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Thank you for asking me to return to
vour lovely country after 40 years!
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General Overview






Applied Kinesiology is
the assessment of the
motor response to a

sensory challenge

AK+ sensory challenge 0| CH{ ot
motor response S B 7S} =
40| C}




Applied Kinesiology is...

* A system which evaluates our structural, chemical
and mental aspects.

* |t employs muscle testing with other standard
methods of diagnosis.

CE standard ot T THEE 0} SHIH| muscle testing = A& FCF.

* Nutrition, manipulation, diet acupressure, exercise
and education are used therapeutically to help
restore balance and maintain well being
throughout life.



In this advanced
module we are going
to focus on the
structure.

O|H B E0f| A= structureOf]| A S
22 B}

But this does not
exclude us
remembering the
other sides of the
triangle of health an
considering, at all
times, whether they
may be involved.

S} X| Bt triangle of health | CI=
Y C 12sHof B}
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The body balance

The AK Interpretation

STRUZTURE
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Pia mater

Dorsal rootlet

Arachnoid

Subdural space
Dorsal root

— Epidural space
Spinal ]
(dorsal root) ganglion

Spinal nerve

Ventral medial fissure

Dura mater

Two segments of the spmal cord and its menin-
geal coverings.






Vitruvian Man

old style






The examination procedures of Applied
Kinesiology are really its essence



 “The primary advantage of AK is its ready
capability of finding a problem,
determining what type of correction is of
value, and finally, ascertaining if
correction is obtained”.

D. Walther



Faulty Alignment

e Posterior View
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The ‘Big Four’ Posture Components

Torso
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The learners (sometimes)painful journey H| 2=
AME=2 710 NTEAH H|S9| S

off M FALGHSsH= &0}
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Practice, practice, practice.
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Components of Postural Alignment

Skeletal
Structure

Soft Tissue
Integrity

Neurological
Control

Size and shape of
bones

Ligamentous
stability

Inborn reflexes

Alignment /
function of joints

Balanced muscle
support

Habit /
psychology




Finding Hidden Problems
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How does.'t'he artjs

Ol&7te OfEA E0f



Muscular/structural function

* When muscular function is balanced

e Structure is balanced!

© 289/ 750] 28

20|H, AXRE A
ZrolLCt.
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Muscular/structural dysfunction

* |If functional muscle weakness is primary
* The antagonist contracts from lack of opposition

* Generally this will lead to pain in the contracted
muscle

7| 5% 28487} primary2t
s EC R )
0= Er5E 2504 558 2ozir
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The Master: Paris, 1990.
’ l :




Helen Zechmeister, aged 91
a
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Muscle Spindle
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REACTIVE MUSCLES

A Reactive Muscle is one that tests weak after

another muscle has previously contracted.

» Bisd 252 19 dAoHHE 4ot ChE 25=

|71 LEA] ZALS 801 ofsj R



Goodheart postulates

e that the neuromuscular spindle is;
e 'set too high’
* thus as the primary muscle contracts;

* the 1a afferent impulses cause over abundant
inhibition of an antagonistic muscle through
the inhibited interneuron

4t 3d 250 Ci St Dr. Goodheartl| 7tE 2 MZ 271 HE =A I E O,
AKX 2=0| ==3t0]| [C}2}, 1a afferent impulses = inhibitor interneuron= S-5||
2SS MESHA AKX A ZICE.



. E.g.
knee pain, strong quads and hamstrings when tested separately
but...

when the hamstrings are tested, and then the quads immediately
afterwards, then the quads become temporarily weak.

These are, as you might expect, often, but not by any means
exclusively, associated with athletic injury.
0E S0 FE0| O 8RO LHEIA =20t =22 44

M= ZotX[2 =25 AAHTS)5t L HIZ 2|2 IHEAMR25 HASHH
CHE[AFFZ20| EAHL =2 2t EIC

Ol +2 25 &1 20| UL

—



STRAIN COUNTER STRAIN

- BODY’S MEMORY OF STRAINED STATE FROM A
PRIOR MUSCLE INJURY OFTEN A REACTION TO A
SYNERGIST MUSCLE SIMILAR TO TRIGGER POINTS

OF Travell
- O[O UAE 2= L2282 HO| ZIFE[0| Cfet
=2| 7|2 &5 Travelle| EC|HEQIE r H| =5t
20| Chgh HrS0f| 2|5 A 4 ZICt.

« Strain counter strain 29| ==0f Q||| A
47ICks Zo|ct.



FASCIA

* FACIAL SHORTENING IN RELATION TO
MUSCLE CREATES A NEUROLOGICAL
IMBALANCE IN CONTROL OF MUSCLE.

° :L _||- |:||J_|_O|-O:I :LDI'O‘ El' El L |__-':'|_
7:7:—| S0 910 AlASHE O 2S5 0| A7}

= 1
. 2ot 2go| BRI Qls A M7|s
= XN| = fascial release= || OF StLC}.




FASCIA

IF STRONG STRETCH MUSCLE AND RETEST MUSCLE
aet 252 2E8HA 7|2 LEM CHA 2] 3 AE A
= [} 2Fsl| X|H, 2= 1} 22+9] disharmoneyZ} A1 7| 11, fascial
relase £ of|Of o} = M2 =0| =IC}.



FASCIA

* TENDERNESS OF THE LENGTH OF THE BELLY OF THE
MUSCLE MAY SUGGEST

FASCIAL AGGLUTINATION
==9| belyE +& M| &&0| U—7HLf nodule SO
DEA K| Z220| {FEH0| UCH= A= 2|0|BHLY.

—




FASCIA
* IF NOW WEAK, TREAT FASCIA WITH HEAVY

PRESSURE
AN St ANME AEYHS WS I 20| LA H
A2 2 oFed S = Al &I O A fascial release 2 K| & SHL}.



Use the history of the patient and the
pain pattern to think what could be the
hidden weakness?

2 Atef 7|5 S8 dof= 0|80t0] FAU0| m AL et 2 K| 4 24 BtLt

- —



2.

Use your reactive muscle chart
to test brainstormed
hypothesis of what muscles
may be weak in a reactive
manner in the area of pain.

UHSS == AEES 0|80 ST 720 O 250 S22

OFSHX|Of T3t 7H S AFBHTE.



Consult your muscle action
chart to consider further.

muscle action chart& &1



4.
Remember the reactive muscle is the one that
goes weak after you have
contracted the suspected reactive one.

HSS 252 oukle 288 5% 0|F ol 250[0

l.e. patient has unexplained pain in the right
shoulder. All muscle are strong in the clear,
however if you test the left Upper Trap and then
immediately test the right one it then becomes
hypotonic.

EZOMSS- D E 20| HE EOJc 1060f717|414)&f£| LI, QIZ AEE=0 S 2235100 CHA|

In this case we would need to Eddress your
therapy to sedate the Ieft upper Trapezius.

0| AL UZ A=

ol

s UZANZI= A= ER



5.
then consider the right upper
Traps synergists for
Strain Counter Strain,

dysfunction by repeated tests
And...

QEZE ME LD A HE 29| Strain Counter Strains 1124

ol>



Then look for any weakening on
stretch in any antagonists for a
Fascial Flush reaction.

20| 2EX[H = I 2o X| = Fascial Flush Bt55 &=Lt




Finally it would be a good idea
to check for any gait test
dysfunction

gait test dysfunction = ZAf



continuing'dysfunction.'

1.

Use'the'history'of'the'patient'and'the'pain'pattern'to'think'what'could'be'
the'hidden'weakness?'

Use'your'reactive' muscle' chart'to'test' brainstormed' hypothesis' of' what'
muscles'may'be'weak'in'a'reactive'manner'in'the'area'of'pain."
Consult'your'muscle'action'chart'to'consider'further.’
Remember'the'reactive' muscle'is'the' one'that'goes' weak' after!you'have'
contracted'the'suspected'reactive'one.'l.e.'patient'has'unexplained'pain'in'
the'right'shoulder.'All'muscle'are'strong'in'the' clear,'however'if'you'test'
the' left' Upper' Trap' and' then' immediately' test' the' right' one'it' then'
becomes'hypotonic.'In'this'case'we'would'need'to'address'your'therapy'to’
sedate'the'left'upper'Trap"

and' then' consider' the' right' upper' Traps' synergists' for' Strain! Counter!
Strain,' dysfunction' by' repeated' tests'
and"
Then'look'for'any'weakening'on'stretch' [/ &3]
in' any' antagonists' for' a' Fascial! Flush' LYY ‘ BL 64
reaction. ‘f m 4 sr'as Iesﬁuﬁ \ |
Finally'it'would'be'a'good"idea'to’ check' ] . '_;- 'y 22‘;?;2,}2‘?;;;?
for'any!gait'test!dysfunction!

{ e Y ST g, )
4 T KA {
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/ f 1 |
| } .
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- L] (on plantar surface)




Applied Kinesiology
&
Nerve Entrapments of
the Upper Extremity



Double crush
syndrome



Double crush syndrome:

hypothesis of Upton & McComas ) thatneural function is impaired because single axons, having

been compressed in one region, become especially susceptible to damage in another site. This depends on
the idea of impaired axoplasmic flow and the interference to trophic substances flowing down the nerve.
81Z0] B+ H3/0) Al SEHE| P 2 H2(0) A{Sf 2 &0] L2 O 2ISFH EILt. Of= £ & axoplasmic
flow2f G SF =& 0f AfEHE[ 7] B 7.

A) No compression

| ——

Axoplasmic Flow >

B) Mild compression

!
htm
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Double crush syndrome

C) Mild compression at twi points

Axoplasmic Flow

D) Severe compression at one site only

1
_I =
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Double crush syndrome

E) Barely sufficient tropic material is produced
by a sick neuron.

E.g. Diabetes

Plus compression at one site again causes
denervation

BE T Edoﬂf’IOH AHF QY= EHO| A= M, S HO| U=
4% ot FR0M 0| o K| H &4l B 0| =L

1 Axoplasmic Flow

W‘FW‘P‘? "- »

B ﬁi?##i?iﬂ'##‘?‘?‘t‘?&tﬁhh t it~

Ischemia Neuropathy
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Review of key areas to address
in nerve entrapments

Patterns exist in many nerve entrapment
problems; where a weak muscle, sometimes
of a reactive type, fails to support the
structure;

MAZEZRN = 7t8 BtSd EFR Q| efot 2= 0] structureE X|X|SHX| 22 [
HIMSIHH MG ZXES Ao 7| = OIL|o| Zo|o HIIE 7t &Lt

causing changes; especially in the length of the
ligaments which cause nerve entrapments

In each case we can direct treatment to...



1. The osseous structures

Bones and joints
Spinal innervation

Subluxation

Holographic subluxation at the spine and the

periphery. Check for bone tenderness which can
be a classic sign of a holographic or intraosseous
subluxation

Y E= S OLEFL HSHU BX|7H E = A= M LSS N2

—|_I_|_

= W



2. The ligaments

Law of the ligaments
Ligament interlink

Related weak muscle causing ligament laxity
or hypertonicity causing ligament shortening

BRIE o3t 282 oIy %3tE Yoy m, M7IRE 2]l HEg Yozt
Nutrition — specifically manganese if multiple

ligament problems in body and patient is suffering
from ligament laxity. wzte oicy otsto) =2



3. The skin

Directional challenge, especially in scar tissue
or trauma. (Injury recall etc.) 8 =& 2|20|
AUE 20| S8t TdFez g HAE ofH
NHED=0| o2 + RULL

Proprioceptive imbalance from the skin can
cause chronic weakness of the muscles that lie
underneath. I| 22 2 EO| 1L 7272 2452
ot e 252 B SfetE O




4. The muscles

Local proprioceptors, generally reactive muscle type, with local
muscle injury =250 2&HC 2 QISjM A7 448X
A=z Hrsd 2=5)2f Hel

Trigger point imbalances

Neurological causes of muscle weakness. start at spine and brain
following through extremities to find the nerve entrapment.
MEERS AT\ 26 |F HF=A0|M SO0 AKX = hEfZETE
Involve patient in active rehabilitation.

Plaganoff discovered that if you exercise the muscle that has the
same action as the ligament you tend to shorten the ligament.
Plaganoff= QICHRr €2 A& 5 ot 255 2SCHLHH
AT CIE E=sAFAM 2E S PEAZ|= ME S SHA
&= AO|LCt.



3. Pectoralis Minor

To this have the patient;

1. Forcibly contract pec. minor and test
muscles of the hand for weakness.

Sometimes the muscles is so short it is
creating a weakness in a neutral position.

In these cases when you raise the arm above
the head thereby stretching the pec. Minor
the muscle will strengthen thereby telling
you it is short.



4. Suprascapular nerve syndrome

This will create weakness in the infraspinatus
muscle when the arm is in forced flexion
rotating the scapular around the rib cage.

So stretching the Suprascapular nerve around
the spine of the scapular.



Infraspinatus
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Muscles that control
the shoulder girdle

(- (- L. ] O [
?_leblFEHEI_l%E XX-I |'- L 1 =




Flex. Ext. shoulder










Flexionzz

0-90°

e Pectoralis Majoriza)

e Ant. Deltoidgt atztz)

* Coracobrachialis(2z)etz)
90-180°

* Serratus anterior®@Aa)

* Upper trapeziusias 2z 2)



Extensionux)

* Teres major (oj2

* Teres minor (~g2)

* Latissimus dorsi (Zuj2)
* Post. Deltoidz 4tz



Abduction )

0-30°

* Supraspinatus=aa)
30-90°

* Medial deltoidz &ztz)
90-180°

* Serratus anterior (8A2)

* Upper trapeziusias 2z 2)



AddUCtiOn(LHJ,t_i)

)

I = L)



Medial rotationu=sx)

e Ant. deltoid (g 2zt
* PMC (cigz-412%)

e Subscapularis (@)
* Teres majorciga)

* Latissimus dorsi@ujz)



Lateral rotation =3~

e Teres minor(xgl=)

)

Ot

* Infraspinatus (=



Protractionux,

e Pectoralis minori2zs2)
 Serratus anterior (A2






Retraction =)

e Rhomboidsi=sa)

 Middle trapezius (=

ol>
ry






Elevationiq7)

* Upper trapeziusiagsza)

e Levator scapulaezziziz)



Depressionyz )

e Latissimus dorsiz gz

* Lower trapeziusiise 222

N.B. All movements of the shoulder girdle are
steadied by subclavius

-ALHe EE MY 2 MESHE =0 2lof eHE =ty D ATt

(often a need for magnesium)

-55 MgO| EHQR






Nerve entrapments in
the shoulder / neck

dlred
832t 01771 \01\*10\
Al

I:IOO




ANTERIOR VIEW. RIGHT POSTERIOR VIEW,. RIGHT

Long thoracic N.

Serratus ant.
Accessory N. (cran. Xi)

%,
Subclavian N. T2 ufinSe— N Y Sternocleidomastoid.
S
Dor = < Mid. & low. tra
Subclavius scap. C4 i\ o X X S > REaR:
sl CS L \ ~— Upper trapezius
Lat. and Med. pectoral Ns. ~ < ]

Pectoralis major

Pectoralis minor

Suprascapular N.
Supraspinatus
Infraspinatus
Axillary N.
Deltoid

Musculocutaneus N. "U. subscap. N.
Coracobrachialis Subscap. Tores minee
Biceps. s.h. L. subscap. N. 2
¥z
Subscap.— Radial N.

Biceps. 1.h.

Brachialis

Median N.
Pron. teres

Fl. carpi rad.

Palmaris long.

Fi. dig. super.

= Fl. dig. prof. L. 11
- Fl. poll. 1.

=Pron. quad.

Abd. poll. b.
Opp. poll.

F1. poll. b. (sup.h.) .

=Ant. inter. branch

2

CNEEH =%

AN

7
17

\\\((«eurlrr "&y
Uilnar N.

Fl. carpi ulnaris

Fl. dig. prof. 1. IV

Palmaris brevis
Abd. digiti min.
Opp. digiti min.
Fl. digiti min.
Palmar interossei

Lumbricales 11l IV

Dorsal interossei (see dorsum)
Fl. poll. b. (deep h.)

Adductor pollicis

Teres maj.

Thoracodor.

Latiss. dor.

N,

Triceps. long h.
Triceps. lat. h.

L —Triceps. med. h.

l—‘ Brachialis

Brachioradialis
Ext. carpi r.l.
Anconeus

Ext. carpi r.b.
Supinator

Ext. digitorum
Ext. dig. min.
Ext. carpi uln.
Abd. poll. I
Ext. poll. b.

Ext. poll. L

. indicis




The Path of the Median Nerve

dSHEe UAE=

..... - Median nerve

Pronctor teres . - Flexvor carpi radialis

[_ o Palmaris longus

Fleror d Lgitorunt

sublirris -
Flevor pollicis / )
longus. .. |/ Ty Flevor digitorum
“ rofiridis
Flevor digitorum / profic
profundus ./

-------------- Anterior inierosseous nerve
Pronator

quectedratus |
Abductor
pollicis brevis

(,)pponens_/_j_._. O
pollicis ’

Flexor oy
pollicis /
brevis I ]
First and d
second
lumbricals




The pathway of the Radial Nerve

// Brachioradialis
7 Extensor carpl radialis longus
Extensor carpt radialis brevis

L Suptnator

\ Extentsor digitorunm

[ Extensor digiti quinli

-Extensor carpt ulnaris

% T Abductor pollicis longus



The pathway of the Ulnha Nerve

HEMAO| XHAZ

(l"ts\\x\ |
e

§
Ulnar HEIVE ilbsemofiantie s
‘ '// Median cutanecous
" nerve of arm

)

0
y

RN

i ) ... Median cutaneous
T % N

eror carp nerve of forearm
ulnaris

Flexor
digitorum
profundus -

Adductor
pollicis

i/ Palmaris brevis

,".‘, %9 g

,"A ( Abductor it

;f A Digiti
7 Opponens ‘quinﬁ

™ Flexor

¥-\ Third and fourth lumbricals

A mar and _dorsal
C. L_flgle. Ihéﬁjlsnt(’msspi
http://www.helixhouse.co.uk




THILLY./ / VWV VVLITITIIATIUUDT.LU.URN



- o

Scalenus
medius

Spinal nemne 5

—Scalenus

S anterior
calenus

posterior

Clavicle - o
{CUI)—%%:;—.;‘I; ;

Axillary {; p i
artery s ol

Mediap
Qarve . °
neve &
Ulnar f 4
nerve

)

Pectoralis : ' s
minor -~ ticaize .. i

G 8,50 m e ke Tol U ows
e e R e L
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1. Anterior scalene

MArzZ 2

To find this;

Place the patient so they are contracting

the anterior scalene
0|Z4S 27| QA EHRIOIH FALZERS 22 A|7|H BtC}



2. Costo clavicular syndrome

—_ Al IO
4l = o 7T L

To find this have the patient reach back behind
as if to;

SHESFo= UTot7| flofl At £= 1.23 XM & SF 0| O|=2A| 2Lt

1. Attach a bra.
(Eef| X|010f| ZA| StCt)

2. Reach into the backseat of a car
(AFSKAHAIE S20[0|| O|= A etLt)

3. Into their back pocket.

(FIFHLUEF2 =)



3. Pectoralis Minor

2B

To this have the patient;
1.  Forcibly contract pec. minor and test muscles of the hand for

weakness.

-28TE T AMNUR &S| HAES S 2E%fetE =Holotnt.

Sometimes the muscles is so short it is creating a weakness in a

neutral position.

-2 SR 2 25| 7t Loj e B
In these cases when you raise the arm above the head thereby
stretching the pec. Minor the muscle will strengthen thereby

telling you it is short.
-O|HZR TS HER/IZ S0 ABEE

A E
——Ho
=2 HAEESIH 4o Ao|Ct O| A2 2 a82 Z

_

= o o
5 2820/ A2 8T AULE



4. Suprascapular nerve syndrome

AUYNY 527

This will create weakness in the infraspinatus
muscle when the arm is in forced flexion
rotating the scapular around the rib cage.

AUMNH BTN SRS M2 ALY BS 2|0 B

s
=
N ==A7| 0 LI, S5t 2| &7t LEEFTLE

(@) —_, —1

So stretching the Suprascapular nerve around
the spine of the scapular.

0|42 AT FHo| ALMNYS A= HH| H2o| Fot22
HAFBHRI OFef ZICHE Z40|C



Infraspinatuszsia
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THORACIC
OUTLET
SYNDROME

(BH=T S22



Structures affected in thoracic outlet problems

oF HF — 1 | ]
(CC)):I%I:El-l_ I—DF—EE

P i\ C, Vertebra
I. ¢ -

Spinal Nerve (A=Al 4) _
. Scalenus r_:» G’
Axillary artery(2H Q| = 0H)

Spinal.nenge 5.

Axillary vein (24 Qf 7 BH) N |

antaerior

-l

fnc:ilen.u:a 8\.
posterior._

. = lavicle o~
Median nerve (83 1 48) =
Radial nerve (2= MM 4)

- N
artery—ypo o

Axi“af‘:v' "’

vein—t

Mediap _:

QArve— T TR
Radiaj /- S Ao e el .
NErve & A ! A% )
Ulnar { 0 S SN o P
l‘:f?.f"a'fif"" ! < B
£ o
e 4 |
Pectoralis .~ It A b/,
minor ~7 : i
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FigUrReE 1. The joints of the shoulder girdlc: (1) glenohumeral; (2) suprahums-al; (3,
" acrvomioclavicular; (4) scrpulocestal; (5) sternoclavicular; (6) costosternal;. {, ~rosto:
vertebral. -



Joints of the Shoulder Girdle
(AZE o] ZHE =)

1) Gleno-humeral (7725
2) Supra-humeral (42 Z2E)
3) Acromio-clavicular
(A& =ZEHE)
4) Sternoclavicular (S 44 ZFE)




4)
5)

6)

1

Shoulder Girdle Joints pt. Il

(§

4 AR

&
- 1.”:**
Wy, o
Scapulacostal N
(22 Z A E) -
Costosternal >l
S5 E) ¢ [
Costovertebral « &
X7 ® .
(S&FZ5)

h
0
L™
lﬂ&»

oy
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Gleno-Humeral Joint (74 2t&)

 Tendons/Actions of the Rotator Cuff Muscles
(2274 2f eIt 3 &-&

2 Subscapularis

/
Head cf humerus
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Shoulder protraction beginning
(U171 2] =& M2 Z=7])

TN
Sternocleidomastoid muscles (s 9
shorten. (M S =29] Q) X
|:|.:'<) -
|_:L|_ ';i'
* Head drawn anteriorly & '
inferiorly

(2|7} 8 oty L2 = 0| F)

C. L-J Seminars
http://www.helixhouse.co.uk



Advanced deformity (

* Adaptive shortening of
scalenes & pectoralis minor.
(B2 AL 2L H4A bh=x)

* Costo-clavicular space
narrowed ribs 1-5 elevated. (1-

ALl =z SiflE 54 &0y

* Neurovascular compression

evident at all 3 sites (3E Q| 2 &=
oA E e A0 EHO
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Thoracic Outlet Syndrome

Common Pathology

BUST BT FE YY)

Bilateral cervical ribs (743 2= 7|7 Z0{ Xl A L)

Brachial plexus angulation over 1%t Thoracic rib
(et MAF0| 152 20 A 2 )

L- OO =T 'I'ID

Brachial Plexus & subclavian artery com resse
15t rib. (2 =1t 152 AtO| Of| A AlZ Eﬂf S
o &

35 —.)
Artery forms post stenotic dilation (=249

ed between clavicle &
H OF
Ot 219| Wri)



Distortion from turning head towards
symptomatic side

 Compression of the; (2tl}) VAPEPINY
— neurovascular bundle, (A2 2l (Y 4
— The brachial plexus, (22 A E) & = B
— the subclavian artery (2| = 6} =) \,j
— occasionally the subclavian vein “\h
([ Ih 2 2f =S} 73 54) S50

can be pictured from the test
manoeuvre for the anterior

scalenes syndrome = meELEvATION
H =S \@dw-.
(BSMAC ST Y =

AAE 2 2 20l 7t5)



* While not a major nerve entrapment problem
xR A7 et ofL| x|t
* The Dorsal scapular nervehas a particular role in the
scalene syndrome ZAZIH|SAM G2 At2ZH 2= =10
LI 7| 0 Ard 2 S220AM & Zl ST}

* And can cause considerable difficulty and pain on the
medial border of the scapula with diffuse pain down
the lateral surface of the arm and forearm.73Zt =

55 552 Tl 950 552 Ry
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The Dorsal scapular nerve
(ALHSAE)

The Dorsal scapular nerve is a motor nerve without skin
sensory components. It supplies: (=%t 2sM482 =2
[t 2=== AlHN)

Rhomboid major & minor (CisdZ21t 2sd3)

and a portion of the levator scapula (AL7HZ2e| )

These muscles play a key role in assisting in maintaining
the scapula against the chest wall and to participate in
stabilizing and moving the scapula for arm motion. (O|
d==c 8H0N Adds= AX|5t2 FX[5t=0, &=
=ME I Ads= AE8A7[2 S40|=0 & 52
8= ¢t

Om|

[0



SCALENUS MEDIUS .
MUSCLE

BRACHIAL
PLEXUS

- SCALENUS ANTICUS
MUSCLE

Note, dorsal scapular nerve piercing scalene medius

(BLHI=HUE0| SAHA 2= &4 XL 0| =2)
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The long thoracic nerve (7| S8 Al 4)

* |nnervates the Serratus Anterior

(7 X[ HH)

* Roots derive from C5,C6 & C7.

(C5,6,70(| M 7| & &)

* The roots from C5 & 6 enter the Medial Scalene
where they form a common trunk.

* This Trunk units with the C7 root after it emerges
from the lateral border of the medial scalene.
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Fiac. 60. Dorsal scapular nerve—motor distribution
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The Dorsal scapular nerve
(AU S Z)

* The entrapment of this nerve can often be
linked to other conditions such as the anterior
cervical subluxation (Anterior Cervical disc).
(0] AlZo| Qrure M= Mg A
OfEr ot 22 CHE Mgt 55 ¢lptg)

« It arises predominantly from the 5t cervical
nerve and may receive contributions from C4
&C6. (T2 M5 dF B0 AM 7| =5HK| 2t
43 E= 68 MEOME 7| -Sts =2 /US)

L—- ——




The Dorsal scapular nerve
(ALHIS A 8)

N

Note the
relationship of the
brachial plexus to
the medial scalene
and the artery to |

the anterior scalene

muscle.
(2 AE ]
Al SHatol )
2HAH 0 == | F )
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The Dorsal scapular nerve: Symptoms
L(5d1)

Pain along medial border of the scapula, radiating into the lateral
surface of the arm and forearm. (This can be due to the abnormal
attachment to the first rib or compression from a fibrotic scalene
minimus compressing the lower portion of the plexus causing ulna
distribution of symptoms. (AZ2 LHZEE Mzt ES 2hMsiH THf At 9=
EEtEr SrALE O|= 1520 B YA O EIiLL A Qs}El AP*JOH |5 *'74*°|
HE K| 270 gee[o] Zd)

A typical generalised dull ache characteristic of a motor nerve. Look

for aching and soreness in levator scapula and the rhomboids. (&3t
ExO QEAZA HHO| EX ZAZUAHZI S& 0| ESuf MEtEIL 30| A)

O O -

David Walther, on his Systems DC website, notes that while there may
be no historical event the patient can recall as a cause of the pain,

there may well be some trauma or occupational aetiology. (David

Walther'— E ot f71E=|O| QEEE 22X EZO| |Q-2JAM0|LF X Q|

H0|-S 7|03 Ty oLt o 2 AFO|E 0| M o1 22K Eh
— E_I_)\A H AA



The Dorsal scapular nerve: Symptoms
2. (KAI- )

« The most common trauma is violent stretching to the
scalene muscles such as in the hyperextension-hyper
flexion of whiplash dynamics.

(OFE S8 A2 DAM-IET So| HEF ¥y 2 ol

O - L —

AP0 dk4et LT 0| Lt)

« QOccupations that require extended overhead work, such
as painters and electricians can make workers
susceptible to develop dorsal scapula nerve entrapment.

(2 1 i P B PN S = PN RS SN2 Rt — S PSONEd

AME 2l 7X|80F St HEs 7 A" =2l 8%,

ALHi=sAE 80| Fdsty| =ht.)



The Dorsal scapular nerve:
Examination. (Z A})

* In a chronic condition there may be atrophy of the rhomboid muscles
and possibly of levator scapula.

(TFHQ 3% sdd d4AZe ?I=0| A& & AUL)

* Possible slight subtle winging of the scapula
(Bzol 2470 AE = AT
* Look for head forward posture with some lateral flexion and rotation of

the neck that relaxes the scalene muscles, taking pressure off the
nerve.

(BES A7t o2 =01 =2l MEJO|A Head forward posture & FStH AtZt 20|
O] [ HA] LBF 2| &8f0| S~ ElLf)

« Palpate the Rhomboids and levator Scapula, as well as the medial
scalene muscles for any tenderness. Tenderness in the former may be
iIncreased by palpation a the later.

(SE2D HYAD, AR 2E0| Y| STsH0] HQIstch

_



Entrapment neuropathy of dorsal scapular nerve
photos from Peripheral Entrapment Neuropathies by Kopell & Thompson

N.B. Wide distribution of referred pain and Scapular winging on affected
side &2 &S| F20t S AR
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The Dorsal scapular nerve

Head rotation limited by pain to affected side&=XA| = Z2O 2
- e 2|78 Ast
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The Dorsal scapular nerve

Head side bending limited by pain to affected side
SH=I Kot
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The Dorsal scapular nerve
i i =EHES S
O

(L) Thumb presses on point that aggravated peripheral pain rotation =
(R) Position of hand on top of that relieved peripheral pain radiation H2| $|0f =
ZFA
O
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The Dorsal scapular nerve:
Examination.(Z4 A})

« Unilateral entrapment of the dorsal scapular nerve causes an
imbalance between the bilateral rhomboid muscles and/or the bilateral
levator scapular muscles.

(HS AYHSNZE| uhe o5 52 W/EE 5 AU 2

= =1 O (@) —
=rnds S = ALtH)

« Walther notes, that because of their spinal attachments such imbalance
may cause subluxations in the cervical and/or the thoracic spine, or at
least chronic strain in those areas.

(Walther= O] 2552 XF0| R&5tE2 0| 2vd=2 8F 8/ E=

gxol ofey, A|ash BN ZITg fueg AFUCH)

« Therefore in the absence of corrections to the muscle imbalances,
corrections of the spinal lesions my not hold.

(Cr2fM O] 2252 Edd S SHa0HA| 2™ HFo| wYo| FX| &[]

X A0|Ct)



The Dorsal scapular nerve: Treatment
(K| =)

An anterior cervical subluxation, and suprascapular nerve stretch is
often found in combination with a Dorsal scapular nerve entrapment.
(B3 HE Ot et AL Mo =0d2 ST ALHISLHE
et SEEEICE)

Look for and test scalene imbalances and find the cause of any over
contraction. While this could be congenital, hypertrophy as
compensatory over activity of the medial scalene is more common.
(A28 20| U=A| HOtEL Mt=+==9| 22l= A0t Ol=
UPHOI ALY = oLt WS Aol ez Qlot
BYAMNECR Qo 3271 § 25ILt)

Your task is to find out why it has hypertrophied and reduce this!
(TH7I%o] Y012 KOtM 0|2 siABl= Zi0] ZAlO| Sfof & Y1)



Remember- (7| gt Z-)
Can effect any part of the plexus, including

radial and ulna. (2= 852 X250

NZEO| of= £9IS erdral 4 olrt)

Think Pain - medial boarder of scapula, plus
diffuse pain radiating down lateral surface
arm & forearm. Possibly aggravated by
rotating and side bending to side of pain &
relieved by placing hand on back of head.
(%%- AL=9 LHéﬂr Cl=0f, T &2t
502 wa DjPtdol 55, HE| S
Ex s moz 3|7 oy, 22 {2
o 228 SH)

Puffiness in the supraclavicular region.
(2H=%el F27F 0 ALE)

Marked tenderness over Iower 2/3" of
scalenes may be radiating pain on
pressure.(AtZH29| S5 2/32| X EHSH
OFEQ| QO QtHIA| HIAIE HiAiSH 2
AS)

Hypertrophy of medial scalene...Why? (L} =
A 22| H|2...207)

(D LEVATOR SCAPULA

@RHOMBOID MINOR
@RHOMBOID MAJOR

F16. 60. Dorsal scapular nerve—motor distribution



Brachial plexus -treatment 1
(ALIA A =_X|F 1)

Provocative tests5-EF 4 A}, progressive therapy
XMl X|Z, Iocallsatlonx‘I =4 Al and proximal-distal
muscle tests of upper extremity === Z Al. Do these give

any indication of location of entrapment?OI & 74 =0
MEZ e | K& 2E5t= X|&#7F ETIf?

EEO

Correct all higher imbalances FIRST: cranial faults,
TMJ, hyoid, pelvic categories, gait, meridians, and

fixations (HX A2 23382 O} D ASICH S22 7]|50| A,
Hot2 2L 2 Uy B, 4, 1%)

== =2 —_- O
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Brachial plexus — treatment 2

5 factors of I.V.F. of muscles of shoulder region with special regard to

state of agonists, synergists and antagonists. Strain, counter-strain,

fascia, reactive muscles, etc. ({158 2=9| =& 584 E7|

= — o -] O | I —

- =

Re-examine scalenes which may only therapy localise
when neck challenged in flexion look for trigger points
and other local muscle dysfunction (AFZF 2= CHA|
AAE A EE =AU TLEELE = U2

Ped =2 ds50lds A= A)

-
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Brachial plexus Treatment 3

RE-CHALLENGE OMOHYOID WITH T.L. AND
SHOULDERS RAISED (AztAdz=ZaS 1Ll o2
=21 MEJO| A] CEA| A AFSHEL

= L- O

RE-EVALUATE PECTORALIS MINOR AND
ANTAGONIST FUNCTION MID AND LOWER

TRAPEZIUS (2o 9l Za a0l == 2 2028

CrAl B AFRHE})




* CHECK FOR STERNO-CLAVICULAR FIXATION
INVOLVING REACTIVE MUSCLE PATTERNS

BETWEEN PEC.MINOR, SUBCLAVIUS, AND
UPPER TRAP. ETC. (A, M=ot A F

= o T
A o o

SsDSoldtsd 2 Y4k Bl O|of 2t =
(=3ul ] oS =

%E'iHE —_'LJSIE %.I'Ol_lo._l'tl')




* EVALUATE FOR DOUBLE CRUSH IN ELBOW

AND WRIST
(B2t £52| 0|F Y2f= AAISHL)

—



Anterior
Scalene
Syndrome
(X1 A|-7I-:L =3 1)

1 - O T L—



Medial Neck Flexors |
(L5 8% 4 = l)
SCALENE ANTERIOR (F A}2k2)
Origin:
- Ant. tubercles TPs C2-C6
Insertion:
- Scalene tubercle upper
surface of the 1%t rib.
Action:
- Flex & rotate C spine;
- Raises 15t rib.
Nerve Supply:

Ant. branches C5,6,7 & 8
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Neck Flexors
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SCALENUS MEDIUS

Origin:

- Post. tubercles TPs C2-C7
Insertion:
- Upper surface 1t rib behind
subclavian groove
Action:
-Flex & rotates C spine;
- raises 15t rib
Nerve Supply:
- Post. branches ant. rami C3,4
- Lat. muscular branches C3,4

C. L-J Seminars
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Medial Neck Flexors Il

SCALENUS POSTERIOR
Origin:
- Post. tubercles TPs C4, C5 & C6
Insertion:

- Surface of 2" rib post to attachment
Serratus anterior

Action:

- Flex & rotate the C spine;
- Raises 2" rib

Nerve Supply:

- Posterior branches C5-C8
- Lat muscular branch of C3 & C4

C. L-J Seminars
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SCALENUS MEDIUS .
MUSCLE !

- SCALENUS ANTICUS

MUSCLE
. Note dorsal scapular nerve, that supplies;
1. Levator Scapula

2. Rhomboid minor

3. Rhomboid major

piercing scalene medius

C. L-J Seminars
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Anterior Scalene Treatment 1
(X[ = 1)

« TEST FOR WEAKNESS OF ARM MUSCLES WITH
SCALENES CONTRACTED (THIS CONDITION IS NOT
NORMALLY FOUND WHEN THE SCALENES ARE WEAK
BUT WHEN THEY ARE OVER CONTRACTED
SECOUNDARILY TO A WEAK NECK EXTENSOR OR
UPPER TRAP) AFZEl 2= AMEfO|A T 229

s BHALZ20| &2 80 = E=A|0
g5 SE220|L 857 U9 &etE 25
M SE[O = 85 LIEH T

S



Anterior Scalene Treatment 2

D.D FROM A HIDDEN CERVICAL SUBLUX, OR
DISC, WHICH SHOULD DISPLAY ONE NERVE
ROOT WEAKNESS ONLY, WHEREAS WITH
TRICEPS HAND EXTENSORS ETC, ALL WEAK

SUGGESTS SCALENE ENVOLVEMENT (&4 4=

EHEEES 2 dF FUHEEEFT AL
=0 2+

= o
7
=& o —
SSo =2 M=

LHEFE)

m
.I.L

Mo

ijm
10 i~ O_>||_

Mmmﬁm
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Fm >4
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Anterior Scalene Treatment 2

.+ OBSERVE FOR POSTURAL IMBALANCE. FORWARD
HEAD, HYPER. PLANTER FASCIAL MUSCLES. TEST IN
WEIGHT BEARING AND WITHOUT. RULE OUT TMJ.
RULE OUT TMJ WITH TOUNGUE DEPRESSOR
BETWEEN TEETH (KM 2232 5018 74,

L

FORWARD HEAD, HYPER. PLANTER FASCIAL MUSCLES.

ME FoF * 7o Ble SEf0AM E71. 0z L Ao

2UAE =20 a2 87t 5 4 8)

« PALPATE FOR TRIGGER POINTS. FASCIAL FLUSH

(RYH 57 L 29 oj2r)

T =2 O



Anterior Scalene Treatment 3

TEST FOR WEAKNESS OF NECK EXTENSORS &
UPPER TRAP.

FIND AND FIX THE CAUSE

(BF &2 A JdF SE20| ebX| Aot @ el=
MESE=1A)

CHECK FOR AND FIX 1ST & 2ND. RIB

PROBLEMS DUE ACTIONS OF OVER
CONTRACTED SCALENES (N|1,2 =2 =X S

tRlotd Wde A, 559 M= A2

MAZL = S A)




Costo-clavicular
Syndrome

CE LS



2. Costo-cavicular Syndrome

To find this have the patient;

1. Attach a bra. 2l X|{ o] L= Q= AIA|
2. Reach into the backseat of a car 2| A|E
F 2 &= WX[= XpA(= 22 )

3. Into their back pocket. Sl ==HL|0|| &=

== KA




Posterior triangle of the neck

Trapezius
Levator scapulae
Branches of the C5
Posterior scalenes
Branches of C6
Serratus anterior
Deltoid
Axillary artery and vein
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Mk
OF
ML

Subclavius (&

Origin:
- inferior surface clavicle
Insertion:

- 1t rib & costal cartilage ant. to
osto clavicular lig

Action:

- Pulls tip of shoulder ant. &
inferior

Nerve Supply:

- Subclavian branch of Brachial
plexus C5& 6



Posterior triangle of the neck Il

Splenius capitus

Levator scapulae
N to levator scapulae
Median scalene

N. To rhomboids
Acc phrenic nerve

Posterior scalene
Serratus anterior
C5&6

C. L-J Seminars
http://www.helixhouse.co.uk



 The distal end of the right clavicle is elevated (£ 2|=2| | E 7} =)
* There is a slight disarticulation from the sternum to reveal the insertion of
the subclavius muscle (M =522 X EE EHO|7| Y6l M= =0 =&l

N.B. The rotation of the clavicle in this diagram is opposite to normal to show
the insertion of subclavius (A =5}22| ZXEE HOZ7| QI8 M=
A0 2| ™ Hekur vt = S E)
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Costo Clavicular Syndrome- Treatment 1
(K| = 1)

SYMPTOMS OCCUR WHEN THE ARM IS PLACED IN A

POSITION THAT APPLIES TORSION TO THE CLAVICLE.
(H= =0 E0X =2z F= [ S0
I:II-)kHo|- )

THERE IS INSTABILITY OF THE CLAVICLE DUE TO FAILURE
OF FUNCTION OF ONE OF THE FOUR CLAVICULAR
STABILISING MUSCLES, USUALLY SUBCLAVIUS, LEADING

TO BRACHIAL PLEXUS ENTRAPMENT. (*H—T'—C> O™ A7 | =
4= S OLIS| O (F= & of ) = ol H:'E-OI
=0 “S SHX| A of 2t EE 2| 2E= 7200 ZdE)

D .

o;



Costo Clavicular Syndrome- Treatment 2

TEST PUT B.1.D BEST WITH ARM RAISED OR SHOULDER
EXTENDED. THE EASIEST MUSCLES TO USE HERE WILL BE THE
WRIST EXTENSORS.

AP TS %E|7—| L} {7 E 2 AMAA|Z]|= Body Into
Dystorsion &= ti| = O X|A| F Ct=
O| I 7+ 74*f0f7| 72 252 &= Y200}

—_ - L—

. 3
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Costo Clavicular Syndrome- Treatment 3

TEST FOR WEAKNESS OR S.C.S. OF THE
SUBCLAVIUS. (M&3t30| Qx| =2 222
A7 OhF 9ot p2IE-F7IE0| A=K AAF)

AS YOU PALPATE FOR TENDERNESS PRESS THE
SHOULDER FORWARD AS IF TO BRING THE
SCAPULAR ACROSS TO THE OPPOSITE HIP. (O{7}| £
ME o2 =M ALS0| HIOE 1AEEBC=E 2l
1= I FS0[ ALt 2H2)

THE Sub clavicular TENDERNESS SHOULD REDUCE.
HOLD FOR APPROX. TWO MINUTES.(O| [} 242}
2&0| 426l0F oty 22 7F 2™ AIZICH)




Costo Clavicular Syndrome- Treatment 4

IF THERE IS AN INVOLVED SUBCLAVIUS CHECK
REST OF ROTATOR CUFF. PARTICULARLY CHECK
ALTERATIONS IN OTHER THREE CLAVICLE
STABILISERS. (2= 38}20f| CH8F HAAF S L} K|
M2 2SS0 £ LIMX] 3749 ME oMY 282
AARE A)

1.PM.C (IS2 MEX))

2. DELTOID. (Ahzt2)

3.S.C.M. (BMesD)
CHECK FOR TENDERNESS IN CLAVICLE —
HOLOGRAPHIC SUBLUXATION (29| &4ES &t0l-
=LH OfEr7)



THYROHYOID
Jdrigin: Obliqucf line on the lamina of tae thyroid
:artilage.

Insertion: Lower bLorder of the greater cornu ‘and
adjacent part of the body of the hyvoid. s

Description: A small, quadrilateral muscle which
could be considered as a continuation of the
sternothyroid. It lies deep and somewhat lateral to
the sternohyoid. Like the sternothyroid muscle, it is
stretched when the hyoid is challenged superiorly. Its
possible involvement is indicated when phonation

Hyoic. Muscles and Function

arnd cwrallowing are added to another examinzstion
procedure, which is then found positive after preveous-
ly being negative.

Action: Draws the hyoid inferiorly or, if it is the {f:xed
rigin, draws the thyroid cartilage superiorly.

Nerve Supply: Branch of the ansa cervicalis -with

branches from C1 and possibly C2.

OMOHYOID
Origin: From the upper border of the scapula near
the scapular notch.

Insertion: Iinferior border of the body of the hyoid,
lateral to the insertion of the sternohvoid.

Description: The omohyoid generally consists of

STERNOCLEIDOMASTOID

OMOHYOID — SUPERIOR BELLY

OMOMHMYOID — INFERIOR BELLY

13—10. Orrloh.yoid muscle.



PECTORALIS MINOR
SYNDROME

N — K—l—
AT ST



Brachial vein (cut)
and artery

Brachizal plexus
Scalenus posterior

Scalenus
anterior

2N Subel:
9 vein (
cord o - A - Axilla

arter
Medial
cord

As they hook underneath the attachment of pectoralis minor at the coracoid process

MAD CHE O S 2H=0| 23| =7|(coracoid process) £ 20| A] 282 £XHE OF2{0f

=
2] Sttt

By the compression by the clavicle directly against the first rib as the scapular is retracted.

AL S0 = H(retract) 2 [ff M S0[ 1 S-S0 Lok HIZ &S 7totA| 2l Ct.
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AS 1 XS
185 L_ O_I_E-

(Pectoralis Minor syndrome)

The neurovascular bundle may be compressed by elevating the
arms in a position of abduction and move them behind the head

SAIE 2 SEHO M A (elevation)stil 2| FOf| {X[ot= XM E FotE HE 2

CtE(neurovascular bundle)O| EF= BH= == QUL

s%\ \:}f"ﬂ
g g , ¥ }’:‘/‘) CORACOLD

PROCESS




A +ve Wright hyper abduction test

Entrapment of the lower brachial plexus & axillary artery by pectoralis
minor

AZ 20| o|st ol AFLEA A ZE (lower brachial plexus) 1} CH @} = Ol (axillary artery) 2|
= El (entrapment) \




Pectoralis Minor Syndrome - Treatment 1

1) COMMONLY A SHORTENING OF THE PEC. MINOR WILL CAUSE A NEURO
VASCULAR BUNDLE ENTRAPMENT. IN REALITY RETROGRADE LYMPHATIC
SYNDROMES ARE SHORTENING OF PEC. MINOR

CH7H A8 (Pec.minor)Q| th=2 AMZA o2t L O| = &l(entrapment)= OF 7| BHC}
E

AN 2 9l M 2l =5 A (RETROGRADE LYMPHATIC SYNDROMES)2 A8 19|
Chzo 2 QojLtrt
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Pectoralis Minor Treatment 2

2) PALPATE FOR TENDERNESS IN BELLY OF MUSCLE THAT MAY REDUCE WHEN
SHOULDER IS DROPPED AND PULLED BACK.
282 252 YS(tenderness)= ZLUSHCL O E S0{E2| 1 FH 2
ZHO}Er7| = K}A|(drop and pull back)Of| Al O| 2-E 0| Zt A SHC}.

—

3) SHOW PATIENT THE LINE OF THE MUSCLE FROM THE SCAPULAR TO THE
THIRD, FOURTH AND FIFTH RIBS.

SIXIOI | AU BEHE|345H S22 Fesle 4528
SRR

. =
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Pectoralis minor syndrome - Treatment 3

X}7} X| 2 (HOME TREATMENT)

5) DEMONSTRATE TO THEM HOW THEY CAN FEEL MUSCLE IF THEY HOLD
THEIR HAND BEHIND HEAD. GET THEM TO ICE AND HOT SPRAY
MUSCLE IN SHOWER. SHXFO| A &S 2| 5|2 22|= X}A|0f| A

= DI EA S, 2HAHE 5105 AP I O F2[0f 'HZt

C G AZP 0| & ALt S K| =t

MUSCLE WEAKNESS IN B.I.D

9| S Bt

C

(&)
=
L

_

o
=
QD

-

6)TEST FOR

XtA|(Body into distorsion, BID)O|| A 2= 4 AFSHLE.
C. L-J Seminars
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Pectoralis minor syndrome -Treatment 4

7) IF THE MUSCLE IS SHORT YOU MUST FIND THE HIDDEN WEAKNESS. CHECK
RHOMBOIDS, LATISSMUS DORSI, INFRASPINATUS, POSTERIOR DELTOID

PARTICULARLY.

ALSO CHECK FOR BILATERAL LOWER TRAP. WEAKNESS

3HOl A3 -20| EHEE|0] QICHE BHEIE| 27471 OF3f(hidden
weakness) S &FOFLH OFSHCF. =2 2 (Rhomboid), 2HHH 2 (Latissmus dorsi),
=3} Z(infraspinatus), &4F A2t T (posterior deltoid) 0| 2Fsl| A Q! X|
2 X| AALSH 2 OFOF ofCt &= 5HE & 2 L (bilateral lower

trapezius) 9| 2Fz| = = OIS| H 2}



ddsild 32T

(Suprascapular nerve
Syndrome)






Nerve supple to the shoulder complex

Branches of suprascapular —Z% ¢S5 |

nervezzZi&413 SUPRASCAPULAR M,DOLE\% Ccé
; KA g; ROOTS
A) to shoulder joint capsule A&™ Y - /2’/@ 7
B) toacromioclavicularjoint z4sjz= A *
C) to supraspinatus muscle 242 7 = aim

. . N ! RIC
D) toinfraspinatus muscle 232
o= £X| st D
SCAPULA '
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Scapular motion in relation to suprascapular nerve
74254 M A (suprascapular nerve) 1t H2t=l 74Z2F=90| Xl

Position of scapular when;

A. the arm is in the anatomical
position.
SR 2| ol Fo4 A 2 X|0f A2

B. the arm is adducted across the
bOdy : AI'_ ( e.;
X 7&H 1| NS 7IE2AE LHAE[S a7 [ . UPPER TRUNK

ZF 0| ©
ALr=9| & K| SUPRASCAPULAR

NERVE

\

SUPERIOR
TRANSVERSE.
SCAPULAR
LIGAMENT
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Coronal view of alteration of course of Suprascapular nerve by

scapular motion
SHEHO MO HAE S A Y0 HE AL 8 29| Hatof Cf et £

Direction of motion 2 =l ¢l o| utsk

O o— oo
B.  Normal anatomical position™ A& Ol 8jj 2 5HX

K]
C. C Nerve tension produced by arm posture in A
AXEMO M 2] &l KXo 2 1 E el 2

- L

SUPRASPINATUS M.
REFLECTED

SCAPULAR
SPINE

SUPRASCAPULAR
NERVE
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http://www.helixhouse.co.uk

() ®
200889000000

b,



Subscapular nerve syndrome - Treatment 1

1) THIS IS BASICALLY AN UNSTABLE SCAPULAR. IT IS COMMONLY
OVERLOOKED BECAUSE THE INFRASPINATUS MAY ONLY SHOW ITS

WEAKNESS WHEN THE ARM IS IN FLEXION SO STRETCHING THE NERVE AS
IT CURVES AROUND THE SPINE OF THE SCAPULAR.

0| 2 72X o= ALTO| 2OHYSILE O] AL B ZHIE| =6 0= AIX| S
2 IS0} AUD FIZ SOPH= 0| MBS AE A & 0Pt 23120 fsHX| 7|
2 olct.

2) AS LONG AS MAJOR SCAPULAR STABILISERS ARE STRONG THERE WILL
NOT BE TOO MUCH STRESS ON THE NERVE

= 8 A7l 2 250 SE0| o8 AL =2 4% = =ot1L Of
AMZAo ACHK| 2 AER|AE JI5HK| g2 A 0|

LS =

-



Subscapular nerve syndrome - Treatment 2

3) OBSERVE FOR SCAPULAR INSTABILITY AND EXCESS MOTION AROUND THE
RIB CAGE.

AdE =g =4 FH MO Bt 4 Y S 2SO

4) LISTEN TO PATIENT THEY MAY COMPLAIN OF PAIN OR WEAKNESS IN THE
ARM IN DIFFICULT POSITIONS.

27 =8 KMo M SS0[LE 252 f=tE 240K =Xl & &S
5) TEST THE INFRASPINATUS WITH THE ARM IN FLEXION AND THE SCAPULAR
PULLED LATERALLY ACROSS THE RIB CAGE.

LS DD ALBS STo| WO OIS AEOIA Z8H20| YK K| LEX|
ZARSHCY,

. B
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Subscapular nerve syndrome - Treatment 3

6) TEST STABILISING SCAPULAR MUSCLES ESPECIALLY THE RHOMBOIDS AND
SERRATUS ANTERIOR.

A= 8 s 25 E5|, s 2(Rhomboid)1} M 7{Z(serratus anterior)= Z4 AFSHC}

7) TREAT CAUSES OF WEAKNESS PARTICULARLY CHECKING FOR ORIGIN AND
INSERTION AND S.C.S

tolo| Ol= X|EBtCt =2 7| A| =& X|(origin-insertion) 2| & X| Lt 71 2-S 71 % (strain-
counter strain,SCS) =X| & &H1H &L},



Lk wnN e

Nerve entrapments in the shoulder / neck area
O/= F=RHo|Me HE =E

Anterior scalene syndrome 7
Costo-cavicular syndrome 54
Pectoralis Minor syndrome & &
Suprascapular nerve syndrome

== >
N
ry
ol
fot
M



1. Anterior scalene MAZE == L

To find this;

Place the patient so they are contracting
the anterior scalene

A7t WA A2 S =0t AME FISH Sk



2. Costo clavicular syndrome

To find this have the patient reach back behind
themselves as if to; O| & Z :l% 7] oA =

= 3 T2 5t= KM= 6HOF otCF.
Attach a bra. E2X|{ 9| 0= Q= K} A|
2.  Reach into the backseat of a car O| A|E H &
== WX = XpA(2 22 )
3. Into their back pocket. & F=HL|}| &2 @+

AEA



3. Pectoralis Minor

To find this have the patient;

1. Forcibly contract pec minor and test muscles of the hand for
weakness. Sometimes the muscles is so short it is creating a
weakness in a neutral position. In these cases when you
raise the arm above the head thereby stretching the pec.
Minor the muscle will strengthen the muscle will strengthen

thereby telling you it is short.
28T 2 Aot =5 A7 20| & 2=F0| ASH{X|[=X| 2ETICE 2=
= 0| H & B0t 0| T & ?l(neutral position)0f| A = 25t A| BIHE|=
7t QUCE Ol2{ot B HE HE| }IZ2 =2 282 MTAF|H &
= CrA| 2ol A A0| 1 O|2M 2~F 20| OtH /UZE & & UL

9
A
—

A
3

=
(=}
o
T
o
=



4. Suprascapular nerve syndrome

This will create weakness in the infraspinatus
muscle when the arm is in forced flexion

rotating the scapular around the rib cage.
Ol 8% &X[E &otH =25A1A AdES SEH2 AS2 = 3[TA|7F
AL= FHOM A MBS MEAZ|EH =512 (infraspinatus) O

=
ol| &I C}.

r

19

So stretching the Suprascapular nerve around
the spine of the scapular. #z= zue soprte Az

—-H T == =
a5 MEA[FHOFSHCt



Acromio-Clavicular

joint separation
A 222 &=



Acromio Clavicular Joint




Cause &£9l

COMMONLY RESULTS FROM FALLS ONTO THE HAND AND ROAD
TRAFIC ACCIDENTS.
HAS WSAAL BOX[BHM 222 5 HoHA SO L}

FORCES PUSH THE ACROMION PROCESS AWAY FROM THE
SCAPULAR SEPARATING THE JOINT AND SLIGHTLY STRETCHING THE
LIGAMENT

A= =7|(acromion process)E AU=EEEH 22| E|A 5t CICHE A%

—_OoO =
AFAIF|E gato 2 812 Tt

-
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Diagnosis

OBSERVE FOR RELATIVE WEAKNESS ON SHOULDER MUSCLES,
PARTCULARLY A WEAKNESS IN DELTOID, ESPECIALLY MID. AND
POSTERIOR DELTOID.

O 2= LA Ql 23t E REIGHEE £, 422 A SOME 55, 228
A‘|OO| O|Ot2 .ITL=|7|-'('5|-|:|-
aOTr—I| Tl = O — .

THIS MAY LEAD TO A REACTIVE PATTERN BETWEEN THE ANT. AND
POST. DELTOID

APZE 0| CFgl0|| = M, = HF AFZE ALO| Q| reactive patternO| 20 | O
ol A O |:|-
ME T M

:



Deltoid

Origin:

- Antlat 1/3" clavicle

- Lat border acromion

- Lower lip spine scapular
- Infraspinatus fascia
Insertion:

- Deltoid tuberosity
Action:

-Abduction of arm

Ant pt:

- Flexion arm

Post pt:

- Extension arm

Nerve Supply: Axillary nerve C5 &

C. L-J Seminars
http://www.helixhouse.co.uk



Diagnosis

WITH WEAK DELTOID LOOK FOR HYPERTONICITY IN THE UPPER TRAP.
A2t 20| &et A MES 2 20| 0tZ1% (hypertonicity) &0 R =X|
A ZLCt

THIS WILL PULL ON THE OCCIPUT AND C7 WHERE IT IS ATTACHED AND
CAN BE A HIDDEN CONTRIBUTOR TO LONGSTANDING POST R.T.A. NECK
PAIN

MBS0 a0 W7IFE 0| 2R0| £ALE|0| s $E B} 72 TOIEA
XI 2= Ol post. Retroauricular neck pain®| =74 Xl & Ql(hidden contributor)O|
= 4 olrt.



TEST FOR TRIGGER POINT PAIN REDUCTION IN UPPER TRAP. IN
COMPRESSION OF THE A.C. JOINT TOGETHER.

AN B (AC joint)S QU EFA|Z] AFE =1 19| trigger pointl| £ 0| LA SH=X]
HlAEs] 2Ot

OBSERVE FOR [INCREASED RANGE OF SIDEBENDING AND

ROTATION OF THE CERVICALS ALSO ON A.C. JOINT
COMPRESSION

H2H2(AC joint)S REA[F 32 S=1t 2|T 7ts @27t S7tot=X]
s



Treatment 1

1. LIGAMENT QICH

CHALLENGE IT TOGETHER AND OBSERVE FOR MUSCLE CHANGE. TREAT
ACCORDINGLY T.L. FOR LIGAMENT INTERLINK
T E2HALS o0 252 Betit Y==K 2

b AFSHCF, O Cf i K A (Ligament
interlink)Of| CH3t TLS S 210 O|0f =8l K| &S},

_|_
(@)

—
_|_
(®)

—

2. BONE ttj
CHALLENGE JOINT & ADJUST. TAPE WHERE NEEDED. TEST FOR

MANGANESE CORRECT SPINE. C5?
2O FEEAS Aldotil gt 280 X0 B 0[8-S AlATHTY.
=
=

Ot 7k manganese)= H|A E S0, A33(C5?)



Treatment 2

3. MUSCLE

FIX ALL WEAKNESS SYNERGIST SCS.? ANTAG. F.F.?

Do O E 2Rt ZAE2o| BE 2HE K R3ICH (FHHZ2 5.5,
2512 FF)

= O - —

GAIT ?CHECK 2 &li(gait) 2tA N2

=

4. SKIN
T.L. SKIN

& LOOK FOR DIRECTION & PHASE OF RESP. THAT NEGATES IT

O 20| TL St 1 AIME negationol= Bttt s = =7| £ &=L}
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Your lecturer 's first steps into Zen Buddhism!




Slipped Bicipital
Tendon

0| 2f R 0| S 2



Biceps anatomy

Origin: 2 heads
Long head
- Superior rim glenoid fossa

into bicipital groove in a fibrous shea
between tendons of subscapularis &
supraspinatus

Short head

- Coracoid process

Insertion:

- Via bicepital aponeurosis onto Ulna
Action:

- Supinates

- Flexes supinated arm

Nerve Supply:

- Musculocutaneous nerve C5 &6







| J

Primal Pictures 2009



SHB

FIGURE 35. Biceps mechanism. The biceps brachii originates from two tendons: the
short medial head, from the coracoid process; and the long head, from the superior rim
of the glenoid fossa. The long head passes down into the bicipital groove in a fibrous
"sheath between the tendons of the subscapularis and the supraspinatus tendon. The
small drawings at left depicit the movement of the humerus upon the biceps tendon. A.
The dependent hanging arm. B. Arm adducted, internally rotated, and extended, caus-
‘ing the ligament (dot) to move awaydrom the transverse humeral ligament. C depicts
the downward movement of the li en %ﬁlgﬁ&l}% 1C \ﬁkthe' transverse humeral ligament
when the arm is abducted, ext af{nvx\%vta e , an %'exed forward. :



SLIPPED BICEPITAL TENDON
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Flex. Ext. of forearm




Yergerson’s test

 When there is pain and tenderness over the bicipital grove.
o 2t O| =+ (bicipital grove) &I 0 S5 1 &5 0| A= i

* With elbow flexion and supination against resistance

Orot= 2ol Moty =225 =+, =™ (G +=8) AZIC

C. L-J Seminars
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Slipped bicipital tendon - Treatment 1

PALPATE BICIPITAL GROOVE WITH ARM IN 90° FLEXION 30°
EXTERNAL ROTATION. CHECK FOR CHANGES IN CONTOUR AT
GROOVE & TENDERNESS IN SLIPPAGE, OR BICEPS BULGE IN
RUPTURE

AFRLS 900 =2, 300 Q|| M A| 7] AEHOf| A A0 =2 F(bicipital groove) S

SIBICH Algroove) HE|O| M2l DI I Z0f (2 5 & Tt (rupture)f
O|5t O|&=29°| EEZ}IA 0| QUX| 42X ™WI}SILE.

— LS =

: &
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Slipped bicipital tendon - Treatment 2

* YERGERSON’S TEST (PATIENT SUPINATES
AGAINST RESISTANCE) (xzto cystol rxp7t Atete 9|3

* INDICATES z xg=,
1. TENDINITIS ze
2. SLIPPAGE ojnajx

_|_
)
-
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Slipped bicipital tendon - Treatment 3

TEST BICEPS, FREQUENTLY WEAK IN SLIPPAGE. POSITIVE
INDICATION OF SLIPPAGE = PREVIOUSLY WEAK MUSCLE TEST
STRONG WITH STATIC CHALLENGE ON THE TENDON TOWARDS

THE GROOVE. + POSITIVE T. L. OVER GROOVE.
O] = HAL O] 112 H(slippage) O] U= Al kA E7tE.

=]

O N &M X|H=0|X| 2&StA HALL|FE O|F20| O| =271 = groove

AN -

Higto 2 7“'73.' © Hi(static challenge)2 312 [ ZS RIC} + grooveOf| CHSHTL A
OFMHES

—

0
0
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Slipped bicipital tendon - Treatment 4

* TENDON COMMONLY SLIPPED MEDIALLY, MANIPULATE TENDON INTO
GROOVE

He BE L{Z 02 0|12X|7| 20| 70| Cs] groove W0 2 47| S
Jhstet,

1. ELBOW FLEXED 90° PRESSURE CONTINUOUSLY ONTO TENDON TOWARDS
REDUCTION

ZEES 900 BTA|7| 3 0| s S50| A WEoR XHHo=
o2 Jt3ic

2. ARM SLOWLY EXTENDED. &r= MM S| MM A|ZICE

3. AT MAX. EXT. ABDUCT AND INTERNALLY ROTATE ARM HOLDING PRESSURE
ON TENDON. Z42HE of Z|Cf A, @, Ly S| M AEfOl A Z40f QS Jtsict,

H =
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Cervical Disc
Syndrome



Vertebral artery evaluation

Walther advises routine evaluation particularly
for;(HFEA] A7 E R0t 8F)
Post partum women (A2 7| O /)

2. Women in their 30’s on the pill (1| & 2F =
= 20| 30CH 0o )

3. Smokers (& HKX})
following cervical trauma (43 &=AF 2K}




W e

Modified Adson’s test

Pt supine head rotates to 1 side with extension for 30-60
secs(2HAt= HEE =3 AM| 0 A 30760250t == otF
Hrero 2 oM™, MEA|ZICEH)

Observe for;

Dizziness (O X| 2 &)

Visual disturbances (A| = O| Al

Nystagmus (= &= 2!)

Syncopy (& 4)
If found treat as contraindications' for cervical manipulations (%
SO HALH EF 77X 2& S| M= QHEICH

Especially in the occipital atlantal area. (§90| 2 5- 14 =
Fa22 X|2A|0|= 5 =40 OFetLt)




Cervical disc herniation

* 95% at C5/6
e Rest C6/7 + C4/5

» Disc prolapse usually unilateral(=ZIEHEF==2 HE
UA=dO =2 LIETHC})

= Where annulus fibrosis weakest & PLL thinnest(C| A3
MR 20| ORI LL B4 ZOIH7} Qe A0
SFAHSEC})

= Midline rupture rare but can cause immediate
paraplegia(§ S ¥ L2 29| =7H A2 H = X| T,
ArX|OrH| 7t =2 4 =7} AT}



Diagnosis

Two types of challenge;(25 52| S % A A

1. Pressure on vertex of head caudally (2| & C}2|dlsfo 2
+&Cth)

. Test strong wrist extensors if they weaken = +ve test (==
g2 20| ofslj x| =%| =Qlotrt.)

2. Locally press TP in Ant. Sup. direction (AF 2 S7|E U, $
4o 2 L EC})

. When sup. vertebrae above disc lesion

is challenged the indicator muscle will weaken.(Ef &< 9| 9|
BFE AR mjof x| ®20] ksl ZICt.)

N.B. Hidden cervical disc will not T.L. except under caudal
compression. (&S FF ClAT = HEZHAE K| 41
| E Cie|Wde 2 FE= HAM0= X &2 20| 2Fsli &)



+ve challenge to disc in the direction it has
moved to compromise the disc

hidden cervical disc2| S EF 4 A}l Ht Sk
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Adjustment direction on TP’s
post. caudally to slide vertebrae down along facet line
hidden cervical disc@| X| 2 HISF &2 Ol 2 2 H =
[t}
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Hidden cervical disc

e Cervical I.V.F.

HIDDEN CERVICAL DISC

supereroir articular process

™~ motor nerve

joint capsule
cervical disc

sensory nerve

infererior articluar process
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Hidden cervical disc

Hidden Cervical disc

wfrd head

line or correction

posterior ,//; / line of subluxation

inferior
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“Hidden cervical disc”better know now as
‘Anterior Cervical disc’ hidden cervical
disc= O|A|= ant cervical discE2

* Goodheart postulated that some cervical spine
pain and radicular problems result from laxity of
the annulus fibrosis, causing an intervertebral
disc bulge. Hence the term “Hidden cervical
disc”(Dr. Goodheart2 C|AH S Z 9|
O|Qo 2 QItt XZHT W2 Axo| EXT|

UAS= @270t THI L)




‘Anterior Cervical disc’

* Challenge for weakness in wrist extensors
— In B.I.D.

— Head flexed or caudal head relation to their spinal
level of innervation.

3102 QU7 ALE o) M £SH20| O X =X
22 HEE S50|ALIHHE| S 24 A=FC =
=c|1 5?‘01*1 == HE\ 20| X[ =K] BA

(o) :
* Adjust @ that level — post inf. direction to take
facet down.



Cervical Rib—-1

e Unilateral si:gns of ischemia i.e. coldness, discolouration, trophic
changes(THE &0 T LIEfLI= SR -d S, AL, HEA, &4,
A fF M H 3t-trophic change )

e Bilateral changes are more suggestive of Raynaud’s disease
(FSHL= 5{Ed S0 LEERLH Raynaud’s ds.& A|AFSHCT)

http://www.helixhouse.co.uk



Cervical rib =2

Palpate the radial pulse whilst applying traction to the arm(Zf= Of2 £
718N 2559 pulseS =7IC})

Obliteration of pulse not diagnostic but when there is no change on other
side = suggestive(d 71 HZ 9| MZ O Hol7 @0 HIHE & O FHatot
QI CHH cervical rib= A|AFSELE)

C. L-J Seminars
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Cervical rib -3

Ask the patient to turn their head
towards the affected side(Of= -~
2222 JINE =2 ettt)
Take a deep breath & hold
it.(&= 4 SO|0tA[2 EA
otLt)

If the radial pulse is obliterated
(from scalene anterior
obstruction)(2teF @ S=GHo
WSO H2t7r AUCHH - ant.
Scalen sx.= °|AlSILC},)

This Is suggestive of thoracic
outlet syndrome (&g test=

%—_TI;II-; _|| g__CI): Z ; A|A|-_OI:k.E]|§E)hinars

http://www.helixhouse.co.uk




Cervical rib - 4

Ausculate over the

subclavian
artery(2 =ot=H =
o 2oLt

A murmur is suggestive

of a mechanical
obstruction(murmur-

— —

== AAeHC)
Repeat on the other
side(RICHZ = Z2H2
L HLE HASHLT)

C. L-J Seminars
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Cervical rib - Treatment 1

Nerve Root Muscles

e Deltoid C6

e Triceps C7

e Finger adductors C8

: &
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Cervical rib - Treatment 2

THERAPY LOCALISATION ™= A}

e To the Spinous Process above and below the
disc (F{HE SHEF 2, ol =&7|7t

H=-0| =)

C. L-J Seminars
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Cervical rib - Treatment 3

CHALLENGE

e Find optimal position of the neck to produce
maximum strengthening of affected muscle i.e.
extension, rotation. (22} =l X|E 20| X|CH 2
ol A= =2| =[Hotl XtM| = Be Ct.)

= X -




Cervical rib - Treatment 4

TREATMENT

e Adjust in vector that produced maximum
strengthening, firmly and to that side only.
(7(| H o| _7,c_| EHE %r-c';HI# H HIGFO 2

AM - O O —
At

e Prescribe S.0.D. or Manganese (Disczyme) for
nutritional support.




STERNOCLAVICULAR FIXATIONS & A2 2H&
nps

Treatment 1

Test subclavius muscle bilaterally &% A =52 A A}

.k

Screen for neurological
disorganisation

.k

Weak bilateral

subclavius &%
OtsSH
=1 3

8 8

C. L-J Seminars
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Weak unilateral

e B XX
subclavius o2 0Ot
OF&tH
-1 3



Sternoclavicular fixations - treatment 2

Evaluate and treat
for reactive muscle
pattern in upper
trapezius, pectoralis

minor, and

supraspinatus,

etc.(H 2=l reactive
muscle pattern

1= 9o 7
L 1 =2 =2

x| 25k},

Af

Check for sterno
clavicular fixation with
T.L. + movement of
joint.

SHA+EFAAE SC

oM ™ AAL Ensure
it is not K27 or a N.L.
reflex you are T.L.ing.
Observe for associated
T.L. to occiput
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Sternoclavicular fixations - treatment 3

Evaluate and treat Challenge and treat fixation
“limbic fixation” of by moving in direction of

C/D & 15t rib & challenge in phase of
possible Lovett respiration that negates
Brother at 15t [umbar challenge. (2 &F7| &

$12th rib area(limbic X|®20]| ZolX| = =2 &0
fixation= O 4 A|— flxatlonII =X — s Al %Ll C&H:l-,)

K| 23tCt) If fixation remains, subclavius

may need direct spindle

treatment(fixationO| O}

OIC}H subclaviusLl spindle
=, =X (o



Vitruvian Man

old style



Reactive muscles relating to the hips and
jaw(2 = 0|} ElAJO|O| HIS A 2 3)

Karl Ferreri DC. Found and interesting
association at times between;

Masseter(1 ) —pgluteus medius(zE2
Medial Pterygoid (L{Z 2/ S ) m=mpPsoas(2 )

Lateral Pterygoid(2|Z Q= 2 jump
aductors(z &2



Nerve Entrapments of the Pelvis

(ZEre| M EXYUES

L5 Entrapment(g 258214 x| 2l)-shortening of
the lleo-lumbar ligament.(Zt 2 oICjo| Et=)

Femoral Nerve Entrapment(CHE| A1 Z = Q)
Obturator Nerve Entrapment(@2fA14d | )

Piriformis Syndrome(2&5 332 = 2)

Lateral femoral Cutaneous Nerve
Entrapment(2|= CHE| 2 oA Z X Q)



Nerve Entrapments of the Pelvis
(o] M ExHES)

* L5 Entrapment (25H A4 % Q) -shortening of

the lleo-lumbar ligament.(Z 2 oI} o] Et=)

* Key may be the patient who gets symptoms on
Rotation and bending(Z= 1} 3|XM A| ZAH0| LIE}L)



Nerve Entrapments of the Pelvis

 Femoral Nerve Entrapment(CHE/A1 4 F| Q)
* Key:
— Femoral Nerve Entrapment(CH E| A1 4 | Q)
— Key:

— Weak Quads and strong lliacus(in B.1.D . of extension
of torso supine(& == Z N & M A|7|= XM O] &
2 AARS ot H S{ B X| || Z 2| 20| X[ 2

d=22 Joi Ll

— Trauma to area(Z=%}), pregnancy/obesity( & 41 /H| Bt),
— Lengthen ligament(= O @ILCH)



Nerve Entrapments of the Pelvis

Obturator Nerve Entrapment(| 441 2 x Q)
Key:

Loss of muscle tone in lower abdominal
wall (st= 80| 2715 A 4/H|t 4 (obesity,
pregnancy?)

Reactive test for abdominal wall (2229

S-S AAD

Fascia treatment(zutx|2), strengthen
abdominal wall(zeizg zt3}



Nerve Entrapments of the Pelvis

* Piriformis Syndrome(2531d 2 =5+
Key:

— Weak Glut. Max. (2ot Ll =2

—  Swelling S.1. ligaments(AX| A EQICH BE=

— Nerve involvement of nerve of the Greater Sciatic foramen
(EzsTE= KL= t1E):

—  Superior Gluteal nerve(Sl&7| A 4)-Glut. Med.(ZE=2) &
TFL(CHE| 22 )

—  Inferior Gluteal Nerve(O} 2 = 7| M Z)-Gluteus Max. (CH =2

—  The Sciatic nerve(Zt= 2 4)- hamstrings-Down the leg.('Z CI 2]
S Z=-51X])

—  The pudendal nerve(& 541 4) —urogenital area(H| = 24 Al 7|)

— Symptoms worsen on sitting or standing still in one position i.e.
weight bearing(St 7{ L} A= K| 5 2.8} = KEM|0f| A S4¢ oF3})
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Muscles that move the
hip girdle.



See notes for link to videos

Loa_)er £ Z‘re Yo Z‘y

\

._-_‘ ” IF ; | ~ ‘
. : EJ.
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Flexion (2=)

* |lio-psoas (Eta )
 Rectus femoris (CHE| &I 2)



Insertion(ZX|) of llio-Psoas

C. L-J Seminars
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Psoas

llia-




Insertion of llia-psoas
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Extension(Al =)

e Gluteus Maximus (C|=2)

» Hamstrings(5| S CF2|2)
— Semimembranosis (2H2+k2)
— Semitendinosis (Etal &2

— Biceps femoris (2 Ct2| =422






Abduction(2|*)

e Gluteus medius (==

 Gluteus minimus (&5 2)



Adduction(L} )

e Adductors (L§M 2
* Pectineus (%Y 2)

o
+ Gracilis (FH 22, &t






Medial rotation(L 2| &)

e Tensor fascia lata(CH E[| 22 &)

* Anterior fibres gluteus medius(Z= =12

M R)




Lateral rotation(2] &|*)

* Psoas(&2 1)
e Piriformis (O] AF2)

 Gluteus maximus (CH =3)
e Sartorius(ECt2|HlZ2, 2&51)







Piriformis







it | A" / ,"/

L 1 #
".\ 3o “':«"’.»’:,‘ v

F LV :-,,u,.' 5
™ "'""1"4‘ v

Lt 4 TR VA S ’
miid d
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Nerve Entrapments of the Pelvis

L5 Entrapment-shortening of the lleo-lumbar
ligament.

Femoral Nerve Entrapment

Obturator Nerve Entrapment

Piriformis Syndrome

Lateral femoral Cutaneous Nerve Entrapment



llio-lumbar ligament(Z 2 @ICH)




L 5 Nerve Root Entrapment

This is normally when the lumbosacral-
iliolumbar ligaments shorten or
thickens causing an entrapment in the
‘tunnel’ created by the ligaments and
the bony structures.(2 8= QICH 2}

R QIO tH=O|Lt H|CHZ QIS b 2F
b2 Hg= HEWM MEZAES
OFZ|2t)




Nerves in overview




L 5 Nerve Root Entrapment: Treatment 1
(SHeF 8 29| X =)

 Major symptom is discomfort on rotation and

rigid lack of swing to the shoulders(FF&5 42
SlE|& &2 M| =Hot, 77 st o 4= [j
o[ O] & 2rEl)

* Major Sign = weakness of hamstrings on
rotation(g| M A| HCI2| Sl 22 9| 2k5})/ flexion or
extension as the entrapment at the L5 tunnel is
relieved.(=50[Lt A2 = HE W MO A Z
2t2})



Quadratus Lumborum and the llio-Lumbar
ligament(o{ 2| 4| 221 & 2 OICH)

lliolumbar
ligament

C. L-J Seminars
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Erector Spinae(d F=A|22)




Quadratus Lumborum o 2| 4|22




Muscle: Longissimus Lumborum

Origin:

Spinous pro;esses qf L3 thro.ughSZ.

Insertion:

Ribcage — Lower inferior border of 9 through 12" ribs.

Test:

Patient — Supine, diagonal on table, abduct legs 20° ipsilaterally, lumbars slightly extended.
Dr. — Brace opposite greater trochanter, place arm over ankles and contact to adduct legs

across table

V.L.: L2R

M.M.: L2

C.L-J Seminars
www.helixhouse.co.uk
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Muscle: Quadratus Lumborum {Costal Division)

Origin:
rlio!umhaf ligament, posterior part of iliac crest.
Niferior border of 12 rb.

Test:

Patient - Supine, centered on table, abduct both legs 2° ipsilaterally, arch lumbars slightly.
Dr. ~ Brace opposite greater trochanter, with arm over ankles, contact to adduct legs across

tabie.

V.L:i4l

M.M.: 13

ool YEZ(SEZX)

. AL
SR B0 2 EY0| Yo R £
Q2 ozt 2TAEO|A 2Ct2|E
Sx(HAFE 28Usho R o
oMstn QHUoZ B &
O AbBHE S LR ALO) TR ST
HhCj£ S Qe 9|2 F 1 gjo| 28
t2 F ] hFEA|Z



Muscle: lliocostalis Lumborum

Origin:
Anterior surface of broad tendon attached to sacrum, spinouses of L5 to T11.

Insertion:

. Inferior borders of lower 6" and 7" ribs at the angle.

Test:

Patient — Supine, centred on table, abduct both legs 10° ipsilaterally, internally rotate ipsilateral
femur, placing instep to opposite arch.

Dr. —Brace opposite trochanter, place arm over ankles and contact to adduct legs across table.

T C. L-J Seminars

ol2|¥E ZH|2
7|IAN—&Z 1150 A 22 sH 7}
KXol =3=7| H=0| 5=l §2
gEo|
SA|—6H,7H 559 552 oA
7—IA|-

o =
EOF MEH01| M %tErEI% %222
10k QT2 QE WA 2 3l S
=
~O|Ab:otE 2 D E AHO| 27 5H
HI[f & Qet= Q|2 EH 1 H|O|

== /222 WEAZ
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Muscle: Quadratus Lumborum (Spinal Division)

Origin:

Crest of llium, p;sterior_ portion‘. -6-'I EI L-" E E’( x—-ll $ -|=II_- XI )

i 57 \ . IJAl-FEEO SlRE

Transverse process of upper four lumbar vertebrae. o

S - EX-ME ) axo geT|s

m_— Supine, centered on table, abduct both legs 10° ipsilaterally, keep lumbars in slight [ ] ?:-Il A"

E_.)ﬁz.e:—::fir; opposite trochanter, place arm over ankles and contact to adduct legs across table --§|‘ x|_ : E‘” O | % % %I_ O'” %I_ 9'_ _?_l E _|I__ _(I)_

QTS 7 LTS LENO M ZTtE

: S SSC 2 10k e[Tot= 2 Y

\ <§%\ CETUSH
T LEN ~O| Ab:Sha2 CHE AL RS bt
TSI S e ER SV EE
B Jh2 e HAIY

www.helixhouse.co.uk



Origin: Multifidus (Lumbosacral Division)

Origin:

Back of sacrum, medial and posterior iliac spine, mammillary processes of lumbar vertebrae.

Insef'tion: ' ) EI'%E‘ (R|I_-I$ —E—II)
Spinods processes of T11 through L5 - 7| Al _xl__l _;l_ _|':J_\| E’_—?':§ LH é él._gl_

Test:

Patient — Supine, centered on table, abduct both legs 10° to ipsilateral side, full external %' 8 $ gl l_nT xl % 7 |

D racn e st rochancr o s ver ks and cntc 0 sl e + ZX|—FF 11H0|A 23 5H7}
across table. Xl _C_)l %%7|

A

-2tXE H|O|2 S0 SR = F2
&= HE|S Z|CH 2|2|T SE{0]| A
SLielS s52E 10k 2HetE 9

V.L.: L1L

M.M.: L3

L O oS — o= &

~-O[ArohE 2 T ARG 2 g Sp
Q2 JdE= 92 L HOE=
P2 LEAE
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L 5 Nerve Root Entrapment 2 3= 5H
Al A x| Q.
- O -

Treatment 3

e Challenge ligament(QI L S EF A A})
* Test for ligament interlink( QI CH @ X} A A A}

* Test L4 or 5 for holographic/intraosseous
subluxation(Z 2 2 8!/= L OFEFEAHAH
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L 5 Nerve Root Entrapment:
Treatment 2

* Test muscles supplied by L5 in the neutral
position(Z & X|0 A 2FESHO| X|HjE= AZ ZHAD

« Have the patient rotate/and or flex/extend

away from that side and retest(stxt2 stoj2
o|™ =4 AT SHAISIL CHA| A



Femoral nerve

syndrome CH E|[ Al Z
x|ol =5 1



Femoral nerve syndrome - Treatment 2

e IN LOOKING FOR PROBLEMS IN THE INGUINAL
PSOAS ILIACUS TUNNEL (M#] 5ol @2 A&
£ o] 2| E-20] 20| A)

CHECK FOR:

1. HISTORY OF LOCAL TRAUMA OR CARRYING
HEAVY OBJECTS(Q[AO|L} B/ E7S So| & o
5t0l)

>. HYPERTROPHY OF ILIOPSOAS(Z Q29| H|CH&HQ1)

3. WEAK QUADRICEPS AND POSSIBLY
SARTORIUS(CHE|ALE 20|L} 22 20| o} 20l)

4.STRONG ILIACUS(RtE 20| 2t 3tol)

.




Femoral nerve pathway




Lateral view of the Femoral nerve and other blood
vessels and muscles under the Inguinal ligament

A,

‘ﬂ\

— lliacus
&8%\ _— Inguinal Ligament
C'g}‘ — Femoral Nerve
Q&R — Psoas -

®.. Femoral Artery

={ ~ Femoral Vein
- Pectineus

==
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Symptoms

Unexplained weakness of the Quadriceps

Anatomy |

Recius
Femori

Sarforiu

VYasius
Latercalis Maedialis
Yastus
Inferrmedius



Treatment 1

THE FEMORAL NERVE CROSSES THE PELVIS BELOW THE
INGUINAL LIGAMENT ALONG WITH THE(CHE| M HE 2
M| 20| M Ofef Lot A= & 0| = THCY)

¢ ILIACUS,

¢ PSOAS,

« FEMORAL VEIN,

« FEMORAL ARTERY
¢ PECTINEUS

e SO THAT AN ENTRAPMENT HERE CAN BECOME A TRUE

NEURO VASCULAR ENTRAPMENT (1 E 2 0] 7| A
2 dSt= UEx Y2 HEF 2= Y2 7 g O[Tt

.

www.helixhouse.co.uk




Femoral nerve syndrome - Treatment 1

*THE KEY IS TO TEST THE ILIACUS(5 2%+ A2
X312 HAMS= Z{o|Ch

- IF IT IS STRONG AND THE QUADRICEPS ARE WEAK
THEN THE PROBLEM MUST BE COMING FROM THE
INGUINAL LIGAMENT DOWN!(QFQF Xb-m 0| 24381
CHE|AFS2 0| 2FS|CHH OIL H || QICH 7t OF2h 2
LH2{QFOLA M ZICt & = RUACH

O A

TO ELICIT WEAKNESS YOU MAY NEED TO TEST
REPEATEDLY OR PUT THE BODY INTO DISTORTION
TO BRING OUT THE PROBLEM(EHE X o 2 HA}S AL}
2R E YoI|e AME A HATGO =M ST
o7t LIEFLEY| & BHCh

B




Femoral nerve syndrome - Treatment 3

1. CHALLENGE ENDS OF INGUINAL LIGAMENT — IT
WILL NEED TO BE ELONGATED.(M&|QICHo| BEHES
FHAASIEE-0| R 22 SO{LIoF ER7F /UL

2. TEST EXTERNAL OBLIQUE & TFL THESE ARE THE
MAJOR MUSCLES THAT ATTACH TO THE INGUINAL
LIGAMENT. IMBALANCES HERE COULD CHANGE
THE LIGAMENT (2| S A= 1} HHE[ZHE 20| Mol 70
FAOIERE O 2550 v 0| AUCHH M5 200
dd= = T UL

- -



Femoral nerve syndrome - Treatment 4
IF QUADS ARE WEAK THE PATIENT CAN HELP WITH

HOME TREATMENT BY;(2+2F CH E|AFS-20| QFS}CHH
SHXE Stoj 3 ofzhet 20| SH0f st & Bio)

» CONTACTING THE ENDS OF THE IGUINAL LIGAMENT
(M= Qoo FE R0 850ta)

APPLY PRESSURE TO PRESS APART TO LENGTHEN
THE LIGAMENT(QICH7} SO{LIE 2 QtEHS F Al WHEICH

TEST FOR STRENGTHENING OF QUADS. IF
ABDOMINAL WALL IS WEAK YOU MAY NEED TO
(CHE|AFE 20| Z8HX|.=X| 2HQlIstn ghof 20| oFs|CtH
QE Do MR AE HALtH )

B



Femoral nerve syndrome - Treatment 5

CORRECT ALL PELVIC INVOLVEMENTS = &t1}
nHE D= S E nAs| 2}




e el
e @\"‘

N *?‘Q,\

\ e
i

i
RN
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Obturator Syndrome(Ij| 2 Al A =S =)

-_Addu Tor &5 e

- Brevls ST ik Gracills
Addy ctr Adducfor
Longusj - - Magnus .

- .

~—
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Obturator nerve pathway(IH| 2f 2l




—_—

Obturator nerve(I{| 2 Al 4) — anterior

branch(&f % 7} X|)
am—r |




Obturator Syndrome(I{| 2 Al 4
)

-_Addu Tor &5 e

- Brevls ST ik Gracills
Addy ctr Adducfor
Longusj - - Magnus .

- .

~—
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Obturator nerve(L{| 2 Al ) — anatomical
relations(of| £ 3™ 1A =)

e Obturator
foramen (4| M+ &) m\
\ \
eObturator ) /
externus(H}7Z | A4 S /
) o\ LT e
eObturator i OBTURATOR
. _ﬁ -1l A :- 1 FORAMEN
internus(= H{| A1) cenrons
MUSCLE
INCLINED 5 T, —OBTURATORIIS INTERNUS M

SAGITTAL [—
SECTION

luul \ i
- o w

WW OBTURATORIUS EXTERNUS M,



N
L

Obturator nerve(1| 2 Al

Motor supply

=& X[ Hi)
* Sensory supply
(Z+ZH K| HY)

@ Obturatorius Externus
@ Adductor Magnus
@ Adductor Brevis
@Adductor Longus
® CGracilis

® Adductor Brevis
@ Pectineus (occ.)

Fra. 24. Obturator nerve—motor and sensory distribution

C. L-J Seminars
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Obturator nerve- pathway(4| 2| Al -d 4 £)

U




Obturate syndrome - Treatment 1(I{| 2 A1 4
S2-X =)

*OBTURATOR NERVE RUNS THROUGH THE
TUNNEL(z= S0l H4f4l8 O] X[ fLH).

» THE KEY TO SPOTTING THIS IS TO WATCH
FOR THE PERSON WHO WALKS WITH THEIR
LEGS ABDUCTED(REE LCIZ|E da2ln Z=
AE = EEck= AO|L).

‘DUE TO ADDUCTOR WEAKNESS( & 2 2
oerE Q).



Obturator nerve
syndrome(I{| 2 MBS 2 ) -

Treatment(X| &) 2
. TEST ADDUCTORS WEIGHT BEARING OR,
EASIER , DURING A VALSAVA MANOEUVERE(
MN&as2 2ootAL 22 O A= bt =7

St EEd= AAb.

O = 04

« THE MAJOR CAUSE OF PRESSURE ON THE
OBTURATOR NERVE IS FROM DROPPING OF
THE ABDOMINAL CONTENTS INTO THE LOWER
PELVIC CAVITY ONTO THE NERVE AS IT EXITS
THE OBTURATOR FORAMEN(SIE sHt4do =
SFUE= oot h&ff +F2= AF0| L= [
FE= A0l =2 &9 .



Obturator nerve syndrome(H{| M Al 4 S = 1)
- Treatment (X| 2)3

OBTURATOR NERVE
SUPPLIES(I| 24 Al 4 X| 6H);

e ADDUCTOR BREVIS(Z S 2 =21)

)

e ADDUCTOR LONGUS (7l 2241
e ADDUCTOR MAGNUS(EZ2=21)

e GRACILIS(Z= S M Z+3).

- =
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Obturator nerve syndrome(H{| M Al 4 S = 1)

— Treatment(X| &) 3

EXCESSIVE PRESSURE IN THE ABODOMINAL
CAVITY(EZ L dt=2t &) FROM;

- A FOETUS(E} O}
- WEIGHT GAIN(H| == 7

« POOR ABDOMINAL MUSCLE TONE(E8& 2= &k
Oligl.)
=

RESULTS IN THE DROPPING OF THE ABDOMINAL
CONTENTS INTO THE PELVIC CAVITY AND APPLY
PRESSURE TO THE NERVE(E 2L =2°| =t Ao =Z 514

9 AFoR o) .

C. L-J Seminars
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Obturator nerve syndrome(H{| M Al 4 S = 1)

- Treatment (X| 2 )4
e TEST FOR SORENESS AND WEAKNESS IN
ADDUCTORS(Z S 20| EE& Gl 0f3}).

. |IF EITHER ARE REDUCED WITH PATIENT
MANUALLY REDUCING THE VISEROPTOSIS OR
INDUCED WITH INCREASED INTERNAL PELVIC
PRESSURE(ZIA} 7} 27| 2 E7|8t Zta B2 &

=H & d SIIE |9

« THESE ARE POSITIVE INDICATORS FOR AN

OBTURATOR NERVE ENTRAPMENT(O|&=

2 M EE /0 Chet ¥d HS3).

- =



Obturator nerve syndrome(H| M A EdS= ) -
Treatment (X| &)5

e CHECK FOR REACTIVE MUSCLE

PATTERNS BETWEEN THE UPPER AND

LOWER ABDOMINAL WALL(%| & Of2ff =H

ALOle] HISd o= Y= BAD.

« COMMONLY THE LOWER ABDOMINAL
WALL IS MADE WEAK BY CONTRACTION OF

THE UPPER ABDOMINAL WALL(& =8 =
SZA|7| B S of2f 282 QFs|ZICH.

» TREAT THE SPINDLE
CELLS(ZEFNES= X&)

.




Obturator nerve syndrome(H{| M Al 4 S = 1)
— Treatment(X| &) 6

+ TEST BY STRETCHING THE ABODOMINAL
WALL BY EXTENDING THE SPINE OVER
YOU AND RAPIDLY TESTING FOR
WEAKENING(HF=& 2 HA|AM =SH=
HUFAZ| L EE2| etE AAD.

+ TEST FOR FASCIAL INVOLVEMENT OF THE
ABDOMINAL WALL(Z 0| 2at0|AH0| Q=X
AAD.

» TREAT WITH SPRAY AND STRETCH OR
FACIAL FLUSH(QIC™H 22 gl ML =2

L O =1 -
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Piriformis
syndrome

(%C:) _I %-II_ o—l—TL)




Lower Extremity Anatomy

£




Pelvis — Superior Anterior view

Sacrotuberous ligament
L, nerve root (cut)

liolumbar ligament ~Sx_2 @
Ventral sacroiliac e __ L nerve root
a : ;3\"‘:.? SI nerve root

lidgament
Grefater sciatic S, nerve root
Pirifo?::i?en - Lumbosacral
muscle {cut) —£ 227757 e e g 2 'E:;rexu_s
musclé (CU!) —— " 22 -
d O S occygeus
: =
Sacrospinous  %; % Sosyae
=~ Piriformis

tendon

ligament
Lesser sciatic
foramen Inguinal
Sacrotuberous 2 = ligament
ligament A 3 " Obturator
lliococcygeal ; ey e internus
portion of 4 i3 =22 muscle
fevator ani N Rectum Sciatic nerve
muscle (cut) Urinary Tendinous arch of levator ani
Pubococcygeal portion of bladder mocoocygea{ portion of
levator ani muscle

levator ani muscle

C. L-J Seminars
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Piriformis — Anatomy




Piriformis




Piriformis with sciatic nerve

www.helixhouse.co.uk



Sciatic nerve pathway




Piriformis — Posterior View

Gluteus maximus {cut)

Gluteus medius (cut)

Gluteus minimus

Grassy Piriformis

sciatic Superor
ot gemelius
oy llesser Cbturator
colade internus
foramen Inferior
gemellus
Obturator
o . exiernus
. ring
ator internus S Quadratus
Ischial tuberosity ;;; femoris
B = = -j.' ':'; 2~
Sciatic nerve % =
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i.ﬂm...,.._.".“.
a Wy o

Common variations by which the sciatic

nerve exits the pelv

TN .
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Piriformis Syndrome

Symptoms

« SCIATIC TYPE PAIN

e WEIGHT BEARINGS| 11 A A}SHH
GUTEALS, HAMSTRINGS AND FOOT
MUSCLES O| QF&}{ XI C}

e FEMUR ROTATION ZF 2~



Piriformis syndrome - Treatment 1

THE PIRIFORMIS IS NORMALLY WEAK WHEN
THERE IS CHRONIC SACRO ILIAC INSTABILITY:

CHRONIC SACRO ILIAC INSTABILITYZ7} QIS H
PIRIFORMIS7} A A © 2 OFg|| RILC}.



Piriformis syndrome - Treatment 2

e SITTING OR PRONE X} M| 0| A ROME Z A}
e ENTRAPMENTZ I3l O}zl 220| &FstE A A};

1. GLUT. MEDIUS, MAX or HAMSTRINGS.
2. TEST GLUT. MAX. WITH AND WITHOUT APPROX.
OF THE SACROILIACJT. AND COMPARE.

THE SACROILIAC JointE S 2|11 GLUT. MAX. Z4 A}
= | X 10 AASHO H| W SHC}
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Piriformis syndrome - Treatment 3

* MANY TIMES APPROXIMATION MANUALLY OR WITH A BELT WILL

SHOW A DRAMATIC STRENGTHENING OF THE MUSCLE.

4 £OZ I%E BRIl sibeh® BT FH 22

* THE PIRFORMIS CONTRACTS WHEN
GLUT. MAX IS WEAK

*GLUT. MAX 7} QFSFH PIRIFORMIS 7}

A

C. L-J Seminars
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Piriformis syndrome - Treatment 4
1 2 = PELVIC IMBALANCEE 11 ™ SIL}.

2. SACRO ILIAC LIGAMENTSE S8 AA}SIC,
3. GLUT MAX.E Zt3IA| ZICt
4. TROCHANTERIC BELTE AL,

- =
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Piriformis syndrome - Treatment 5

5. MAY FIND REFLEX HYPERTONICITY OF
PARASPINAL MUSCLES FROM PELVIS TO
CERVICALS ON SIDE OF INVOLVEMENT.

(O|2tel Z0f| St 22 E SNX| HE

—_ - 1

22| HtAtd ZIZ0| LtEHE == QULCt)

e APPROXIMATION OF S.1. JOINTS STOPS PAIN
AND HYPERTONICITY (¥Z MAAIM S 0 O
&3St ZIZ0[ Ar2pEICE)




Meralgia paraesthetica
Lateral Femoral Cutaneous Nerve
(O] o K| &8 THE[ MBS
Q= CHE[I| A Z)




LATERAL

FEMORAL

CUTANEOUS
NERVE

Q +—|Y ILIACUS FASCIA

A
L INGUINAL LIGAMENT
8
@5 (F)

lliacus fascia L 0| A| A 2 £ 2kQISHC}
* Point A = the inguinal ligament?| lateral end . O| X| A& 0f A1 40| EXISILCT
o 7| M AMAEE Ol 2 = SHH point BOJ|A{ the fascia lataS =10 LI-=2LC}.
182 Oge = 20| VtsofH, 2Hey Cie| 7 Ly | B (Direction X)
ME2 Z& Ho|M 7 A = CELAKE T 7L =S| H(trunk shifts U-V)
ot O X|HO|M M EOf| XK=& & = UL

[ Kopell, H. Thompson, W. Peripheral Entrapment Neuropathies 1976. pp.84, 86.
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Lateral Femoral Cutaneous Nerve

the anterior superior spine(ASIS) =& 0| A
entrapment & =l C},

Derives from the L2, L3 nerve root.

lateral boarder of the Psoas Of| A{ L} 2t A
pelvis HFZZHZ O 2 LY 22} lliacus muscle

Ol = KOH

lliacus fascia O 2} 0] R! S lateral

tunnel 2 L}2LCF}..

| —

attachment of the Inguinal ligament0{| €|

—



Lateral Femoral Cutaneous Nerve

* Almost any disturbance in the area could theoretically
cause an impingement to the nerve and it is rare to have
any obvious traumatic history, so that care must be taken to
find the imbalances that might be at the root of this easily
overlooked problem. This nerve entrapment is eminently
suited to non-surgical resolution and if cut unpleasant
paraesthesias may increase rather than decrease.

(O|l=2Mo 2 O| 2|9 et 2N = MF XY=
Of7|SILf, Helot Qa2 KMo O 2 So| ZHitE|+=
MBI O] Edd= FTo| 4dA &=L} O MA X2
Hl==X 0o 2 EIESA X|Z =T 3t M A0| 22| ™
=7t 0| &4 40| O S7HE = ULt)




Meralgia Paraesthetica
Lateral Femoral Cutaneous Nerve
Treatment

* This will involve taking into account all
the above. Remember the following:
(18] 2= Ard= 12{StA Oy
At = 7195t

* There is no motor part to this nerve

purely sensory.
(O| A|7:| O A/\@- 7I-7I-A|7=|O||:|:|

O - LU




Meralgia Paraesthetica
Lateral Femoral Cutaneous Nerve

Treatment

 Transverse Abdominals attach to the
latereral 1/3 of the inguinal ligament.
Test this and Quadratus
Lumborum.(£ 20| '|31| OICH O
|:|P7+ 1/30“ = il-ol—[l-. §I :jl_|-
_9_I:I|-'c'>':|:LO 7—|)\|.)

O O -

 Abdominal oblique muscles and T.F.L.
may also influence the state of the
inguinal ligament.(= A2 1}
ChE[Z 2 20| A5 ITHO| S2t)

e Look for disturbance at L2/3.




Meralgia Paraesthetica
Lateral Femoral Cutaneous Nerve

Treatment

 What is the state of the lleo-psoas?
Does the numbness return after

stretching the hypertonic Psoas?
Examine for S.C.S. & F.F.
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* Remember the possible reactive

inhibition of the neck flexors on
Psoas.
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Meralgia Paraesthetica
Lateral Femoral Cutaneous Nerve

Treatment
 Examine all pelvic faults. Is there a short leg?

(2= Z8=XE dAtorEr 0= 2 Cte|7F & 271)

’

« ZFHAXICE: Femoral nerve entrapment.

 Think of all that can influence the area
associated with the nerve.
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MUSCLE: OBTURATOR INTERNUS

ORIGIN: Inner surface of anterolateral wall of pelvis surrounding the obturator foramen,
obturator membrane, and obturator fascia.

INSERTION: Medial surface of greater trochanter.

TEST: Patient — Supine, centred on table; flex ipsilateral hip 45 degrees and flex knee to
place ankle below side of table. (Note: ipsilateral hip should have slight internal rotation).

Dr: Brace contralateral ilium on lateral side and with ipsilateral knee contact, adduct and
internally rotate femur.
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OBTURATOR EXTERNUS

ACTION: Flexes and externally rotates the femur.
ORIGIN: Rami of the pubes and ischium and external surface of the obturator foramen.
INSERTION: Trochanter fossa of the femur.

TEST:

PATIENT: Supine

Flex the thigh 110 degrees

Flex the knee 9o degrees, with slight external rotation.

DOCTOR:
Brace the lateral side of the knee.

Internally rotate the thigh.

Myomere: L4




COCCYGEUS,B3ACRALDIVISIONE
ACTION:@rawsthe@acralfloorforward@and®upportsitheielvictloor.?
ORIGIN:Bpine®fithefischiumZndhe@acrospinousdigament.
INSERTION:Bide®fhelowestBegment®ftheBacrum.
PATIENT:®Prone.l

1. Flex@helknee®olegrees.n

2. Abductithehigh3@legrees.n

3. Externally@otate®he@high@s@legrees.n
DOCTOR:

1. Bracethel®ppositekneel

2. Contacthefmedial@ondyle®fhehigh.m

3. Abductithezhighthrough@Xoronallane.?
Vertebraldevel:T12
Myomere:330




COCCYGEUS, COCCYX DIVISION

ACTION: Draws the coccyx forward and supports the pelvic floor.
ORIGIN: Spine of the ischium and the sacrospinous ligament.
INSERTION: Margin of the coccyx.

PATIENT: Prone.
1. Flex the knee 90 degrees.
2. Extend the thigh 23 degrees.
3. Externally rotate the thigh 45 degrees.

DOCTOR:
1. Brace the opposite knee
2. Contact the medial condyle of the femur.
3. Abduct the thigh through a coronal plane.

Vertebral level: C4
Myomere: S2




PUBOCOCCYGEUS

ACTION: Supports the pelvic floor, draws the anus forward and constricts it.
ORIGIN: Dorsal surface of the pubes and anterior aspects of the Arcus Tendineus
(lleopectineal line on the inner aspect of the ischium).

INSERTION: Central tendinous points of the perineum around the rectal sphincter.

PATIENT: Prone.
1. Flex the knee 90 degrees.
2. Extend the thigh 23 degrees.
3. Internally rotate the thigh 30 degrees with slight adduction.

DOCTOR:
1. Brace the opposite knee
2. Contact the medial condyle of the femur.
3. Abduct the thigh through a coronal plane.

Vertebral level: L5
Myomere: S2




ILEOCOCCYGEUS

ACTION: Supports the pelvic floor.
ORIGIN: Spine of the ischium, inner surface and Arcus Tendineus.
INSERTION: last two segments of the coccyx and coccygeal ligament.

PATIENT: Prone.
1. Flex the knee 9o degrees.
2. Extend the thigh 23 degrees with no rotation

DOCTOR:
1. Brace the opposite knee
2. Abduct the thigh through a coronal plane.

Vertebral level: L2
Myomere: S2
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The End.



REACTIVE MUSCLE CHART

Suspected
Reactive
Muscle

Sedation Required

Suspected
Reactive Muscle

Sedation Required

Neck Flexor

Contralateral psoas

Lower rectus
abdominus

Upper rector abdoeminus

Splenius capitis

Contralateral pirifermis

Transverse abdominals

Sacrospinalis

Upper
trapezius

Latissimus dorsi
Biceps
Contraleteral upper
trapezius

Psca s

Adductors

Contralateral anerious neck
flexors

Diaphragm

Celtoid | Rhombeoid Gluteus Medius | Contralateral rectus
Pectoralis minor abdominus
Supraspinatus | Rhombeoeid Piriformis | Contralateral splenius capitis
Pectoralis miner
Rhomboid | Deltoid Gluteus maximus | Sacrespinalis

Serratus anticus
Supraspinatus

Pectoralis major (clavicular
division)

Latissiumus

Contralateral

Hamstrings

Sacrospinalis

dorsi | hamstring Contralateral latissimus dorsi
Upper Trapezius Quadriceps
Popliteus
Pectoralis | Serratus anticus Tensor fascia lata | Adductoers

minor

Supraspinatus
Deltoid

Perconecus tertius

Pectoralis | Gluteus maximus Adductors | Tensoer fasciz lata
major Psoas
{Clavicular
division)
Serratus anticus | Rhombeoid Quadriceps | Gastroccnemius

Pectoralis minor

Hamstrings
Rectus abdominis
Sartorius

Biceps

Triceps
Upper trapezius

Sartorius

Tibialis anterior
Quadriceps

Sacrospinalis

Transvere abdominus
Cluteus maximus
Hamstrings

Popliteus

Gastrocneumius
Hamstrings
Upper Trapezius

Diaphragm

Psoas

Gastrocnemius

Popliteus
Quadriceps

Upper rectus
abdominus

Lower rectus
abdominus

Tibizlis anterior

Sartorius

Percneus tertius

Tensor Tascia lata




