
OMM 

OMM OMM OMM OMM  

Useful resources 
Dirty Medicine OMM: https://youtu.be/Q1_ZkS_u1_Q  

OMM slides: https://docs.google.com/presentation/d/13xNcxVUaXbBsZgCDoeZPMiRgjIdJmp7y/edit#slide=id.p1  
OPP/ COMAT review: https://jeopardylabs.com/play/opp-comat-review  

Quizlet: https://quizlet.com/583351984/omm-related-combank-topics-flash-cards/  
https://quizlet.com/583351984/omm-related-combank-topics-flash-cards/  

Qbanks: Comquest, Combank, Uworld 
Online MedEd: https://onlinemeded.org/spa/omm  

COMAT breakdown: 
1.​ MET diagnosis and treatment: ~ 20-30 questions** 

2.​ Sacral and innominate diagnosis and treatment: ~10 questions 

3.​ Cranial diagnosis and treatment: ~10 questions 

4.​ Counterstrain treatment (neck, ribs, abdomen, leg, arm/ hand): ~15 questions 

5.​ Viscerosomatics: ~10 questions 

6.​ Lymphatics: ~ 5 questions 

7.​ Stills technique vs FPR: ~5 questions 

8.​ Radial head and fibular head dysfunction: ~5 questions 

 
 
 

Diagnose somatic dysfunction ** 
 

If given the set up for treatment, delineate and reverse. Name it for what it likes 
-​ Better in extension= its extended 
-​ Better in flexion= its flexed  
-​ Moved into restrictive barrier 

-​ Sidebend left → doesn’t like left, so its sidebent right 
-​ Sidebend right → doesn't like right, so its sidebent left​ ​ ​  

https://youtu.be/Q1_ZkS_u1_Q
https://docs.google.com/presentation/d/13xNcxVUaXbBsZgCDoeZPMiRgjIdJmp7y/edit#slide=id.p1
https://jeopardylabs.com/play/opp-comat-review
https://quizlet.com/583351984/omm-related-combank-topics-flash-cards/
https://quizlet.com/583351984/omm-related-combank-topics-flash-cards/
https://onlinemeded.org/spa/omm


Rule of 3’s 

 
Spinous process and transverse process 

-​ BUM, cervical = BUM = superior facet surface faces back up and medial.  
-​ BUL, thoracic = BUL = superior facet surface faces back up and lateral.  

-​ T1-3= SP= TP 
-​ T4-6= SP half-way below respective TP 
-​ T7-9= SP in TP below it 
-​ T10-12= rule 3, 2, 1 

-​ BM, lumbar = BUM = superior facet surface faces back up and medial. 



 
 
 

Tender point vs trigger point vs chapman point 

 

Tender points → tx with counterstrain  
-​ Ribs held for 120 seconds 

Trigger points → tx with myofascial release. Cause sharp and 
radiating pain 
Chapman points: smooth, discrete nodules. Anterior chapman points 
are used to dx posterior points. Posterior points used for treatment  

 



 



 
 
Osteopathic Principles 
 
 

The 5 Osteopathic Models 
*On the comat* 



Biomechanic  Posture, motion, optimal structure and function of MSK to affect body’s 
homeostatic mechanism  

Respiratory/ circulatory Fluid movement, circulation and lymphatics for homeostatic responses 

Metabolic/ energetic/ immune Cell and organ function, nutrition, waste and metabolic processes; optimize 
body’s biochemical processes, energy use 

Neurologic CNS and PNS, viscerosomatics 

Behavioral Sleep, exercise, social support, diet. Manage stress 

  

 

 
 



 

Direct Indirect 

MET 
HVLA 
MFR (both) 
Stills technique 
Articulatory  
Soft tissue  

FPR 
MFR 
Counterstrain 
BLT 

Direct Techniques 

Direct myofascial release 1.​ Put tissue into restrictive (single/ 
stacked) 

2.​ Hold until release, reassess 

Soft tissue 1.​ Apply stretch to tissue, rhythmically 
apply stretch  

2.​ Improves blood circulation  

Articulatory   1.​ Position to restrictive barrier (~MET) 
and push into barrier 1-2 seconds 

2.​ Patient is passive  

Muscle energy / Golgi technique 1.​ Position to restrictive barrier  
2.​ Patient pushes against force 
3.​ Position into another barrier, anatomic 

barrier 
4.​ Post-isometric relaxation  

Still technique 
●​ FPR is only a portion of stills 
●​ INDIRECT → DIRECT 
●​ EASE → THEN COMPRESS 

1.​ Place in position of ease 
2.​ Add localizing force, move through 

restrictive barrier 
3.​ Return to neutral  

EASE- COMPRESS-BARRIER 

HVLA 1.​ Ask for permission 
2.​ Put into restrictive barrier 

Contraindications: never perform in extension 
Mets, fracture, AA joint (RA, Downs) 
OA, osteoporosis, disc herniation, RA



 

Indirect techniques 

Indirect MFR 1.​ Put tissue into position of ease (single/ 
stacked) 

BLT (balanced ligamentous tension) 
LAS 

1.​ Exaggerate injury pattern and move 
to position of ease 

2.​ Position in shifted neutral in all planes 
3.​ Use activating force (respiration) 
4.​ Wait for air hunger, return to neutral 

Use in patients who cannot tolerate other 
techniques 
*Disengage segment, exaggerate freedom, 
fine tune with respiration, palpate for release, 
reassess  

FPR 
-​ INDIRECT 
-​ COMPRESS → THEN EASE 

1.​ Flatten 
2.​ Compression while in neutral  
3.​ Take into ease/ what it likes 

Treatment position is the same as the position 
of dysfunction  
*place into neutral, apply compressive or 
torsional force, place back into ease, 
reassess 

Counterstrain 1.​ Tender Point 10/10 rating scale 



Gamma motor neuron 2.​ Place in position of ease 70% 
3.​ Hold 90 seconds 
4.​ Return to neutral  
5.​ Reassess 

Treat most tender point first, treat proximal, 
3+ TP → treat the middle point 

Functional technique Small motions with minimal force, elicit 
compliance 

Other 

Fascial distortion model  
(direct & indirect) 

Trigger bands (pull/ burn) 
Herniated points (fascial gap, little spot/ 

knot) 
Continuum distortion (from tendon to 

bone, spot painful at transition zone) 
Folding distortion (joint pain, need to 

refold) 
Cylinder distortion (bizarre symptoms) 
Tectonic distortion (joint symptoms) 

Dynamic strain  Inherent tissue motion 

 



 



House of Golden 

 
 

Heart  T1-5 
-​ Decompensated heart failure → 

volume overload 

Upper ureter 
●​ Above ureteropelvic 

junction 

T10-11 

Lower ureter  
-​ Below ureteropelvic 

junction  

T12-L1 

Upper GI (stomach -prox 
duodenum) 

T5-9 (sympathetic) 
-​ Greater splanchnic → celiac 



Vagus (parasympathetic), OA-C2 

Middle GI (distal duodenum-⅔ 
transverse colon) 

T10-11 (sympathetic) 
-​ Less splanchnic → SMA 

Vagus (parasympathetic), OA-C2 

Lower GI (distal transverse - 
rectum) 
Uterus, cervix, prostate, lower 
ureters, bladder 

T11-L2 
-​ LEAST splanchnic nerve → IMA 

Pelvic splanchnic (S2-4) 

 
 
Chapman points 

 



 
 

pharynx 3-4 cm medial to 1st rib emerges from beneath the clavicle= 

larynx 5-7 cm lateral to sternocostal junction on 2nd rib=  

 



 
 

right middle lobe: 
 

 T4-T5 

esophagus:  2nd ICS at sternocostal junction; midway bw SP and 
top of TP on 2 

Thyroid  2nd ICS at sternocostal junction  

 



​





 



 





 
 



 
 
Sympathetic viscerosomatic reflexes 

 
 

T11-L2 BLADDER 

https://youtu.be/nlPb-uVmcvA?si=g-I1oApM6rZ-RIQ2


TO-T11 gonads/ testicles/ ovaries 

T2-T8 Arms 

 

 





 
 



 
 



 
 

Posterior cervical counterstrain points  
 





 
 



 
 

PC1- inion Flexion OA 

PC1- occiput Extension OA SARA 

PC2 occiput Extension OA SARA 

PC2 SP Extension OA SARA 

PC3 SP 
-​ Inferolateral tip of C2 

SP 

Flexion SARA 

PC4-8 SP midline 
PC3-7 lateral  

Extension SARA 

 



 
 
 





 
 

  

Supraspinatus  

Posterior AC joint Lay prone, adduct arm across back with traction  

Subscapularis Supine, hold arm posteriorly over the table, internally rotate without traction (anterior point) 



Upper infraspinatus  

Infraspinatus  

Latissimus dorsi Supine, hold arm posteriorly over side of the table, internally rotation arm with traction  

Long head of biceps supine , supinate arm, flex the arm at 90 degrees at shoulder and elbow 

 
 

Cervical tender points 
 

 



’ 
 
 
 
 



 

ANTERIOR cervical tender points 

Maverick tender points 
-​ Not resolved when muscle is shortened 
-​ Must be positioned in opposite direction  



 

Posterior cervical tender points 

 
3 isnt E 
F PC1 

 



Clavicle 

 
Ribs 
Counterstain: Anterior axillary line 
Exhalation restriction = inhalation dysfunction 
Inhalation restriction= exhalation dysfunction  



 



 



 
 
 





 

 



 



 



 
 

Sacral torsions and tender points 

https://youtu.be/gfRhrZ59-Ns?si=8WV8GcYjDPSK2Jxz


 





 
 

Superior = CRS (flexion = counternutation) 
middle= postural (bending forward= base moves anterior) 

inferior= innominate 
oblique= dynamic→ sacral torsions 



 
 

Bilateral flexion Resist nutation, augment counternutation 

Forward sacral torsion  
 
Left on Left Sacral torsion 
Right on right sacral torsion 

Lay on axis side DOWN 
Left/Right LATERAL RECUMBENT 
Torso rotated towards the table, FACE the table 
Hips & knees flexed until lumbosacral motion appreciated 
Legs suspended off table, legs pushed to floor 
Patient raises feet to sky against resistance of movement 

Backward sacral torsion 
 

Lay axis side down, back rotated posteriorly.  
Torso rotated away from the table FACE UP (rotated posteriorly), 



Left on right sacral torsion 
Right on left sacral torsion  

Back on table 
Posterior rotation until lumbosacral motion is appreciated.  
Top of leg is adducted and flexed  
Top foot is hooked to bottom knee 
Patient pushes knee up to ceiling against resistance  

Sacral Shear Patient Prone 
Ask patient to hold breath/ breathe in 

-​ Inhale: unilateral sacral extension  
-​ Exhale: unilateral sacral flexion 

Physician places hand on 
-​ Inferolateral angle: unilateral sacral flexion → push 

anterior 
-​ Sacral base: unilateral sacral extension → push anterior 

Hold for 3-5 seconds, repeat and assess sacral motion. 

Treatment Acetaminophen 

 
 



 

 
 



 



L5/S1- spondylosis, spondylolysis, spondylolisthesis  

 
 

Spondylolisthesis 
-​ Anterior displacement  
-​ NO Pars interarticularis fracture 
-​ Worse with extension of spine 
-​ Positive vertebral step-off sign  
-​ Lateral x-rays 
-​ STEP OFF 

 



Spondylolysis  
-​ Pars interarticularis fracture 

 

Spondylosis Degenerative spine, age-related 
Osteophytes, narrowing disc space 

Sacralization  
-​ 6 Lumbar like vertebra 
-​ Congenital  
-​ Leads to lower back pain 

 

 



Pelvic tender points 



 



 
 

Pelvic tender point short cut 
Anterior = Supine + flexion  

-​ A1+5: SB & Rotate  TOWARDS 
-​ A2-4: SB & rotate AWAY 
-​ Psoas major: F, Ex rotate, lumbar SB 
-​ Psoas minor: Flex 
-​ Iliacus: F, Ex rotate, cross contralateral leg (“Criss cross ILiacus”) 
-​ Low ilium: FABER 

 
 
 



 
 



 



 



 



 



 
 
 

-​  
 



 
 

Knee OMM 
 

Posterior fibular head 
Get PAID 

Lateral knee pain 
Fibular head reciprocal motion with proximal fibula (anterior-posterior) 
Ankle prefers supination (plantarflexion, inversion, adduction) 
Talus is anterior, internally rotated and inverted 



dorsiflexion= fibular head moves anterior 
plantarflexion= fibular head moves posterior 
MET: anterior force on fibular head, pronate ankle → go back to ease 

Anterior fibular head Prefers anterior glide, resists posterior glide 
Ankle prefers pronation (eversion, abduction, dorsiflexion) 
Talus is Posterior, externally rotated and everted  
MET: posterior force on fibular head, supinate ankle → go back to 
ease 

ACL Stabilizes anterior motion of tibia 
Hyperextension of valgus deformity of the knee 
POPPING sound 
Dx: anterior drawer sign (90 degrees), Lachman test (30 degrees, 
MORE sensitive) 

PCL Stabilizes posterior motion of tibia 
High impact trauma 
Dx: posterior drawer test (90 degrees) 

MCL Medial motion of knee, resists valgus 
Most commonly injured 
Inferiorly bordered by pes anserinus  

LCL Lateral motion of knee, stabilizes varus stress 

meniscus Shock absorbers 
Popping, locking, giving away 
Twisting or sudden direction of change 
medial= mcmurray, EXternal rotation 
lateral= mcmurray, Internal rotation  

 



ANKLE OMM 





 
 

HVLA talotibial joint Dorsiflexion with traction, thrust is long axis 
Tightness of gastrocnemius 

Pronation (stable) Dorsiflexion, eversion, ABDUCTION 

Supination (unstable) Plantarflexion, inversion, adduction  
 

ARM OMM 
 



 

 
 



Elbow OMM 

 
 

Lateral epicondylitis Extend, supinate abduct 

Medial epicondylitis Flex, pronate, abduct 

 

Wrist OMM 
Radial head dysfunction  



 
 

Ulnar nerve  compression Wrist: cubital tunnel 
-​ Gunyon canal: bw palmar carpal ligament and flexor 

retinaculum (sensory  loss over 4-5th digits 
Elbow: medial epicondyle and  olecranon 

Median nerve compression Flexor retinaculum and carpal bones= carpal tunnel  syndrome (first 
3 digits and weakness of thumb and first 2 digits) 

Radial nerve compression Two  heads  of supinator muscle → weakness in extension of thumb 
and fingers 

Anterior radial head 
Anterior = pronation 
restriction  
Flex and thrust posterior  

Supination of hand- supination somatic dysfunction → 
HVLA=pronate arm and flex → thrust down and flex 
Fall on back stretched hand 

Posterior radial head 
posterior= supination  
Extend and thrust anterior 

Pronation of hand -pronation somatic dysfunction → HVLA supinated 
and flexed → anterior and extended thrust 
Fall on outstretched hand 



 
FOOSH= posterior radial head, pronation, glides posterior 

Restrictions: does not go anterior, supination 
Fall back= anterior radial head, supination, glides anterior 

Restriction: does not go posterior, does not pronate 
 

Spencer techniques 

 
 



Muscle movements of lower extremities 

 
 

Zink Fascial patterns 
●​ Low yield 

Facial patterns are “compensated somatic 
dysfunctions” 

Left- right- left- right in 80% of people 
Right- left-right-left in 20% of people 

Uncompensated facial patterns Left, left, right, right 



 

 

Short Leg Syndrome 
 
 

Short leg syndrome 
True measurement= ASIS + medial malleolus 



 
 



 
 

Cranial OMM 
Treatment 

●​ Compression of 4th ventricle: reduced CRI 
●​ Decompression of occipital condyles: normalize function of hypoglossal nerve 
●​ Life technique: cranial bone dysfunction of frontal or parietal bones 
●​ Venous sinus drainage: enhance CRI amplitude 
●​ V-spread technique: release restricted cranial sutures  

Vault Hold 

 



 
 

Attachments to dura 



C2, C3, foramen magnum, sacrum  

 
 



 
 



 



 
 
 

Cranial Strain patterns 
PRM (primary respiratory mechanism) 

-​ inherent mobility of brain and spinal cord (inhale shrink/ thicken), exhalation lengthens) 
-​ CSF fluctuation: glial cell pulsation, CRI normal= 10-14 cycles 

-​ intracranial and intraspinal membrane movement= dura mater attaches at C2-3 and S2 
-​ cranial bone articular mobility: limited movement 

-​ involuntary mobility of the sacrum bw the ilia= transverse axis, inelastic rope 



Paired bones 
SOVE 

-​ Sphenoid 
-​ Occiput 
-​ Vomer 
-​ ethmoid 

 

PATHOLOGIC 



Lateral strain  2 vertical axes  
Sphenoid deviates to side of dysfunction 

-​ Right lateral strain, sphenoid is right 
-​ Occiput deviates left, but moves right 
-​ PARALLELOGRAM 

 

 
2 Vertical 

vertical strain 

 

2 Transverse 

Compressions  

 

Poor suckling  
Severely reduced CRI 

PHYSIOLOGIC  



Flexion  
 
Physiologic 
2 horizontal  

 
flexion of midline bones, external rotation of paired 
bones 
head widens, decrease AP diameter 
flexion of SBS causes dura to pull cephalad, moves 
sacral base posterior  through superior transverse axis of 
sacrum= COUNTERNUTATION on transverse 
axis

  

Extension  
 
Physiologic  
2 horizontal  

extension of midline bones (sphenoid, occiput, ethmoid, 
vomer), internal rotation of paired bones 
extension of SBS causes dura to fall caudad, moves 
sacral base anterior through transverse= NUTATION 

 

Side bending  
2 vertical and 1 AP 

Side of sidebending/ rotation is side with the greatest 
opening  

 



Torsion 
 
1 AP axis 

Left torsion: left greater sign sphenoid is superior, left 
occiput interior  
Named for greater wing of sphenoid 

 

 

JAW OMM 
 

MET Position patient into barrier → isometric muscle contraction 
against resistance → reciprocal inhibition ⇒ contract 
toward their barrier 
NO APPROXIMATION of joint 



  

 

 
 
 
KNEE Jerks 

 
 

AUTONOMIC 
LEVELS 

 

 

Sympathetic 
viscerosomatics 

Greater splanchnic nerve: T5-9 
Lesser splanchnic nerve: T10-11 

 

Bony landmarks  C7= vertebra prominens BUM 



T3= spine of scapula 
T7 SP= inferior angle of scapula, TP of T8 
T2= sternal notch 
T4, 2nd ribs= sternal angle, carina  
Iliac crest= level of L4 males, L5 females 
Dimple of venus: PSIS, S2 

BUL 
BM 

Articulatory 
technique 

Stabilize vertebrae and spinous process below 
dysfunctional segment→  oscillate  

-​ Spencer technique for shoulder  

Low velocity, high amplitude  
Direct technique 

Spencer 
techniques 

  

Reciprocal 
inhibition  

Muscle energy that lengthens a short muscle 
(torticollis) 

-​ Gentle contraction in agonist muscle, 
reflexive relaxation of antagonist muscle. 
(capitis muscles → SCM) 

-​ LENGTHENS a muscle with gentle 
contraction  

Vs isolytic lengthening: similar, however, patient contracts 
muscle against a greater force where operators force is greater 
 
Post Isometric relaxation: direct MET involving contraction of 
painful  muscle  group  

Balanced 
ligamentous 
tension  (BLT) 

Used in acute dysfunction, indirect technique 
MYOFASCIAL, counterstrain and FPR are also 
indicated. 
Treats somatic dysfunction by moving the segment 
into direction of ease, restore ligamentous tension, 
uses patients breathing or muscular cooperation to 
overcome resistance 

Avoid HVLA, Stills, and muscle energy in acute dysfunction  
-​ Less aggressive and direct techniques  
-​ Do not directly engage the barrier 

Rib 1 Anterior and middle scalene  

Rib 2 Posterior scalene  

Riib 4-6 Pectoralis   

Rib 7-10 Latissimus dorsi   

Nursemaid elbow Radial head subluxation thru annular ligament  
Displacement of radiocapitellar line  
Slight flexion and pronation arm position  

Colles fracture is fracture of distal radial head and ulna  



Shoulder 
subluxation  

Anterior→ posterior: still technique is 
underhand pitch 
Posterior → anterior:  overhand pitch 

 

Carrying angle > 15 degrees= abduction of ulna + adduction of 
wrist= VALGUS 
< 15 degrees, ulna adduction, abduction of wrist. = 
VARUS 
ULNA and WRIST act opposite of each other  
 

 

Fat pad sign  Radial head fracture, FOOSH  

Acute TTA findings Boggy  
Normal range of motion with sluggish quality, 
vasodilation and edema of surrounding tissue, 
warm and moist  
 

 

Chronic TTA 
findings  

Ropy, stringy, doughy, flaccidity, fibrotic  
Dry and scaly skin, cool 

 

Viscerosomatic 
reflex 

Chapman's points are myofascial nodules of 
sympathetic tone  

 

Sympathetics to 
head 

T1-4  



Dysmenorrhea  Tx sacral inhibition / sacral rock  
Chapman points for uterus are sacral bases and 
between L4/5 transverse processes bilaterally  
Sympathetics: T10-L2= uterus → rib raising 
decreases sympathetic tone, enhance blood 
flow and relax uterus, decrease pain   
Parasympathetics: s2-s4= cervix 

Pubic tubercle chapman point = ovary  

Appendix  Anterior: tip of 12th rib.  
Posterior: transverse process of T11 

Adrenals chapman: T8-10 

Diverticulitis  Left sigmoid colon, left thigh along IT band  

Sacral rocking NORMALIZES parasympathetic tone of pelvic 
and lower abdominal viscera  

 

Post-Op ileus Reduce hypersympathetic tone by performing 
paraspinal inhibition of thoracolumbar junction  

 

Prostate  Chapman's point= lateral thigh   

Iliotibial band 
syndrome  

Knee pain in athletes, runners, lateral thigh pain  
Positive OBER'S test, originates from tensor fascia 
lata 
Pain over lateral femoral epicondyle 

Muscles insert at Gerdy's tubercle at the proximal lateral tibia, 
lateral femoral condyle  
Tx: sitting on floor, flex affected leg over the other, them pull leg 
in medially  

Forward sacral 
torsions 

Type I dysfunction  
R on R, L on L 
L5 rotates opposite, side bends same 

Negative spring = “junction springs freely” 

Backward sacral 
torsions 

Type II dysfunction  
L on R, R on L 

Positive spring  

Anterior radial 
head  

Prefers supination, restricted in pronation 
Resists posterior glide, prefers anterior glide 
 

Forearm held in pronation, while patient resists  

Posterior radial 
head 

Prefers pronation, restricted in supination  
Prefers posterior glide 
 
PPP 
AS 

Tx: MET, HVLA 
-​ HVLA place into SUPINATION and extension, apply 

posterior to anterior force on posterior radial head 



Wrist dysfunction  Flexion dysfunction: stuck in flexion, carpal  bones 
are dorsal → restricted extension 
Extension dysfunction: stick in extension, carpal 
bones ventral → restricted flexion  

 

Terrible triad  Radial head fracture, coronoid process fracture of 
ulna, posterior elbow dislocation  

 

Effleurage  Soft tissue technique stroking/ skimming over to 
push fluid back to heart 

 

Galbreath 
technique 

Otitis media, traction of jaw downward  

Anterior talofibular 
ligament pathology  

Positive ankle anterior drawer test Always Tears First 

SCM acute spasm  LEFT SCM 
-​ Right sidebending 
-​ Left rotation of neck  

Tx: muscle energy or myofascial release to lengthen spasmed 
muscle  

Thoracic inlet 
syndrome  

Uneven pulses due to compression of subclavian 
vessels and brachial plexus between anterior and 
middle scalene muscles  

Dx: military posture test 
Adson's test → loss of radial pulse with head turn extended 
arm. Compressed brachial plexus and subclavian vessels. 
Anterior and middle scalenes.  
 
Subclavius muscle under the clavicle protects the brachial 
plexus in clavicle fractures  

Rotator Cuff 
muscles 

Supraspinatus: ABduction 
Infraspinatus: External rotation 
Teres Minor: External rotation  
Subscapularis: Internal rotation  
Rotator cuff tear: ROM deficit 

“A, E, E, I the SITS muscles makes the arm touch the sky” 



Tendonitis: no ROM deficit 

Shoulder tests  AC joint: Cross arm test, apley scratch  
Bicipital tendonitis: speeds test, yergason's test 
Glenohumeral joint instability: sulcus sign, inferior traction  
Subacromial bursa impingement: hawkins test, neer/ painful arc 
Supraspinatus: empty can test, Drop arm test 

Nerve 
impingement 

Extra cervical rib and scalene: brachial plexus 
Corachobrachialis: bench pressing, traps 
musculocutaneous nerve 
Teres major: quadrangular space, axillary 
nerve 

 

Sympathetics to 
lower extremities 

T10-L2  

Plantar fasciitis Tight calf muscles: gastrocnemius, soleus. Achilles 
tendonitis  

Tx: counterstrain of gastrocnemius with plantarflexion and knee 
flexion  

Wallenbergs test Vertebral artery insufficiency   

Postpartum sacral 
dysfunction  

Bilateral sacral flexion  
-​ Labor 

Deep sacral sulci and shallow ILAs 

Diverticulitis 
(sigmoid colon) 

Left anterior iliotibial band chapman point  T12-L2 

Flexion  External rotation of paired bones 
Decreased AP diameter, eyes further apart 
Dura pulled caudad 

Sacral counternutation  

Extension  Internal rotation of paired bones 
Increased AP diameter,  eyes closer together  
Dura pulled cephalad 

Sacral nutation  

Posterior radial 
head 

Repeated pronation and supination  
Fall forward on outstretched hand 
 

Pronates, but cannot supinate 
Tx: forearm held in pronation while patient resists 

Anterior radial Fall backward on outstretched hand Post-isometric MET:  put patient into pronation and have them 



head Radius is supinated, barrier is pronation  
Restricted wrist FLEXION  
Restricted DORSAL glide of carpal bones 

contract into supination against counterforce 

Pronator teres 
syndrome  

Numbness and tingling  

 

Posterior 
fibular 
head  

-​ PIP 
-​ Inverted 
-​ Plantar 

Flexes  
-​ Supinated  

Fibular head resists anterior glide 
Anterior lateral malleolus resists posterior gliding  
Ease of plantarflexion / restricted dorsiflexion  
Ease in inversion / restricted eversion  
Foot is supinated  
PED restriction  

See-saw motion  
-​ Fracture of posterior fibular head can damage the 

common fibular nerve 
Tx: MET 
HVLA 

-​ Posterior fibular head= pronate ankle= dorsiflex, 
abduction, eversion (PED) 

-​ Anterior fibular head= supinate ankle= plantarflex, 
adduction, inversion (PIA) 

Winged scapula “Asymmetry of upper back”= C5-7, long thoracic 
nerve, serratus anterior  

7 heaven  

Adrenal gland 
sympathetics  

T8-10 
2x1 inch above umbilicus  

 

Chapman Points I am funny→  Eye= humerus  
I heard you broke your clavicle→ Ear= clavicle 
(superior proximal) 
STLP, 11SC→ sinus, tinsel, larynx, pharynx= 1st 
rib ICS, Sternoclavicular   
appendix= comes after right 12th rib 

 

Chapman points FLip rule. Open up the guts and fold it down.  Posterior of iliotibial band= prostate  



for GI Iliotibial band.  
Sigmoid on upper left lateral thigh 
Splenic flexure: lower left lateral thigh  

Chapman for 
adrenal  

2x1 inch above umbilicus   

Scoliosis Idiopathic and women #1 
Dextro: right, convex right 
Levo: left, convex left 
Structural: does NOT correct with sidebending. 
Adams forward bending test assess spinal 
curvature.  
Functional: Does correct with sidebending. 
Functional FIXES. Due to short leg syndrome 
Mild: 0- 20 → OMT 
Moderate: 21-45 → Omt + bracing 
Severe: 50+--> surgery , respiratory issues 
> 75 degrees= CV involvement , surgery  
Progression of angle > 5 degrees/ year → surgical 
correction  

Cobb angle  
-​ Measure of scoliosis severity  
-​ Superior - top and inferior - bottom 

 

Short leg 
syndrome  

Functional short leg= COMPENSATORY somatic 
dysfunction, hip replacement  or short leg 

-​ Anterior innominate rotation  
-​ Tx: OMT HVLA 

Anatomic short leg= genetic  
-​ Posterior innominate rotation  
-​ Heel lift for younger patients  

Heel Lift Tx: 1/16” in elderly, ⅛” in young, ½ “ 
maximum every 2 weeks*** 3.2mm (⅛”) with goal 
of half of total height difference 
Heel lift GOAL: ½ to ¾ of LLD in chronic case, full 
correction of LLD in acute case (hip replacement) 

 
 
Findings: 
Uneven landmarks bilaterally 
Lumbar spine: SART 
 
Posterior hip dislocation: short leg, internally rotated, injury to 
sciatic nerve  

T10-T11 Middle Gi tract (lesser splanchnic, SM ganglion) 
Kidney, upper ureters [lower ureters T12-L1] 
Gonads (ovary, testes) 

prostate= T12-L2 
Uterus, cervix= T10-L2 

T11-L2 Bladder, penis, clitoris, Legs  



Occipital condylar 
decompression  

Poor suckling in newborn 
Decompress/ myofascial occipital condyles 
and normalize CN XII. apply cephalad and lateral 
force at base of occiput  
Nerve entrapment of CN IX, X, XI at the jugular 
foramen and CNXII at hypoglossal foramen  

 

Fibular head Named for movement of ease.  
Lateral malleolus restriction  is opposite of fibular 
head restriction  

Teeter-totter  

Piriformis 
syndrome 

Bending, hunched over position. Pain with 
standing and walking.  
Peripheral irritation of sciatic nerve at the piriformis 
muscle  

-​ Sciatica has the same symptoms, 
originates at the nerve root 

FABER ½ between ILA and greater trochanter  
Stretch: cross leg over knee and bend forward

 

CRI Decreased in stress, depression, chronic fatigue, 
pituitary tumors. 
Increased in acute fever, exercise, hyperthyroidism  

-​ CV4 

Normal: 10- 14 
Decreased with depression or hypo physiologic states.  

Direct treatment  Engages restrictive barriers, away from position of 
ease.  
Place patient into barrier that you found it in  

 

Interossei  PAD: palmer adduct  



DAB: dorsal abduct  

Rotator cuff tear Most common is supraspinatus tendon. Drop arm 
test and painful arc test.  

Infraspinatus: promotes external rotation  
Teres minor: external rotation 
Supraspinatus: abduction (inn suprascapular n.)  
Subscapularis: internal rotation  

Parallelogram  Lateral strain pattern, 2 vertical axes in same 
direction  

Neonate with misshapen head  

Psoas syndrome  Thomas test. Pt is supine, flexes right knee to 
chest and extends opposite leg off table.  
Pain with hip extension  

-​ Abscess: fever, CT abdomen, IVDA, 
appendicitis 

Tender point between the ASIS and umbilicus  
Pelvic shift to opposite side 
Nonneutral lumbar dysfunction on affected side 
Tender point medial to ASIS 

Muscular imbalance, strain, spasm, tendonitis, contracture of 
the iliopsoas muscle.  

-​ Kidney stones/ ureter cause viscerosomatic reflex to 
this muscle  

-​ Quadratus lumborum has overlap (inn by T12-L4) 



 

 

Iliolumbar ligament 
sprain 

Very common cause of low back pain 
Tender point at posterior iliac crest 

 



V-spread 
technique  

Alleviate restrictions along cranial sutures 
Apply traction to cranial bones until restriction is 
released  

 

CV4 technique  Restore CRI, resist FLEXION until a Still point is 
reached.  

 

Parietal lift Treat squamous suture dysfunction   

Venou sinus 
technique 

Decrease congestion in dural venous sinuses, 
improve circulation thru jugular foramen 

 

“Fall on buttocks” Superior shear of affected side  
Medial malleolus, ASIIS and PSIS are all superior  

Tx: Abduction and internal rotation of SI joint → gapping. HVLA 
engages restrictive barrier 

Fryette type 1 Neutral, sidebending and rotation are opposite  
-​ OA 

group of segments *  

HVLA treatment is a thrust, position patient and rotate into 
barrier (rotate patient right→ segment is rotated left).  
Treat at apex (in the middle of the segment) 

-​ NRLSR → Tx is N RRSL 

Abduction 
dysfunction of ulna 

Increased carrying angle, increased abduction. 
Increased ease of medial glide of olecranon 
process. Wrist is adducted  

 

 RIBS are named for where they are STUCK! That is their dysfunction. BITE 

Exhalation 
restriction/ 
inhalation 
dysfunction  

Hurt during inhalation, stuck exhaled down 
Exhaled SD= anterior TP 

BITE: bottom= inhaled, top= exhaled  

Inhalation 
restriction/ 
exhalation 
dysfunction  

Hurt during exhalation, stuck inhaled/ up 
Inhaled SD= Posterior TP 

Ribs stuck in inhalation (exhalation dysfunction) common in 
asthma and COPD 



 

Scoliosis  

Backward sacral 
torsion  

Sphinx: landmarks more prominent. Posterior ILA 
and Deep sulcus on opposite sides.  
L5 rotated opposite of the axis.  

Non-physiological, L on R more common.  

Bilateral sacral 
extension  

Pregnant women accommodate enlarging fetus  
Restrictive sacral rock, negative seated flexion 

Bilateral sacral flexion after childbirth  

Lateral strain  Sphenoid and occiput turn clockwise on 2 Direct blow to lateral head  



transverse axes (left) 
Or counterclockwise (right) 
Parallelogram head: index finger goes to right, 
pinky finger does to left 

Unilateral sacral 
flexion  

Unlevel ILAs= sacral shear → ILAs are posterior  
Sphinx improves asymmetry → dysfunction is 
anterior  

 

Unilateral sacral 
extension  

ILAs are inferior  
Sphinx worsens asymmetry  

 

Direct treatment to 
spine 

Reverse all planes of potion in diagnosis  
FRLSL → ERRSR 

Neutral dysfunctions remain in neutral position  

Facilitated 
positional release 

Indirect, passive technique : balanced neutral 
position of tissues, gentle activating force. 
Negative stretch reflex mechanism  

Facilitation: highly excitable spinal segment needs  
-​ Less afferent stimuli 
-​ Higher resting membrane potential 
-​ Hyperexcitable neural state 

Muscle energy  Place patient in restrictive barrier → 
post-isometric relaxation → push toward ease 
with physician resistance → maintain contraction 
for 2-5 seconds → relax → slowly reposition → 
repeat   

Isometric: physician and patient contraction forces are equal  
Isolytic contraction: lengthen short muscle and mobilize joint 
restrictions. Physician force >  patients 

9 physiologic 
principles in MET 

Torticollis: reciprocal inhibition  
Crossed extensor reflex: severely injured areas, one flexor 
contracted and contralateral flexor relaxes and extensor 
contracts.  
Isolytic lengthening: operator force lengthens muscle by 
exceeding patient force.  
Oculocephalogyric reflex eye motion to cause reflex muscle 
contraction , post isometric relaxation of reciprocal inhibition  
Respiratory assistance: voluntary breathing to create 
muscular forces as  fulcrum during muscle energy   

Myofascial 
release 

Passive direct or indirect technique 
Move into the barrier and into the ease 
 



Muscle 
contractions  

Isometric: increase tension without movement (MET)- entire biceps curl, no shortening of the muscle, pushes 
against resistance  
Isolytic: eccentric, muscle contraction against resistance with muscle lengthening (physician force > patient force) 
Eccentric: lengthen muscle during contraction (weight down)==> MUSCLE injuries due to too heavy equipment  
Concentric: flexing, contracting muscle with external force 
Isokinetic contraction: concentric contraction with constant Speed of contraction  
Isotonic: approximation of muscle origin with out increase in tension , CONTROLLED/ CONSTANT 

Patellofemoral 
pain syndrome 

Runners knee, pain worsens with going up or 
down stairs 
Large Q angle, imbalance of quadriceps muscle. 
Knee cap deviates Laterally.  
J sign: patella tracking in joint with contraction of 
quadriceps. Weakness of vastus medialis, 
abnormal lateral tracking of patella.  

Treatment: strengthen vastus medialis muscle.  

Medial tibial stress 
syndrome 

Shin splints, tenderness over anterior tibia, stress 
fracture 

 

Ear Chapman's point for ear: ABOVE proximal third of 
clavicle 

Below proximal third of clavicle= sinuses 



Skin receptors Merkel Disc: Deep static touch  
Ruffini: Fingertips rough, slippage 
Pacinian: Pacific, deep pressure 
 

Viscerosomatic 
reflex 

Visceral pain → somatic pain (heart attack)  

Viscerovisceral 
reflex 

Gastric pain and GI motility   

Somatovisceral 
reflex 

Injury causes visceral response   

Ganglia  Sympathetic and parasympathetic effects on viscera 

 



Cervical OMM Nerves enter ABOVE corresponding vertebra. C8 
exits below C7 
“7 UP, 8 DOWN”

 
Radiculitis: sensory 
Radiculopathy: muscle and reflex  
Spurling test: extend and sidebend to side of pathology —-> 
Foraminal stenosis 
 
Rheumatoid arthritis and down's syndrome have weak 
transverse ligament of the atlas → avoid upper cervical neck 
HVLA 

Cervical motion  

 
AA joint: Flexion locks out other motion, focus 
solely on AA rotation  

“The cervical spine is the First Real Segment” 
-​ OA= flex/ extend 
-​ AA= rotation 
-​ C2-C7= sidebending  

OA is type 1 like, sidebending and rotation opposite  
C2-C7 is type 2 like, sidebending and rotation same

 



 

Cervical pathology  Alar and transverse ligaments are weak in Down's 
syndrome and RA 
Avoid cervical extension in vertebral artery 
insufficiency  
Whiplash causes loss of cervical spine lordosis  

 

Cervical Facet 
orientation  

 

Facet orientation  
-​ Cervical: BUM 
-​ Thoracic: BUL 

-​ Lumbar: BM  



Rib categories  Ribs 1-7 
-​ Increased length and curvature as you 

descend inferiorly  
Ribs 1-5 have pump hand motion, AP diameter 
Ribs 5-10: Bucket handle 

-​ Ribs 8-10 are false ribs  
Ribs 11-12: floating, caliper motion , transverse 
diameter  

Direct attachment to the sternum  

 

Typical ribs Head, neck and body. Neurovascular groove. One 
facet articulates with same and superior  vertebrae 

 

Atypical ribs Rib 1: 1 facet, 2 grooves for subclavian vessels 
Rib 2: rough area for serratus anterior 
Rib 10: 1 facet 
Ribs 11-12: no neck, 1 facet  

 

Rib motion Pump handle: AP diameter increases with 
inhalation  
Bucket handle: transverse diameter increases with 
inhalation  
Ribs 11-12: down and out motion with inhalation  

 

Inhalation 
dysfunction  

Rib stuck UP/ inhaled Key RIB: BITE= 
-​ inhaled= Bottom-most rib  
-​ exhaled= top-most rib 

 

Exhalation 
dysfunction  

Rib stuck DOWN/ exhaled 



Thoracic anatomy T3= spine of scapula 
T7= inferior angle of scapula 
Diaphragm: attaches to L1-3, Ribs 6-12.  

Rule of 3:  

Diaphragm  Attaches to xiphoid, ribs 6-12, L1-3 vertebral 
bodies 

Phrenic nerve block 

Surgical neck 
fracture 

Axillary nerve injury: flat deltoid, loss of abduction, 
loss sensation C5 

 

Midshaft fracture Radial nerve injury , wrist drop, decreased grip 
strength, loss of sensation over dorsal arm  

Crutches, saturday night palsy  

Supracondylar 
fracture 

Median nerve. Ape hand and pope’s blessing.  
Loss wrist flexion. Loss OPPOSITION. Loss of 
thenar sensation, dorsal palmar aspect and lateral 
3.5 digits 

 

Medial epicondyle 
injury  

Hook of hamate / fall on outstretched hand.  
Guyon's canal/ flexor retinaculum 
Ulnar claw, radial deviation, loss AD/ ABduction of 
digits 

GOLFERs elbow 
counterstrain= flexion and pronation with minor motion of 
adduction  



Upper extremity 
nerve injury 
patterns  

 

Clavicle AC and SC joints move like a teeter-totter. One 
goes up, the other goes down  

 

Carpal tunnel 
syndrome 
 

-​ ABductor 
pollicis 
Brevis 

-​ Opponens 
pollicis  

-​ Flexor 
pollicis 
brevis  

*BREVIS 
sandwich  

Entrapment of median nerve in flexor retinaculum. Paresthesias in first 3.5 digits, tinel and phalen test 
Tx: BRace + OMM 

Fall on 
outstretched hand 

Scaphoid fracture: Proximal scaphoid risk of 
avascular necrosis (dorsal branch, radial artery) → 
serial xrays and MRI.  

 



De Quervain's 
tenosynovitis  

Inflammation of 1st dorsal compartment along 
thumb.  
Abductor pollicis longus, extensor pollicis brevis.  
Finklestein’s test 

 

Epicondylitis Medial= Golfers. Flexor muscle tendons 
Lateral= tennis, extensor muscle tendons 

 

Sacral motion axis Superior sacral axis= cranioSacral motion/ S2 
(nutation, counternutation) 
Medial= postural motion  
Inferior: innominate motion, S4 

 

Anterior Lumbar 
counterstrain 

 

AL1 (medial) F STRA 
#1= STAR 

Same side as dysfunction  

AL2 (medial) F SART Opposite side of dysfunction  

AL3 (Lateral) F SART Opposite side of dysfunction  

AL4 (inferior) F SART Opposite side of dysfunction  

AL5 (lateral to physis, 
superior pubic ramus) 

F SARA 
*sarah spelled with 5 
letters 

Same side of dysfunction  
Or frog legs (FABER) 

 

OA Type 1 mechanics, side bending and rotation are 
opposite  

-​ Primary  motion is flexion and extension 
rotation restriction  

-​ Posterior left 
-​ Anterior right 

HVLA bring the joint into the barrier  

Dural Axis, Foramen magnum, C2, C3, S2   



attachments -​ Allow for craniosacral motion  

Primary motion of  
neck segments 

OA= flex/ extend → fryette 1= sidebending/ 
rotation are opposite 
AA= rotation  
C2-C4= rotation  
C5-7= sidebending  

 

Latissimus dorsi Adducts, extends and internally rotates the 
humerus  

 

Anterior rib tender 
points 
 

AR1= below clavicle on 1st chondrosternal 
articulation  
AR2= MCL, superior rib 2 
AR3- 10= axillary line  

 
Posterior tender points are on angle of rib  

 

Anterior thoracic 
counterstrain  

Anterior 1-6: flexion +/- sidebending and away 
rotation 

Anterior 7-12 STRA 
Apparently is flex,sidebent towards and rotate towards 



 

 



Posterior thoracic 
counterstrain  
 

-​ Midline on 
inferior 
aspect of 
SP 

-​ Inferolatera
l aspect of 
SP 

-​ Posterolate
ral aspect 
of TP 

Spinous or transverse process E SARA 

 

 

Posterior cervical 
counterstrain  

ESARA 
-​ Inion (flexion only) 
-​ PC3 (FSARA) 

 

Cranial bones Ethmoid: CN I 
Sphenoid: Superior orbital fissure CN III, IV, V1, VI 

-​ Foramen rotundum: V2 
Temporal bone: CN VII, VIII, IX 

-​ Foramen spinosum: V3 
Occipital: CN IX, X, XII 

 

Adhesive capsulitis   



Lymphatics 
treatment order:  

Thoracic diaphragm abdominal release → 
abdominal diaphragm → pedal pump and 
effleurage  
Thoracic duct: left side of body: abdomen, B/L LE, 
left arm, left head/ neck 
Right side of body: right arm/ head/ neck, LLL 
lung,  

Zinks common compensatory pattern: 
-​ OA rotated left 
-​ Cervicothoracic (CT diaphragm) rotated right 
-​ Thoracolumbar (abdominal d): rotated left 
-​ Lumbosacral junction (pelvic): rotated right 

Soft tissue 
techniques 

Engage deep cervical muscles and use rhythmic 
perpendicular stretching: longitudinal, 
perpendicular (kneading), direct inhibition or 
sustained pressure 

-​ Tension headache  

Direct inhibitory  pressure: apply deep sustained pressure to 
muscles around joint 
Percussion device: apply oscillatory pressure to superficial 
muscles 
Myofascial release: engage cervical muscle in many planes 
and await release 
Parallel traction : reduce cervical lordosis while applying axial 
traction through neck  

HVLA- kirksville 
crunch  

Direct technique for neutral dysfunctions 
-​ Place into barrier (SR RL → SL RR) 
-​ Place thenar eminence on the side it is 

rotated/ most prominent 

Somatic dysfunction is named for its ease 

Acute cervical 
strain  

Indirect techniques (with or without fracture from 
MVA), rest, NSAIDS 

 

Jones 
counterstrain for 
UE 

Subscapularis muscle: anterolateral surface of 
scapula 
Biceps: long head of biceps muscle 
Pronator teres (medial epicondyle) 
Levator scapulae: inferior scapula  

Tender Points are small, tender areas the size of a fingertip. 
Found enar bony attachments of tendons/ ligaments or muscle 
bellies 

Barriers Restrictive barrier: maximum distance a patient 
can move a joint, sometimes pathologic 
Physiologic barrier: maximum point a patient can 
actively move a joint in absence of dysfunction  
Anatomic barrier: maximum point a joint can move 
(bone, joint, muscle dependent) 
Elastic barrier: range between physiologic and 
anatomic barrier where passive ligamentous 
stretching occurs before tissue disruption  

 



Axis Anterior/ posterior axis: coronal plane= 
sidebending 
Horizontal plane: vertical axis, rotation  

-​ AA (C1-C2) motion  
Sagittal plane: flexion, extension  
Coronal plane: sidebending 
Transverse plane: rotation  
Transverse axis: fixed position where motion 
occurs with in the sagittal plane 
 
Plane= direction of motion  
axis= fixed structure upon which the plane of 
motion occurs  

 

Anterior lumbar 
points  

 



Anterior pelvic 
tender points  

 



Posterior pelvic 
tender points  



Posterior sacrum 
tender points  



Knee counterstrain  

 

Popliteus: belly of popliteus muscle inferior to the popliteal 
fossa 
PCL: center/ below the center of popliteal fossa 
Medial meniscus/ MCL: medial aspect of the knee at the 
medial joint line  
ACL: superior posterior fossa medial or lateral to hamstring 
tendons  

Fibular head  Posterior fibular head= compression of common 
fibular nerve (foot drop), exaggerated 
plantarflexion  
Anterior fibular head= exaggerated dorsiflexion  

Deep fibular nerve: toe extensor, sensation between 1-2nd toe 
-​ Entrapment under extensor retinaculum from tight fitting 

shoes 



Physiologic motion 
of spine 

Flexion/ extension: FEST (sagittal plane, 
transverse axis) 
Rotation: RVT (vertical axis, Transverse plane) 
Sidebending: AP axis, coronal plane 

 

L5 and sacrum  

 

Tender points Do not refer to pain. Painful on compression.   

Myofascial Trigger 
point  

Small hypersensitive points in myofascial 
tissues.  
Somatic manifestation of a viscerosomatic, 
somatovisceral or somato somatic reflex 
REFERS PAIN  
 

Trigger point= referred pain, triggers pain elsewhere 
 

Ankle  Anterior drawer test: anterior TALOfibular ligament → rolled inversion, pain with supination  
Talar tilt= calcaneofibular ligament  
Squeeze calf and no plantarflexion= achilles 
Kleiger test (external rotation)= deltoid ligaments  
Squeeze test= syndesmosis of tibia and fibula 



Syndesmotic high ankle sprain: tibiofibular  

 

Trigeminal 
neuralgia 

CNV 
-​ Sensory innervation to the face 
-​ Muscles of mastication: Masseter, temporalis, lateral pterygoid  

 



Lower extremity 
innervation  

Chapman point for 
upper respiratory  

Above proximal third of clavicle: EAR 
Below proximal third of clavicle: SINUSES  

 

Herniations  Subfalcine: medial frontal lobe and cingulate gyrus 
cross under anterior falx → primitive reflexes 
Tonsillar: posterior fossa through foramen 
magnum → death  
Transcalvarial: cranial trauma, skull fracture 
Transtentorial: medial temporal lobe herniation 
through tentorium, compresses PCA, CN III and 
cerebral peduncle. DOwn and out eye.  

 

Elbow  Lateral UCL: inserts on supinator crest, varus 
resistance.  
Lateral collateral ligament: resists varus stress, 
stabilizes annular ligament  
Quadrate ligament: anterolateral ulna and anterior 
radial neck under annular ligament. Tightens on 
supination.  
Ulnar collateral ligaments: stabilize valgus stress 
on elbow and attach between medial epicondyle 
and coronoid process.  

UCL injury 
-​ Baseball player 
-​ Increased Valgus  



Spondylolisthesis  
 
Usually L5/ S1 
Type III= L4/5 

Jones 
counterstrain 
points for arm  

Biceps: long head of biceps 
Supinator: anterior radial head  
Subscapularis: anterior and lateral surface of 
scapula 
Pronator teres: medial epicondyle  
Levator scapularis muscle: medial scapula near 
muscle attachment  

 



Spinal ligaments  

 

Ligamentum flavum: connects laminae of adjacent vertebrae 
PLL: posterior vertebral canal,  
Interspinous ligament: adjacent SP 
Lateral to medial: Iliocostalis, longissimus, spinalis  

Precentral gyrus  UMN, motor  

Postcentral gyrus  Somatosensory   

Innominate 
rotations 

Anterior innominate- hip extensors 
Posterior innominate- hip flexors  

 

TMJ Jaw pain, worse with chewing, bruxism, trauma, 
dental procedures 
-lateral pterygoid opens mouth 
-masseter, medial pterygoid, temporalis muscle 
close mouth 

Tx: masseter myofascial release  
Direct MET (post isometric relaxation) 
-shorten hypertonic muscle 
 



Red flags of back 
pain 

 

 

   

   

 
 
 





 
 
 
 

CRANIAL 



 



 

Cranial cephalad = sacral counternutation 
Caudad = sacral nutation 
Craniosacral motion - inherent craniosacral motion occurs at the superior transverse axis of the sacrum at S2 





 

 
Adrenals T8-T10 
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