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Some Questions

@ How many of you regularly do
soft tissue work on your patients?

@ How many of you are certified in
a particular soft tissue technique?

@ What are you looking to get out
of this class?

@ |s there something in particular
you would like me to cover?

Goals and Objectives

@ Review the nature and
characteristics of soft tissue injuries.

@ Review and practice soft tissue
examination methods.

@ Review and practice several manual
soft tissue treatment methods and
give you enough basic ability in
those methods so that you can use
them with your patients upon
return to your office.




A Caveat

@This seminar does not cover every
known soft tissue technique.

@It draws from a variety of commonly
used manual techniques.

@It is a part of certification for CCEP,
and now is a certification for IASTM
(Smart Tools)

@| encourage you to pursue additional
training in specific named
techniques.

DEMONSTRATE A WORKING KNOWLEDGE OF SOFT
TISSUE TECHNIQUES

DEVELOP A BETTER UNDERSTANDING
OF SOFT TISSUE INJURY

DEVELOP SKILL
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HOUR 1 - INTRODUCTION
HOUR 2 - SOFT TISSUE
TECHNIQUES

BREAK

HOUR 3 - FOOT
HOUR 4 - ANKLE

LUNCH

HOUR 5 - LOWER LEG
HOUR 6 - KNEE

BREAK

HOUR 7 - UPPER LEG
HOUR 8 - UPPER LEG (CON'T)

HOUR 1 - UPPER BACK
HOUR 2 - HEAD/NECK
HOUR 3 - SHOULDER
BREAK

HOUR 4 - ARM/FOREARM
HOUR 5 - WRIST/HAND
TEST
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YOU WILL ONLY GET OUT OF THIS
SEMINAR WHAT YOU PUT INTO IT.

THE MUSCULOSKELETAL PROBLEM

MOST COMMON CAUSE
OF SEVERE LONG TERM
PAIN

ENORMOUS BURDEN ON
WORLD ECONOMY

LBP 2ND MOST COMMON
REASON FOR VISITTO
PCP (UNITED STATES)
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THE MUSCULOSKELETAL PROBLEM

MECHANICAL CONDITIONS THAT REDUCE
MOBILITY:

1. JOINT MOBILITY DYSFUNCTIONS (JMDS): WHEN
SPINAL OR EXTREMITY ARTICULAR SEGMENTS HAVE
REDUCED MOBILITY. REDUCED MOBILITY CAN BE DUE
TO PROBLEMS IN THE CONTRACTILE (IE. MUSCLE) AND
NON-CONTRACTILE (IE. LIGAMENT) TISSUES THAT
CONNECT THE ARTICULAR SURFACES.

2. TISSUE EXTENSIBILITY
DYSFUNCTIONS (TEDS): restricTions IN

RANGE OF MOTION OF A JOINT DUE TO TISSUES THAT ARE
MULTI-ARTICULAR (CROSS MORE THAN 1 JOINT)

THE MUSCULOSKELETAL PROBLEM

MECHANICAL CONDITIONS THAT REDUCE
MOBILITY:

1.JOINT MOBILITY

DYSFUNCTIONS (JMDS)
OSTEOARTHRITIS
OSTEOARTHROSIS
UNI-ARTICULAR MUSCLE SPASM AND
GUARDING
FUSION
SUBLUXATION
ADHESIVE CAPSULITIS
DISLOCATION
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Normal Gliding & Sliding of Tissue

vastus medialis

Fascial Videos

https://www.youtube.com/watch?v=2yU7SsQmVRE

https://www.youtube.com/watch?v=BdRgLrCF Ys

https://www.youtube.com/watch?v=6fhlaYi_Pfl
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https://www.youtube.com/watch?v=ZyU7SsQmVRE
https://www.youtube.com/watch?v=BdRqLrCF_Ys
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IASTM

@ Origins are in the traditional Chinese medicine
technique of Gua sha.

@ “Gua” means scraping and “sha” means sand.

@ Modern IASTM began it’s development in the
US through the work of David Graston.
Following a severe multiple ligamentous injury
to his knee in 1987, Graston developed tools to
assist in the treatment of fibrotic tissue.

@ David Graston is no longer affiliated with the
original stainless steel tools which are still
referred to as Graston instruments.

@ David Graston subsequently developed tools
made from ceramic polymer and refers to the
technique utilizing these tools as Sound
Assisted Soft Tissue Mobilization (SASTM)
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1988 - History of I.LA.S.T.M

+ David sustained a total dislocation of the right knee while his was
training for a skiin? competition. Surgery was needed to repair the
medial and lateral igaments. David received an ACL replacement,
was left without a PCL, and the leg was casted. When the cast was
removed, David started therapy with 0 range of motion in his knee.

David learned through therapy how to perform soft tissue
mobilization and deep friction massage using his hands. After 6
months of treating himself, David was diagnosed with Bi-Lateral
Carpal Tunnel resulting in surgery to his right hand.

1989 - Early Development of I.A.S.T.M.
Instrument Assisted Soft Tissue

Mobilization
1st Wooden 2nd Aluminum

Different size rollers were used for various pressures.
David used the roller concept initially when treating his
right hand after CTS surgery. He continued to treat his
left hand to prevent CTS surgery. Also treated his right
knee after ACL surgery.

1/17/2023
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1990 - One on One Fitness

» David specialized in training injured NFL athletes
like Ron Solt as a Personal Trainer usin% the
Roller Concept and then developed the Tirst
Instruments with handles and two blades that fit
body parts. Also used Weak-Link Training
Concept this allowed Ron Solt to became NFL
comeback player of the year!

1990 - Early Development of I.A.S.T.M.
Instrument Assisted Soft Tissue
Mobilization

* The roller concept evolved into curvilinear instruments with
beveled edges acting as a roller for maximum coverage. The
instruments also possessed a bladed edge for separation and
splaying of soft tissue. The instruments were designed using
aluminum as the material.

1/17/2023
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1991 - Early Development of I.LA.S.T.M.

Instrument Assisted Soft Tissue
Mobilization

Aluminum material was replaced with stainless steel.

1/17/2023
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2000 - Carpal Therapy
SASTM.com

* 3 Years after David left (to
fulfill a noncompete
agreement), Carpal
Therapy, Inc. was opened
in Sept. of 2000

Carpal Therapy conducts
research and development,
manufactures and quality
controls all products and
seminars via SASTM.com.

Considerations in choosing a soft tissue
instrument.

@ Material: Stainless steel, wood, aluminum, bone, stone,
resin, ceramic polymer, seashell, plastic,???

@ Weight, ergonomics, texture of part you hold.

@ Durability.

@Can it be sterilized.

@ Patient feel.

@ Multi edge or single edge.

@Shape of the treatment edges.

@What comes with the tool(s)? Case, manual, website,
training,

@ Replacement policy

@ COSTSSSS5S555555S
@The company behind the tools.
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More Considerations...

-Metal vs Ceramic Polymer
vs Plastic

@Stainless steel tools cost more, are heavier, but more
durable, and can be sanitized easier. (Casted or Cut Steel)
@Ceramic Polymer tools are more comfortable to hold, cost
less, but can break if dropped on a hard surface.

-Single Edge vs Multi Edge

@Single edge tools are built to be more specific to different
uses and different contours of the body.

@Multi edge tools are built to have the “all in one” idea.
One tool is able to do all aspects of the body. May not be
as specifically made to fit contours of the body.

More Considerations...

-Single Bevel vs Double Bevel vs Non Bevel

@Single bevel tools have a treatment edge designed to be
used at a 30-40 degree angle to the tissue being treated.
They usually have a sharper edge than others to have a
greater sensitivity. Single beveled tools usually provide
treatment in only one direction with a lighter return stroke.
@Double bevel tools have an edge designed to be used at a
45 degree angle or perpendicular to the treatment tissue,
and can typically be used in both directions without turning
the tool around. They are usually made with a greater
angle (about 45 degrees) so they can be used with a
greater pressure into the tissue.

@Non Bevel tools are usually used for a “rolling” technique
on the soft tissue being treated. This is typically less
invasive to the area treated.

1/17/2023
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More Considerations...

-Emollient
-Solid vs Liquid
-Oil Base vs Water
Base

@The more solid the emollient the easier it is to keep it
contained to an area.

@Water base emollient is easier to tape afterwards then oil
based emollients.

Tool analogies

@If you only have a hammer,

everything looks like a nail. (pick
the right tool for the job)

@A poor workman always blames

his tools. (purchase quality tools, and then,

become skilled in their use, and constantly work at
refining your skills)

1/17/2023
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4 Most Common Mistakes in IASTM

Gripping the instrument too hard
Too much emollient
Not specific in treating the appropriate tissue

Looking for the wrong result
— Petechiea/Bruising

Instrument Assisted Soft Tissue
Mobilization

@ Better than ART® for densely restricted tissue,
post operative scar tissue and tendinosis. Can
be used on many soft tissue conditions.

@ Treatment is applied in multiple directions.

@ A lubricant must be used.

@ Best outcomes are achieved when used with
eccentric exercises.

@ A vibratory sensation is felt by the doctor and
patient when the tool is passed over fibrotic
tissue.

@ Either technique can produce an ecchymosis
response.

1/17/2023
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Additional soft tissue
techniques

@Kinesiotape

@ Self treatment methods; self stretching, foam roller, the
roller stick, tennis or lacrosse ball.

@ Fascial movement via yoga, tai chi, etc.

@ FAKTR (Functional And Kinetic Treatment with Rehab)
@ PRP (Platelet-Rich Plasma) Injections

@ Prolotherapy

@ Cupping

@ ESWT (Extracorporeal Shock Wave Therapy)

Q@ LLLT (Low Level Laser Therapy)

@Voodoo Taping

@ Astym

@Blood Flow Restriction

Cupping

One of the earliest documentations of cupping can be found in
the work titled A Handbook of Prescriptions for Emergencies,
which was written by a Taoist herbalist by the name of

and which dates all the way back to

It is thought to affect tissues up to four inches deep from the
external skin. Toxins can be released, blockages can be cleared,
and veins and arteries can be refreshed within these four inches
of affected materials. Even hands, wrists, legs, and ankles can be
'cupped,' thus applying the healing to specific organs that
correlate with these points.

The suction and provided by cupping can
loosen muscles, encourage blood flow, and sedate the nervous
system

1/17/2023
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Cupping

* 1. Clean thoroughly, remove body hair.

2. Wash cups and target areas on skin with warm,
lightly salty water, and dry before cupping.

3. Before performing cupping procedure with a
suction cup, make sure the inside of the cup is
clean and the assembly is intact (valve and seal are
firmly fastened to cup).

4. Select an appropriate size or type of cup.
(Smaller cups are for smaller body areas).

Cupping (cont.)

6. Connect the connecters Cups may be moved while attached, the
cream or oil acting as a lubricant. This allows for cupping of larger
areas, or to adjust the placement of the cup for optimal cupping.
When moving a cup, grip the cup low on the bowl, and use the
fingers of the non-pulling hand to gently hold the skin taut behind
the cup as it moves.

7. The cups can be used individually or in combination according to
your preference.

8. After the desired elapsed time, simply release the pressure in
the cup by pulling up on the cup's valve to release vacuum. Always
use this method to release cup gently (rather than wrenching it
away suddenly) to prevent skin damage.

9. It is normal for darkening to appear on the skin where cups are
applied. This will dissipate in a few days.

1/17/2023
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Contraindications to Cupping

* Do not use cupping on individuals equipped
with a cardiac pacemaker

* Do not apply cupping to subjects who are
tired or hungry

* Do not apply cupping on swollen, bruised or
ulcerated skin

The following should receive cupping

only on the advice of a physician:

* Individuals with hemophilia, thrombocytopenia or other diseases which
may cause bleeding

*  Pregnant women
* Individuals with allergic skin reactions
Cautions:

* If subject experiences dizziness or fainting during cupping, stop application

immediately, give subject fluids and rest.
* Limit application to 15 minutes.

* For those with tender skin, lessen the cupping time to avoid blistering the

skin
* If any blistering or infection occurs during/after cupping, ensure proper
first aid and/or medical attention as appropriate.

* Discoloration of the skin after cupping is normal. It will disappear after a
few days.

1/17/2023
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Care and Storage

* Keep cups away from sources of high heat

* For cups equipped with magnetic points, keep
them at least a foot away from products easily
affected by magnetism, such as electronic
equipment, watches, etc.

1/17/2023
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SECTION 3

INSTRUMENT ASSISTED SOFT TISSUE MOBILIZATION (IASTM)
TREATMENT EFFECTS OF IASTM:

1.BREAK UP ABNORMAL DENSITIES IN

. Merkel discs

TISSUE
2. STIMULATE THE NERVOUS SYSTEM

SECTION 3

INSTRUMENT ASSISTED SOFT TISSUE MOBILIZATION (IASTM)

TREATMENT EFFECTS OF IASTM:

1.BREAK UP ABNORMAL DENSITIES IN
TISSUE

2.STIMULATE THE NERVOUS SYSTEM
»» DECREASE PAIN VIA PAIN GATE
THEORY

»» INCREASED RANGE OF MOTION
»» IMPROVED PROPRIOCEPTION

1/17/2023
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Peripheral Type Of Sensory Information

Types of Energy\ Function

\Movememﬁorce (Golgi tendon organ), pressure, touch,
change in muscle length (and rate of change - muscle

e ChAr™Cepot spindles), joint, vibration, vestibular function (hair cells in ear)

22



2
DRY/L . RER
TYPE FUNCTIONS
General Somatic Afferent) These fibers carry exteroceptive (pain,temperature, light
(GSA) touch, vibration, tactile (2 point) discrimination and
proprioceptive impulses from sensory endings in body
wall, skeletal muscle, tendons, and joins.
General Visceral Afferent | These fibers carry sensory impulses from visceral
(GVA) structures (hollow organs and glands) within the thoracic,
abdominal, and pelvic cavities (non-painful regulatory
signals such as p02 as well as pain and temperature).
Special Somatic Afferent | These nerves carry sensory impulses from the special
(SSA) sense organs in the eye and ear (cranial nerves 2 and 8).
Special Visceral Afferent | These fibers carry information from the olfactory and
(SVA) qustatory receptors (cranial nerves 1, 7 and 9). These
fibers are designated as visceral because of their
functional asseciation with the digestive tract.
1
0

o ligaments of peripheral | Other Golgi Ftepiors: probably

Mechanoreceptors in Fascia
Receptor type Preferred location Responsive to Known results of stimulation
» Myotendinous
Golgi junctions
o atachement arcas of Tonus decrease
= aponeuroses in related striated motor fibers.

deep capsuler layers
& Paciniform | o spinal ligaments

investing muscular
—@ tissues, ‘

Type Il

Ligaments of

joints 1o strong stretch only
Typelb |« joint capsules.

Myotendinous
Pacini junctions

Rapid pressure changes and
vibrations

Used as proprioceptive feedhack for
‘movement control. (sense of
kinesthesia)

Ruffini eripheral joints, Like Pacini, yet also i
mater sustained pressure
sl layers Inkibition of sympathetic activity.
tissues Specially responsive to —
led with (angential forces (atera
Typel regular stretching streich).
* Most abundant
Interstitial recep} c. Found 5 well as sustained Changes in vasodilation
a\nfhm:. re changes. —_—
{ j,’ even bones. plus spperently in plasma
“L‘ * Highe ity in 50% are high threshold units, extravasation.
periostcum. and 50% are low threshold
Type Il & IV units

1/17/2023
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»» DECREASE PAIN VIA PAIN GATE

THEORY

Sensory Receptors

Posterior
Division

Anterior Root

Posterior Root Dorsal spino-

Columns  thalamic

~Osympathetic Ganglion

Viscera

Receptors in Skin

lab
Tendon
Bundle
£O
Muscle spindle

»» MECHANORECEPTOR STIMULATION ALLOWING
FOR AN INCREASED RANGE OF MOTION

»» IMP

Known results of

Receptor e Preferred | {1 R ive to
b e P stimulation

Golgi Myotendinous junctions attachement | Golgi tendon organ: Tonus decrease in related

areas of aponeurosesligaments of té"}"““s.gul‘aF contraction. striated motor fibers
Type | b peripheral joints S e
YP probably to strong stretch
only
Pacini Myotendinous junctions deep tapid pressure changes and Used as proprioceptive

& Paciniform

q

capsular layers spinal ligaments
investing muscular tissues.

vibrations

feedback for movement control.
(sense of kinesthe:

Type Il

Ruffini Ligaments of peripheral joints, Like Pacini, yet also to inhibition of sympafiilic activity
Dura mater sustained pressure.

Type Il outer capsular layers Specially responsive to
and other tissues. tangential forces (lateral

stretch).
Interstitial Most abundant receptor type. Found | Rapid as well as sustained Changes in vasodilation plus
almost everywhere, even inside pressure changes. apparently in plasma
Type lll & IV bones. Highest density in 50% are high threshold units, extravasation.

periosteum.

and 50% are low threshold
units

1/17/2023
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3.REINITIATE FIRST-STAGE HEALING IN
THE BODY VIA PROLIFERATION

The inducement of tissue microtrauma is believed to elicit a local inflammatory response that promotes
breakdown of scar tissue, release of adhesions, synthesis of new collagen, and connective tissue remodeling
(Hreljac, 2000). IASTM treatment of enzyme-induced tendinitis in rats has been shown to promote fibroblast
proliferation, collagen synthesis, collagen maturation, and collagen alignment (Davidson, 1997). A study of
ligament healing in rats following IASTM treatment documented greater cellularity, improved collagen alignment,
fewer adhesions and granular tissue, and increased ligament strength and stiffness (Loghmani, 2009).

Loghmani and Warden (2012) demonstrated IASTM increases in blood flow and alters

microvascular morphology in the vicinity of healing knee ligaments. IASTM treatment of surgically-induced knee
MCL injuries increased regional tissue perfusion. The increase was not observed immediately following
intervention suggesting IASTM does not lead to a direct increase in tissue perfusion due to vasodilation. In
contrast, IASTM increased tissue perfusion days following treatment, an effect that persisted for 1 wk following the
final IASTM intervention.

Phases of Healing Soft Tissue Injuries

@ Inflammation: Lasts up to 3-5 days. pain, swelling

redness. Accumulation of blood starts the healing process. Fibrin,
fibronectin. Cell death. Protein breakdown. Phagocytocis.
Polymorhoneuclear neutrophils release proteolitic enzymes.

@ Proliferation: Lasts 2-24 days. Fibroblasts multiply and

begin making collagen. Capillary formation.

@ Maturation aka remodeling: 3 weeks to 12 months.
Cross-linking and shortening of collagen. The process of fibrosis and
myogenesis compete with each other. Collagen deposition may continue
for many months.

1/17/2023
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FUNCTIONAL SOFT TISSUE EXAMINATION

@ Futility of listing orthopedic tests.

@ Cyriax’s differential analysis of passive &
contractile tissue.

@ Cyriax suggested doing passive testing first in
order to not elicit any tonic muscle reaction that
would alter active testing.

@ Pellecchia GL et al. Intertester reliability of the
Cyriax evaluation in assessing patients with
shoulder pain. Orthop Sports Phys Ther.1996:23.

FUNCTIONAL EXAMINATION BASED ON
CYRIAX PROTOCOL

I. PASSIVE TISSUE:

TISSUE THAT DOES NOT HAVE ITS
OWN CONTRACTILE ABILITY:

Joint capsules, bursae, fasciae,
ligaments, nerve roots, dura
mater..

26



PASSIVE EXAMINATION (Analysis)

Bone to bone end-feel. (ebow Extension)
Soft tissue end-feel. (Elbow/Knee Flexion)
Spasm or "twang”. (Fracture/Inflamed Joint)

Capsular end-feel. (vormal
Shoulder/Leather)

Sprlngy block. (Hard Rebound/loss of knee Ext)

Empty feeling. (Feels more is possible but Pt
Stops)

CAPSULAR PATTERN

@ A particular sequence of passive limitation of
motion in a joint controlled by muscles.

@ Occurs when the entire capsule is shortened or
inflamed, or if the synovial lining of the capsule is
inflamed.

@ Examples: arthrosis, arthritis, capsulitis.

@ NONCAPSULAR: Bursitis, loose body, tumor.

1/17/2023
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Il. CONTRACTILE TISSUE:

Muscle belly, musculotendinous junction, body
of the tendon, tenoperiosteal junction.

Use of isometric testing positions that minimize
the activation of involved synergistic muscles &
minimize positional pain so that maximal effort
can be exerted.

CCEP Isometric Muscle Testing

CONTRACTILE EXAMINATION (Strength
Grading)

Normal strength & no pain.
Normal strength & pain.
Definite weakness & pain.
Weakness & no pain.

1/17/2023

28



CEA Muscle
Testing

= - o | -

¢ MUSCLE TESTING SCREEN rre EXTREMITIES g

Treatment of different types of muscle
tightness

Reflex Treat the cause; ie remove appendix, trt. HNP,
then trt any remaining muscle problems.

Interneuron Adjustment
Trigger Point

PIR, Ischemic compression, ART, IASTM
Limbic

Yoga, meditation, biofeedback
Myofascial

PIR, ART, IASTM

1/17/2023
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SECTION 4

USING THE INSTRUMENTS OF SOFT TISSUE

1. Acute & Chronic MSK Condition

2. Spinal & Extremity
INDICATIONS

3. Physically Active Respond Bette

4. Younger

Factors that Impede Soft Tissue

Healing
QAge
@Nutrition
@Corticosteroids and NSAIDS
@Diabetes
@Smoking
@Prolonged immobilization
@Large soft tissue gap

@Repetitive stress or injury (SUB-
ACUTE PHASE)

30



NSAIDS and soft tissue
healing

@ Almekinders LC et al. An in vitro investigation
into the effects of repetitive motion and
nonsteroidal antiinflammatory medication on
human tendon fibroblasts. Am J of Sports
Med 1995;23(1) 119-123 NSAIDS were
found to decrease DNA synthesis.

@ Kulik M. Oral ibuprophen: evaluation of it’s
effects on peritendinous adhesions and the
breaking strength of a tennoraphy. J of Hand
Surgery 1986; 11A:110-119 Ibuprohpen
decreased the strength of tendons
undergoing repair by 300% at four weeks.

Factors that Speed Recovery

QAge

@Nutrition

@Controlled motion

@Soft tissue treatment techniques
@Injectables such as PRP

@Surgical repair/closure of large
soft tissue gap

1/17/2023
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SECTION 4

USING THE SOFT TISSUE TECHNIQUES

INTEGRATION Office Application

1. History - Rule out red
flags
. Screen Movement
. Assess Movement
. Treat Joints
. Treat Soft Tissue
. Treat Motor Control

SECTION 4

IASTM INSTRUMENTS

Absolute Contraindications

skin infection

open wound

bone fracture

recent suture site
uncontrolled hypertension
kidney dysfunction
hematoma

osteomyelitis

pregnancy - 1st Trimester

Q

Contraindications

b.
C.
d.
e.
f.

g.
h.
i

1/17/2023
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SECTION 4

IASTM INSTRUMENTS

Contraindications

Relative Contraindications
. anticoagulant medication
. varicose veins
. cancer
. rheumatoid arthritis
. acute inflammatory conditions
Pregnancy - 2-3 Trimester

SECTION 4

IASTM INSTRUMENTS

Patient Home Care

1. Possible Side Effects

1/17/2023
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THE TOOLS

SOME TOOLS ONLY HAVE ONE SURFACE DESIGNATED
FOR A SPECIFIC USE AND THE REST OF THE TOOL IS
FOR CONVINIENCE OF THE HAND BY THE PHYSICIAN.
THIS TOOL IS USED SPECIFICALLY FOR SCANNING THE
SOFT TISSUE AREAS TO FIND PATHOLOGY.

“Scanner”

1/17/2023
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THIS TOOL IS DESINGNED TO HAVE MULTIPLE SIDES TO BE USED FOR
DIFFERENT APPLICATIONS THROUGH OUT THE BODY. YOU CAN SEE
THE DIFFERENT EDGES FOR DIFFERENT CONTOURS OF THE BODY.

EVERY EDGE IS DESIGNED TO BE USABLE. EVERY EDGE ON THIS TOOL
IS DOUBLE BEVEL.

“Batman®

“Batman” “Batman”

THIS TOOL HAS MULTIPLE EDGES DESIGNED TO BE USED ON MULTIPLE PARTS OF THE
BODY AS WELL, HOWEVER IT DOES HAVE EDGES THAT ARE NOT DESIGNED FOR USE AT
ALL, BUT ONLY COMFORT FOR THE PHYSICIANS HAND. IT ALSO HAS BOTH DOUBLE

BEVEL EDGES AND SINGLE BEVEL EDGES. THIS TOOL ALSO HAS PICK LIKE EDGES FOR
DIGGING INTO AND UNDER SOF

“Captain Hook”

“Captain Hook"

“Captain Hook”

“Captain Hook"

1/17/2023
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THIS TOOL IS DESIGNED FOR USE ON LARGER
MUSCLES OF THE BODY, AND LARGER AREAS.

HANDLES ON EACH SIDE MAKE IT EASY FOR

N

THE CLINICIAN TO HOLD SO THAT HANDS ARE ‘;v

COMFORTABLE AND NOT IN THE WAY. IT ALSO

HAS MULTIPLE EGDES AND BEVELS.

4 {top ridge)
%"“’;v (}%"“,’;\,— %‘“’;\L’
zf T ‘\,\J

“Handle Bar” “Handle Bar”

“Handle Bar"

THIS TOOL IS DESINGNED TO HAVE
MULTIPLE SIDES TO BE USED FOR
DIFFERENT APPLICATIONS
THROUGH OUT THE BODY. YOU
CAN SEE THE DIFFERENT EDGES
FOR DIFFERENT CONTOURS OF THE
BODY. EVERY EDGE IS DESIGNED
TO BE USABLE. EVERY EDGE ON
THIS TOOL IS DOUBLE BEVEL.

“Shark" “Shark”

"Shark” "Shark”

1/17/2023
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* Scan

* Sweep
* Scoop
* Swivel
* Strum

& dl.dropboxusercontent.com

Fan
Filet

Pin & Stretch

* Brush

1/17/2023
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1. SCANNING

Using the Scanner with no patient movement the
clinician is feeling for restriction in the tissue (depth and
direction)

2. "CLEAR THE PATH"

Using the instrument assigned for that region, the
clinician works around the bony prominence or joint in
all directions with no patient movement.

3. PIN AND STRETCH

The instrument is placed with direct pressure on
specifici tissue and the patient actively moves around
the pinned tissue

4. “PRY AND LIFT”
Using Captain Hook, the clinician lifts the tissue while
the patient actively moves the treated tissue.

" 5. GENERAL TREATMENT

Using the designated tool, the clinician places just
enough pressure into the tissue (in the direction of
restriction found with the scanner) that allows gliding of
the instrument as the patient moves.

38



LOCATION / LOCATION

Targeting the Tissue

BLOOD FLOW RESTRICTION
(BFR)

=
o 18 : P
k| M‘,@ .’.I,‘@u
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WHAT IS BLOOD FLOW
RESTRICTION TRAINING?

BFR is the brief and intermittent occlusion of arterial and venous blood flow
using a tourniquet while at rest or exercising. Using this technique, you can
exercise using significantly less weight and still achieve significant gains in

muscle strength and size.

BFR WORKSHEET

Right Arm Circumference: = CaffSize..  Pressure: 100-220mmHg
Right Leg Cireumferencs = CuffSae___ Pressurec_150-250mn i

Smart Cuff Sizing Chart

Umb i i) S 16 B2 uB BB
Smart Gl sire. 1 H 1 L) )
lieart Rate Reserve:

Resting Heart Rate (Before out of bed i et
MaxHR = 20age = 220-___[age] = HEw

Max HR - Resting HR = HR Reserve [HRR)

HRRx 30+ ___HBaas-__Tralaing Target
((HBAK(30) Training Intensity%)] + Resting HR = Target HR
“tgained individuals start at 45% HRR and work up to 60%
**wniralned start 3t 30% HRR and work up to 60%

Estimate 1RM: Example:

10 RM Test; 100Tbs

100 %133 = 1331bs Etimated 1 AN
133220 = 26.lbs

1332 35=4655 s

BER Trainlsg Imensity = 27lbs - 471bs

‘Mumber of Repetitions Percent of 1-Repetition Multiply Wesght.
Pertarmed Masimum Lifed By:
1 ) 10
] 5 108
3 1] 108
. [ ¥T}
s W 115
[ 1
[ 1
] 1
7 1.
i E 1
1 n 10
F} [} 149
15 [} L84

Summary:
Prefum 34 warmup sets prior o yous best effot

Rech yout 89 Masmu of 10-169 maxmum

Multoh by 1 respective numder 1 esbmate our 1AM

Multiohy estimated 1-0M by 0.10 or 0.35 (fe trinng intensity of 2010 35 percent)

1/17/2023

40



BLOOD FLOW RESTRICTION

HOW DO | RESTRICT THE BLOOD?

PNEUMATIC BFR

1. UPPER EXTREMITY - 100 -
220 MMHG

2. LOWER EXTREMITY - 150 -
250 MMHG

CHECK PULSE DISTAL TO
WRAP AFTER
A. UPPER EXTREMITY -
RADIAL PULSE
B. LOWER EXTREMITY -
POST. TIBIAL PULSE

**NEVER EXCEED A 7-8/10
COMPRESSION SCALE**

WHAT ARE THE BENEFITS OF BFR?

l Improve Bone Density & Function

Increase Muscle Size

Improve Aerobic Capacity

Ilgélll Maintain In-Season Muscle Mass & Strength

Preserve Muscle Mass & Strength During Forced
Inactivity (Bedrest & Casting)

1/17/2023
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WHO CAN BENEFIT FROM BFR TRAINING?

Systemic Effects of BFR

fnsmmnuus
1 fn:m
CORTISOL

\&

o
o

pH
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LOCAL SKELETAL MUSCLE ADAPTATION

1. Cell swelling
2. metabolite-induced fatigue

Abe, T, Kearns, C., & Sato, Y. (2006). Muscle size and strength are increased following walk training with restricted venous
blood flow from the leg muscles, Kaatsu-walk training, | Appl Physiol, 100, 1460-2466.

Downs, M., Hackney, K., & Martin, D. (2014). Acute Vascular and cardiovascular responses to blood flow-restricted exercise.
Med Sci Sports Exerc, 46, 1489-1497.

WJ, K., L, M., & SE, . (1390). Hormonal and growth factor responses to heavy resistance exercise pratocols. | Appl Physiol, 69,
1442-1450.

LOCAL MUSCLE CELL SWELLING AND METABOLITES
0 H (C]
.V .
+
?

o No pressure = no restriction = no effects in blood flow

eAﬂ

Deflated cuff

Inflated cuff

Arterial blow
flow

Venous blow
flow

. Muscle fiber

& Fluid pressure

Cell volume

increase

e Pressure = flow restricted = distal blood pooling

o Pooling = hydrostatic and osmotic gradients, driving fluid into
the muscle cells, and signaling regulators of protein balance

1/17/2023
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RECRUITMENT OF LOCAL TYPE Il MUSCLE

e .6 .0

Y P

Inflated cuff

[
ﬁ\ Aton
§
*

Al

Venous blow
flow

Metabalite

Active motar
neuron

Fatigued motor
neuron

Actived muscle
° fiber

o Fatigued muscle
fiber

o No cuff pressure = metabolite clearance is good
e Inc. pressure = less efficient clearance of metabolic byproducts = fatigue of fibers
G Inc. exercise = Inc. metabolic byproducts = type Il fiber recruitment

@ Muscle fibers being fatigued more quickly = failure to continue exercise

ENERGY PRODUCTION

A. No Cuff Pressure/LI Exercise = Glucose --> Pyruvate --> Krebs Cycle

B. Inc. Pressure = mimics Hl exericse --> Low 02

C. Inc. Exercise = anaerobic --> Glucose --> Pyruvate --> Lactate

D. High Blood Lactate = dec pH (acidic environment) = Inc. Sympathetic Nerve Activity

[ =vefsted cutt () =iofiated cutt .= AreralBlood Flow  {} =Venous Bood low 3¢ = Metabolite
D

@ - rctive otor ewon (- Farigued MotorNeuron @ = Active Muscle Fiber @ = Fatigued Musce Fier

Reference: Jessee, M. B., Mouser, . G., Buckner, S. L., Dankel, S. J., Mattocks, K. T., Abe, T., et al. (2018). Effects of load on the acute
response of muscles proximal and distal to blood flow restriction. | Physiol Sci.
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Reference: Mario Novo BFR Training Manual; The Lifters Clinic

Training Range

Lactate Production

(mmol)

Growth Hormone

Myostatin

Blood Flow Restriction Training

65 - 90% 1RM

Similar

100 x Increase

Down Regulation

20 - 35% 1RM 20 - 35% 1RM

Similar Not Present

No Change from

1.7x > Than Hit =
baseline

No Change from

Down Regulation baceline

Training range

Muscle Damage
(Creatine Kinase)

Lactate production
{mimial)

Meuromuscular
[Type I recruitrmernt)

Growth Harmone
IGF-1
MTORIC
Myostatin

Tirm 10 adaptation

High intensity (HIT)

E5 = 90% %1 RM
Frasent
Similar

Type Hl actvation near
rdxiral effart

100 fold incraase
Incrdade
Increase

Diwn regulation

12 wegks

(BFR) +low Low intensity
intensity

20-35% 1 RM 0-353%1RM

hot significant Nat significant

Similar Mot present

Type B activation at sub Mo additional recrultment

max effort

17X greater than HIT Mo change fram baseling
Significant Increase Mo change from baseling
Significant increase  No change from baseline
Down regulation

2 wesks

Mo change from baseline
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* EXERCISE PRESCRIPTION

* | PREFER USING A 10RM
FOR SAFETY

« Example

* 10 RM test: 100lbs

* 100Ib x 1.33 = 133Ibs
Estimated 1 RM

* 133 x .25 = 33.25lbs

* 133 x .35 = 46.55lbs

* BFR training intensity
range of 25-35%1RM :
33.25 — 46.551bs

pl

gh

00
05

08

Where to put the UE

cuff?

A. Acromion
B. Deltoid

C. Deltoid
tubersity

D. Briceps brachii

E. Triceps brachii

1/17/2023
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Check Radial pulse after putting cuff on and
before exercising.

Where to put the LE
cuff?

A. lliac crest

B. ASIS

C. PSIS

D. Gluteus medius

E. Tensor fascia lata

F. Gluteus maxiums

. G. Greater

trochanter

1/17/2023
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Check pulse after putting cuff on and before
exercising.

EXERCISE PRESCRIPTION BFR

3 Exercises Away from the area - (as dynamic as possible)
1 Exercise Involving the Tissue (ROM or Specific)
1 Exercise Supporting the Tissue

Reps Scheme:

30 reps - 30s break
15 reps - 30s break
15 reps - 30s break
15 reps -

1/17/2023
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1/17/2023

Recommended Program with

trained
USE AS ACTIVE RECOVERY DAY
**Start with Minimal Pressure
LE: 150 mmHg
UE: 100mmHg
45% Heart Rate Reserve

2 Sets of 5 Repetitions Each

Rep 1: 2 Minutes

1 Minute Passive Rest - deflated LE
Rep 2: 2 Minutes

1 Minute Passive Rest - deflated LE
Rep 3: 2 Minutes

1 Minute Passive Rest - deflated LE
Rep 4: 2 Minutes

1 Minute Passive Rest - deflated LE
Rep 5: 2 Minutes

Repeat for Set 2

Every 2 weeks increase mmHg by 20 until max 250
mmHg reached

EXERCISE PROGRESSION - EXTREMITIES

Phase 1 (Days 0-3) — Reciprocal Inhibition - antagonist
Phase 2 - (Days 4-7) Isometrics (5s hold x 12-15 reps)
Phase 3 - (Days 7-10) Stretch (60 - 90s, 6 times per day)

Phase 4 - (Days 10 - 17) Eccentrically load (1 set of 40 reps
2/day

Phase 5 - (Days 17 - 24) Concentrically load (2-3 sets of 12-15
reps)

Phase 6 - (Days 24+) Dynamically load (2-3 days per week of 3
sets of 12-15)
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Ten General Physical Skills

1. Cardiovascular Endurance: The Ability of body systems to gather, process and deliver oxygen.
2. Stamina: The Ability of body systems to process, deliver, store, and utilize energy.

3. Strength: The ability of a muscular unit, or combination of muscular units to apply force.

4. Flexibility: The ability to maximize the range of motion at a given joint.

5. Power: The ability of a muscular unit, or combination of muscular units, to apply maximum force in
minimum time.

6. Speed: The ability to minimize the time cycle of a repeated unit.

7. Coordination: The ability to combine several distinct movement patterns into a singular distinct
movement.

8. Balance: The ability to control the placement of bodies center of gravity in relation to its support base.
9. Agility: The ability to minimize transition time from one movement pattern to another.

10. Accuracy: The ability to control movement in a given direction or at a given intensity.

EXPERIENCE and OWN the NEW

4

M)‘ 0 ? VR
X-TREME RECOVERY & REPAIR
509.926.7789 | MY-CWC.COM

Experience the and
of the NEW MYO-XR vibrating percussor.

'WARMS UP MUSCLES

The MYO-XR used before workouts for oy 2 minuites wamms U
the musdles, lengthens them, circulates blood, and remaves scar
tissue build up in the muscles, fascia, ligaments and tendans.

REMOVES SCARTISSUE

REDUCES MUSCLE TENSION

MYOTIPS. the past year that were
besoft and yet effective. around. The
REDUCES PAIN

your brain to feel

pain. ” tomake s reach.
itfeel better Rubbing your head disrupts your brain from feeling My Achilles tendon injury
the pain. The MYO-XRh dic d
greater intensity.

IMPROVES CIRCULATION AND SPEEDS UP RECOVERY
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AREA: QUADS
PATIENT POSITION:

TIP:
TARGET TISSUE:
TISSUE TREATED:

PATIENT MOTION: STATIC,
THEN KNEE FLEXION AND

AREA

PATIENT POSITION:
TIP:

TARGET TISSUE:

TISSUE TREATED:

PATIENT MOTION: STATIC
CLINICIAN PRESSURE

[ e

1/17/2023
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AREA
PATIENT POSITION:

TIP:
TARGET TISSUE:

TISSUE TREATED:
PATIENT MOTION: PASSIVE

P-A MOVEMENT OF
HUMERAL HEAD

AREA
PATIENT POSITION:

TIP:
TARGET TISSUE:
TISSUE TREATED:

PATIENT MOTION: STATIC
CLINICIAN PRESSURE

1/17/2023
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SECTION #

LOWER EXTREMITY

Foot & Ankle, Lower

Leg,
Knee, Thigh, Hip

1/17/2023
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Voodoo Taping

1-- Wrap a band around the joint or
restricted tissue creating a large
compression force a few inches below and
a few inches above the area (75% across
area working, 50% area around)

2-- Move the limb in every direction for 2
or 3 minutes.

3-- Remove band.

4-- Repeat if necessary on and off every 3
minutes up to a half of an hour.

OBSERVATION:

PALPATION:

RANGE OF MOTION:

STRENGTH TESTING:

STATIC ASSESSMENT:

DYNAMIC ASSESSMENT

1/17/2023
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CEA Muscle Testing

NA
FOOT PRONATION
LS

According to Cyriax: first
loss of ROM in the ankle is
dorsiflexion

1/17/2023
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FOOT DORSUM,
LATERAL, & MEDIAL
PATIENT POSITION:

TOOL HAND:
STABILIZING HAND:

TOOL:
TARGET AREA:

TISSUE TREATED:
PATIENT ACTIVE MOTION:
CLINICIAN PRESSURE:
PASSES:

“Scanner”

FOOT
DORSUM
PATIENT POSITION

TOOL HAND:
STABILIZING HAND:

TOOL:
TARGET TISSUE:

TISSUE TREATED:

PATIENT ACTIVE MOTION:
CLINICIAN PRESSURE
PASSES

1/17/2023
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Foot + Ankle
INTERVENTION

STEP 3. TREATMENT: FOOT DORSUM
PATIENT POSITION: SUPINE/SEATED WITH
FOOT HANGING OFF TABLE 2-6 INCHES/5-
15CM IN NEUTRAL

TOOL HAND: DOMINANT

STABILIZING HAND: LOWER 1/3 TIBIA AND
FIBULA

TOOL: SHARK, EDGE 3

TARGET TISSUE: RETINACULUM TO BASE OF
THE TOES

TISSUE TREATED: DORSUM OF THE FOOT
PATIENT ACTIVE MOTION: LIGHT
PLANTAR/DORSIFLEXION e i
CLINICIAN PRESSURE: LIGHT

PASSES: 2-5

1/17/2023
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LATERAL LIGAMENTOUS SPRAIN AREAS

Ant. leloﬁbular \
Ant alofibular

| 4 = N
e L
\‘__/,/ Calcaneocuboid

1/17/2023
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Testing Lateral Ligamentous Areas

@ Listed in order of frequency of involvement:

tested by passive inversion
in plantiflexion.

tested by
inversion in dorsiflexion.

tested by
rotation of the forefoot on the hindfoot.

Resisted eversion tests the

PATIENT POSITION:

TOOL HAND:
STABILIZING HAND:

TOOL:

TARGET TISSUE:
TISSUE TREATED:
PATIENT ACTIVE MOTION: TOE FLEXION & s
EXTENSION OR FOOT INVERSION TO NEUTRAL .
CLINICIAN PRESSURE

PASSES

1/17/2023
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POSTERIOR TIBIAL TENDON

TARSAL TUNNEL
SYNDROME

Medial
malleolus

: Flexor digitorum
i\ [l gl Iongus

\ \ ’f‘/ |i. Posterior Tibial n

s/ \l\\_IFlexor retinaculum

Tibial Nerve:
DF/EV

Lateral plantar n.

Medial blantar n.

1/17/2023
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MEDIAL FOOT
PATIENT POSITION:

TOOL HAND:
STABILIZING HAND

TOOL:
TARGET TISSUE:

TISSUE TREATED:

PATIENT ACTIVE MOTION: TOE FLEXION AND
EXTENSION OR FOOT EVERSION TO
NEUTRAL

CLINICIAN PRESSURE

PASSES

Rules for Kinesio Taping:

1) ALWAYS STRETCH THE SKIN AND NOT
THE TAPE

2) NEVER STRETCH THE LAST 2 INCHES OF
TAPE ON EACH SIDE, SO THAT IT WILL
STICK BETTER.

3) THE TAPE HAS A 20% STRETCH AS IT
SETS ON THE PAPER, MORE STRETCH IS
NOT NECESSARY FOR RESULTS.

4) THE MORE YOU STRETCH THE TAPE,
THE MORE IT HAS THE POTENTIAL TO
IRRITATE THE SKIN.

5) USE KINETIC CHAINS

1/17/2023
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Taping for Plantar Fasciitis

under the tape”

Don’t stretch the tape, Stretch the skin

PLANTAR SURFACE OF
THE FOOT
PATIENT POSITION:

TOOL HAND:
STABILIZING HAND:

TOOL:
TARGET AREA:

TISSUE TREATED:
PATIENT ACTIVE MOTION:
CLINICIAN PRESSURE:
PASSES:

1/17/2023
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Foot + Ankle
INTERVENTION

STEP 9. TREATMENT: PLANTAR SURFACE OF
THE FOOT

PATIENT POSITION: SUPINE/SEATED WITH
FOOT HANGING OFF TABLE 2" IN SLIGHT
PASSIVE DORSIFLEXION

TOOL HAND: DOMINANT

STABILIZING HAND: CALCANEUS AND
BILATERAL MALLEOLUS

TOOL: SHARK, EDGE 1

TARGET TISSUE: HEAD OF METATARSALS TO
CALCANEUS *IF NEEDED AT END OF STROKE
KEEP POSTERIOR PRESSURE ON CALCANEUS
FOR 20 SECONDS

TISSUE TREATED: PLANTAR SURFACE
PATIENT ACTIVE MOTION: TOE EXTENSION TO
NEUTRAL

CLINICIAN PRESSURE: LIGHT TO MEDIUM
PASSES: 2-5

Foot + Ankle
INTERVENTION
STEP 10. TREATMENT: INTER-METATARSAL
MOBILITY

PATIENT POSITION: SUPINE/SEATED WITH
FOOT HANGING OFF TABLE 2" IN SLIGHT
INTERNAL ROTATION

TOOL HAND: BOTH

STABILIZING HAND: THUMES ON HEADS OF
METATARSALS KEEPING THE FOOT NEUTRAL
TOOL: CAPTAIN HOOK, EDGE 2

TARGET TISSUE: INTER-METATARSAL SPACE
TISSUE TREATED: LUMEBERICALS AND
INTEROSSEOUS

PATIENT ACTIVE MOTION: “SPREAD YOUR
TOES AND METATARSALS"

CLINICIAN PRESSURE: PATIENT TOLERANCE
PASSES: 2-5 BOTH MEDIAL TO LATERAL AND
LATERAL TO MEDIAL IN EACH SPACE

2

“Captainbool”

1/17/2023
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Rules for Kinesio Taping:

1) ALWAYS STRETCH THE SKIN AND
NOT THE TAPE

2) NEVER STRETCH THE LAST 2 INCHES
OF TAPE ON EACH SIDE, SO THAT IT
WILL STICK BETTER.

3) THE TAPE HAS A 20% STRETCH AS IT
SETS ON THE PAPER, MORE STRETCH IS
NOT NECESSARY FOR RESULTS.

4) THE MORE YOU STRETCH THE TAPE,
THE MORE IT HAS THE POTENTIAL TO
IRRITATE THE SKIN.

5) USE KINETIC CHAINS

Taping for Achilles Tendon

“Don’t stretch the tape, Stretch the skin
under the tape”
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ACHILLES’ TENDON
PATIENT POSITION:
TOOL HAND:
STABILIZING HAND

TOOL:

TARGET AREA:

TISSUE TREATED:
PATIENT ACTIVE MOTION

CLINICIAN PRESSURE: -
PASSES:

ANTERIOR PORTION OF ACHILLES TENDON

- \ \\ |\ ( 5 \
A {of
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ACHILLES’ TENDON
PATIENT POSITION:
TOOL HAND
STABILIZING HAND:

TOOL:
TARGET TISSUE:

TISSUE TREATED:

PATIENT ACTIVE MOTION: DORSIFLEXION TO
NEUTRAL

CLINICIAN PRESSURE:

PASSES

1/17/2023
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ASSESSMENT

Rotation of tibia (ie tibial

torsion)

Using your hands, palpate for
sliding restrictions in the tissue

:Refer to ankle joint

range of motion
> Manual muscle testing
Non Weight Bearing &
Weight Bearing
> Heel Walk/Toe
Walk. Refer to walking and running gait.
Double/Single leg squat.

CEA Muscle Testing

1/17/2023
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Rules for Kinesio Taping:

1) ALWAYS STRETCH THE SKIN AND NOT
THE TAPE

2) NEVER STRETCH THE LAST 2 INCHES OF
TAPE ON EACH SIDE, SO THAT IT WILL
STICK BETTER.

3) THE TAPE HAS A 20% STRETCH AS IT
SETS ON THE PAPER, MORE STRETCH IS
NOT NECESSARY FOR RESULTS.

4) THE MORE YOU STRETCH THE TAPE,
THE MORE IT HAS THE POTENTIAL TO
IRRITATE THE SKIN.

5) USE KINETIC CHAINS

under the tape”

* Taping for Shin

“Don’t stretch the tape, Stretch the skin

1/17/2023
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PATIENT POSITION:
TOOL HAND:
STABILIZING HAND
TOOL:

TARGET AREA:

TISSUE TREATED:

PATIENT ACTIVE MOTION

CLINICIAN PRESSURE
PASSES:

“Scanner”

PATIENT POSITION:
TOOL HAND:
STABILIZING HAND:

TOOL:
TARGET AREA:

TISSUE TREATED:

PATIENT ACTIVE MOTION: FOOT PENDULUM
(PLANTAR DORSIFLEXION/INVERSION/EVERSION)

CLINICIAN PRESSURE
PASSES
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ANTERIOR
COMPARTMENT
PATIENT POSITION
TOOL HAND:
STABILIZING HAND

TOOL:
TARGET AREA:

PATIENT ACTIVE MOTION: FOOT PENDULUM
(PLANTAR

CLINICIAN PRESSURE:
PASSES:

2.COMPARTMENT SYND.
(usually Tibialis Ant.)

Occasionally superficial or deep
posterior compartment.
SYMPTOMS: Dull ache without
history of trauma repeatedly
occurring at same time (3. Lap

Syndrome). TEST: pain with
passive stretch & resistive
testing: ankle dorsiflexion,
foot inversion & supination.
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INTERVENTION -oWerles

STEP 5. TREATMENT: LATERAL

COMPARTMENT I

PATIENT POSITION: SUPINE WITH LEG

INTERNALLY ROTATED OR SIDE LYING WITH

BOLSTER

TOOL HAND: BOTH

STABILIZING HAND: NONE

TOOL: HANDLEBAR, EDGE 2

TARGET AREA: LATERAL EDGE OF TIBIALIS .
ANTERIOR TO LATERAL EDGE OF ‘?W
GASTROCNEMIUS AND SOLEUS AND FROM g
PROXIMAL FIBULAR HEAD TO LATERAL i
MALLEOLUS

TISSUE TREATED: PERONEUS LONGUS AND

PERONEUS BREVIS

PATIENT ACTIVE MOTION: PENDULUM

CLINICIAN PRESSURE: LIGHT - MIEDIUM

PASSES: 2-5

~—

INTERVENTION  Lower Leg

STEP 6. TREATMENT: LATERAL COMPARTMENT II
PATIENT POSITION: SUPINE WITH LEG INTERNALLY
ROTATED

TOOL HAND: DOMINANT

STABILIZING HAND: TWO FINGERS (PEACE SIGN) TO
KEEP TOOL ON TRACK

TOOL: CAPTAIN HOOK, EDGE 2

TARGET AREA: BETWEEN LATERAL EDGE OF TIBIALIS
ANTERIOR AND MEDIAL EDGE OF PERONEUS

LONGUS .
TISSUE TREATED: INTERMUSCULAR SEPTUM d
PATIENT ACTIVE MOTION: FOOT PENDULUM 7 \\J

(PLANTAR DORSIFLEXION/INVERSION/EVERSION)

CLINICIAN PRESSURE: LIGHT TO MEDIUM

PASSES: SEPARATE TIBIALIS ANTERIOR FROM e
PERONEUS LONGUS AWAY FROM EACH OTHER

BOTH LATERAL TO MEDIAL AND MEDIAL TO

LATERAL
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POSTERIOR
COMPARTMENT
PATIENT POSITION:
TOOL HAND:
STABILIZING HAND
TOOL:
TARGET AREA:

TISSUE TREATED:
PATIENT ACTIVE MOTION:

CLINICIAN PRESSURE:
PASSES

“Scanner”

Cupping

1) CLEAN AREA

2) SELECT
APPROPRIATE CUP
SIZE

3) SMEAR OIL OR SKIN
CREAM OVER
TARGET AREA

4) CONNECT CUP OR
CUPS

5) RELEASE CUP OR
CUPS AFTER
DESIRED TIME
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PATIENT POSITION:
TOOL HAND:
STABILIZING HAND:
TOOL:

TARGET AREA:

TISSUE TREATED: %‘f\\’

PATIENT ACTIVE MOTION: PLANTAR
FLEXION/DORSIFLEXION
CLINICIAN PRESSURE

PASSES:

nnnnnnnnnn

mmmmmmmmm

1. Medial Tibial Stress Syndrome

@ Tenderness immediately below the skin
on distal medial 1/3 of tibia; possible
swelling & thickening above the bone.

@ Involves soleus or posterior tibial
muscles

@ TEST: Painful resisted plantarflexion and
inversion of foot (Tibialis Post) or
resisted plantarflexion (soleus).

@ The muscle most affected for Shin Splints
is the Tibialis Posterior.
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{ TIB. POST. SYND.
Tender at
distal 1/3 | |Action: inverts foot &
of Tibia. | |plantar flexes ankle.

Originates from deep
fascia & most of
interosseous
membrane.

Pecina MM, Bojanic I. Overuse Injuries of
the Musculoskeletal System, Boca Raton,
CRC Press, 1993.

PATIENT POSITION:
STABILIZING HAND:

TOOL:
TARGET AREA:

PATIENT ACTIVE MOTION FOOT PENDULUM
(PLANTAR

CLINICIAN PRESSURE:
PASSES:

1/17/2023
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SECTION #

:Patellar placement, varus,
valgus, hyperextension, Osgood Schlatter
Sign

Using your hands, palpate for
gliding restrictions in the tissue
:Full Knee Flexion and
Extension
:Manual muscle testing
Non Weight Bearing &

Weight Bearing

Squat Test
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| Key & |
| + Pain P E
| +/- Possible Pain S 5 8
Possible Limited ROM | & = _ b
| LAX  Possible Laxity = £ B
m a @ =
g | e sz | 8| = g
3 E a2 k=] 2
g 23| 5| % | B % g | & g
2 = D ] & = a o =1
2 £ = 2 2 = 2 ool 2 2 % =
- g 5 = 5 b =] 5 =] 3 8 g S 5
TESTS S T a = =} = = Ed a = i | o a
Passive Flexion (160°) + /= L Most /=L /= = L L +/ =1
Passive Extension (0°)—(+10%) +/ L Less = = | = L
L L LAX
Passive External Rotation (45°) /= | +/- L + /- 4 v /= | + /- L + /-
Passive Internal Rotation (30°) + /= L wf= | +r=| +/= L v/ =
Valgus 30° Flexion + LAX v/ -
0° Extension Ff= | =
LAX | LAX
Varus 30° Flexion +/ -
0° Extension N
LAX | LAX
Lachman-Anterior Drawer + /= |+ LAX
Pivot-Shift Tests + LAX
Dynamic Posterior Shift + LAX
Posterior Sag
Meniscus Tests
Resisted Knee Flexion +
Resisted Knee Extension + 7
ADDITIONAL TESTS -
Resisted Internal Rotation '
Ober-Flexion-Extension + L
Rotational Drawer -
LAX | LAX
Medial Plica ! =]
Patella Tracking | | et | e
Patella Gompression —! T
Patella Apprehension Hammer WI:Functional Soft Tissue Examin. & i
‘ Treatment by Manual Methods, 2", Ed. Aspen LAX

| Joint Play Evaluation

Publishers, 1999.

@ FLEXION
@ EXTENSION
@ EXTERNAL ROTATION
@ INTERNAL ROTATION

@VALGUS

@ VARUS

@ CAPSULAR: More limitation of flexion than

extension.

PASSIVE KNEE TESTING

Resisted knee flexion & extension similar to
hip evaluation.
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Rules for Kinesio Taping:

1) ALWAYS STRETCH THE SKIN AND NOT
THE TAPE

2) NEVER STRETCH THE LAST 2 INCHES
OF TAPE ON EACH SIDE, SO THAT IT WILL
STICK BETTER.

3) THE TAPE HAS A 20% STRETCH AS IT
SETS ON THE PAPER, MORE STRETCH IS
NOT NECESSARY FOR RESULTS.

4) THE MORE YOU STRETCH THE TAPE,
THE MORE IT HAS THE POTENTIAL TO
IRRITATE THE SKIN.

5) USE KINETIC CHAINS

Taping of the Knee

the tape”

“Don’t stretch the tape, Stretch the skin under

1/17/2023

78



Voodoo Taping

1-- Wrap a band around the joint or
restricted tissue creating a large
compression force a few inches below and
a few inches above the area (75% across
area working, 50% area around)

2-- Move the limb in every direction for 2
or 3 minutes.

3-- Remove band.

4-- Repeat if necessary on and off every 3
minutes up to a half of an hour.

KNEE
PATIENT POSITION

TOOL HAND:
STABILIZING HAND

TOOL:
TARGET AREA:

TISSUE TREATED: e
PATIENT ACTIVE MOTION:

CLINICIAN PRESSURE —

PASSES:
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PATIENT POSITION:

TOOL HAND:
STABILIZING HAND:

TOOL:
TARGET AREA:

TISSUE TREATED: i\
PATIENT ACTIVE MOTION: \
CLINICIAN PRESSURE: b

PASSES:

Tight Muscles That Can Influence
Patella Tracking.

2 Tight hip flexors & external rotators affect the direction of
the patellofemoral load during weight bearing.

@ Tight quadriceps increases patellofemoral joint reaction
forces (jrf).

@ Hamstring tightness causing knee flexion contracture also
increases patellofemoral jrf.

@ lliotibial band causes lateral tilt of patella during knee
flexion.

@ Triceps surae — decreases ankle dorsiflexion —
compensatory subtalar pronation — excessive internal
tibial rotation — affects patellar malalignment.
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PATIENT POSITION:

TOOL HAND:
STABILIZING HAND:

TOOL:
TARGET AREA:

TISSUE TREATED:
PATIENT ACTIVE MOTION: EXTEND KNEE
AGAINST RESISTANCE

CLINICIAN PRESSURE:
PASSES:

PATIENT POSITION:

TOOL HAND:
STABILIZING HAND:

TOOL:
TARGET AREA:

TISSUE TREATED:

PATIENT ACTIVE MOTION: SLIGHT KNEE
FLEXION/EXTENSION

CLINICIAN PRESSURE

PASSES:

1/17/2023
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Cupping

1)
2)

3)

4)

5)

CLEAN AREA
SELECT
APPROPRIATE CUP
SIZE

SMEAR OIL OR SKIN
CREAM OVER
TARGET AREA
CONNECT CUP OR
CUPS

RELEASE CUP OR
CUPS AFTER
DESIRED TIME

LA,

SECTION #

Atrophy
Using your hands, palpate for
gliding restrictions in the tissue
None
>Manual muscle testing
Non Weight Bearing &

Weight Bearing

Squat Test

1/17/2023
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CEA Muscle Testing

1/17/2023
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Voodoo Floss

1-- Wrap a band around the joint or
restricted tissue creating a large
compression force a few inches below and
a few inches above the area (50% across
area working)

2-- Move the limb in every direction for 2
or 3 minutes.

3-- Remove band.

4-- Repeat if necessary on and off every 3
minutes up to a half of an hour.

Rules for Kinesio Taping:

1) ALWAYS STRETCH THE SKIN AND
NOT THE TAPE

2) NEVER STRETCH THE LAST 2
INCHES OF TAPE ON EACH SIDE, SO
THAT IT WILL STICK BETTER.

3) THE TAPE HAS A 20% STRETCH AS
IT SETS ON THE PAPER, MORE
STRETCH IS NOT NECESSARY FOR
RESULTS.

4) THE MORE YOU STRETCH THE
TAPE, THE MORE IT HAS THE
POTENTIAL TO IRRITATE THE SKIN.

5) USE KINETIC CHAINS

1/17/2023
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“Don’t stretch the tape, Stretch the skin

under the tape”

TFL Taping

PATIENT POSITION:
TOOL HAND
STABILIZING HAND:
TOOL

TARGET AREA

PATIENT ACTIVE MOTION
CLINICIAN PRESSURE
PASSES

QUADRICEPS

1/17/2023
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QUADRICEPS
PATIENT POSITION:
TOOL HAND:
STABILIZING HAND:
TOOL:

TISSUE TREATED:
PATIENT ACTIVE MOTION: PATIENT DRIVES KNEE
INTO TABLE OR BOLSTER

CLINICIAN PRESSURE:
PASSES

Ve Bar”

Ve Bar”

RECTUS
FEMORIS
PATIENT POSITION:
TOOL HAND:
STABILIZING HAND:
TOOL:

TISSUE TREATED:

PATIENT ACTIVE MOTION: POSTERIOR PELVIC
TILT

CLINICIAN PRESSURE:

PASSES

“Handie Bar"

1/17/2023
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Cupping

1) CLEAN AREA

2) SELECT
APPROPRIATE CUP
SIZE

3) SMEAR OIL OR SKIN
CREAM OVER
TARGET AREA

4) CONNECT CUP OR
CUPS

5) RELEASE CUP OR
CUPS AFTER
DESIRED TIME

ADDUCTORS
PATIENT POSITION:

TOOL HAND:
STABILIZING HAND:

TOOL

TISSUE TREATED:
PATIENT ACTIVE MOTION
CLINICIAN PRESSURE:
PASSES:

1/17/2023
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ADDUCTOR TUNNEL
SYNDROME

@ Entrapment of saphenous nerve in

adductor canal to innervate the medial
leg & foot.

@ Most common etiology is direct
trauma to area due to sports or knee
surgery.

@ Most common symptom: medial leg
pain when walking. Hypesthesia of
leg & foot.

@ TESTS: Pain on pressure over canal,
medial leg pain on resisted leg
adduction, pain on knee
hyperextension, & progressive medial
foot pain with walking and climbing.

Vastus

medialis

muscle

Infrapatellar
branch of
saphenous

nerve

Adductor longus
muscle
Saphenous nerve
Femoral artery
Femoral vein
Adductor canal
Adductor longus
muscle

Descending
genicular artery

Sartorius muscle

1/17/2023
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ADDUCTORS
PATIENT POSITION:

TOOL HAND:
STABILIZING HAND:

TOOL:
TARGET AREA:

TISSUE TREATED

PATIENT ACTIVE MOTION: DRIVE KNEE
INTO BOLSTER OR TABLE

CLINICIAN PRESSURE:

PASSES:

HAMSTRINGS
PATIENT POSITION:
TOOL HAND:
STABILIZING HAND:
TOOL
TARGET AREA:

TISSUE TREATED:
PATIENT ACTIVE MOTION:
CLINICIAN PRESSURE
PASSES:

“Scanner”

1/17/2023
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HAMSTRINGS
PATIENT POSITION
TOOL HAND:
STABILIZING HAND
TOOL:
TARGET AREA: e,

TISSUE TREATED: '
PATIENT ACTIVE MOTION: PRESS KNEE e
INTO THE TABLE

CLINICIAN PRESSURE:

PASSES:

e Bar”

Cupping

1) CLEAN AREA

2) SELECT
APPROPRIATE CUP
SIZE

3) SMEAR OIL OR SKIN
CREAM OVER
TARGET AREA

4) CONNECT CUP OR
CUPS

5) RELEASE CUP OR
CUPS AFTER
DESIRED TIME
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ORIGIN TENDONS OF THE
HAMSTRINGS
PATIENT POSITION
TOOL HAND:
STABILIZING HAND
TOOL
TARGET AREA:

PATIENT ACTIVE MOTION: ANTERIOR AND
POSTERIOR PELVIC TILT

CLINICIAN PRESSURE:

PASSES:

aaaaaaaaaaa

LATERAL FEMORAL
CUTANEOUS ENTRAPMENT

@ ANATOMY: Branch of femoral

nerve passing laterally under the
inguinal ligament and a fibrous
tunnel within the fascia lata. May
pierce the sartorius muscle.
Provides cutaneous sensory to

anterolateral thigh.
@ ETIOLOGY: direct injury,

stretching, seat belt trauma, tight
girdle/clothing, obesity, tumor.

1/17/2023
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LATERAL FEMORAL
CUTANEOUS ENTRAPMENT

@ SYMPTOMS: anterolateral
thigh pain, paresthesia &
burning. Sensitive to clothing
contact and leg extension.

@ FUNCTIONAL: + reverse SLR,
pressure over inguinal ligament
may increase symptoms. No
motor signs.

ILIOTIBIAL BAND
PATIENT POSITION:
TOOL HAND:
STABILIZING HAND:
TOOL:
TARGET AREA:

TISSUE TREATED:

PATIENT ACTIVE MOTION: ABDUCTION OF LEG -
CLINICIAN PRESSURE: ; i
PASSES: -

nnnnnnnnnn
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rochanter and iliac crest height in
btanding

Using your hands, palpate
or gliding restrictions in the tissue

Internal/External
otation of the hip. Flexion/Extension

> Manual muscle

Non Weight
Bearing & Weight Bearing
Squat Test

1/17/2023
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m ARBE BE
+ Pain 5 g ® ) £ " |
+/-  Possible Pain ] = = . b ) £ |
e A 8 ol B | % cl 2 | 13
L Possible Limited ROM | — 5 = S £ ) E = £ 5
& @ gg | O 2 = [} T = < @ L}
= o |53 g |3 2 g |2 gl e 2
i £ |8 |8 Ll L |20l B |8a|l o | B | &
H = = £33 o = i3 8 | TS| € il
s E |z S 2 o @ = £ P
3 o © o g © 3 5 g 5E = P =
2 S 28 = FREE a a | 22| £ 8 iz
@ e |oo|l g | B |25 & | & |B85| £ | ¢ i
TESTS Q = == | B < | OF = = DR | & ) o}
T T
Passive Flexion (140°) L+/=|+/- + +f= ‘ e Springy| +
| Block
+/-
Passive Extension (30°) Lel=| +/=| +/= +/- | +I-
Passive Abduction (50 L+/-| +/- +/- -
Passive Adduction {30°) /- 4= s
| Passive Internal Rotation (40°7) L+/—| +/-| +/- +1-| +/- | /-
Passive External Rotation (60°) +H- | +I- +/-| +/- Springy| |
Block
4=
Resisted Flexion + +
Resisted Extension +/= + +
Resisted Adduction + +
Resisted Abduction +/- +
Resisted Internal Rotation +/=-
Resisted External Rotation +/- -
Resisted Knee Extension 5
Resisted Knee Flexion | +/= | ¥
| |
| 1 1 |
Joint Play Evaluation | | . N A N N
y I L WI:F Soft Tissue Examin. &

(1) passive flexion with adduction.

Treatment by Manual Methods, 2", Ed. Aspen
Publish 1999.

¢ U hE WwhE

PASSIVE HIP TESTING

Flexion
Extension
Abduction
Adduction
Internal rotation
External rotation

Capsular pattern: most in int.
rotation, less in flexion &
extension and least

in abduction. Rare in external
rotation.

1/17/2023
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According to Cyriax: first
loss of ROM in the hip is
internal rotation.

GREATER TROCHANTER

PATIENT POSITION
TOOL HAND:
STABILIZING HAND
TOOL:

TARGET AREA

TISSUE TREATED: :
PATIENT ACTIVE MOTION: oz, W

CLINICIAN PRESSURE:
PASSES

nnnnnnn
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GREATER TROCHANTER

PATIENT POSITION:
TOOL HAND:

TOOL:
TARGET AREA:

TISSUE TREATED:

PATIENT ACTIVE MOTION

CLINICIAN PRESSURE
PASSES:

Cupping

1) CLEAN AREA

2) SELECT
APPROPRIATE CUP
SIZE

3) SMEAR OIL OR SKIN
CREAM OVER
TARGET AREA

4) CONNECT CUP OR
CUPS

5) RELEASE CUP OR
CUPS AFTER
DESIRED TIME

1/17/2023
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INTERVENTION Hip

STEP 3. TREATMENT: HIP EXTERNAL ROTATORS

(PIRIFORIS)

PATIENT POSITION: PRONE

TOOL HAND: DOMINANT

STABILIZING HAND: LOWER LEG

TOOL: BATMAN, EDGE 2

TARGET AREA: IDENTIFY TRIANGLE BETWEEN

GREATER TROCHANTER, SACRUM AND COCCYX.

TISSUE TREATED: HIP EXTERNAL ROTATORES

(GLUTEUS MAXIMUS, MEDIUS, OBTURATORS,

GEMELLI)

PATIENT ACTIVE MOTION: DRIVE KNEE INTO

BOLSTER |
CLINICIAN PRESSURE: LIGHT TO MEDIUM

PASSES: 2-5 FROM 1 O'CLOCK TO 5 O'CLOCK

WHILE PASSIVELY MOVING FEMUR AND

CHANGING ANGLE OF TOOL. - i

ASSESSMENT

Look for relative inferior/superior PSIS, difference
in gluteal fold

Using your hands, palpate the PSIS and compare
bilaterally

March Test
None

~See Observation

March, lunge, backward lunge, walk, run

1/17/2023
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CEA Muscle Testing

HAMSTRING

ISR N |

SACROILIAC JOINT
PATIENT POSITION
STABILIZING HAND

TOOL:

TARGET AREA:

TISSUE TREATED
PATIENT ACTIVE MOTION
CLINICIAN PRESSURE:
PASSES:

“Scanner”

1/17/2023
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SACROILIAC JOINT
PATIENT POSITION
STABILIZING HAND

TOOL:
TARGET AREA:
TISSUE TREATED:

PATIENT ACTIVE MOTION
ANTERIOR/POSTERIOR PELVIC TILT
CLINICIAN PRESSURE

PASSES:

Cupping

1) CLEAN AREA

2) SELECT
APPROPRIATE CUP
SIZE

3) SMEAR OIL OR SKIN
CREAM OVER
TARGET AREA

4) CONNECT CUP OR
CUPS

5) RELEASE CUP OR
CUPS AFTER
DESIRED TIME

1/17/2023
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Cupping

1) CLEAN AREA

2) SELECT
APPROPRIATE CUP
SIZE

3) SMEAR OIL OR SKIN
CREAM OVER
TARGET AREA

4) CONNECT CUP OR
CUPS

5) RELEASE CUP OR
CUPS AFTER
DESIRED TIME

After effects of Cupping 4

A Muscl

1/17/2023
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* Upper Back:

:Scapulae position relative to the

kpine and other scapulae
superior/inferior/lateral)
Muscle hypertonicity and with hand on
ower back ability to slide fingers under scapulae
:Glide and slide scapulae
passively with hand in all directions of the clock
Push up with a plus
See Observation
Scapular kinematics with

Blenohumeral range of motion

Rhomboid

RHOMBOID

ANT. DORSALS / RIB HEAD

1/17/2023
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Rhomboids

RHOMBOIDS
PATIENT POSITION
STABILIZING HAND

TOOL:
TARGET AREA

TISSUE TREATED:
PATIENT ACTIVE MOTION
CLINICIAN PRESSURE
PASSES

1/17/2023
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RHOMBOIDS
PATIENT POSITION

STABILIZING HAND

TOOL

TARGET AREA:

TISSUE TREATED:

PATIENT ACTIVE MOTION: HUMERUS
HORIZONTAL ADDUCTION
CLINICIAN PRESSURE:

PASSES:

Rhomboid

Cupping

1) CLEAN AREA

2) SELECT
APPROPRIATE CUP
SIZE

3) SMEAR OIL OR SKIN
CREAM OVER
TARGET AREA

4) CONNECT CUP OR
CUPS

5) RELEASE CUP OR
CUPS AFTER
DESIRED TIME
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103



SECTION #

Internally rotated or
abd/adducted humerus, hypertonicity,

tenderness
> Muscle hypertonicity, symmetry
See shoulder range of motion
>Manual Muscle Testing
See observation

:See range of motion or
during exercise (ie push up)

CEA Muscle

PECTORALIS MAJOR STERNAL |

1/17/2023
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: PECTORALIS AREA
PATIENT POSITION:
STABILIZING HAND:

TOOL:
TARGET AREA

TISSUE TREATED:
PATIENT ACTIVE MOTION: SNOW ANGELS

CLINICIAN PRESSURE:
PASSES:

Pectoralis Major Striping

1/17/2023
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Pectoralis Minor Striping

Sub Scapularis Striping

-~

1/17/2023
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Cupping

1) CLEAN AREA

2) SELECT
APPROPRIATE CUP
SIZE

3) SMEAR OIL OR SKIN
CREAM OVER
TARGET AREA

4) CONNECT CUP OR
CUPS

5) RELEASE CUP OR
CUPS AFTER
DESIRED TIME

SECTION #

Postural deviation
:rigidity, tenderness, guarding,
ypertonicity
: Cervical Active and Passive
Range of motion against
esistance; Deep Cervical isometric
See observation

See range of motion or

during exercise

* Cervical Region

1/17/2023
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PATIENT POSITION:
STABILIZING HAND:

TOOL:
TARGET AREA:

TISSUE TREATED:
PATIENT ACTIVE MOTION: BILATERAL ROTATION —_—

P

WITH SHORT RANGE OF MOTION VA
CLINICIAN PRESSURE:
PASSES:

POSTERIOR CERVICAL
SPINE
PATIENT POSITION

STABILIZING HAND

TOOL:
TARGET AREA:

TISSUE TREATED:
PATIENT ACTIVE MOTION i
CLINICIAN PRESSURE g gy
PASSES _—

“Scanner”
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POSTERIOR CERVICAL
SPINE
PATIENT POSITION

STABILIZING HAND

TOOL

TARGET AREA

TISSUE TREATED:

PATIENT ACTIVE MOTION: CHIN TUCK
CLINICIAN PRESSURE:

PASSES:

ot

: UPPER TRAPEZIUS
PATIENT POSITION
STABILIZING HAND
TOOL:
TARGET AREA
TISSUE TREATED:
PATIENT ACTIVE MOTION
CLINICIAN PRESSURE
PASSES:

“Scanner”

1/17/2023
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UPPER TRAPEZIUS
PATIENT POSITION
STABILIZING HAND
TOOL:
TARGET AREA

TISSUE TREATED:

PATIENT ACTIVE MOTION: CERVICAL
FLEXION AND CONTRALATERAL
ROTATION

CLINICIAN PRESSURE

PASSES:

uuuuuuuuu

: LEVATOR
SCAPULAE
PATIENT POSITION
STABILIZING HAND

TOOL
TARGET AREA

TISSUE TREATED:

PATIENT ACTIVE MOTION: SCAPULAR
DEPRESSION AND CONTRALATERAL
HEAD ROTATION

CLINICIAN PRESSURE:

PASSES:

“Captain Hook"
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SECTION #

TREATMENT: UPPER EXTREMITY

Shoulder, Arm, Elbow,

Wrist/Hand

ASSESSMENT  Shoulder

:Step offs, asymmetry compared to opposite

rigidity, tenderness, guarding, hypertonicity

~Shoulder Active and Passive
Manual Muscle Testing
See observation

:See range of motion or during
exercise

1/17/2023
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UPPER TRAPEZIUS

RHOMBOID
4, DomALS | A

e

| k» SHOULDE
t P
- P.R
L Possible limited ROM
W We
| pw R
TESTS

ble weakness

| Passive Abduction (180°)
Painful Arc (60°-130°)

Passive External Rotation (90°)

Passive Glenohum. Abd.
la Fixed (90-105°)

Scapul
Passive Internal Rot. (70°)

‘ Pn“ ¢ Horiz. Add :I 307

| Resisted Adduction

sted External Rotation

d Internal Rot: cmon

Additional tests:

@
Z

Resisted {‘\(hlctnm
p“
‘
\\_L

ﬁ;*;
L most | \tret\,h
‘ L Less \

‘ et

Instability Nerve ln]ul\ 1sometric testing of teres minor & deltoid \\ & no prm,, +/— early stages.
Labrum nal Accessory Nerve Injury: isometri testing of trapezius: W & no pain; + early stages.
Anterior Rel

O’Brien Test
Joint Play
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THE SHOULDER

@ Most mobile joint in the body.
@ Lacks strong ligaments & capsule.

@ A delicate balance between the
capsuloligamentous structures and the
musculotendinous rotator cuff.

@ Likened to a golf ball sitting on a tee.

@ According to Cyriax: first loss of ROM
is external rotation

Rules for Kinesio Taping:

1) ALWAYS STRETCH THE SKIN AND
NOT THE TAPE

2) NEVER STRETCH THE LAST 2 INCHES
OF TAPE ON EACH SIDE, SO THAT IT
WILL STICK BETTER.

3) THE TAPE HAS A 20% STRETCH AS IT
SETS ON THE PAPER, MORE STRETCH IS
NOT NECESSARY FOR RESULTS.

4) THE MORE YOU STRETCH THE TAPE,
THE MORE IT HAS THE POTENTIAL TO
IRRITATE THE SKIN.

5) USE KINETIC CHAINS

1/17/2023
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Taping the Shoulder

“Don’t stretch the tape, Stretch the skin
under the tane”

“Stretch the skin under the tape, not

the tape

1/17/2023
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Shoulder

DELTOID
PATIENT POSITION
STABILIZING HAND
TOOL:
TARGET AREA

TISSUE TREATED

PATIENT ACTIVE MOTION:
HORIZONTAL ADDUCTION FOR
POSTERIOR DELTOID; ABDUCTION
AND EXTERNAL ROTATION FOR
ANTERIOR DELTOID

CLINICIAN PRESSURE

PASSES

Cupping

1) CLEAN AREA

2) SELECT
APPROPRIATE CUP
SIZE

3) SMEAR OIL OR SKIN
CREAM OVER
TARGET AREA

4) CONNECT CUP OR
CUPS

5) RELEASE CUP OR
CUPS AFTER
DESIRED TIME

1/17/2023
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SUPRASPINATUS

Primarily acts as
a STABILIZING

of the gleno-
humeral joint,
thereby
creating a
fulcrum for
the deltoid to
act more
efficiently.

SUPRASPINATUS
|

e

1/17/2023
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SUPRASPINATU
S

Ideal position
for access of
insertion.

Shoulder

SUPRASPINATUS
PATIENT POSITION
STABILIZING HAND:
TOOL:
TARGET AREA:

TISSUE TREATED:

PATIENT ACTIVE MOTION: ADDUCTION (ACROSS
BODY) AND CONTRALATERAL HEAD TILT
CLINICIAN PRESSURE

PASSES

1/17/2023
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Rehab Considerations for the
Shoulder

@ Don’t just think rotator cuff.
Think: Core; Scapular Stability;
then Rotator Cuff.

@ Progress from isolated muscle
training to multi-joint, to
functional movement, to sport or
activity specific.

@ Then include stability and

proprioceptive challenges.
Supraspinatus rupture usually leads to

Deltoid shearing

ASSESSMENT * Arm

Asymmetries compared to opposite side, atrophy,

rigidity, tenderness, guarding, hypertonicity

:See Shoulder/Elbow
Manual Muscle Testing
~See observation

:See range of motion or during exercise
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CEA

Musc
le

Testi
ng

Arm

TRICEP
PATIENT POSITION:
STABILIZING HAND

TOOL:

TARGET AREA

TISSUE TREATED
PATIENT ACTIVE MOTION
CLINICIAN PRESSURE
PASSES:

“Scanner”

1/17/2023
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Arm

PATIENT POSITION
STABILIZING HAND

TOOL:

TARGET AREA

TISSUE TREATED:

PATIENT ACTIVE MOTION: PUSH HAND INTO
TABLE

CLINICIAN PRESSURE:

PASSES:

ot

Arm

PATIENT POSITION
STABILIZING HAND
TOOL:

TARGET AREA

TISSUE TREATED
PATIENT ACTIVE MOTION
CLINICIAN PRESSURE
PASSES:

“Scanner”

1/17/2023
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Arm

INTERVENTION

STEP 4. TREATMENT: BICEPS

PATIENT POSITION: SUPINE
STABILIZING HAND: TRICEP

TOOL: SHARK, EDGE 3 (LONG HEAD) &
EDGE 4 (SHORT HEAD)

TARGET AREA: CORACOID PROCESS TO
ANTECUBITAL FOSSA

TISSUE TREATED: LONG AND SHORT
HEAD OF BICEPS, PROXIMAL
BRACHIORADIALIS

PATIENT ACTIVE MOTION: PRESS ELBOW
INTO TABLE

CLINICIAN PRESSURE: LIGHT TO
MODERATE

PASSES: 2-5 IN DIRECTION OF
RESTRICTION

ASSESSMENT

:Asymmetries compared to opposite side,
atrophy,

rigidity, tenderness, guarding, hypertonicity

Elbow

>Manual Muscle Testing of all muscles
crossing elbow joint

See observation

See range of motion or during
exercise
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CEA Muscle Testing

W -
ASSESSMENT * Forearm

Asymmetries compared
opposite side, atrophy,
:rigidity, tenderness, guarding,
hypertonicity

See Elbow and Wrist
Manual Muscle Testing of
wrist/hand flexors/extensors, prontator teres
See observation
:See range of motion or

during exercise
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Muscl

e
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Resisted Flexion

Varus Stress

Resisted Extension
Resisted Pronation

Resisted Supination

" Resisted Wrist Flexion

Resisted Wrist Extension

I>Jmnl Play Evaluation I
(1) + with elbow extended and passive volar wrist flexion.
| (2) + with elbow extended and passive wrist dorsiflexion.

| Methods, 2. Ed. Aspen Publishers,

Hammer WI:Functional Soft Tissue
Examin. & Treatment by Manual
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COMMON ELBOW LESIONS

@Biceps strain: +Speeds, resisted
supin +/-,
+ passive proximal elbow supin.,
@Lateral Epicondylosis: + resist. wrist
ext. with elbow extended &
pronated, + resist. finger ext.,

@Medial epicondylosis: + wrist flex.
with elbow extended & supinated.

@Triceps strain: + resist. elbow ext., +
passive elbow flexion.

ELBOW PASSIVE

EXAMINATION
@ FLEXION: Normal: soft tissue end-
feel

Abnormal: Flexion more limited
than extension: capsular; springy
block: loose body; bone to bone:
possible osteoarthritis; may
aggravate a triceps tendinosis.

@ EXTENSION: Normal: bone-to-
bone; Abnormal: springy block:
loose bodies; limited with most
intrinsic joint problems.
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ELBOW PASSIVE
EXAMINATION (Cont.)

@ PRONATION: Abnormal: biceps
brachii insertion; pain &
limitation in radio-capitellar
incongruity & advanced arthritis;
radial head fracture (twang);
median nerve in pronator
syndrome; pronator strain;
medial epicondylosis.

@ SUPINATION: Abnormal:
radioulnar articulation; radial
head fracture (twang); advanced
arthritis, supinator strain, lateral
epicondylosis.

ELBOW PASSIVE
EXAMINATION (Cont.)

@ VALGUS STRESS: (flex elbow
30°) Abnormal: Medial coll. lig.
sprain; also compresses lateral
joint by flexing and extending
elbow maintaining a valgus
stess:radiocapitellar joint,
osteochondritis dissecans
(loose bodies), incongrous joint
(overgrowth of radial head).

@ VARUS STRESS: Lateral coll. lig.
sprain.

1/17/2023
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ELBOW ISOMETRIC

TESTING
@ WRIST FLEXION: with elbow in

full extension. Tests common
flexor tendons at medial
epicondyle.

@ WRIST EXTENSION: with elbow
in full extension. Tests common
extensor tendons at lateral
epicondyle.

@ Test brachialis and
brachioradialis.

Classic lateral epicondylitis predominantly occurs at the
tenoperiosteal junction

1/17/2023
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Rules for Kinesio Taping:

1) ALWAYS STRETCH THE SKIN
AND NOT THE TAPE

2) NEVER STRETCH THE LAST 2
INCHES OF TAPE ON EACH SIDE,
SO THAT IT WILL STICK BETTER.

3) THE TAPE HAS A 20% STRETCH
AS IT SETS ON THE PAPER, MORE
STRETCH IS NOT NECESSARY FOR
RESULTS.

4) THE MORE YOU STRETCH THE
TAPE, THE MORE IT HAS THE
POTENTIAL TO IRRITATE THE
SKIN.

5) USE KINETIC CHAINS

TAPING OF TENNIS ELBOW

L

“Don’t stretch the tape, Stretch the skin under
the tape”

1/17/2023
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TAPING OF GOLFERS ELBOW

“Don’t stretch the tape, Stretch the skin
under the tape”

Forearm

WRIST EXTENSORS &
FLEXORS
PATIENT POSITION
STABILIZING HAND

TOOL: ]
TARGET AREA:

[
TISSUE TREATED: AR Tosts

PATIENT ACTIVE MOTION:
CLINICIAN PRESSURE
PASSES
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Forearm

WRIST EXTENSORS &
FLEXORS
PATIENT POSITION
STABILIZING HAND

TOOL:

TARGET AREA:

TISSUE TREATED

PATIENT ACTIVE MOTION: WRIST AND FINGER
FLEXION AND EXTENSION

CLINICIAN PRESSURE:

PASSES:

Cupping

1) CLEAN AREA

2) SELECT
APPROPRIATE CUP
SIZE

3) SMEAR OIL OR SKIN
CREAM OVER
TARGET AREA

4) CONNECT CUP OR
CUPS

5) RELEASE CUP OR
CUPS AFTER
DESIRED TIME
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PRONATOR TERES

SYNDROME

@ SYMPTOMS: affects whole med. n.
distal to site of compression, may
affect not only the thenar muscles
(CTS), but also the flexion of first 3
fingers with pain and paresthesia
along the volar and dorsal surfaces of
the hand, palm and several fingers.

@ SIGNS: + resisted pronation
@ + percussion test over pron. Teres

@ Next slide for testing specific
locations.

LACERTUS
FIBROSUS T}

PRO. TERES
INSERTION

1/17/2023
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When a patient
complains of "carpal
tunnel” look at the
"pronator teres"

SECTION #

Wrist/Hand

1

:Asymmetries compared to opposite
side, atrophy,
rigidity, tenderness, guarding,
hypertonicity

Wrist/Fingers/thumb
Manual Muscle Testing
See observation
See range of motion or during

exercise

1/17/2023
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CEA Muscle Testing

OPPONENS POLLICIS ADDUCTOR POLLICIS

| CARPALS oA
ULNARCA,T1

WEDANCB.T1
B

Repetitive
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+ Pain

+ /- Possible Pain

L Possible Limited ROM
LAX  Possible Laxity

[ LES}ONS‘

|
Arthritis

TESTS

Extensor Carpi Radialis Tendon

Extensor Carpi Ulnari:

Flexor Carpi Ulnaris Tendon
Flexor Carpi Radialis Tendon
Intersection Syndrome

Dorsal Ligament Sprain

. ge

Radial Collateral Ligament Sprain
Triangular Fibroc

Palmar Ligament Sprain

| Ulnar Collateral Ligament Sprain
Radioulnar Ligament Sprain
Capitate Subluxation

Passive Radioulnar Pronation +/-

+

Passive Radioulnar Supination +/-

Passive Carpal Pronation

Passive Carpal Supination

Passive Wrist Flexion (75°)

~+

+/=|+/-

+

Passive Wrist Extension (65°)

*
+

Passive Radial Deviation (20°)

Passive Ulnar Deviation (30°

i S

Resisted Extension Radial Deviation

Resisted Extension Ulnar Deviation

Resisted Flexion Radial Deviation

Resisted Flexion Ulnar Deviation

| Joint Play Evaluation

Hammer WI:Functional Soft
Tissue Examin. & Treatment by
Manual Methods, 2", Ed.
Aspen Publishers, 1999.

Wrist/Hand

WRIST/HAND
PATIENT POSITION
STABILIZING HAND

TOOL:

TARGET AREA:

TISSUE TREATED:
PATIENT ACTIVE MOTION:

CLINICIAN PRESSURE:
PASSES:

“Scanner”

1/17/2023

133



1/17/2023

Wrist/Hand
INTERVENTION

STEP 2. CLEARING THE PATH OF THE
WRIST AND HAND

PATIENT POSITION: SUPINE
STABILIZING HAND: OPPOSITE OF
TREATING AREA

TOOL: CAPTAIN HOOK, EDGE 3 OR
BATMAN, EDGE 4 (DEPENDS ON SIZE OF
WRIST/ARM)

TARGET AREA: SURROUNDING SOFT
TISSUE OF BONY PROMINENCES
(EPICONDYLES AND OLECRANON)
TISSUE TREATED: TENDINOUS
ATTACHMENTS OF FLEXOR AND
EXTENSOR MUSCLES

PATIENT ACTIVE MOTION: NONE

CLINICIAN PRESSURE: LIGHT TO 7\

MODERATE

PASSES: 1-2 IN ALL DIRECTIONS sy I
Wrist/Hand

INTERVENTION

STEP 3. TREATMENT: CARPAL AREA

PATIENT POSITION: SUPINE

STABILIZING HAND: THUMES ON DORSUM OF

THE HAND STABILIZING THE WRIST AND

PROVIDING LEVERAGE, INDEX AND MEDIUM

FINGERS ON THENAR/HYPOTHENAR

EMINENCES

TOOL: CAPTAIN HOOK EDGE 1

TARGET AREA: CARPAL AREA BETWEEN THENAR 1

AND HYPOTHENAR EMINENCES —_—
TISSUE TREATED: CARPAL TISSUE AND CARPAL (v U
TUNNEL

PATIENT ACTIVE MOTION: SPREAD FINGERS AND o

OPEN THE PALM AND BACK TO NEUTRAL
CLINICIAN PRESSURE: LIGHT TO MODERATE
PASSES: PRY OPEN THE SPACE ON BOTH SIDES
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0
]

ROCKTAPE

N o shronger, longer

THANK YOU
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