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Table 10.20. Punctional Excursion Axiom

With symmetrical muscle tighiness be aware...
With asymmerrical muscle tightness bewsare.

warrant investigation. These deficiencies may result
in an accentuation of sagittal plane, primary and sec-
ondary curves (i.c., cervical/lumbar lordosis, tho-
racic kyphosis), and the development of postural
dysfunctions such as forward head posture (FHP),
cervical and thoracic dowager’s deformity, and tho-
raco-lumbar kypholordosis. Asymmeiric tightness or
loss of functional excursion in paired muscle groups,
however, demands the utmost of evaluative scrutiny.
This is chiefly because asymmetric muscle length in
paired groups may create alteration in the coronal
plane with rotational or torsional forces imposed on
the pelvis, vertebral column, and rib cage. These
forces may result in the presence of non-neutral me-
chanics in the vertebral colnmn and the increased
risk of myofascial and articular dysfunction. An
axiom to follow when evaluating functional excur-
sion is presented in Table 10,20,

Muscles are evaluated by taking their associated
sites of origin and insertion through patterns of
movement that functionally lengthen the appropri-
ate tissues. As all osteokinematic movements in the
extremities occur in curvilinear or elliptical arcs,
movements should be directed with care and con-
sideration for these pathways. Osteckinematic mo-
tions should include straight planar (i.c., sagittal,
coronal) patterns of movement as well as combined
patterns to create functional, diagonal patterns. In
addition, movements should be performed with
careful observation given to barriers of increased re-
sistance within an overall range of excursion. Total
range may belie minute yet significant restrictions
in the myofascial unit and only be identified through
visual and palpatory means during actual functional
excursion.

Functional excursion should also be assessed
through active and resisted movements where pos-
sible. Palpation of relative muscle bellies and mus-
culotendinous and tenoperiosteal junctions should
be performed throughout movements of functional
excursion to identify specific points or sites of max-
imal restriction. These sites will frequently be the
starting place for treatment (Fig. 10.20).

Figure 10.20. Evaluation of functional excursion with con-
current palpation of the pectoralis major muscle to identify
specific dysfunctional tissue barriers,

Newromuscular Responsiveness and Control

MNeuromuscular respomsiveness consists of the initia-
tion, control, recruitment, strength, timing, and en-
durance, among other gualities, of a myofascial
tissue [82]. These components are critical in achiev-
ing proper function of the related articular structures
and kinetic chain as a whole. This is particularly true
in the case where the chronicity of somatic dysfune-
tion has significantly affected the nenromuscular at-
tributes of the myofascial tissues associated with
articular dysfunction.

Asgsessment of the neuromuscular responsiveness
and control of a myofascial tissue can be accom-
plished through the use of proprioceptive neuromus-
cular facilitation (PNF) patterns [38, 39, 82]. In the
thoracic spine and rib cage, shoulder and pelvic gir-
dle patterns (Table 10.21) are a valuable tool for
both evaluation and treatment strategies, Guidelines
tor effective monitoring and administration of these
patterns are also provided (Table 10.22),
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Table 10.21. PNF Patterns of Assessment for Neu-
romuscular Responsiveness and Control

Anterior elevation Posterior elevation
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Anterier depression Posterior depression

Source: Adapted from G Johnson, ¥V Saliva, PNE-I: The Func-
tional Approach o Movement Recducation. San Anselmo, CA:
The Institute of Physical Ar, 1987.

Table 10.22. Guidelines for Effective
Administration and Monitoring of PNF Patterns

Provide complete tension at lengthened ROM without
strain to cervical or thoracic components.,

Allow minimal trunk motion during pattern.

Motion sheuld remain in a straight diagonal with an arc
component.

Motion proceeds from a superior to inferior, anterior o
posterior direction, or vice versa,

The head of the humerus should cross the midline.

Source: Adapted from G Johnson, ¥V Saliva. PNE-I: The Fune-
tional Approach to Movement Reeducation. San Anselma, CA:
The Institute of Physical Art, 1987,

Principles of the Treatment Approach

Management of somatic dysfunction of the thoracic
spine and rib cage requires a multifaceted, eclectic
approach with careful attention paid to the objective
findings enumerated in the evaluative process. In ad-
dition, several guidelines for treatrent may be helpiul
in directing both the novice and experienced practi-
tioner. These guidelines are provided in Table 10,23,

Be Guided by Objective Findings

Treatment must always be guided predominantly by
objective findings rather than subjective presentations.
Pain in the thorax is most ubiquitous and confusing,
because virtually all somatic structures possess at least
three spinal levels of innervation [33, 90]. In light of
this, applying treatment with a palliative methodology
based on subjective direction by the patient is most fu-
tile. In addition, differentiation of the various pain pre-
sentations -(i.e., superficial spondylogenic, deep
spondylogenic, neurogenic, radicular, viscerogenic,
psychogenic), although possible and important, will
provide little in the way of treatment direction, Instead,
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Table 10.23. Treatment Guidelines

Be guided by objective findings rather than subjective
complaints,

Treat motion dysfunction versus positional dysfunction.

Sequence treatment in order of maximal motion loss
according to dysfunctional tissue end-feel or barrier.

Mever barge a barrier, however, once “one has a foot in the
door, never lose it.”

Use the least force possible to effect the desired change.

Clear compensatory somatic dysfunction following pri-
mary dysfunctions to avoid recidivism.

Reevaluate following each procedure (“onion skin
concept™).

Source: JJ Eilis, LPI—Lumbo-Pelvic Integration, A Course
Manual. Patchogue, MY, 1990,

the manual practitioner should trust in the observation
and identification of specific and reproducible objec-
tive findings (i.e., positional and motion).

Treat Motion Dysfunction Versus
Positional Dysfunction

Because function follows form and form is deter-
mined by function, it is imperative that treatment be
guided toward the restoration of appropriate motion
and not be guided by apparent positional findings in
and of themselves. Positional findings frequently pre-
sent as the end-result of aberrant myofascial function,
In addition, the presentation of aberrant positional
findings in the absence of motion loss may belie bony
anomalies with relatively normal arthrokinematics.

Sequence Treatment in Order of Maximal
Motion Loss

Although numerous axioms and strategies for treat:
ment progression exist in the osteopathic literature [1,
35, 36], perhaps the most significant driving principle
is the administration of treatment through a sequence
that identifies the areas of maximal motion loss in ac-
cordance with dysfunctional tissue end-feels. This may
include myofascial, articular, and, at times, visceral
structures. This is particularly true in the thorax; where
the rib cage provides attachment for numerous my-
ofascial and visceral structures that often provide the
primary barrier in motion restriction, Departure from a
traditional progression is often warranted in this area
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because the costal segments and their associated my-
ofascial structures, particularly where chronicity pre-
vails, provide an environment for aberrant function of
the thoracic vertebral segments. An example of this is
the case where both a type I non-newiral ERS dys-
function and an external rib torsional dysfunction exist
concomitantly. In accordance with the traditional bio-
mechanical model, the thoracic vertebral dysfunction
would be addressed first because this i3 seen as pri-
mary and the cause of the associated external torsion
dysfunction [1, 35, 36]. This, however, may not be the
most judicions approach, especially where chronicity
prevails. In this example, the costal segment’s chronic
aberrant position is frequently associated with signifi-
cant myofascial dysfunction of the related intercostal
muscle groups and related connective tissue. Attempt-
ing to address the thoracie vertebral segment first may
not only prove unsuccessful, but may with repeated at-
tempts create iatrogenically induced instability in the
costovertebral and costotransverse articulations. The
costal segment, acting like an anchor (secondary to
MFD), provides an environment where correction of
the thoracic vertebral dysfunction is unattainable until
an environment (of the myofascial tissues) is provided
in which correction can occur and be maintained. De-
parture from previously learned sequences that em-
phasize articular technique is not only prudent in this
case, but necessary if success is desired. However, a
combined articolar technique that addresses the costo-
vertebral and costotransverse articulations is often ef-
fective (see Chapter 9.

Never Barge a Barrier

The application of manual therapy procedures, partic-
ularly in the myofascial tissues, demands the utmost
of sensitivity and respect for patient tolerance. Aside
from recognition of a tissue’s reactivity and its relative
stage of repair (i.e., inflammatory, fibroblastic, or re-
modeling stage), the patient’s tolerance of treatment
depth and progression must be considered. This is par-
ticularly true in the presence of increased muscle hold-
ing or tonicity. Progression of treatment must be
accomplished with acute awareness of the patient’s re-
sponse to treatrnent. As the attainment of increased
depth is attempted through subtle yet progressive tis-
sue deformation, the patient’s response should be care-
fully monitored, both verbally and somatically.
Progression or depth should never substitute for pa-

tient tolerance and comfort. Once additional depth or
“ground” is achieved, however, all attempts should be
made to maintain that ground, keeping in mind the
adage, *never pay for the same real estate twice.”

Least Force Possible

The implementation of actual technique should be de-
livered with the least physical force possible to effect
the desired somatic change. This necessitates an ex-
acting diagnosis, enumeration of specific myofascial
and articular findings, the identification of specific bar-
riess (L., depth, degree, direction), and the precise lo-
calization of those barriers. Treatment should be
directed at these specific barriers, with increased force
being reserved as a last option. The angulation of hand
contacts, use of an assisting hand, position of the body
part being treated (i.e., shortened or lengthened posi-
tion), and the use of associated oscillatory motions are
alternative strategies that should be considered before
increased force is used. Communication between the
patient and practitioner will prove valuable as the pa-
tient is encouraged to assist in both the identification
of the barriers and in the process of mobilizing soft tis-
sues, In addition, patients are encouraged to report
subjective changes experienced during the treatment
process: This will aid them in localizing and treating
these same restrictions in their own home program.

Clear Compensatory Somatic Dysfunction

Effective management of somatic dysfunction of the
thoracic spine and rib cage requires thorough as-
sessment of and amelioration of compensatory dys-
functions that exist concomitantly with the primary
dysfunction. According to the biomechanical model
methodology, this compensatory dysfunction may
respond and correct itself concurrently with the nor-
malization of the primary dysfunction. However,
where chronicity prevails, such compensatory dys-
functions (particularly myofascial) may require
specific attention. In addition, compensatory dys-
function, especially where it is associated with nuy-
ofascial dysfunction, may create an environment
where normalization of primary dysfunction will not
occur, of where there exists a predilection for a re-
currence of that dysfunction. This is seen in.a patient
with a chronic type IT non-neuntral FRS right dys-











































































