).

« Then perform a 3-planar Soft Tissue
Myofascial Release technique at the joint
(Chapter 10).

* Then perform a 3-planar Articular Fascial
Release technique at the joint (Chapter 10).

* Then perform Ligament Fiber Therapy®.

Ligament Fiber Therapy® (LFT)

Ligament Fiber Therapy® was developed by
Weiselfish-Giammatteo to restore proliferation
of ligament activity. There are two phases to
Ligament Fiber Therapy:
* Phase One:
Horizontal Fiber Therapy® (HFT)
* Phase Two:
Longitudinal Fiber Therapy® (LFT)
Horizontal Fiber Therapy® is usually per-
formed before Longitudinal Fiber Therapy®, in
order to restore coordination of the joint, i.e.,
the co-joined activity of the two articular sur-
faces of the joint so that each joint surface is
working correctly relative to the neighboring
joint surface.

Horizontal Fiber Therapy®

Place the thenar or hypothenar eminence over
the ligament. Place direct pressure in a perpen-
dicular direction onto the ligament. Rotate the
fibers of the ligament in a clockwise and a coun-
terclockwise direction. Determine which direc-
tion, clockwise or counterclockwise, is more
restricted. Maintaining the direct perpendicular
pressure, rotate the ligament fibers in the re-
stricted direction, to the end of amplitude with-
out overpressure. Then torque the ligament in a
sagittal plane, i.e., flexion and extension of the
fibers. Stack this component, i.e., flex or extend
(torque) the ligament in the sagittal plane direc-
tion which is more restricted. When these forces
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of direct pressure plus rotation plus torque are
applied together, stretch the ligament fibers to
achieve separation of the horizontal fibers.

Introducing Synchronizers®

Synchronizers are reflex points. Use these reflex
points to attain improved results. Do a tech-
nique, for example Ligament Fiber Therapy®.
Try to perform the technique with one hand,
contact the reflex point with the second hand.
Synchronizers® were discovered by Lowen and
Weiselfish-Giammatteo, presented in courses of
Biologic Analogs, presented by Therapeutic
Horizons, which is a continuing education insti-
tute for advanced studies in manual therapy.

Synchronizer® for Horizontal Fiber Therapy®

The synchronizer (a reflex point) for the hori-
zontal fiber normalization is situated 1 inch lat-
eral to the umbilicus, then 2 inches caudal.

How to use the Synchronizer® for
Horizontal Fiber Therapy®

Step 1

Place one hand on the ligament, stacking all
components for HFT®.

Step 2

Direct pressure onto the ligament.

Step 3
Rotation clockwise or counterclockwise, in the
direction of resistance.

Step 4

Torque the ligament, i.e., flex or extend the liga-
ment fibers in a sagittal plane, in the direction of
resistance.

Step S

Place the second hand on the Synchronizer® for

Horizontal Fiber Release®: one inch lateral to
the umbilicus and two inches caudal.

There will be a “Release” of the tissues, a
change in tissue tension. Maintain the pressure
and contact of both hands until the end of the
“Release” when changes are no longer occur-
ring in tissue tension.

Longitudinal Fiber Therapy® (LFT)

Longitudinal Fiber Therapy® is different from
Horizontal Fiber Therapy®. This is apparently
because the longitudinal fibers of the ligaments
are a “System” of ligamentous fibers, which
contract and relax together, which respond to all
changes in pressure and motion anywhere in the
body as a “Functional Unit.” The longitudinal
hbers require a total body approach to therapy.
These fibers are significant for many reasons.

Significance of Longitudinal Ligament Fibers

The Ligament System appears to be a “Guid-
ance System” of the person. This means several
important items:

* The longitudinal ligaments perform the
“awareness function” for the distal bone
of attachment: s the distal bone moving
in the correct direction according to brain
function?

* The longitudinal ligaments perform the
“awareness function” of the distal bone of
attachment: [s the distal bone moving in the
correct direction, according to the proximal
bone of attachment?

* The longitudinal ligaments perform the
“awareness function” of both the proximal
and the distal bones of attachment: Is the
person moving his/her body in accordance
with higher consciousness? Is he/she “mov-
ing”on his/her Path? This aspect of the
function of the longitudinal ligaments is
presented at other educational forums, and
will not be elaborated on in this text. This
question of “ligament awareness” does
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appear to be significant whenever there is

joint dysfunction affecting multiple joints:
“Is the person ‘being’ in this life according
to his/her unique Path?”

Longitudinal Fiber Therapy®

Treatment of longitudinal fibers of ligaments is a
two phase therapy. Phase One requires assess-
ment and treatment of the individual ligament
involved. Phase Two requires a total body
approach.

Longitudinal Fiber Therapy®, Phase One

Step 1
Place a hand over the ligament.

Step 2

Assess: Place longitudinal traction on the liga-
ment in a superior and an inferior direction (i.e.,
longitudinal stretch). Assess the resistance of:
(1) inferior traction, and (2) superior traction.

Step 3

Place longitudinal traction on the ligament in
the direction of greater resistance: (1) inferior, or
(2) superior.

Step 4

Then place longitudinal traction (distraction) on
the distal bone of ligament attachment close to
the articular surface.

Step S

Then, move the articular surface of the ligament
attachment which is now distracted in a longitu-
dinal manner (the distal bone of attachment), in
a 3-planar articular fascial release. The Articular
Fascial Release is a 3-planar fascial fulcrum ap-
proach developed by Weiselfish-Giammatteo,
presented in Chapter 10 of this text.

Step 6

* Maintain the longitudinal traction on the
ligament (inferior or superior).

* Plus maintain the longitudinal distraction
on the distal bone of attachment.

* Plus maintain the 3-planar Articular Fascial
Release of the distal bony articular surface.

Step 7

Maintain Step Six until a complete “Release” is
attained.

Phase Two: Longitudinal Fiber Therapy® (LFT®)
for the “Guidance System”

Longitudinal Fiber Therapy® is modified in this
text. LFT® approach will be facilitated with
Myofascial Mapping®. When Myofascial Map-
ping® is positive on a coronal and/or sagittal
plane, LFT® can be modified for greater results.
Myofascial Mapping® was developed by Wei-
selfish-Giammatteo, and is a differential diag-
nostic technique which localizes areas of
neuromusculoskeletal dysfunction, and is taught
at courses presented by Dialogues in Contempo-
rary Rehabilitation.

Longitudinal Fiber Therapy® for the Guid-
ance System requires the skill Local Listening,
which was developed by Jean Pierre Barral,
D.O., a French Osteopathic physician, inter-
nationally recognized for his manual therapy
approach, Visceral Manipulation. Visceral Ma-
nipulation courses are taught in North America
under the direction of Frank Lowen. Local Lis-
tening is a differential diagnostic technique for
finding relationships and patterns of dysfunc-
tion.

Longitudinal Fiber Therapy®, Phase Two

Step 1

Local Listen from the ligament in dysfunction.
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Step 2

Local Listening is performed from the ligament
of the dysfunctional joint to other ligaments in
the body. Often it is sufficient to scan the ex-
tremity, if the ligament in dysfunction is in an
extremity joint. [f the ligament in dysfunction is
in the spine, often it is sufficient to scan the
spine. If the thorax and rib cage is the seat of the
ligament in dysfunction, it may often be suffi-
cient to scan the total thorax and rib cage.

Step 3

When coronal and/or sagittal plane Myofascial
Mapping® is positive at the ligament of dysfunc-
tion, and when multiple ligaments are involved,
it is necessary to scan the total body with Local
Listening. When Myofascial Mapping® is posi-
tive on a transverse plane only at the ligament of
dysfunction, it may not be necessary to scan the
total body.

Step 4

One hand contacts the ligament in dysfunction.
The second hand contacts the ligament/liga-
ments of positive Local Listening, one ligament
at a time.

Step S

Inhibitory Balance Testing (Chauffour, Mechan-
ical Link) can be performed among the liga-
ments which are Local Listening positive, in
order to discover the primary dominant liga-
ment/ligaments. Inhibitory Balance Testing was
developed by Paul Chauffour in order to ascer-
tain which dysfunction of the body overrides
other dysfunctions.

Step 6

Perform Neurofascial Process® with hand con-
tact on both ligaments. Neurofascial Process®
was developed by Weiselfish-Giammatteo for
treatment of pain and disability. When this tech-
nique is not familiar to the therapist, simply
maintain contact with both hands on the two

ligaments, until all tissue tension changes during
the “Release” subsides.

Step 7
Perform Neurofascial Process® among all of the

ligaments of the body which are related in a sim-
ilar pattern, evident with Local Listening.

Introducing Synchronizers®

Synchronizers are reflex points. Use these retlex
points to attain improved results. Do the tech-
nique, for example Ligament Fiber Therapy®.
Try to perform the technique with one hand,
contact the reflex point with the second hand.

Synchronizer® for Longitudinal Fiber Therapy®
for the Guidance System

The Synchronizer® for Longitudinal Fiber Ther-
apy® for the Guidance System is located at the
following place: three inches caudal to the fora-
men magnum, from that point, one inch lateral.

How to use the Synchronizer® for Longitu-
dinal Fiber Therapy® for the guidance system: It
is difficult to maintain all of the steps above for
Longitudinal Fiber Therapy® for the Guidance
system and at the same time to maintain hand
contact on the Synchronizer®. The client’s hand
can be used for contact, or the hand of another
(for example, an aide).

Ligament Fiber Therapy® can be performed
after other techniques are utilized to restore
joint mobility, articular balance, and vertical di-
mension of the intra-articular joint space.

Treatment of Peripheral Joint Dysfunction:
a Protocol

Assessment

Evaluation of the client’s objective findings is
required prior to therapy. Assessment may
include:
= Posture: sagittal plane, coronal plane, trans-
verse plane of the spine.
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* Posture: sagittal plane, coronal plane, trans-
verse plane of the extremities.

* Neurologic testing, including dermatome,
myotome, and scleratome which is appro-
priate for the pain and/or disability mani-
fested by the client.

* Functional capacity testing for functional
impairments.

* Joint mobility testing of all appropriate
joints.

* Ranges of motion of spine and extremity
joints.

* Myofascial Mapping (Weiselfish-Giammat-
teo).

» Local Listening (Barral).

* Inhibitory Balance Testing (Chauffour).
Therapy for peripheral joints of the arms

and legs is almost always appropriate after spine
has been assessed, and often after pelvis,
sacrum, spine and rib cage have been treated.
The biomechanical function of the peripheral
joints is dependent on the biomechanical func-
tion of the pelvis, sacrum and spine. It is highly
recommended that pelvis and sacrum joints are
treated for biomechanical dysfunction before
other joints are treated, unless treatment is in-
hibited for some reason. Muscle Energy and ‘Be-
yond’ Technique for the pelvis, sacrum and
spine is suggested as exceptional intervention to
attain structural integrity of pelvis, sacrum and
spine.

A Treatment Sequence for Joint Dysfunction

Step 1

Muscle Energy and ‘Beyond’ Technique for the
dysfunctional joint/joints. It is often preferable
to treat the whole extremity/extremities when
there is decreased vertical dimension of only one
of the intra-articular spaces.

Step 2

Strain and Counterstrain for the Lower Quad-

rant and/or Upper Quadrant with Synergic Pat-

tern Release®.

Step 3

Soft Tissue Myofascial Release: Treat the total
extremity where the joint dysfunction is present.

Step 4

Articular Fascial Release of the dysfunctional
joint/joints.

Step §

Specialized Fascial Release Techniques (Myofas-
cial Release, Weiselfish-Giammatteo with Dia-
logues in Contemporary Rehabilitation), for
example: scar releases, muscle belly releases.

Step 6

Ligament Fiber Therapy®: Horizontal Fiber
Therapy®: Phase One. Phase Two.

Step 7

Ligament Fiber Therapy®: Longitudinal Fiber
Therapy®. Phase One.

Step 8

Ligament Fiber Therapy®: Longitudinal Fiber
Therapy® for the Guidance System®
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PROCEDURES AND PROTOCOLS

TO CORRECT UPPER AND LOWER EXTREMITY DYSFUNCTION
WITH INTEGRATIVE MANUAL THERAPY

Treatment of Peripheral Joint Dysfunction: a Protocol

Assessment

Evaluation of the client’s objective findings is
required prior to therapy. Assessment may
include:
* Posture: sagittal plane, coronal plane, trans-
verse plane of the spine.
= Posture: sagittal plane, coronal plane, trans-
verse plane of the extremities.
= Neurologic testing, including dermatome,
myotome, and scleratome which is appro-
priate for the pain and/or disability mani-
fested by the client.
* Functional capacity testing for functional
impairments.
* Joint mobility testing of all appropriate
joints.
» Ranges of motion of spine and extremity
joints.
« Myofascial Mapping® (Weiselfish-
Giammatteo).
* Local Listening (Barral).
* Inhibitory Balance Testing (Chauffour).
Therapy for peripheral joints of the arms
and legs is almost always appropriate after spine
has been assessed. Treat the pelvis, sacrum,
spine and rib cage first. The biomechanical func-
tion of the peripheral joints is dependent on the
biomechanical function of the pelvis, sacrum
and spine. It is highly recommended that pelvis
and sacrum joints are treated for biomechanical
dysfunction before other joints are treated,
unless treatment is inhibited for some reason.
Muscle Energy and ‘Beyond’ Technique for the
pelvis, sacrum and spine is suggested as excep-
tional intervention to attain structural integrity
of pelvis, sacrum and spine.
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A Treatment Sequence for Joint Dysfunction

Step 1

Muscle Energy and ‘Beyond’ Technique for the
dysfunctional joint/joints. It is often preferable
to treat the whole extremity/extremities when
there is decreased vertical dimension of only

one of the intra-articular spaces. (Chapter 3 and
Chapter 4)

Step 2

Strain and Counterstrain for the Lower Quad-
rant and/or Upper Quadrant with Synergic Pat-
tern Release®. (Chapter 8 and Chapter 9)

Step 3

Soft Tissue Myofascial Release: Treat the total
extremity where the joint dysfunction is present.
(Chapter 10)

Step 4

Articular Fascial Release of the dysfunctional
joint/joints. (Chapter 10)

Step 5

Specialized Fascial Release Techniques (Myofas-
cial Release, Weiselfish-Giammatteo with Dia-
logues in Contemporary Rehabilitation), for
example: scar releases, muscle belly releases.
(Not presented in this book)

Step 6

Tendon Release Therapy of the Tendons Sur-
rounding the Joint. (Chapter 11)

Step 7

Ligament Fiber Therapy®: Horizontal Fiber
Therapy®: Phase One. Phase Two. (Chapter 12)
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Step 8

Ligament Fiber Therapy®: Longitudinal Fiber
Therapy®: Phase One. (Chapter 12)

Step 9

Ligament Fiber Therapy®: Longitudinal Fiber
Therapy® for the Guidance System®. (Chapter
12)

Total Hip Replacement

Evaluation

* Neurologic and Gait

* Ranges of Physiologic Motion:
Lumbosacral Region, Hip, Knee, Ankle

= Mobility Testing of Accessory Movements:
Knee Joint

* Manual Muscle Testing

* Protective Muscle Spasm (Muscle Barriers):
Lumbar Flexors; lliacus; Adductors; Abduc-
tors; Medial Hamstrings; Quadriceps; Gas-
trocnemius

* Myofascial Testing: Pelvic diaphragm; Hip;
Thigh; Knee

= Foot Posture

Treatment

1. Acute Stage (before 10 days post-op)
Myofascial Release:
* Soft Tissue Myofascial Release: Trans-
verse Diaphragms (all)
= Soft Tissue Myofascial Release: Knee
* Muscle Energy Technique and ‘Beyond’
for Bilateral Lower Extremity Joints
2. Chronic Stage (any time after 10 days
post-op)
Myofascial Release:
* Soft Tissue Myofascial Release: Trans-
verse Diaphragms
* Soft Tissue Myofascial Release: Hip
« Soft Tissue Myofascial Release: Knee
* Muscle Energy Technique and ‘Beyond’
for Bilateral Lower Extremity Joints.

3. Protective Muscle Spasm: Strain and Coun-
terstrain: lliacus; Medial Hamstrings; Ante-
rior Sth Lumbar; Abductors; Adductors
(*without overpressure); Gastrocnemius;
Quadriceps.

4. Repeat #3.

5. Articular Fascial Release: Pelvic Joints;
Knee Joint.

6. Tendon Release Therapy® for Bilateral
Lower Extremity Joints—Hold for DeFacili-
tated Fascial Release.

7. Restore Ankle Dorsiflexion: Mobilize Sub-
talar and Tibiotalar Joints (Do not place
forces on hip).

8. Ligament Fiber Therapy® for Bilateral
Lower Extremity Joints.

9. Orthotics and strengthening.

Total Knee Replacement

Evaluation

* Neurologic and Gatt

* Ranges of Physiologic Motion:
Lumbosacral Region, Hip, Knee,
Ankle

* Mobility Testing of Accessory Move-
ments: Hip Joint

* Manual Muscle Testing

 Protective Muscle Spasm (Muscle
Barrters): Lumbar Flexors; Iliacus;
Adductors; Abductors; Medial Ham-
strings; Quadriceps; Gastrocnemtus

* Myofascial Testing: Pelvic diaphragm;
Hip; Thigh; Knee; Ankle

* Foot Posture

Treatment

1. Acute Stage (before 10 days post-op)
Myofascial Release:
* Soft Tissue Myofascial Release: Trans-
verse Diaphragms (all)
* Soft Tissue Myofascial Release: Hip,
Ankle
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2.

* Muscle Energy Technique and ‘Beyond’
for Bilateral Lower Extremity Joints.
Chronic Stage (any time after 10 days
post-op)

Myofascial Release:
* Soft Tissue Myofascial Release: Transverse

Diaphragms

Soft Tissue Myofascial Release: Hip; Knee;
Ankle

Muscle Energy Technique and ‘Beyond’:
for Bilateral Lower Extremity Joints.
Protective Muscle Spasm: Strain and Coun-
terstrain: Iliacus; Medial Hamstrings; Ante-
rior 5th Lumbar; Abductors; Adductors;
Quadriceps; Gastrocnemius.

Repeat #3.

Articular Fascial Release: Pelvic Joints; Hip
Joint.

. Tendon Release Therapy® for Bilateral

Lower Extremity Joints—Hold for DeFacili-
tated Fascial Release.

Restore Ankle Dorsiflexion: Mobilize Sub-
talar and Tibiotalar Joints (Do not place
forces on knee).

. Ligament Fiber Therapy® for Bilateral

Lower Extremity Joints.
Orthotics and strengthening.

Chondromalacia

Evaluation

Neurologic and Gait

Ranges of Physiologic Motions: Knee
Mobility Testing of Accessory Movements:
Knee

Ligamentous integrity

Meniscus Testing

Patella Mobility Testing
Apprehension/Grinding Test for Chondro-
malacia (crepitus: mild, moderate, severe)
Manual Muscle Testing

Leg Muscle Length: Hamstrings, Quads,
Gastrocnemious, Adductors, lliotibial Band

Protective Muscle Spasm (Muscle Barriers);
Hip, Knee, Ankle

Myofascial Test: Shins

Range of Physiologic Motion: Ankle
Mobility Testing: Tibiotalar, Subtalar,
Tibiofibular

Foot Posture: Pronation, Supination
Intrinsic Foot Muscle Spasm

Foot Posture

Treatment

1.

Normalize ankle range of motion: manipu-
late tibiotalar and subtalar joints. Muscle
Energy Technique and ‘Beyond’ for Bilateral
Lower Extremity Joints.

Eliminate protective muscle spasm: Strain
and Counterstrain: especially lliacus; Ham-
strings; Anterior and Posterior Cruciates;
Quadriceps; Medial Gastrocnemious.

. Myofascial Release:

* Soft Tissue Myofascial Release to Knee.
= Articular Fascial Release: Knee Joint.
= Articular Fascial Release: Patellar
Technique.
* Muscle Belly Technique: Quadriceps;
Gastrocnemious.
Patellofemoral Mobilization (if residual
crepitus is significant): Home rental elec-
trical muscle stimulator, with electrode on
the distal head of the Quadriceps Medialis.
Use two times a day for 30 minute sessions.
Rental 6 weeks (mild) to 3 months (severe
crepitus).

. Tendon Release Therapy® for Bilateral

Lower Extremity Joints—Hold for DeFacili-
tated Fascial Release.

. Ligament Fiber Therapy® for Bilateral

Lower Extremity Joints.

Orthotics: Immediate fabrication of tem-
porary orthotics to normalize forces tran-
scribed up the leg due to pronated or
supinated feet. Fabrication of permanent
orthotics after completion of manual ther-
apy protocol.
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8. Strengthening program: After elimination
of all pain (4-6 weeks), give home exercise
program to strengthen all pelvic/hip/ and
lower extremity musculature. Quadriceps
should wait until completion of manual
therapy protocol.

Comments

Four to ten sessions may be needed to normalize
range of motion, eliminate muscle spasm, elimi-
nate pain and inflammation, and treat myofas-
cial dysfunction. Patient may then be checked
every 3-4 weeks.

Meniscus Dysfunction

Evaluation

* Neurologic and Gait

= Ranges of Physiologic Motions: Hip, Knee
and Ankle

* Mobility Testing of Accessory Movements:
Hip, Knee, Patella, Ankle, Tibiofibular

» Compression and Locking Tests for Menis-
cus; Drawer Tests

* Manual Muscle Testing

= Leg Muscle Length: Hamstrings, Quadri-
ceps, Gastrocnemius, Adductors, Iliotibial
Band

* Protective Muscle Spasm (Muscle Barriers):
Iliacus; quadriceps; Adductors; Abductors;
Medial Hamstrings; Gastrocnemius

* Myofascial Testing: Around Knee Joint

* Foot Posture: Pronation, Supination

Treatment

1. Muscle Energy Technique and ‘Beyond’ for
Bilateral Lower Extremity Joints.

2. Eliminate protective muscle spasm: Strain
and Counterstrain: lliacus; Adductors;
Quadriceps; Gastrocnemius.

3. Myofascial Release:

= Soft Tissue Myofascial Release to Knee
Joint

* Articular Fascial Release to
Tibiofemoral Joint.

Normalize Ankle Range of Motion: Man-
ipulate Tibiotalar and Subtalar Joints.
Eliminate Foot and Ankle Protective
Muscle Spasm: Strain and Counterstrain:
Medial Ankle; Medial Calcaneus (foot
INtrinsics).

. Specific Fascial Release Techniques:

* Medial and Lateral Collateral ligaments

* Patella Release

» Muscle Belly Technique: Medial Ham-
strings; Quadriceps; Gastrocnemius

. Tendon Release Therapy® for Bilateral

Lower Extremity Joints—Hold for DeFacili-
tated Fascial Release.

. Ligament Fiber Therapy® for Bilateral

Lower Extremity Joints
Orthotics and strengthening.

Shin Splints

Evaluation

Neurologic and Gait

Ranges of Physiologic Motions: Knee and
Ankle

Mobility Testing of Accessory Movements:
Knee, Ankle, and Tibiofibular Joints
Manual Muscle Testing

Protective Muscle Spasm (Muscle Barriers):
Focus: Gastrocnemius and Tibialis Anterior
Myofascial Test: Shins

Intrinsic Foot muscle spasm

Treatment

1.

2.

3.

Normalize Ankle Range of Motion: Manip-
ulate Tibiotalar and Subtalar Joints
Eliminate protective muscle spasm: Strain
and Counterstrain: lliacus; Hamstrings;
Abductors; Iliotibial Band; Medial Gastroc-
nemius; Lateral Ankle; Lateral Calcaneus.
Myofascial Release:

* Soft Tissue Myofascial Release to Knee
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9.

* Soft Tissue Myofascial Release to Ante-
rior Compartment (shins)

* Hanging Technique for Tibiofibular
Joint

* Muscle Belly Technique for Peroneals

. Muscle Energy Technique and ‘Beyond’ for

Bilateral Lower Extremity Joints.

. Tendon Release Therapy® for Bilateral

Lower Extremity Joints—Hold for DeFacili-
tated Fascial Release.

. Ligament Fiber Therapy® for Bilateral

Lower Extremity Joints.

. Electrotherapy: lontophoresis with lodex

(lodine Methyl Salicylate) to Anterior Com-
partment (1-4 sessions).

. Orthotics: Assess feet for pronation/

supination.
Strengthening program.

Comment

2 to 4 sessions is sufficient for Shin Splints
Protocol.

Achilles Tendon Tears

Evaluation

Neurologic and Gait

Ranges of Physiologic Motions: Knee and
Ankle

Mobility Testing of Accessory Movements:
Knee, Ankle, and Tibiofibular Joints
Manual Muscle Testing

Protective Muscle Spasm (Muscle Barriers):
Iliacus; Adductors; Medial Hamstrings;
Quadriceps; Gastrocnemius

Myofascial Testing: around Ankle Joint;
Achilles Tendon; Calcaneal Insertion; Gas-
trocnemius; Knee Joint (especially posterior
aspect)

Foot posture

Treatment

I

Muscle Energy Technique and ‘Beyond’ for
Bilateral Lower Extremity Joints.

10.

Eliminate protective muscle spasm:
Strain and Counterstrain: Iliacus; Adduc-
tors; Medial Hamstrings; Gastrocnemius.
Myofascial Release:
= Soft Tissue Myofascial Release just
above site
= Scar Release to site of tendon tear
(after healing)
» Tendon Release to Insertion of Tendon
on Calcaneus
* Muscle Belly Technique to Gastro-
cnemius
Tendon Release Therapy® for Bilateral
Lower Extremity Joints—Hold for DeFa-
cilitated Fascial Release.
Normalize Ankle Range of Motion: Ma-
nipulate Tibiotalar and Subtalar Joints.
Ligament Fiber Therapy® for Bilateral
Lower Extremity Joints.
Orthotics and Strengthening.
Electrotherapy: lontophoresis with lodex
(lodine Methyl Salicylate) to Anterior
Compartment {1-4 sessions).

. Orthotics: Assess feet for pronation/

supination.
Strengthening program.

Comment

2 to 4 sessions is sufficient for Shin Splints
Protocol.

Plantar Fosciitis

Evaluation

Neurologic and Gait

Ranges of Physiologic Motions: Ankle

and Foot

Mobility Testing of Accessory Movements:
Ankle and Foot Joints

Manual Muscle Testing

Protective Muscle Spasm (Muscle Barriers):
focus on: Gastrocnemius; Intrinsic foot
muscles
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Myofascial Testing: Plantar fascia
Foot Posture: Pronation/supination

Treatment

I

Mobilize Ankle Range of Motion: Man-
ipulate Tibiotalar and Subtalar Joints

. Muscle Energy Technique and ‘Beyond’

for Bilateral Lower Extremity Joints.
Eliminate Protective Muscle Spasm:
Strain and Counterstrain: Iliacus; Medial
Hamstrings; Gastrocnemius; Flexed
Calcaneus.

4. Intrinsic Foot muscles: especially Extensors.

. Myofascial Release: Soft Tissue Myofascial

Release to Plantar fascia.

. Tendon Release Therapy® for Bilateral

Lower Extremity Joints—Hold for DeFacili-
tated Fascial Release.

Ligament Fiber Therapy® for Bilateral
Lower Extremity Joints.

. Orthotics and Strengthening Intrinsics.

Spasticity of Lower Quadrant

Evaluation

Neurologic: Focus on Spastic Synergic Pat-
tern which includes: elevated and retracted
pelvis; flexed lumbar and hip; internally
rotated hip; flexed (occasionally extended)
knee; equinus (plantar flexed) or equino-
varus (plantar flexed and inverted) foot;
and Gait

Ranges of Physiologic Motions:
Lumbosacral region: Hip; Knee; Ankle.
Mobility Testing of Accessory Joint Move-
ments: L5/S1; Pelvic Joints; Hip Joint; Knee
Joint; Ankle Joint

Muscle Tone and Muscle Testing
Hypertonicity: Lumbar Flexors; Iliacus;
Adductors; Abductors; Medial Hamstrings;
quadriceps; Gastrocnemius

Myofascial Testing: Total Lower Quadrant
Foot Posture

Treatment

1.

Eliminate (decrease) Hypertonicity: Strain
and Counterstrain:

All 7 Sacral Tender Points; Piriformis; Ante-
rior Sth Lumbar; Iliacus; Adductors; Medial
Hamstrings; Quadriceps; Abductors; Gas-
trocnemius; Medial Ankle; Medial Calca-
neus; Lateral Ankle; Lateral Calcaneus
(Talus for Club Foot & Pronated Foot).
Myofascial Release:

« Soft Tissue Myofascial Release Tech-
nique: Transverse Fascial Diaphragms
(all); Hip; Knee; Ankle; Foot

= Articular Fascial Release: Pelvic Joints;
Hip; Knee (Tibiofemoral); Ankle
(Tibiotalar);

» Specific Fascial Release Techniques:
Muscle Belly Technique for Medial
Hamstrings; Quadriceps; Gastro-
cnemius

. Muscle Energy Technique and ‘Beyond’ for

Bilateral Lower Extremity Joints.

. Tendon Release Therapy® for Bilateral

Lower Extremity Joints—Hold for DeFacili-
tated Fascial Release.

. Normalize Ankle Joint Range of Motion:

Manipulate Tibiotalar and Subtalar Joints.
Ligament Fiber Therapy® for Bilateral
Lower Extremity Joints.

Repeat #1 and #2.

Orthotics.

Cervical Syndrome

Evaluation

Posture: Sagittal, Coronal, Transverse
planes: Total body; focus upper quadrant
Neurologic: Focus upper quadrant

Ranges of Physiologic Motions: All upper
quadrant joints

Mobility Testing of Accessory Movements:
All upper quadrant joints

Ligamentous Integrity
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Apprehension/Grinding Tests

Manual Muscle Testing

Protective Muscle Spasm (Muscle Barriers):
Neck, Shoulder, Elbow, Forearm, Wrist,
Fingers/Hand

Myofascial Test: Glides; mapping

Treatnient

2.

3.

Muscle Energy Technique and ‘Beyond” for
Bilateral Upper Extremity Joints.
Eliminate Protective Muscle Spasm:
Strain/Counterstrain:
= Anterior Thoracic (Anterior T1 to T4)
= Anterior Cervicals (especially Anterior
CS: hold for De-Facilitated Fascial
Release)
= Lateral Cervicals (especially Lateral CS:
hold for De-Facilitated Fascial Release)
= Posterior Cervicals
* Elevated First Rib; Depressed Second
Rib; Depressed Third Rib; Rib
(Pectoralis Minor); Latissimus Dorsi;
Subscapularis; Anterior and Posterior
Acromioclavicular joints; Supraspina-
tus; Infraspinatus; Biceps.
Myofascial Release:
* Diaphragm Releases (especially Tho-
racic Inlet)
= Soft Tissue Myofascial Release:
Clavipectoral Release; Lateral Neck
Hold
* Hyoid Release (4-phases)
= Articular Fascial Release: Glenohumeral
joint; Scapulothoracic joint

. Tendon Release Therapy® for Bilateral

Upper Extremity Joints—Hold for DeFacili-
tated Fascial Release

Ligament Fiber Therapy® for Bilateral
Upper Extremity Joints.

. Strengthening Program: especially upper

quadrant.
Posture Retraining: especially focus on for-
ward head and neck posture and protracted
shoulders.

8.

Work Hardening.

Comments

1.

2.

A McKenzie Program may be used to stabi-
lize the cervical disc.

Occasionally, treatment of biomechanics for
the pelvis and sacrum (Muscle Energy Tech-
nique and ‘Beyond’) is essential to maintain
cervical disc reduction.

Rotator Cuff Syndrome

Evaluation

Posture: Sagittal, Coronal, Transverse
planes: total body; Focus upper quadrant
Neurologic: Focus upper quadrant

Ranges of Physiologic Motions: Upper
quadrant, all upper quadrant joints
Mobility Testing of Accessory Movements:
All upper quadrant joints

Ligamentous Integrity
Apprehension/Grinding Tests

Manual Muscle Testing

Protective Muscle Spasm (Muscle Barriers):
Neck, Shoulder, Elbow, Forearm, Werist,
Fingers/Hand

Myofascial Test: Glides; mapping

Treatment

1~

2

Muscle Energy Technique and ‘Beyond’
for Bilateral Upper Extremity Joints.
Eliminate Protective Muscle Spasm:
Strain/Counterstrain:
« Anterior Thoracic (Anterior T1 to T4)
* Anterior Cervicals (especially Anterior
CS: hold for De-Facilitated Fascial
Release)
* Lateral Cervicals (especially Lateral CS:
hold for De-Facilitated Fascial Release)
* Posterior Cervical
* Elevated First Rib; Depressed Second
Rib; Depressed Third Rib; Rib (Pec-
toralis Minor); Latissimus Dorsi;
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3

Subscapularis; Anterior and Posterior
Acromioclavicular joints; Supraspina-
tus; Infraspinatus; Biceps.

Myofascial Release:

* Diaphragm Releases (especially Tho-
racic Inlet)

* Soft Tissue Myofascial Release:
Clavipectoral Release; Lateral Neck
Hold

* Hyoid Release (4-phases)

« Articular Fascial Release: Glenohumeral
joint; Scapulothoracic joint

* Specific Myofascial Release Techniques:
Tendon Releases of Rotator Cuff Ten-
dons; Capsular Release of
Glenohumeral Joint Capsule

. Tendon Release Therapy® for Bilateral

Upper Extremity Joints—Hold for DeFacili-
tated Fascial Release.

. Ligament Fiber Therapy® for Bilateral

Upper Extremity Joints.

. Strengthening Program: especially upper

quadrant.
Posture Retraining: especially focus on for-
ward head and neck posture and protracted
shoulders.

. Stabilization of Upper Quadrant.

Bicipital Tendinitis

Evaluation

Posture: Sagittal, Coronal, Transverse
planes: total body; focus upper quadrant
Neurologic: Focus upper quadrant

Ranges of Physiologic Motions: Upper
quadrant, all upper quadrant joints
Mobility Testing of Accessory Movements:
All upper quadrant joints

Ligamentous Integrity
Apprehension/Grinding Tests

Manual Muscle Testing

Protective Muscle Spasm (Muscle Barriers):
Neck, Shoulder, Elbow, Forearm, Wrist,

Fingers/Hand

* Myofascial Test: Glides, Mapping

Treatment

1. Muscle Energy Technique and ‘Beyond’

for Bilateral Upper Extremity Joints.

2. Eliminate Protective Muscle Spasm:

Strain/Counterstrain:

* Anterior Thoracic (Anterior T1 to T4)

» Anterior Cervicals (especially Anterior
C5: hold for De-Facilitated Fascial
Release)

* Lateral Cervicals (especially Lateral CS:
hold for De-Facilitated Fascial Release)

* Posterior Cervicals

* Elevated First Rib; Depressed Second
Rib; Depressed Third Rib; Rib (Pec-
toralis Minor); Latissimus Dorsi;
Subscapularis; Anterior and Posterior
Acromioclavicular joints; Supraspina-
tus; Infraspinatus; Biceps; Radial Head;
Medial Epicondyle

3. Myofascial Release:

* Diaphragm Releases (especially Tho-
racic Inlet)

* Soft Tissue Myofascial Release:
Clavipectoral Release; Lateral Neck
Hold; Biceps; Elbow

* Hyoid Release (4-phases)

*» Articular Fascial Release: Glenohumeral
joint; Scapulothoracic joint

* Specific Myofascial Release Techniques:
Muscle Belly Release of Biceps; Tendon
Release of Long Head of Biceps

. Tendon Release Therapy® for Bilateral

Upper Extremity Joints—Hold for DeFacili-
tated Fascial Release.

S. Ligament Fiber Therapy® for Bilateral

Upper Extremity Joints.

. Strengthening Program: especially upper

quadrant.

. Posture Retraining: especially focus on for-

ward head and neck posture and protracted
shoulders.
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SupraSpinatus Tendinitis Calcification

Evaluation

Posture: Sagittal, Coronal, Transverse
planes: total body; focus upper quadrant
Neurologic: focus upper quadrant

Ranges of Physiologic Motions: upper
quadrant, all upper quadrant joints
Mobility Testing of Accessory Movements:
all upper quadrant joints

Ligamentous Integrity
Apprehension/Grinding Tests

Manual Muscle Testing

Protective Muscle Spasm (Muscle Barriers):

Neck, Shoulder, Elbow, Forearm, Wrist,
Fingers/Hand
Myofascial Test: Glides, Mapping

Treatment

1.

3.

Muscle Energy Technique and ‘Beyond’ for
Bilateral Upper Extremity Joints.
Eliminate Protective Muscle Spasm:
Strain/Counterstrain:
* Anterior Thoracic (Anterior T1 to T4)
» Anterior Cervicals (especially Anterior
CS: hold for De-Facilitated Fascial
Release)

* Lateral Cervicals (especially Lateral CS:

hold for De-Facilitated Fascial Release)

= Posterior Cervicals

* Elevated First Rib; Depressed Second
Rib; Depressed Third Rib; Rib (Pec-
toralis Minor); Latissimus Dorsi;
Subscapularis; Anterior and Posterior
Acromioclavicular joints; Supraspin-
atus; Infraspinatus; Biceps

Myofascial Release:

* Diaphragm Releases (especially Tho-
racic Inlet)

= Soft Tissue Myofascial Release:
Clavipectoral Release; Lateral Neck
Hold

* Hyoid Release (4-phases)

* Articular Fascial Release: Glenohumeral
joint; Scapulothoracic joint

= Specific Myofascial Release Techniques:
Tendon Release of Supraspinatus
Tendon

. Tendon Release Therapy® for Bilateral

Upper Extremity Joints—Hold for Defacili-
tated Fascial Release.

Ligament Fiber Therapy® for Bilateral
Upper Extremity Joints.

lontophoresis: Acetic Acid (positive elec-
trode on supraspinatus tendon).
Strengthening Program: Especially upper
quadrant.

Posture Retraining: Especially focus on for-
ward head and neck posture and protracted
shoulders.

Dysphagia

Evaluation

Posture: Sagittal, Coronal, Transverse
planes: total body; focus upper quadrant
Neurologic: Focus upper quadrant

Ranges of Physiologic Motions: Upper
quadrant, All upper quadrant joints
Mobility Testing of Accessory Movements:
All upper quadrant joints

Ligamentous [ntegrity
Apprehension/Grinding Tests

Manual Muscle Testing

Protective Muscle Spasm (Muscle Barriers):
Neck, Shoulder, Elbow, Forearm, Wrist,
Fingers/Hand

Myofascial Test: Glides, Mapping

Treatment

1.

2.

Muscle Energy Technique and ‘Beyond’ for
Bilateral Upper Extremity Joints.
Eliminate Protective Muscle Spasm:
Strain/Counterstrain:

e Anterior Thoracic (Anterior T1 to T4)
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* Anterior Cervicals (especially Anterior
CS: hold for De-Facilitated Fascial
Release)

* Lateral Cervicals (especially Lateral CS:
hold for De-Facilitated Fascial Release)

* Posterior Cervicals

* Elevated First Rib; Depressed Second
Rib; Depressed Third Rib; Rib (Pec-
toralis Minor); Latissimus Dorsi;
Subscapularis; Anterior and Posterior
Acromioclavicular joints; Supraspina-
tus; Infraspinatus; Biceps

* Do every Anterior Cervical Technique
and perform De-facilitated Fascial
Release for each

. Myofascial Release:

* Diaphragm Releases (especially Thoracic
Inlet)

= Soft Tissue Myofascial Release: Clavipec-
toral Release; Lateral Neck Hold

* Hyoid Release (4-phases)

. Tendon Release Therapy® for Bilateral
Upper Extremity Joints—Hold for DeFacili-
tated Fascial Release.

. Ligament Fiber Therapy® for Bilateral
Upper Extremity Joints.

. Myofunctional Therapy: Strengthening and
Proprioception/Exteroception/Coordination
of Hyoid System (references: Dan Garliner
Myofunctional Therapy; Rocabado “Six by
Six” protocol).

. Strengthening Program: Especially upper
quadrant.

. Posture Retraining: Especially focus on for-
ward head and neck posture and protracted
shoulders.

Protracted Shoulder Girdle

Evaluation

* Posture: Sagittal, Coronal, Transverse
planes: total body; focus upper quadrant

Neurologic: Focus upper quadrant

Ranges of Physiologic Motions: All upper
quadrant joints

Mobility Testing of Accessory Movements:
all upper quadrant joints

Ligamentous Integrity
Apprehension/Grinding Tests

Manual Muscle Testing

Protective Muscle Spasm (Muscle Barriers):
Neck, Shoulder, Elbow, Forearm, Wrist,
Fingers/Hand

Myofascial Test: Glides, Mapping

Treatment

. Muscle Energy Technique and ‘Beyond’

for Bilateral Upper Extremity Joints.

2. Eliminate Protective Muscle Spasm:

Strain/Counterstrain:

= Anterior Thoracic (Anterior T1 to T4)

* Anterior Cervicals (especially Anterior
CS: hold for De-Facilitated Fascial
Release)

 Lateral Cervicals (especially Lateral CS:
hold for De-Facilitated Fascial Release)

* Posterior Cervicals

* Elevated First Rib; Depressed Second
Rib; Depressed Third Rib; Rib (Pec-
toralis Minor); Latissimus Dorsi;
Subscapularis; Anterior and Posterior
Acromioclavicular joints; Supraspina-
tus; Infraspinatus; Biceps.

3. Myofascial Release:

* Diaphragm Releases (especially Tho-
racic Inlet)

= Soft Tissue Myofascial Release:
Clavipectoral Release; Lateral Neck
Hold

* Hyoid Release (4-phases)

= Articular Fascial Release: Glenohumeral
joint; Scapulothoracic joint

4. Tendon Release Therapy® for Bilateral

Upper Extremity Joints—Hold for DeFacili-
tated Fascial Release.
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S. Ligament Fiber Therapy® for Bilateral tus; Infraspinatus; Biceps; Radial Head;
Upper Extremity Joints. Anterior Carpals
6. Strengthening Program: Especially upper 3. Myofascial Release:
quadrant. * Diaphragm Releases (especially Tho-
7. Posture Retraining: Especially focus on for- racic Inlet)
ward head and neck posture and protracted * Soft Tissue Myofascial Release:
shoulders. Clavipectoral Release; Lateral Neck
Hold; Elbow; Anterior Compartment;
] Carpal Tunnel
Tennis Elbow = Hyoid Release (4-phases)
= Articular Fascial Release: Glenohumeral
Evaluation joint; Scapulothoracic joint; all Elbow
* Posture: Sagittal, Coronal, Transverse joints; Wrist joint.
planes: total body; focus upper quadrant * Specific Myofascial Release Techniques:
* Neurologic: Focus upper quadrant Muscle Belly Technique for Biceps and
= Ranges of Physiologic Motions: All upper Triceps together, Brachioradialis; Ten-
quadrant joints don Release for Brachioradialis Tendon;
= Mobility Testing of Accessory Movements: Ligament Release for Lateral Ligaments
All upper quadrant joints of Elbow joint; Radiulnar Hanging
= Ligamentous Integrity Technique.
= Apprehension/Grinding Tests . Tendon Release Therapy® for Bilateral
* Manual Muscle Testing Upper Extremity Joints—Hold for DeFacili-
* Protective Muscle Spasm (Muscle Barriers): tated Fascial Release.
Neck, Shoulder, Elbow, Forearm, Wrist, . Ligament Fiber Therapy® for Bilateral
Fingers/Hand Upper Extremity Joints.
* Myofascial Test: Glides, Mapping . lontophoresis: lodex: lodine Methyl Salicy-
late (negative electrode) and Acetic Acid
Treatment (positive electrode) to Brachioradialis Ten-
1. Muscle Energy Technique and ‘Beyond’ for don.
Bilateral Upper Extremity Joints. . Strengthening Program: Especially upper
2. Eliminate Protective Muscle Spasm: quadrant.

Strain/Counterstrain:
= Anterior Thoracic (Anterior T1 to T4)
* Anterior Cervicals (especially Anterior
CS: hold for De-Facilitated Fascial
Release)
* Lateral Cervicals (especially Lateral CS:
hold for De-Facilitated Fascial Release)

. Posture Retraining: Especially focus on for-

ward head and neck posture and protracted
shoulders.

Golfer's Elbow

* Posterior Cervicals Evaluation

* Elevated First Rib; Depressed Second
Rib; Depressed Third Rib; Rib (Pec-
toralis Minor); Latissimus Dorsi;
Subscapularis; Anterior and Posterior
Acromioclavicular joints; Supraspina-

* Posture: Sagittal, Coronal, Transverse
planes: total body; focus upper quadrant

= Neurologic: Focus upper quadrant

= Ranges of Physiologic Motions: All upper
quadrant joints
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Mobility Testing of Accessory Movements:
All upper quadrant joints

Ligamentous Integrity
Apprehension/Grinding Tests

Manual Muscle Testing

Protective Muscle Spasm (Muscle Barriers):
Neck, Shoulder, Elbow, Forearm, Wrist,
Fingers/Hand

Myofascial Test: Glides, Mapping

Treatment

1. Muscle Energy Technique and ‘Beyond’

for Bilateral Upper Extremity Joints.

2. Eliminate Protective Muscle Spasm:

Strain/Counterstrain:

e Anterior Thoracic (Anterior T1 to T4)

* Anterior Cervicals (especially Anterior
CS5: hold for De-Facilitated Fascial
Release)

« Lateral Cervicals (especially Lateral
CS5: hold for De-Facilitated Fascial
Release)

« Posterior Cervicals

« Elevated First Rib; Depressed Second
Rib; Depressed Third Rib; Rib (Pec-
toralis Minor); Latissimus Dorsi;
Subscapularis; Anterior and Posterior
Acromioclavicular joints; Supraspina-
tus; Infraspinatus; Biceps; Radial Head;
Medial Epicondyle; Anterior Carpals

3. Myofascial Release:

 Diaphragm Releases (especially Tho-
racic Inlet)

* Soft Tissue Myofascial Release:
Clavipectoral Release; Lateral Neck
Hold; Elbow; Anterior Compartment;
Carpal Tunnel

* Hyoid Release (4-phases)

* Articular Fascial Release: Glenohumeral
joint; Scapulothoracic joint; all Elbow
joints; Wrist joint

» Specific Myofascial Release Techniques:
Muscle Belly Technique for Biceps and
Triceps together; Ligament Release for

Lateral Ligaments of Elbow joint;
Radioulnar Hanging Technique
Tendon Release Therapy® for Bilateral
Upper Extremity Joints—Hold for DeFacili-
tated Fascial Release.
Ligament Fiber Therapy® for Bilateral
Upper Extremity Joints.
Strengthening Program: Especially upper
quadrant.
Posture Retraining: Especially focus on for-
ward head and neck posture and protracted
shoulders.

Anterior Compartment Syndrome

Evaluation

Posture: Sagittal, Coronal, Transverse
planes: total body; focus upper quadrant
Neurologic: Focus upper quadrant

Ranges of Physiologic Motions: All upper
quadrant joints

Mobility Testing of Accessory Movements:
All upper quadrant joints

Ligamentous Integrity
Apprehension/Grinding Tests

Manual Muscle Testing

Protective Muscle Spasm (Muscle Barriers):
Neck, Shoulder, Elbow, Forearm, Wrist,
Fingers/Hand

Myofascial Test: Glides, Mapping

Treatment

1.

2.

Muscle Energy Technique and ‘Beyond’ for
Bilateral Upper Extremity Joints.
Eliminate Protective Muscle Spasm:
Strain/Counterstrain:
e Anterior Thoracic (Anterior T1 to T4)
 Anterior Cervicals (especially Anterior
CS5: hold for De-Facilitated Fascial
Release)
» Lateral Cervicals (especially Lateral C5:
hold for De-Facilitated Fascial Release)
= Posterior Cervicals
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= Elevated First Rib; Depressed Second
Rib; Depressed Third Rib; Rib (Pec-
toralis Minor); Latissimus Dorsi;
Subscapularis; Anterior and Posterior
Acromioclavicular joints; Supraspina-
tus; Infraspinatus; Biceps; Radial Head;
Anterior Carpals

3. Myofascial Release:

= Diaphragm Releases (especially Tho-
racic Inlet);

= Soft Tissue Myofascial Release:
Clavipectoral Release; Lateral Neck
Hold; Elbow; Anterior Compartment;
Carpal Tunnel

* Hyoid Release (4-phases)

= Articular Fascial Release: Glenohumeral
joint; Scapulothoracic joint; all Elbow
joints; Wrist joint

= Specific Myofascial Release Techniques:
Muscle Belly Technique for Biceps and
Triceps together; Ligament Release for
Lateral Ligaments of Elbow joint; Radi-
ulnar Hanging Technique

. Tendon Release Therapy® for Bilateral

Upper Extremity Joints—Hold for DeFacili-

tated Fascial Release.

. Ligament Fiber Therapy® for Bilateral

Upper Extremity Joints.

. Strengthening Program: Especially upper

quadrant.

. Posture Retraining: Especially focus on for-

ward head and neck posture and protracted

shoulders.

Mobility Testing of Accessory Movements:
All upper quadrant joints

Ligamentous Integrity
Apprehension/Grinding Tests

Manual Muscle Testing

Protective Muscle Spasm (Muscle Barriers):
Neck, Shoulder, Elbow, Forearm, Wrist,
Fingers/Hand

Myofascial Test: Glides, Mapping

Treatment

I

2.

3.

Muscle Energy Technique and ‘Beyond’ for
Bilateral Upper Extremity Joints.

Eliminate Protective Muscle Spasm:
Strain/Counterstrain:

= Anterior Thoracic (Anterior T1 to T4)

= Anterior Cervicals (especially Anterior
CS: hold for De-Facilitated Fascial
Release)

= Lateral Cervicals (especially Lateral CS:
hold for De-Facilitated Fascial Release)

= Posterior Cervicals

* Elevated First Rib; Depressed Second
Rib; Depressed Third Rib; Rib (Pec-
toralis Minor); Latissimus Dorsi;
Subscapularis; Anterior and Posterior
Acromioclavicular joints; Supraspina-
tus; Infraspinatus; Biceps; Radial Head;
Anterior Carpals; Posterior Carpals

Myofascial Release:

* Diaphragm Releases (especially Tho-
racic Inlet)

* Soft Tissue Myofascial Release:
Clavipectoral Release; Lateral Neck
Hold; Elbow; Anterior Compartment;
Carpal Tunnel

Carpal Tunnel Syndrome « Hyoid Release (4-phases)

e Articular Fascial Release: Glenohumeral
joint; Scapulothoracic joint; all Elbow
* Posture: Sagittal, Coronal, Transverse joints; Wrist joint
planes: total body; focus upper quadrant * Specific Myofascial Release Techniques:
* Neurologic: Focus upper quadrant Tendon Release: Anterior and Posterior
* Ranges of Physiologic Motions: All upper Tendons crossing Wrist joint; Retinacu-
quadrant joints lum Technique

Evaluation
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De

. Tendon Release Therapy® for Bilateral

Upper Extremity Joints—Hold for DeFacili-
tated Fascial Release.

Ligament Fiber Therapy® for Bilateral
Upper Extremity Joints

. Strengthening Program: Especially upper

quadrant.
Posture Retraining: Especially focus on for-
ward head and neck posture and protracted
shoulders.

Quervain's Syndrome

Evaluation

Posture: Sagittal, Coronal, Transverse
planes: Total body; focus upper quadrant
Neurologic: Focus upper quadrant

Ranges of Physiologic Motions: All upper
quadrant joints

Mobility Testing of Accessory Movements:
All upper quadrant joints

Ligamentous Integrity
Apprehension/Grinding Tests

Manual Muscle Testing

Protective Muscle Spasm (Muscle Barriers):
Neck, Shoulder, Elbow, Forearm, Wrist,
Fingers/Hand

Myofascial Test: Glides, Mapping

Treatment

L

2.

Muscle Energy Technique and ‘Beyond’
for Bilateral Upper Extremity Joints.
Eliminate Protective Muscle Spasm:
Strain/Counterstrain:
* Anterior Thoracic (Anterior T1 to T4)
* Anterior Cervicals (especially Anterior
CS: hold for De-Facilitated Fascial
Release)
= Lateral Cervicals (especially Lateral C5:
hold for De-Facilitated Fascial Release)
* Posterior Cervicals
* Elevated First Rib; Depressed Second
Rib; Depressed Third Rib; Rib (Pec-

toralis Minor); Latissimus Dorsi;
Subscapularis; Anterior and Posterior
Acromioclavicular joints; Supraspina-
tus; Infraspinatus; Biceps; Radial Head;
Anterior Carpals; Posterior Carpals;
First Carpometacarpal Technique

3. Myofascial Release:

* Diaphragm Releases (especially Tho-
racic Inlet)

* Soft Tissue Myofascial Release:
Clavipectoral Release; Lateral Neck
Hold; Elbow; Anterior Compartment;
Carpal Tunnel

* Hyoid Release (4-phases)

 Articular Fascial Release: Glenohumeral
joint; Scapulothoracic joint; all Elbow
joints; Wrist joint; First
Carpometacarpal joint

* Specific Myofascial Release Techniques:
Tendon Release: Abductor and Adduc-
tor Thumb tendons

. Tendon Release Therapy® for Bilateral

Upper Extremity Joints—Hold for DeFacili-
tated Fascial Release.

. Ligament Fiber Therapy® for Bilateral

Upper Extremity Joints.

. Strengthening Program: Especially upper

quadrant.

. Posture Retraining: Especially focus on for-

ward head and neck posture and protracted
shoulders.

. Hand Functional Therapy.

Spasticity of the Upper Extremity

Evaluation

* Posture: Sagittal, Coronal, Transverse

planes: total body; focus upper quadrant

* Neurologic: Focus upper quadrant, focus

on Spastic Synergic Pattern which includes:
flexed Cervical Spine; elevated and
protracted Shoulder Girdle; flexed,
adducted and internally rotated Shoulder
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joint (assess for Anterior and Caudal sub-
luxed Hemiplegic Shoulder; flexed Elbow;
pronated Forearm; flexed and ulnar devi-
ated Wrist; flexed and adducted Thumb;
flexed Fingers);

Ranges of Physiologic Motions: All upper
quadrant joints

Mobility Testing of Accessory Movements:
All upper quadrant joints

Ligamentous Integrity
Apprehension/Grinding Tests

Manual Muscle Testing

Hypertonicity: Cervical flexors; Supraspina-
tus; Pectoralis Minor; Latissimus Dorsi;
Subscapularis; Biceps; and all Flexors.
Myofascial Test: Glides, Mapping

Treatment

1. Eliminate Protective Muscle Spasm:

Strain/Counterstrain:

= Anterior Thoracic (Anterior T1 to T4)

 Anterior Cervicals (especially Anterior
C5: hold for DeFacilitated Fascial
Release)

* Lateral Cervicals (especially Lateral CS:
hold for De-Facilitated Fascial Release)

e Posterior Cervicals

* Elevated First Rib; Depressed Second
Rib; Depressed Third Rib; Rib (Pec-
toralis Minor); Latissimus Dorsi;
Subscapularis; Anterior and Posterior
Acromioclavicular joints; Supraspina-

tus; Infraspinatus; Biceps; Radial Head;
Anterior Carpals; Posterior Carpals;
First Carpometacarpal Technique;
Interosseous muscles.

2. Myofascial Release:

» Diaphragm Releases (especially Tho-
racic Inlet)

* Soft Tissue Myofascial Release:
Clavipectoral Release; Lateral Neck
Hold; Elbow; Anterior Compartment;
Carpal Tunnel

* Hyoid Release (4-phases)

* Articular Fascial Release: Glenohumeral
joint; Scapulothoracic joint; all Elbow
joints; Wrist joint; First
Carpometacarpal joint

* Specific Myofascial Release Techniques:
Tendon Release: Abductor and Adduc-
tor Thumb tendons

. Muscle Energy Technique and ‘Beyond’

for Bilateral Upper Extremity Joints.

. Tendon Release Therapy® for Bilateral

Upper Extremity Joints—Hold for DeFacili-
tated Fascial Release.

. Ligament Fiber Therapy® for Bilateral

Upper Extremity Joints.

. Strengthening Program: Especially upper

quadrant.

. Posture Retraining: Especially focus on for-

ward head and neck posture and protracted
shoulders.

. Hand Functional Therapy.



CHAPTER 14

PRESSURE SENSOR THERAPY®
OF THE FOOT AND ANKLE COMPLEX

The following is a new avenue of therapy appro-
priate for clients with severe postural deviations
of the feet. Included in the recommended pro-
gram for therapy are the following;:

= Strain/Counterstrain to decrease protective
muscle spasm and spasticity affecting tone
and posture of the foot.

» Myofascial Release to decrease fascial dys-
function of the foot, especially the plantar
fascia.

* Muscle Energy and ‘Beyond’ Technique for
the pelvis to improve balance and weight
bearing, and for the sacrum to normalize
innervation to the foot and ankle, via allevi-
ation of sacral plexus tension.

* Muscle Energy and ‘Beyond’ Technique for
the tibiotalar joint.

» Tendon Release Therapy®, especially for the
Achilles Tendon, Peroneal Tendons, and
Toe Tendons.

* Ligament Fiber Therapy®.

* Visceral mobilization to decrease any fascial
restrictions of the pelvic and abdominal
region which may be affecting the fascial
elongation of the leg, foot and ankle.

* Neural Tissue Tension Technique to
decrease all fascial restrictions of: The dura
mater and dural sheaths; the peripheral
nerves including sciatic, tibial, common
peroneal; and to address any spinal cord
fibrosis.

» Advanced Strain and Counterstrain Tech-
nique to address circulation problems of the
extremity.

Beyond the fascial, circulatory, bony, articu-
lar, muscle, tendinous and ligamentous restric-
tions which may be affecting the foot and ankle,

there are often pressure related restrictions.
When the foot hits the ground, there is a pres-
sure resistance within the foot and ankle com-
plex which forces the foot into a resistance
mode. This resistance mode allows the ground
forces to “pressurize” (adapt internal pressures)
during transcription of forces up the leg. The re-
sistance mode is required for balance. Wei-
selfish-Giammatteo discovered pressure sensors,
and learned that these pressure sensors within
the foot and ankle complex are often compro-
mised secondary to trauma, tissue damage, and
poor postural alignment.

Location of Pressure Sensors of Foot

Location of these pressure sensors within the
foot and ankle complex are found specifically at
the following places:

* Anterior to the lateral malleolus and 1 mm
caudal.

* Posterior to the medial malleolus and 3 mm
caudal.

= Five (5) mm distal to each of the three
cuneiforms, distal from their distal articular
surfaces, exactly midline (medial/lateral
midline) of each cuneiform, on the dorsal
surface.

* Two (2) mm superior to the proximal artic-
ular surface of the first metatarsal head on
the dorsal surface.

* Lateral to the proximal head of the fifth
metatarsal, on the very lateral surface.
These 7 pressure sensors resist forces tran-

scribed up the leg during weight bearing. The
resultant resistance is the balance of the foot-
ground forces.
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Loterol view of two pressure sensor of foot (one is anterior and one (1) mm
inferior to loterol molleofus); one is loterol to the proximol heod of the fifth
metotorsol).

Dorsal view of four pressure sensors of foot (Ihree are each five {5) mm distal to
eoch cuneiform, midline; one is two {2) mm superior to proximal first metatorsol

head).

L

Medial view of one pressure sensor of fool (posterior and Ihree (3) mm caudal to
mediol molleolus).
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Foot Pressure Therapy® Step 2
: e ecc®. . -
Treatment of the lower extremity for balance Perform Neurofascial Process®: Connect each
utilizing these pressure sensors is as follows: pressure sensor of the foot/ankle complex to the
Heart pressure sensor which is located at the an-
Step 1 terior/inferior heart.

Perform a 3-planar fascial fulcrum Soft Tissue
Myofascial Release Technique (Chapter 10)
with the pressure sensors between the 2 hands to
eliminate fascial restrictions surrounding the
Sensors.

Soft Tissue Myofoscial Release Technique, a 3-planar fascial fukrum opproach,
over cuneiform pressure sensors..

Conned the pressure sensors of the foot {cuneiform pressure sensors) with the
inferior asped of the heort and wait for the “Release.”
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Step 3 Step 4
Perform Neurofascial Process®: Connect each Perform Neurofascial Process®: Connect the
pressure sensor to the low back (ureters) to elim- pressure sensors to:
inate any toxicity which may be affecting the * Sacrum
pressure sensors. = T12/L1
« C7IT1

O/A and the transverse sinus

Connect the pressure sensors of the foot (cuneiform pressure sensars) to the low
back and wait for the “Release.”

Connect the cuneiform pressure sensors with sacrum and wait for the “Release.”
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Connect the cuneiform pressure sensors with the 0/A and fransverse sinus and
wait for the “Release.”

Connect the cuneiform pressor sensors with (7/T1 ond woit for the “Release.”
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Step S
Perform Neurofascial Process®: Connect each
pressure sensor to:
= Pubic/suprapubic regions
= Xiphoid region including lower rib cage
and infra-costal tissue
* Anterior thoracic outlet

Conned the cuneiform pressure sensars with the low sternum ond rib coge and
waitfor the “Release.”

Connect the cuneiform pressure sensors with the pubic region and wait for the
“Release.”

Conned the cuneiform pressure sensors with the anterior thoracic outlet and woit
for the “Release.”
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Step 6

Perform Neurofascial Process® as the last main
therapeutic process of this sequence: the inter-
connection of each “projection of bony signifi-
cance” of the legs with each pressure sensor.
This includes

= All malleoli

* Medial tibial plateau

* Lateral tibial plateau

» Greater trochanters

* Ischial tuberosities
PSIS bilateral
ASIS bilateral
* Pubic symphysis

Connect the cuneiform pressure sensors to the greater trochonter and wait for the
“Releose.”

Connect the cuneiform pressure sensars to the mediol ond laterol tibiol ploteous
ond wait for the “Release.”
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Neurofascial Process®

Neurofascial Process® (NFP®) was developed
by Weiselfish-Giammatteo as a therapeutic proc-
ess which addresses body/mind process prob-
lems. NFP® can be adapted for treatment of foot
and ankle pressure sensors. For example, Step 6
(d): Contact the pressure sensor. Contact the
other location (e.g., the right greater trochan-
ter). Maintain contact of the two locations until
the “Release” is complete.

Although this protocol, Foot Pressure Ther-
apy® may appear prolonged, it is possible to at-
tain dramatic changes in foot posture, even in
the neurologic foot, and to attain significant bal-
ance and ambulation function which otherwise
might not be forthcoming.



CHAPTER 15

REFLEX AMBULATION THERAPY®
WITH SYNCHRONIZERS®
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This 11-Step protocol is time consuming. Re-
sults are worthwhile for the difficult and com-
plex clients. It will facilitate normal ambulation
for the first time with cerebral palsy patients,
spinal cord clients, and others.

Synchronizers® are reflex points
which can augment resu lts. Contact the
Synchronizer® during the technique.

Protocol for Reflex Ambulotion Theropy®

1. Positive supporting reflex
2. Lumbar regulation
3. Reciprocal mobilities
= Pelvis and Hip Joints
* Pelvis and Sacrum
* Pelvis and LS
* LS and Sacrum
= LS and Hips
Lumbar thrust
Occipitoatlantal traction
Occipitosacral traction
Leg protective responses
Tibiotalar glides
Subtalar pressures
Flexors: Forces from toes to anterior
lumbar flexors.
11. Extensors: Pressures from toe to gluteus
and spinal extensors.

£ 6 58 Rios o =

Step 1. Positive Supporting Reflex—
Reflex Ambulotion Theropy®

This reflex is required for all movement when
moving down hill, for example, and down steps.
When one leg goes first down a step, and the
plantar aspect of the metatarsal heads come in
contact with the bottom step, the positive sup-
porting reflex is stimulated and the leg can be
“stood on.” For every intention that ambulation
requires, i.e., one foot forward when the other
leg is in stance phase, while the swing phase leg

is extending towards heel strike and metatarsal
strike in descent, there is a positive supporting
reflex impression on the extending leg. This
means, the positive supporting reflex is neces-
sary for going down hills and down steps and
down inclines. The positive supporting reflex is
also necessary for basic extension of the swing
phase leg towards heel strike when walking on a
flat surface, up an incline, up steps, and more.

Stimulation of the positive supporting
reflex is as follows:

Supine position

Stimulation of pressure onto the plantar aspect
of the distal metatarsal heads, each head indi-
vidually and all five metatarsal heads as a unit.
This stimulation can continue for ten minutes at
a time. The pressure is direct superior pressure
onto the metatarsal heads rather than a dorsi-
flexion pressure which would be torqued.

Sitting position:

Direct superior pressure on the distal metatarsal
heads, each head individually and all metatarsal
heads together as a unit.

Kneeling position:

Direct superior pressure on the metatarsal
heads, each head individually and all metatarsal
heads together as a unit.

Half-kneeling position:

Direct superior pressure on the metatarsal
heads, each head individually and all metatarsal
heads together as a unit.

Standing position:

Direct superior pressure on the metatarsal
heads, each head individually and all metatarsal
heads together as a unit.

A half-hour session can consist of this direct
pressure on the metatarsal heads, and that will
stimulate the positive supporting reflex. In a rel-
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atively healthy individual without significant
neurologic deficits, one or two treatment ses-
sions of stimulation of the positive supporting
retflex should suffice. For patients with signifi-
cant neurologic deficits, an additional 3 to §
treatment sessions will be sufficient. It is neces-
sary to progress through the neurodevelopmen-
tal milestones with this superior pressure on
the metatarsals, and not to miss any of the
positions.

Step 2. Lumbar Regulation—
Reflex Ambulatian Therapy®

Lumbar regulation means the upright position
of the spine for standing and ambulation. This
requires coordinated and synergistic muscle
contraction. It is possible to stimulate this re-
sponse for patients with significant neurologic
deficits.

Synchronizers® to Stimulate
Lumbar Regulation

There is a simple way to perform this process of
stimulation of lumbar regulation by using the
Synchronizers®: (1) the actin/myosin locking
and unlocking mechanisms Synchronizer®; and
(2) the tetanic flow of impulses into the motor
end plate Synchronizer®. Contact:
* the abdominals
* the quadratus lumborum
* the spinal extensor muscles
= contact will be maintained at the same
time as contact is put onto the two
Synchronizers®

The actin/myosin Synchronizer® is at the
junction of the mesosigmoid and the sigmoid
colon.

The tetanic flow of impulses into the motor
end plate Synchronizer® is on either side of L1
transverse processes, 3 cm lateral from the
transverse processes.

This may require using the patient’s hands,
as well as the hands of the therapist, and possi-
bly an aide.

Contact on all muscles of the abdominal and
lumbar region is required ot the same time as
contact is applied to the Synchronizers®.

Periods of S minutes up to 1/2 hour are ac-
ceptable for this contact. A relatively healthy
person will need one treatment session with ap-
plication of contact for 30 minutes. A patient
with neurologic deficits may need up to 3 treat-
ment sessions with 1/2 hour of contact applied.

3. Reciprocal Mobilities—
Reflex Ambulation Therapy®

Reciprocal mobilities is always 3-planar: sagit-
tal, coronal, and transverse plane together. It is
understood (Weiselfish-Giammatteo) that recip-
rocal mobility is present at the lumbosacral
junction. Research on the Cross Crawl machine
has provided evidence of reciprocal mobility on
3-planes at multiple interfaces of: hard frame to
hard frame; hard frame to inner body; inner
body to inner body. The reciprocal movements
required for ambulation include:

* Pelvis and Hip joints

* Pelvic and Sacrum joints

* Pelvicand LS

= L5 and Sacrum

= L5 and Hip joints

Pelvis and Hip joints

The pelvis and the hips are reciprocal in the fol-
lowing manner: the hip is in flexion as the pelvis
is in inferior glide on the same side; the hip is in
adduction as the pelvis is in outflare on that
same side; the hip is in internal rotation as the
pelvis is in external rotation on that same side.

The pelvis does go into a posterior rotation
while the hip is flexing. The pelvis goes towards
an anterior rotation while the hip is extending,
i.e., moves away from posterior rotation. The
posterior rotation of the pelvis is a physiologic
movement combined with accessory motions of
the ilial articular surface which include: inferior
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glide, outflare, and external rotation. The ante-
rior rotation of the pelvis is the physiologic mo-
tion of the ilium which is combined with the
accessory movements at the ilial articular sur-
face, which includes: superior glide of the ilial
surface, inflare, and internal rotation.

The hip and pelvis are synchronized for reci-
procal movement of the femoral head and the
ilial articular surface on the ipsilateral side, al-
though there is a co-joining of forces on 3 planes
as there is hip flexion together with posterior ro-
tation of the pelvis and hip extension together
with anterior rotation of the pelvis. This means
that the physiologic movements of the ilium are
in opposite directions of the movements of the
joint surface of ilium. This is not unique, an ex-
ample of which in the upper quadrant is: abduc-
tion of the arm while there is inferior glide of the
humeral head.

There is reciprocal movement of the right
and left sides of the hip/pelvis complex. One hip
will flex and adduct and internally rotate, while
the opposite hip will extend and abduct and ex-
ternally rotated.

There is reciprocal movement between the
hip and the opposite pelvis in regards to physio-
logic motion. One hip will flex and adduct and
internally rotate, while the opposite pelvis is
moving towards anterior rotation. The hip will
extend and abduct and externally rotate, while
the opposite pelvis is in posterior rotation.

There is a co-joined and synchronous move-
ment between the hip movements of the femoral
head, and the movements of the articular sur-
face of ilium on the opposite side. While the
femoral head flexes and adducts and internally
rotates, the opposite ilial surface will have the
following accessory movements: superior glide
with inflare and internal rotation.

These hip and pelvic movements are re-
quired for stride, and require stimulation, rather
than aggressive mobilization and manual ther-
apy. As long as there are free glides at the joints
(femoral head with acetabulum), and ilium and

pubic symphysis, there is easy stimulation of
reciprocal movements of femoral head and
pelvis.

Pelvis and Sacrum

The pelvis and sacrum move reciprocally in a
physiologic manner. Rather than accessory joint
movements being reciprocal, the physiologic
motions are reciprocal. This means that anterior
and posterior rotation of the pelvis, and flexion
and extension of the sacrum are reciprocal. Rec-
iprocal movement occurs at all times and on all
3 planes. Posterior rotation and anterior rota-
tion of the pelvis are 3-planar motions. Flexion
and extension of sacrum are uni-planar mo-
tions, but when combined with the lumboscral
junction for ambulation, 3-planar motion is evi-
dent. Thus, when describing reciprocal move-
ments of the pelvis and sacrum, it is necessary to
describe the combined sacroiliac joint flexion
and extension together with the lumbosacral
junction 3-planar torsions (Reference Weiselfish:
Manual Therapy for the Pelvis, Sacrum, Cervi-
cal, Thoracic, and Lumbar Spine emphasizing
Muscle Energy Techniques).

The pelvis will go into posterior rotation as
the sacrum flexes and sacral torsion occurs to
the opposite side (left sacral torsion means a tor-
sion towards the left side. Right sacral torsion
means a torsion to the right side. Left sacral tor-
sion occurs with right posterior rotation. Right
sacral torsion occurs with left posterior rotation
of the pelvis. The torsion occurs together with
the sagittal plane flexion of sacrum.

Ambulation is supposed to occur only with
flexion of the sacrum, rather than any sacral ex-
tension. Therefore the pelvis should truly be in a
posterior rotation, rather than an anterior rota-
tion. The range of posterior rotation is from
stance phase (0 degrees) through swing phase,
when full posterior rotation of the pelvis occurs.
Even during toe-off of stance phase there is a
posterior rotation of the pelvis, i.e., the pelvis is
not in anterior rotation. The pelvis moves from:
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0% posterior rotation during toe-off with the
leg fully extended, towards 100% posterior ro-
tation of the pelvis at mid-swing phase. During
swing phase, which occurs when the opposite
leg is in mid-stance through toe off, the pelvis is
in 100% posterior rotation. The only time a true
anterior rotation occurs at the pelvis during
stance phase is when biomechanical dysfunction
of the pelvis and sacrum is present.

Anterior rotation of the pelvis is really only
required during hyperextension of the leg,
which does occur during running. During run-
ning, there are moments when both feet are off
the ground. During extension of the hip, when
the foot is on the ground in running, there is an-
terior rotation of the pelvis.

Pelvis and L5

Sacral tlexion occurs together with anterior tor-
sions. The sacrum is always supposed to be
tlexed during ambulation. During running (as
compared to ambulation) there is an abnormal
compensation of the body when the pelvis goes
into an anterior pelvic rotation, while the hip is
hyperextended and the sacrum stays in its flexed
position. This is why runners often develop bio-
mechanical dysfunctions of the pelvic joints.
Whenever there is a posterior rotation of the
pelvis, which includes an inferior glide of the ar-
ticular surface of ilium together with an outflare
and an external rotation of ilium, the facet joints
are open on the side of LS which articulates
with the sacral facet. When there is swing phase
and the pelvis is moving into full posterior rota-
tion and the articular surface of ilium is gliding
inferior with outflare and external rotation at
the articular surface, the facet of LS on that ipsi-
lateral side is opening. As the leg moves from
swing phase towards stance phase and continues
through stance phase, the pelvis is moving from
full posterior rotation towards 0% posterior ro-
tation; at the ilial surface, the movement is from
an inferior glide towards neutral (in the direc-
tion of superior glide) but not going into supe-

rior glide, out of outflare (moving towards in-
flare but not going into inflare), and moving
from external rotation going towards internal
rotation (but not into internal rotation); the LS
facet is closing on that side. The facet does not
have normal 3-planar motion. That is because it
is a closing and opening movement. Yet in bio-
mechanics, there is a manifestation of 3-planar
movement seen at the facet joint which is co-
joined with the vertebral bodies and reciprocal
movements of the lumbosacral junction.

L5 and Sacrum

The lumbosacral junction is the junction be-
tween LS and S1. The complexity at this junc-
tion is phenomenal. This text will be limited to
the reciprocal movements which occur at this
junction. As the sacrum flexes, LS extends. As
the sacrum rotates to the right, LS rotates to the
left. As sacrum sidebends to the right, LS
sidebends to the left. There is no neutral (Type I)
movement of the lumbosacral junction. LS rela-
tive to S1 is always in “lumbosacral extension,”
which means LS is extended and sacral base is
flexed (anterior glide of sacral base). This is evo-
lution for purposes of protection of the LS disc,
which maintains the hydrostatic pressure for an-
terior presence of the disc whenever LS is ex-
tended. There is only Type Il movement at the
lumbosacral junction which means when
sacrum is flexed and LS is extended; this is lum-
bosacral extension. When sacrum is extended
and LS is flexed, this is lumbosacral flexion.
During ambulation, lumbosacral extension
is maintained. This protects the disc at all times.
During stance phase when forces are transcribed
up the leg, there is an anterior torsion to the op-
posite side. When the right leg is in stance phase,
there is a left sacral torsion. When there is a left
sacral torsion, sacrum is flexed and rotated to
the left and sidebent to the left. When there is a
left sacral torsion, during right stance phase, LS
is extended and rotated to the right and sidebent
to the right. There is closure of the right facet.
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The hydrostatic pressure within the disc will
cause pressure of the disc material on the left
side. The right stance phase forces which are
transcribed from the ground up the leg will not
place undue pressures on the disc, which are
now at the left side of the intervertebral body
space.

During running, there is occasionally an ex-
tension of sacrum and a flexion of LS. Therefore
running can cause discogenic problems to occur.
During ambulation, this is not the case.

LS and Hips

LS and the hips move in reciprocal mobility dur-
ing ambulation. When the femoral head flexes
and internally rotates and adducts, there is an
opening of the facet on the contralateral side.
When the femoral head extends and abducts
and externally rotates, there is a closing of the
facet on the contralateral side.

Synchronizer® to Stimulate
Reciprocal Motilities

Contact synchronizer on the medial border of
the spine of the left scapula. The second hand
can contact, in sequence: pelvis, LS, Hips. These
hand contacts occur during ambulation.

Step 4. Lumbar Thrust—
Reflex Ambulation Therapy®

L.umbar thrust is momentum focused from the
lumbosacral junction and determined according
to velocity as well as amplitude of forward
stride. The lumbar thrust is the momentum
which carries the spine forward during ambula-
tion.

The lumbar thrust utilizes these essential
components (musculature): Especially the ilia-
cus, psoas major and minor, quadratus lumbo-
rum, latissimus dorsi, and abdominals including
the external and internal obliques. The lumbar
thrust can be treated for depleted strength and
force, with the client in the supine position and

then in the sitting position, and then in the
standing position.

= Perform isometric resistance

* Maintgin the isometric resistance with the
contact on the Synchronizer® for 10 seconds
x 10 repefitions. This can be performed daily.

Synchronizers® to Stimulate Lumbar Thrust

Maintain the isometric resistance with contact
on the Synchronizers®:
= Synchronizer® for actin/myosin
unlocking/locking mechanisms, the
mesosigmoid/sigmoid colon interface
* Synchronizer® for tetanic flow of impulses
into the motor end plate: on either side of
the transverse processes of L1, 3 cm lateral
to the tips of transverse processes.

A healthy patient without neurologic deficits
is able to stimulate lumbar thrust within 1 week
of ten repetitions daily, 10 second isometric re-
sistances, with contact on the Synchronizers®.
The patient with neurologic deficits may need
10-20 sessions not more than 1 week apart.

Step 5. Occipitoatlantal Traction—
Reflex Ambulation Therapy®

Occipitoatlantal traction is the maintenance of
the head on the neck, aligned in a perpendicular
fashion to the base of support and the vectors
through the eyes and ears and mastoid processes
parallel to the floor.

In order to facilitate what could be called
“head control” during ambulation, there is a
Synchronizer® at the parietals which will stimu-
late occipitoatlantal traction.

Synchronizer® to Stimulate Head Control

This head control synchronizer® is situated on
both parietals, 3 inches posterior from the coro-
nal suture and one inch lateral from the sagittal
suture. The synchronizer® can be held during
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sitting with head control maintained (passive,
progressing to assisted active, progressing to ac-
tive, progressing to resisted). Progress to stand-
ing and ambulation.

The patient can be treated in the sitting and
in the standing and in the walking modes for fa-
cilitation of the occipitoatlantal traction during
ambulation, with contact on the synchronizer®
while these positions are maintained. Treatment
sessions can be up to ten minutes. A healthy per-
son without neurologic deficits requires 2 or 3
treatment sessions for healthy head control dur-
ing ambulation. A patient with neurologic
deficits may need S to 10 treatment sessions of
10-20 minutes.

Step 6. Occipitosacral Traction—
Reflex Ambulotion Therapy®

Occipitosacral traction is the maintenance of
distance between occiput and sacral base during
standing and ambulation.

There is a synchronizer® which can facilitate
stimulation of occipitosacral traction.
A healthy person may require 10 minute ses-
sions, 3 to § repetitions. A person with neuro-
logic deficits may require 10 minute sessions for
5 to 10 repetitions.

Synchronizer® to Stimulate
OccipitoSacral Traction

The synchronizer® is situated on the parietals 1%
inches posterior from the coronal suture and 3/4
of an inch lateral from the sagittal suture on
both sides.

Occipitosacral traction can be stimulated
during sitting and then standing and then ambu-
lation. The distance between occiput and
sacrum can be maintained with body traction,
first passive then assisted active, then active, and
then resisted while contact is maintained on
both Synchronizers®.

Step 7. Leg Protective Respanses—
Reflex Ambulation Therapy®

Leg protective responses are the maintained sup-
porting mechanisms of a pull-like nature, which
allow us to stand on one foot or both feet in
stance phase, without collapse at the hips and/or
knees and/or ankles. These are reflexes not well
documented in literature. They are necessary for
standing and ambulation.

Synchronizer® to Stimulate
Leg Protective Responses

To stimulate leg protective responses there are
Synchronizers® on the parietal lobes which can
be located: 1 inch posterior to the coronal su-
tures and 1-1/2 inches lateral from the sagittal
Suture.

To stimulate leg protective responses, the
person can be treated with contact on the Syn-
chronizers®: in the supine position; then in the
sitting position; then in the standing position.

The hip and knee and ankle should be main-
tained in anatomic neutral with contact on both
Synchronizers® for 10 minute periods. This can
be performed first in supine, then in sitting, then
in standing (sitting is with an extended leg and
an extended hip, i.e., anatomic neutral).

Treatment can progress from passive
anatomic neutral of the leg with contact on the
Synchronizers® to assisted active, maintained
anatomic neutral. Then active anatomic neutral
progressing towards resisted maintenance of
anatomic neutral of the leg. These are all per-
formed with contact on the Synchronizers®.
Treatment sessions can be 10 minutes. A healthy
person will require 4-5 ten-minute treatment
sessions. A patient with neurologic deficits may
require 10 minute treatment sessions for S to 20
repetitions, depending on the nature and
chronicity and severity of the neurologic deficits.
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Step 8. Tibiotalar Glides—
Reflex Ambulation Therapy®

The tibia glides anterior over talus from mid
stance through initiation of push-off until the
toe begins to take pressure from the ground.

There is a requirement of 10° dorsiflexion
for tibiotalar glides to occur. It is common for
fixations (joint dysfunction with protective mus-
cle spasm and fascial dysfunction) to be present
with decrease in dorsiflexion, in the majority of
the population of healthy and ill persons.

When dorsiflexion is restored (i.e., there is
passive dorsiflexion of 10°) then tibiotalar glides
may be stimulated.

There are Synchronizers® for stimulation of
tibiotalar glides which are located at the pelvis.

Synchronizer® to Stimulate TibioTalar Glide

The Synchronizers® are located on the tip of the
ASIS.

Tibiotalar glides can be stimulated with con-
tact on the Synchronizers®. The tibia can be po-
sitioned anterior on talus in a supine position,
progressing to a sitting position, progressing to
a standing position, and then during ambula-
tion, with contact on the Synchronizers®.

The tibia can be maintained anterior on
talus, first passively, then assisted active, then
active, then resisted, with contact on the Syn-
chronizers®, progressing from supine to sitting,
to standing, to ambulation.

Treatment sessions can be 10 minutes dura-
tion. The healthy person requires 2 to 3 treat-
ment sessions of 10 minutes duration. A patient
with neurologic deficits may require 10 minute
treatment sessions, 5-20 repetitions.

Step 9. Subtalar Pressures—
Reflex Ambulation Therapy®

Subtalar pressures are the cushion effect be-
tween talus and calcaneus that allow movement
between the ground and the foot, and the heel
and leg.

The talocalcaneal joint (subtalar joint) has
the momentum/push-off effect for decompres-
sion of joints during stance phase.

In order to stimulate the subtalar cushion ef-
fect, Synchronizers® can be used.

Synchronizer® to Stimulate SubTalar Pressures

The Synchronizers® are located on both sides of
the pelvis 1 inch anterior to the trochanter and
172 inch superior from that point.

Traction can be maintained on calcaneus for
distraction of the talocalcaneal joint, while the
Synchronizers® are contacted. This distraction
and Synchronizer® contact can be maintained
for ten minute treatment sessions. This can be
performed supine, then sitting, then standing,
then during ambulation. During standing and
sitting, a superior traction from talus can be
maintained with contact on the Synchronizers®.
During ambulation, the joint is not distracted,
only the Synchronizers® are contacted.

Ten minute treatment sessions, 3 to 5 repeti-
tions may be required for a healthy person. A
patient with neurologic deficits may require ten
minute treatment sessions, 5 to 25 repetitions,
depending on the nature, chronicity, and sever-
ity of neurologic deficits.

Step 10. Flexors: Forces from Toes to Anterior
Lumbar Flexors—Reflex Ambulation Therapy®

The flexors are used for mid-stance to swing
phase, as control/force projectors of movement.

The flexors include the toe flexors, plantar
flexors, knee flexors, hip flexors, and lumbar
flexors.

The focused and synergistic flexor effect can
be stimulated with Synchronizers® which are lo-
cated on the pelvis.

Synchronizer® to Stimulate Flexors

The Synchronizers® can be located 1 inch lateral
from the pubic symphysis and 3 inches superior
from that point.
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The lumbar flexors, hip flexors, knee flexors,
plantar flexors, and toe flexors can be contacted
while the Synchronizers® are contacted. It is bet-
ter to have enough hands available so that all
muscle bellies can be contacted at the same time
as there is Synchronizer® contact. The leg can be
flexed at the hip, knee, and ankle in supine.
Treatment can progress to sitting. Then treat-
ment can progress to standing with the leg in
some flexion and some lumbar flexion. The Syn-
chronizers® are contacted during treatment.
Treatment sessions are 10 minutes in duration.
A healthy person may require 5-10 treatment
sessions of 10 minutes duration. A patient with
significant neurologic deficits may require 10
minute treatment sessions, 10 to 25 repetitions.

Step 11. Extensors: Pressures from Toes to Gluteus
and Spinal Extensors—Reflex Ambulation Therapy®

The extensors are the pressure/control forces
from mid swing-phase to mid-stance. They are
the forces of stability rather than mobility.
There are Synchronizers® which can stimu-
late the pressure/force effect during ambulation.

Synchronizer® to Stimulate Extensors

The synchronizers® are located 1 inch inferior
from the PSIS and 3 inches lateral from that
point on both sides.

To stimulate this pressurelforce phenome-
non, the extensors can be contacted including:
the toe extensors; dorsiflexors; knee extensors;
hip extensors; and lumbar extensors.

During contact on the extensors, the syn-
chronizers are contacted for stimulation of this
stability mode. It is best to have enough hands
available during treatment so that all extensor
surfaces can be contacted while the Synchroniz-
ers® are contacted.

The treatment can progress from: supine
with extended leg and dorsiflexion, to sitting
with straight leg and dorsiflexion and extended
hip, to standing, and then progressing to ambu-
lation. During these positions, the Synchroniz-
ers® are contacted as well as the extensor
surfaces of the leg.
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Integrative Manual Therapy

Integrative Manual Therapy was developed by Sharon Weiselfish-Giammatteo,
Ph.D., P.T. as the search for options. Many persons have contributed to this search;
the work of many professionals has been integrated into the dynamic process of to-
morrow’s answers for health care. The Integrated Systems Approach was the first
part of the discovery that no one single approach is sufficient for healing. Each cell
and fiber in the body has different properties, with different characteristics and re-
quirements for function. Many approaches are necessary to treat the whole body,
the total person. These approaches can be adapted to suit the cells and fibers of the
microcosm of a system. Structural Rehabilitation is integrated into a process of
Functional Rehabilitation so that the final product is outcome for the client.

DCR Dialogues in Contemporary Rehabilitation is the learning, research and re-
source center for Integrative Manual Therapy, an affiliate of Regional Physical
Therapy in Connecticut. Continuing education seminars in structural and functional
rehabilitation are offered throughout North America, and now Europe and Asia.
The following courses are offered and available for all health care practitioners.

Muscle Energy and ‘Beyond’ Technique
The Pelvis, Sacrum, Cervical, Thoracic and Lumbar Spine (Code: MET 1)
The Upper and Lower Extremities and Rib Cage, Introducing Tendon Release
Therapy (Code: MET 2)
Integrative Manual Therapy for the Low Back and Lower Quadrant (Code:
MET 3)
Type 11l Dysfunction of the Spine and Extremity Joints (Code: MET 4)
Visceral Mobilization with Muscle Energy and ‘Beyond’ Technique (Code:
MET 5$)
Strain and Counterstrain Technique
The Orthopedic, Neurologic, Pediatric and Geriatric Patient (Code: SCS 1)
Integrative Manual Therapy for the Autonomic Nervous System and Related
Disorders with Advanced Strain and Counterstrain Technique (Code:
SCS 2)
Myofascial Release for the Orthopedic, Neurologic, Pediatric and Geriatric Patient:
The 3-planar Fascial Fulcrum Approach (Code: MFR 1)
Myofascial Mapping for Integrative Diagnostics (Code: MFR 2)
Neural Tissue Tension
Assessment and Treatment of Neural Tissue Tension (Code: NTT 1)
Advanced Neural Tissue Tension (Code: NTT 2)



The Cranial Therapy Series

1. Osseous, Suture, Joint and Membrane (Code: CTS 1)

2. Membrane, Fluid, Facial Vault and Cranial Gear-Complex (Code: CTS 2)

3. Cranial Diaphragm Compression Syndromes; CSF Fluid: Production,
Distribution and Absorption; Immunology (Code: CTS 3)

4. Neuronal Regeneration, Cranial Nerves, and Neurotransmission (Code:
CTS4)

Developmental Manual Therapy for the Neurologic, Pediatric and Geriatric Patient
Emphasizing Muscle Energy, Strain/Counterstrain and Myofascial Release
Techniques (Code: DMT)

Integrative Manual Therapy

Integrative Manual Therapy for the Craniocervical, Craniofacial,
Craniomandibular Complex (Code: IMTCCC)

Integrative Manual Therapy for the Upper Extremities, Emphasizing
Strain/Counterstrain and Myofascial Release Techniques with Procedures
and Protocols (Code: IMTUEPP)

Integrative Manual Therapy for the Lower Extremities, Emphasizing
Strain/Counterstrain and Myofascial Release Techniques with Procedures
and Protocols (Code: IMTLEPP)

Integrative Manual Therapy for the Neck, Thoracic Outlet, Shoulder and
Upper Quadrant: Double Crush Phenomenon (Code: IMTS)

Integrative Diagnostic Series

X-ray Interpretation for the Manual Practitioner (Code: XR)

Integrative Diagnostics for Applied Psychosynthesis ( Code: IDAP)

Integrative Diagnostics For Manual Practitioners: Focus on Low Back Pain
(Code: IDLD)

Continuing education material is available for self-directed learning, including
books and videos. Professionals who wish to further their clinical practice at home
are invited to use this material

Books

1. Manual Therapy with Muscle Energy Technique for the Pelvis, Sacrum,
Cervical, & Lumbar Spine by Sharon Weiselfish-Giammatteo, Ph. D., P.T.

2. Integrative Manual Therapy for the Upper and Lower Extremites, An
Integrated Systems Approach Introducing Muscle Energy and ‘Beyond’
Technique for Peripheral Joints and Synergic Pattern Release with Strain
and Counterstrain Techniques by Sharon Weiselfish-Giammatteo, Ph. D.,
P.T. and Edited by Thomas Giammatteo, D.C., P.T.

3. Integrative Manual Therapy for advance Strain and Counterstrain for the
Autonomic Nervous System and Related Disorders by Sharon Weiselfish-
Giammatteo, Ph. D., P.T. and Thomas Giammatteo, D.C., P.T.

Videos
1. Muscle Energy Techniques to Correct Biomechanical Dysfunction of the
Pelvis Region (Pubes and llioscral Joint) (WE-V 1)
2. Muscle Energy Techniques to Correct Biomechanical Dysfunction of the
Sacrum (Sacroliliac Joints and Lumboscaral Junctiont) (WE-V 2)
3. Muscle Energy Techniques to Correct Biomechanical Dysfunction of the
Cervical, Thoracic and Lumbar Spine (Part [) (WE-V 3)



10.

11.

. Muscle Energy Techniques to Correct Biomechanical Dysfunction of the

Cervical, Thoracic and Lumbar Spine (Part 11) (WE-V4)

. Strain and Counterstrain Techniques for the Orthopedic and Neurological

Patient (WE-VS)

. Myofascial Release for the Orthopedic and Neurological Patient (WE-V6)
. Adxance Manual Therapy for the Low Back (WE-V7)
. A Patient in Process: The effects of Integrative Manual Therapy on Pain

and Disability(WE-V8)

. The Lower Back: Pelvis, Sacrum and Lumbosacral Junction, New

Standards for the Health Care Industry (WE-V9)

Muscle Energy Techniques and ‘Beyond’: Treatment of Type 11
Dysfunction of the Lower Extremities Joints (WE-VI0)
Muscle Energy Techniques and ‘Beyond’: Treatment of Type Il
Dysfunction of the Upper Extremities Joints (WE-V11)
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