






















































Venous stasis can also become a part of the problem as 
well. The autonomic nerves are entrapped as well and can 
produce a Reflex Sympathetic Dystrophy (RSD), such as 
Shoulder Hand Syndrome. 

T he anatomy of the Scalene muscles is very inter 
es ting and de.serves attention in order to understand 
these confusing, overlapping and closely related 

syndromes. The anatomy is: 

I. The Scalene Anterior: originates from the anterior 
tubercles of the transverse processes of C-3-6. It inserts 
onto the scalene tubercle on the inner boarder of the first 
rib. Nerve supply is the anterior branches of C-5,6,& 8 
mainly. Arterial supply to the scalene muscles are branches 
of the Ascending cervical artery that comes off the in fe­
rior thyroid artery. 

2. Scalene Medius: originates from the posterior as­
pect of the transverse processes of C-2-7 and inserts onto 
the upper surface of I st rib posteriorly. Nerve supply pos­
terior branches of the anterior primary rami of 3rd & 4th 
cervical and lateral muscular branches of 3rd and 4th cer­
vical. Arterial supply is branches of ascending cervical 
artery. 

3. Scalene Posterior: originates from the posterior tu­
bercles on the transverse processes of the C-4, 5,& 6. It 
inserts onto the outer surface of the second rib behind and 
some times the third rib. All of the scalene muscles are 
innervated by branches of the anterior primary division 
of the spinal nerves C-2 through C-7. The arterial supply 
is branches of the ascending cervical artery as above. 

4. Scalene Mimimus: originates from the anterior tu­
bercle of the transverse process of C-7 and sometimes C-
6, passing behind and beneath the subclavian artery and 
before it attaches to the inner boarder of the first rib. In­
sertion onto the pleural dome or cupola, which is 
strengthened by the Sibson 's fascia which is anchored by 
this fascia to the anterior tubercle of C-7 and the inner 
boarder of the first rib. This muscle further reinforces this 
fascia. 

slumping his upper back, neck, and shoulders producing 
the equivalent chronic strain. 

The main reason I felt a pressing and urgent necessity 
to develop extra expertise in this area, is because I re­
cently had three patients with chronic scalene entrapment. 
I had worked diligently on them with physical therapy, 
counterstrain OMT, medications, facet blocks, TESIS, 
orthopedic consultations and neurosurgical consultations. 
The neurosurgeon confirmed the diagnosis and referred 
two of the patients to a plastic surgeon who performed an 
innovative surgical procedure which consisted of 
dissecetion of the brach ia! plexus and translocating fat pads 
in between the trunks of the brachial plexus. Six weeks 
after the surgery no noticeable improvement was gained. 
I was determined that the outcome of third patient would 
be better. The following is the treatment regimen I devel­
oped for the third patient, no surgery was necessary after 
his pain improved. 

Treatment Plan for the Scalene Entrapment Syn 
drome consists of a varying combination of the 
following: Jones Counter Strain (muscle shorten­

ing, balancing, holding until release), Myofascial release, 
Ultrasonic sound with electro-muscle stimulation and hot 
packs, postural correction, Flum-methane Spray and 
stretch, trigger point injection, anti-inflammatory medi­
cations, massage therapy, postural management, EMG 
biofeedback, home stretching exercises, and when pos­
sible an ergonomic inspection and evaluation of his/her 
work place. 

Counter Strain treatment of the Scalenus Medius 
Muscle consist of sidebending the neck to the affected 
side while palpating the S. medius muscle. At usually 35-
45 degrees, the palpating finger will feel the muscle be­
ginning to relax and gently begin to perceive a happy, 
warm, pulsatile feeling. Next the head and neck are gen­
tly rotated toward from the side I 0-15 degrees at which 
point the operator will perceive an even greater feeling of 
muscle relaxation, quiet pulsation which the operator rec­
ognizes as the balance point. The position is held in this 
position of balance for at least 90 seconds. Then the head 
and neck can gently be returned to their normal anatomic 
position. 

The Scalenus Anterior Muscle can be balanced in 
There are several causes of chronic strain of the a similar manner by first flexing the head and neck for-

scalene musculature that contribute to the Scalene Entrap- ward 40-45 degrees until muscle relaxation and pulsation 
ment. Postural considerations must be considered. One is perceived. Then rotate the head and neck away from 
who always lets his shoulders roll forward and head jut the side of involvement. Again aniving at the position of 
forward will have a continuous strain on his cervical strap optimum muscle balance as identified by the quality of 
muscles. One who reads, studies, or watches TV in im- muscle relaxation and "happy pulsating'' feeling. 
proper positions can produce the same chronic strains The patient is carefully coached and instructed on 
pattern. Tall people (6' 4") who work in an ergonomic en- how he can perform self treatment at his home and at work. 
vironment meant for a 5'8" person will continuously be The patient is instructed to monitor his posture on a hourly 
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basis, at a minimum. The patient must be continuously 
seeking the position of comfort by a continuing an on­
going process of postural assessment and adjusting his 
posture. Passive stretching exercise areas are also taught 
as another home self help tactic. Through this behavioral 
modification, the patient's old maladaptive posture is re­
placed by proper posture. The patients symptoms just fade 
into the past. 

The third patient referred to previously, never had his 
surgery and his disabling symptoms faded away. In his 
case, it was fortunate in that the psychologist on his case 
had been trained in EMG biofeedback. He went to his 
work place, placed EMG electrodes on his scalene and 
trapezius muscles and demonstrated on the computer 
screen how the muscles reacted adversely when he per­
formed certain tasks. They were able to refine the manner 
in which he performed certain tasks so that he would not 
cause the muscle excitation he usually experienced while 
perfonning the same tasks. The computerized monitor 
provided graphic and immediate display on the monitor, 
giving the patient immediate feedback of the benefit of 
using the improved methods at work. This patient was 
able to apply this newly gained postural knowledge and 
apply it to his daily activities of living. 

Summary 
In the comprehensive management of the patient with 

chronic pain, a careful history and thorough physical ex­
amination is paramount to effective diagnosis. Only with 
an accurate diagnosis can an appropriate treatment regi­
men be designed. A structural exam along with a gait analy­
sis is necessary to identify any biomechanical problems. 
Biomechanical problems such as sacral base unleveling, 
short leg, small hemi-pelvis, flat feet, pronation of foot, 
other foot problems, and gait dysfunctions must be cor­
rected initially for the other body corrections to hold. Oth­
erwise these dysfunctions will negate any positive progress 
and disappointing results will follow. 

Ideally, a treatment regimen anticipates that the re­
sults of the treatment wi 11 last or hold until the next treat­
ment so that each succeeding treatment builds upon the 
preceding one. The patient's condition should progres­
sively improve with each treatment until no further treat­
ments are necessary. In order for this to occur, a portion 
of each treatment must hold in order for the stepwise heal­
ing process to be possible. Dysfunctional gait, bad body 
biomechanics and poor posture can destroy the most bril­
liantly conceived treatment plan. 

In the acute phase, pain, inflammation and muscle 
spasm must be ameolated as rapidly as possible, utilizing 
immobilization, ice, triggerpoint injection, analgesics, anti­
inflammatories, muscle relaxants, and gentle, finesse func-
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tional types of Osteopathic Manipulation. In the subacute 
phase, passive motion is initiated, Counterstrain Osteo­
pathic Manipulation, reduction in analgesics, spray and 
stretch, postural instructions, self-treatment and self­
stretching is taught. Teaching proper breathing, self-re­
laxation, and meditation are helpful at this point. If the 
treatment plan is started early and assertively, there is a 
good chance that the condition will not progress to the 
chronic stage. We often do not get the patient at the on 
set of his/her injury because they pursue self-help or from 
other health care providers before we see them. Often they 
are already in the chronic stage when we first see them. In 
this case we must first win their confidence and trust. Here 
is certainly a place for functional OMT. High Velocity/ 
Low amplitude (HVLA) t:hmsting often staitles and alarms 
the patient who is unaccustomed to it or unprepared for it. 
Often they have already had that f01m of treatment from 
their local Chiropractor and seek something more. 

In the chronic phase, it is unwise to use analgesics 
other than NSATDs, ASA, or acetaminophen. Darvon 
and Fiorinal type products do have mind altering af­

fects that can and do become habituating. Muscle relax­
ants such as Soma (carisoprodol) is very habit forming 
and commonly abused. Do not get caught in that trap. 
Document the over the counter drugs (OTC) the patient is 
taking. Be sure to inform the patient that 2000 mg/d of 
Tylenol is toxic to the kidneys and liver over a period of 
time. 

Ibuprofen can also be toxic. Ask any Nephrologist, and 
he will tell you that 75 percent of the patients on kidney 
dialysis is due to the toxic effects of Tylenol or NSAIDs. 

The chronic stage patient is already deconditioned from 
long periods of inactivity, so a reconditioning program 
has to be instituted, postural instruction, along with be­
havioral modification, relaxation therapy, meditation train­
ing, home exercise program, no narcotics, withdrawal of 
all OTC analgesics, caffeine, nicotine, alcohol, fast foods, 
colas, and high sugar convenience foods. If they do not 
have the will power to do these things, they will fail and 
you will be blamed. 
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Dysfunction of the 'sacred' sacrum 
- Techniques for treating individual pole restrictions 
by Keri Wells, DO, Grad. Cert. Ed. (University Teaching and Learning) 
Lecturer in HVLA Technique, Osteopathic Diagnosis and Clinical Education 

Introduction 
The author has chosen to use the English and Latin 

terms together in the title of this paper in order to high­
light the importance to Osteopathy of the sacrum and its 
restrictions. Contemporary physical medicine, of any type, 
rarely acknowledges its runction or importance to well 
being, and one wonders if the ancients did, in fact, under­
stand better the role of the 'sacred' sacrum. 

The author stresses the importance of assessing and 
treating dysfunction of the 'sacred' in patients with back 
pain, leg pain and dysfunction of the walking cycle. As­
sessing the sacrum as part of a standard clinical examina­
tion in patients with back pain, lower limb pain and dys­
function of the walking cycle is essential and its impor­
tance cannot be overestimated. 

The significance of sacral dysfunction and its contri­
bution to altered mechanics of the lumbar spine and the 
role sacral dysfunction plays in patients with back pain 
and or leg pain is well documented throughout osteopathic 
literature. Therefore this notion will not be expanded on 
in this paper. 

The purpose of this paper is to offer an alternative ap­
proach for treating sacroiliac dysfunctions. The author has 
found the proposed techniques successful for treating any 
sacral restriction, and also 'difficult' sacral restrictions and 
anomalies of the sacrum, which respond poor I y to current 
models. Current models treat sacral restrictions by address­
ing axes of rotation and torsion. 

The author argues that in some instances the sacrum is 
subluxed from the sacroiliac joint (SIJ). The articulations 
between the sacrum and ilium become dysfunctional in a 
way that is mechanically independent of the respiratory 
and mechanical axes models. 

A series of techniques is presented here which the au­
thor has found to be very effective in treating low back 
pain . These techniques also allow the practitioner to treat 
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any of the SlJ problems described by Greenman' and 
Mitchell. 2·3 

The practitioner is offered a flexible approach with, the 
opportunity to adapt techniques to the particular stages of 
development of the STJ as described by Norkin and 
Levangie.4 More recently, Cramer and Darby, (1995),5 

have stated 'Before puberty, both sacral and iliac auricu­
lar surfaces are flat, straight, and vertically orientated' 
(Beal 1992). The joint can conceivably have a gliding 
movement in any direction, being restricted only by liga­
ments. After puberty the auricular surfaces change shape 
to fonn a horizontal and vertical limb .... During the Lhird 
decade of life , the interosseous ligaments are 
strengthened .... From the fourth decade marginal 
osteophytes begin to develop, particularly on the anterior 
and superior portions of the SU along the articu lar cap­
sule. These degenerative changes develop earlier in the 
male' . 

Furthermore it is important to consider that current sac­
ral techniques focus their forces at the LS/SI articulation 
(e.g. in the Semi-Sims position) and in doing so rely on 
perceived normal mechanical responses to loading of an 
axis inflexion, neutral or extension when treatincr the SIJ 
restriction. Mitchell,2 Kuchera,6 DiGiovanna.7 Di1;ct tech­
niques such as high velocity low amp I itude (HVLA) tech­
niques fail to address all the planes of motion of the SIJ. 
The angles of the superior pole of the SIJ are different 
from those of the lower pole. HVLA techniques apply a 
force eilher along the entire length of the SIJ in one plane 
as in the 'hip-tug' method, or by manipulating the upper 
and lower poles of the STJ separately as in the lateral re­
cumbent position. 

These techniques fail to treal anomalies of the sacrum 
as described by various authors it is argued by Davidson8 

that, 'The "axis techniques" rely on a "balanced" axis i.e. 
free of anomalies. The forward torsion technique addresses 

____. 
- - -------------- -
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contralateral lower and upper poles when isolated at the 
sacrum. The transverse axis has been hypothesized to oc­
cur at a variety oflevels by various authors. I would say it 
is adaptable and varies its adaptability according to its 
primary or driving force, the lumbars and the thoracolum­
bar junction i.e. the axis move. 

'Therefore the "Mitchell axis" techniques are only "ac­
curate" when the palpable isolation of forces found at the 
SIJ, correspond to the isolation of forces at the sacrum 
corresponding with initial movement at the 'primary' i.e. 
the lumbars. This is a problem because the adaptive phase 
of the sacrum relies on a "anomaly free" articular bal­
ance. If not we find non-adaptive sacral responses such as 
flares, shears, extensions and flexions, subluxations etc. 
These subluxations seem to be further compounded when 
the axis techniques are applied to an anomaly. 

Therefore the individual pole approach, in isolation, is 
an accurate and effective technique which doesn' t depend 
on addressing the lumbars and their resultant transverse 
axis effect on the sacrum'. 

Technique theory -
independent pole restrictions 

The following techniques allow treatment of upper and 
lower pole dysfunctions, irrespective of axis. The tech­
niques can be employed whether the normal axes of mo­
tion are available or not. Th is is particularly important if 
the normal axis of motion is not available, for example, 
anomalies of the sacroiliac joints and developmental dif­
ferences as previously discussed and when a patient's pain 
prevents positioning. Consider an example where the pa­
tient has a transitional vertebra at LS, one transverse pro­
cess is elongated, forming a bony attachment to the iliac 
crest preventing normal motion of L5 therefore affecting 
the LS/ Sacral joint. Another example, in the case of Os­
teoarthritis, (with or without a corresponding narrowing 
of the intervertebral disc space) resulting in bilateral or 
unilateral osteophytic changes that do not allow the LS to 
rotate, flex, extend or laterally flex on the sacrum in any 
one or multiple planes of motion. Consider also a thinned 
intervertebral disc space between L4/5, which does not 
allow L4 to move on LS, restricting L5's range of motion 
(ROM) indirectly altering the ROM at LS/SL Yet another 
example would be when the patient has osteophytic 
changes of the SIJ on either or both sides, limiting move­
ment of the sacrum relative to the ilium in any number of 
planes of motion. 

The activating forces combine respiratory technique 
with muscle energy technique (MET). Each technique 
utilizes different positioning of the innominate with res­
piratory and muscle energy forces to mobilize a particu-
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lar hypomobile pole of the SIJ. The MET component re­
quires an isometric contraction of agonist muscles in the 
direction of the restriction. 

Terminology 
Greenman I calls Nutation: 'a nodding movement of the 

sacrum between the innominate, the sacral base moves 
anteriorly and inferiorly while the sacral apex moves pos­
teriorly and superiorly.' Counternutation: 'occurs when 
the sacral base goes posteriorly and supe1iorly and the 
sacral apex goes anteriorly and inferiorly.' The movements 
of nutation and counternutation as described by Greenman 
above occur in normal circumstances around a horizontal 
axes at approximately S2 Mitchell MP.2 

a. 

b. 

Figure 1. a) Nutation and b) Counternutation around the 
normal axis approximately S2. 

Implicit to th is method is acceptance of the MET model , 
Mitchell MP2 which states: a) ' ... the sacroiliac motion, 
therefore, requires multiple axes: at least two transverse 
axes, and two oblique axes.' b) 'Sacro-iliac flexion/ex­
tension occurs on 2 of the 3 transverse sacral axes; i.e. the 
superior and middle axes ... The middle axes is the site of 
normal sacral flexion and extension.' Approximately the 
level of S2' ; and c) 'The sacral apex moves anteriorly 
during inhalation, posteriorly dming exhalation.' There­
fore the sacral base must move posteriorly during inhala­
tion and anteriorly during exhalation, countemutation and 
nutation respectively. 

Of particular importance when using this technique is 
what Kapandji9 says: 'When the hips are flexed traction 
on the hamstrings tends to tilt the pelvis posteriorly rela-
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tive to the sacrum. This is therefore a movemenl of nuta­
tion relative to the sacrum ... ' 

According to the Chicago College of Osteopathic Medi­
cine, 10 An 'anterior sacrum' is: an upper pole restriction, 
rotation and siclcbending to opposite sides, deep sulcus 
with tissue texture changes, a forward torsion (R on R, or 
L on L) in that the sacral base on one side has gone for­
ward to produce the deep sulcus and will not return .... when 
pushing clown on the left ILA introducing motion about 
the left oblique axis .... , the right sacral base does not come 
posterior. Posterior sacrum: lower pole restiiction and tis­
sue texture change at the lower pole. For further explana­
tion of the movements of the sacrum in a caudal and cepha­
lic direction, refer to Greenman, 1 Mitchell ,2 Kapandji,9 and 
Foundations of Osteopathic Medicine. 11 

The Collected Papers 

Diagnosis 
There are many ways to diagnose the restrictions of 

the sacrum. The method you choose must establish the 
differences in restriction between the movement in the 
upper pole of the SIJ compared to the lower pole move­
ment. Use the sacral sulci depths and the inferior lateral 
angles (ILA) of the sacrum as your landmarks to deter­
mine how the upper and lower poles of the sacrum have 
moved respective to each other. Then apply the principles 
of TART (Tenderness, Asymmetry, Restiiction of motion 
and Tissue texture abnonnality) to determine which side 
and which pole has the greatest restriction. 

One technique that may be useful in d iagnosing move­
ment restrictions in the SIJ is to lay the patient supine, 
flex the hip and localize forces to upper and lower poles 
of the sacrum, then interna1ly and externally rotating the 
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hip alternatively on each pole to determine opening and 
closing of that pole of the SIJ. Internal rotation opens the 
lower pole and relatively closes the upper pole, external 
rotation opens the upper pole and relatively closes the 
lower pole. Repeat this procedure on the opposite side. 

Four lesions of the sacrum 
1. Shallow sacral sulcus - upper pole restriction. 

Primary dysfunction is found to be that the base of the 
sacrum has moved, unilaterally superiorly and posteriorly, 
i.e. cephalically along the upper pole of the SlJ. 

Diagnosis 
Restriction is felt at the upper pole of the SIJ on the 

right when the hip is fully flexed and internally rotated. Tn 
assessment of the respiratory cycle there is decreased nu­
tation of the sacrum. 

Lesion 
Shallow sacral sulcus on the right. 

Restriction 
Anterior-inferior glide of the base of the sacrum on the 

right. 

Patient position 
Supine, close to the edge of the table on the dysfunc­

tional side i.e. the right. 

Operator position 
Next to the table on the dysfunctional side, facing the 

patient's head. 

Contacts 
Patient's hip on the dysfunctional side is fully flexed 

so that all motion is localized to the upper pole of the SU 
on that side. 

Operator contacts the patient's knee with their right 
hand, which is best held on the lateral aspect of the knee, 
and the upper pole of the SIJ with the fingers of the left 
hand monitoring the motion barrier. 

Lock up procedure 
Making sure all movement localized to the upper pole 

of the SIJ on the right. The operator abducts and inter­
nally rotates the patient's flexed hip to the barrier. 

Instructions to patient 
Ask patient to inhale fully and then forcibly exhale 

quickly, simultaneously further abducting the knee against 
the operator's equal resistance. Retest and repeat as re­
quired. 
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Explanation of technique 
The full flexion of the hip creates posterior rotation of 

the innorninate, as well as isolating forces to the superior 
pole of the SU it encourages relative nutation of the 
sacrum. The abduction separates the anterior aspect of the 
SU as the pubis moves lateral in the direction of the hip 
movement. Internal rotation of the ilium/hip puts anterior 
and caudal pressure on the posterior aspect of the base of 
the sacrum. These three movements combine to open the 
anterior face of the SIJ to allow the sacrum to move ante­
riorly and inferiorly. 

Exhalation moves the base of the sacrum into nutation 
i.e. anteriorly and inferiorly along the upper pole of the 
SU. The resisted abduction further forces a closure of the 
posterior aspect of the SlJ thus 'shunting' the base of the 
sacrum forward at the upper pole of the SU on the right. 
Key words: Shallow sacral sulcus: Abduct, internally ro­
tate and exhale. 

Figure 2: 1 a. Abduction and internal rotation close to the 
posterior aspect of the SIJ 
These movements also apply anterior and caudal pressure 
to the base of the sacrum. 
When assisted by forced exhalation, the forces combine to 
move the base of the sacrum anteriorly and inferiorly. 

2. Deep sacral sulcus - upper pole restriction. 
Primary dysfunction is found to be that the base of the 

sacrum has moved, unilaterally inferiorly and anteriorly, 
i.e. caudally along the SIJ. 

Diagnosis 
Restriction is felt at the upper pole of the SH on the left 

when the hip is fully flexed and externally rotated. In as­
sessment of the respiratory cycle there is decreased 
counternutation of the sacrum. 

Lesion 
Deep sacral sulcus on the left. 

Fall 1998 



Restriction 
Posterior superior glide of the base of the sacrum on 

the left. 

Patient position 
Supine, close to the edge of the table on the dysfunc­

tional side i.e. the left. 

Operator position 
Next to the table on the dysfunctional side, facing the 

patient's head. 

Contacts 
Patient's hip on the dysfunctional side is flexed so that 

all motion is localized to the upper pole of the SIJ on that 
side. lBe careful not to fully flex or you will cause rela­
tive nutation of the sacrumJ 

Operator contacts the patient's knee with their left hand, 
which is best held on the medial aspect of the knee, and 
the upper pole of the SU with the fingers of the right hand 
monitoring the motion barrier. 

Lock up description 
Making sure all movement is localized to the upper 

pole of the SIJ on the left. The operator adducts and exter­
nally rotates the patient's flexed hip to the barrier. 

Instructions to patient 
Ask patient to inhale fully and quickly, simultaneously 

further adducting the leg against the operator's equal re­
sistance. Retest and repeat as required. 

Explanation of technique 
The adduction closes the anterior SIJ and opens the 

posterior aspect of the SU. The external rotation puts pos­
terior and cephalic pressure on the anterior aspect of the 
superior pole of the SIJ and the anterior face of the sacrum. 
The posterior lumbosacral ligaments and muscles become 
taunt. 

Inhalation moves the base of the sacrum into 
counternutation i.e. sacrum moves posteriorly and supe­
riorly along the upper pole of the SU. The resisted adduc­
tion creates an increase in the intrapelvic pressure help­
ing to close the anterior aspect of the SIJ. The combina­
tion of this posteriorly directed pressure, the posterior/ 
cephalic pull applied by the taunt muscles and the inspi­
ration act to lift the base of the sacrum posteriorly and 
superiorly along the superior pole of the SIJ. Key words: 
Deep sacral sulcus: Adduct, externally rotate and inhale. 
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3. Anterior IIA of the sacrum - lower pole restriction. 
Primary dysfunction is found to be that the apex of the 

sacrum has moved anteriorly and supe1iorly along the lower 
pole of the SU i.e. the ILA is less prominent because of the 
cephalic movement of the sacrum within the SlJ. 

Figure 3: 2a. Adduction and external rotation close the 
anterior aspect of the cl the base of SU. 
These movements also apply posterior and cephalic 
pressure to the base of the sacrum. 
When assisted by forced inhalation the forces combine to 
move the base of the sacrum posteriorly and superiorly. 

Diagnosis 
Restriction is felt at the lower pole of the SU on the 

right when the hip is flexed and internally rotated. In as­
sessment of the respiratory cycle there is decreased nuta­
tion of the sacrum. 

Lesion 
Anterior ILA on the right. 

Restriction 
Posterior inferior movement of the apex of the sacrum 

on the right. 

Patient position 
Supine, close to the edge of the table on the dysfunc­

tional side, i.e. the right. 

Operator position 
Next to the table on the dysfunctional side, facing the 

patient's head. 

Contacts 
Patient's hip on the dysfunctional side is fully flexed 

so that all motion is locali zed to the lower pole of the SIJ 
---+ 
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on that side. Operator contacts the patient's knee with their 
right hand, which is best held on the medial aspect of the 
knee, and the lower pole of the SIJ with the fingers of the 
left hand monitoring the motion barrier. 

Lock up description 
Making sure all movement localized to the barrier in 

the lower pole of the SIJ on the right, the physician ad­
ducts and internally rotates the patient's flexed hip. 

Instructions to patient 
Ask patient to inhale fully and then forcibly exhale 

quickly; simultaneously further adducting their knee 
against the operator's equal resistance. Retest and repeat 
as required. 

Explanation of technique 
The full flexion of the hip encourages nutation of the 

sacrum. The adduction or the ilium puts pressure on the 
anterior aspect of the lower pole of the SI joint, opens the 
posterior face of the joint and causes the gluteal muscles 
and posterior iliosacral ligaments to become taunt, allow­
ing the apex of the sacrum to move posteriorly. The inter­
nal rotation applies caudal pressure to the apex or the 
sacrum. 

The exhalation moves the apex of the sacrum posteri­
orly and inferiorly, while the resisted adduction causes an 
increase in pressure in the abdominal cavity and together 
push/pull the apex of the sacrum posteriorly and inferi­
orly. Key words: Anterior ILA: Adduct, internally rotate 
and exhale. 

4. Posterior IIA of the sacntm. - wwer pok restriction 
Primary dysfunction is found to be that the apex of the 

sacrum has moved posteriorly and inferiorly, i.e. the ILA 
is more prominent because of the caudal movement of the 
sacmm within the SIJ. 

Diagnosis 
Restriction is felt at the lower pole of the SIJ on the left 

when the hip is flexed and externally rotated. 
In assessment of the respiratory cycle there is decreased 

counternutation of the sacrnm. 

Lesion 
Posterior lLA on the left. 

Restriction 
Anterior superior movement of the ILA on the left 
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Patient position 
Supine, close to the edge of the table on the dysfunc­

tional side ie the left. 
Operator position 

Next to the table on the dysfunctional side, facing the 
patient's head. 

Contacts 
Patient's hip on the dysfunctional side is flexed so that 

al I motion is localized to the lower pole of the SIJ on that 
side. [Be careful not to fully flex or you will cause rela­
tive nutation of the sacruml 

Operator contacts the patient's knee with their left hand, 
which is best held on the lateral aspect of the knee, and 
the lower pole of the SIJ with the fingers of the right hand 
monitoring the motion barrier. 

Lock up procedure 
Making sure all movement is localized to the lower pole 

of the SIJ on the left the physician abducts and externally 
rotates the patients flexed hip to the restriction barrier. 

Instructions to patient 
Ask patient to inhale fully and quickly, simultaneously 

further abducting the leg against the operator's equal re­
sistance. Retest and repeat as required. 

Explanation of technique 
The abduction closes the posterior and opens the ante­

rior aspect of the SIJ at the lower pole. External rotation 
helps to apply cephalic pressure to the apex of the sacrum 

The inhalation moves the apex of the sacrum anteri­
orly and superiorly while the resisted abduction creates 
pressure posteriorly by contraction of the gluteals, which 
close the posterior part of the lower pole, forcing the apex 
of the sacrum to move anteriorly. Key words: Posterior 
ILA: Abduct, externally rotate and inhale. 

Summary 
To summarize, adduction closes the anterior and opens 

the poste1ior aspect of the SIJ. Abduction closes the poste-
1ior and opens the anterior aspect of the SIJ. Resisted adduc­
tion causes a palpable increase in intrapelvic pressure which 
assists in pushing the sacrum posteriorly, resisted abduction 
causes contraction of the gluteal muscles and other external 
rotators of the hip which resul ts in an increase in tension 
across the SIJ posteriorly, which when palpated is felt as a 
narrowing or closure of the SIJ posteriorly. 

By applying pressure to the sacrum via altering the 
position of the ilium, using the muscles that attach to the 
hip, internal rotation of the hip applies pressure to the 
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sacrum in a caudal direction and external rotation or the 

hip applies pressure in a cephalic direction. 
These techniques offer a way of addressing any num­

ber of restrictions found in any SIJ. By isolating forces at 

the upper or lower poles of the SJJ, positioning the in­

nominate and using respiratory fo rces, the practitioner can 

move the sacrum in almost any direction that is required 

to reposition it to its anatomical position, and normal align­

ment for that particular joint, on that particular patient. 

'Palpation ' of the barrier is the key to success, firstly in 

identifying the barrier and secondly, in addressing the re­

strictive barrier to normal motion in any joint restriction 

prior to applying a corrective technique. Palpation remains 

fundamentally important in the diagnosis and application 

of these techniques. The techniques offer, through palpa­

tion, a way of addressing any variation or anomaly of any 

sacroiliac joint. 

Conclusion 
The need to address lesions of the sacroiliac and the 

relationship between sacral dysfunctions and lower back 

pain is well documented throughout osteopathic li terature. 

The techniques proposed in this article are offered as an 

alternative to the existing methods of treating sacral dys­

functions. The techniques can be employed to treat dys­

functions of typical or atypical sacroiliacs joint surface 

i.e. sacral anomalies, SIJ dysfunctions in children, ado­

lescents and on patients whose sacroiliac joints are altered 

by osteophytic changes. 

Each technique uses MET and respiratory activated 

forces to assist maneuve1ing the ilium and hip to different 

positions. MET in the direction of the barrier as opposed 

to in the direction of the lesion. These techniques allow 

the practitioner to focus her/his forces specificall y at the 

main site ofrestriction to sacroiliac motion within the sac­

roiliac joint. The techniques are easy to use, as they do 

not require a large amount of operator strength or force, 

and are well tolerated by patients as no bending, twisting 

or thrusting is required. 
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A chronic case with an unusual remedy 
by Vicki Abbott Taylor, DO 

On May 5, 1997, a 47-year-old awakening in the morning, and is bet-
blond, blue-eyed nurse of slight build, ter from stretching. A hot shower will 
neatly dressed, presents with com- give 1 or 2 hours of relief. 
plaints of a duodenal ulcer, head- She experiences loud flatulence 
aches, fatigue,joint pains, and muscle between 6 pm and midnight. Her 
aches. gums bleed about once a month when 

She complains of gnawing epigas- brushing her teeth. She describes a 
tric pain and a sensation that the area dull ache in the sternum and anterior 
under her bra is too tight. The epi- ribs under her breasts which wakes 
gastric pain radiates around the pos- her up about every other night. This 
terior ribs on both sides. The pain is had been occurring during the past 
worse at 4 pm, from 2 to 3 am and at three months and is better when ly-
6 am. Eating and eructations relieve ing on her back. 
the pain; orange juice makes it worse. Her pe1iods have been irregular the 
Eructations occur after 6 pm. past 2 years with menses occurring 

She experiences at least two types about every other month. She is de-
of headaches. One, a daily occipital pressed the night before her menses 
and suprascapular pain for which she start and sometimes weeps. Occa-
takes two Excedrin each morning. sional hot flushes at night are experi-
She also has incapacitating vertex enced with heat in her chest and back 
area headaches, about eight times which cause herto throw off the quilt. 
yearly, which force her to lie on her Her feet get overheated about once 
back with a cloth on her forehead. per night and she has to stick them 
They are ameliorated by being in the out from the covers. 
dark, lying on her back, and sleep- Tn general she tends to be chilly. 
ing, and are relieved after a night of She prefers her house heated to 74 -
sleep. 75 degrees in winter, and does not 

She wakes up in the morning to- need air-conditioning in the summer 
tally exhausted. She works second unless it is above 90 degrees. She is 
shift, the time period her energy is not comfortable for any length of time 
normally at its highest. She rates her in the sun without sunglasses. In fact, 
energy a 3 on a scale of 0-10. the sunlight bothers her eyes even 

She has been having episodes of when she is inside her house. 
nosebleeds 1-2 times per week for the She perspires on the back of her 
last 6 months, occurring about 3 am. neck and under and between her 
There are red blood clots on blowing breasts when anxious or doing light 
her nose, a clogged feeling during the work. 
night and dried bloody or yellow She loves lemons and might have 
crusts. them 2-4 times per week. She dislikes 

She has right-sided sciatica and spicy foods and fat on meat. She likes 
sacroiliac pain with pain in her right onions but gets diarrhea and flatu-
anterior and lateral thigh anterior and lence. She also may experience diar-
lateral thigh and right knee. The pain rhea after eating fruit. She loves milk 
is worse from dampness, on cold and used to drink 4 glasses per day 
days, after standing a long time, on but had to stop because of dian-hea. 
- ---------------- - ----
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She likes salty snacks. She eats eggs 
1-2 times per month. She feels neu­
tral about sweets, vinegar, bread and 
pasta. 

She has low self-confidence. She 
talks to her mother an hour or more 
every day and is unable to easily get 
off the phone feeling anger and re­
sentment towards her mother while 
talking. She feels her relationship 
with her husband is strained and dur­
ing arguments her husband will con­
vince her that her feelings are not 
valid. "l do not think of myself as a 
happy person." When criticized she 
feels depressed and irritated an takes 
it personally. If she feels angry, she 
may not express it, but rather she will 
cry for several days in a row. She 
hates sad movies as she does not want 
to be emotionally manipulated. She 
describes herself as easygoing, pleas­
ant, tolerant, serious, organized, and 
dependable with a tendency to inter­
nalize feelings and become de­
pressed. Rx: She received Sepia 200 
(a Dunham potency) one pellet dry. 

Follow-up: June 16, 1997 
Migraine headaches started 3 days 

after taking remedy. Hot flushes worse, 
4-5 times daily. Still bad aching in 
shoulders and occiput. No change in 
ulcer pain. Heat sensation in feet with 
need to stick feet out from under cov­
ers has increased. Dull ache in sternal 
area 50 percent less intense. Joint pains 
same - wake her at 3 am. Nosebleeds 
and nasal cmsting resolved. 

Her energy has increased from 3 
to 5 (10 being perfect). The sciatica 
is the same, she has more self-confi­
dence and has applied for new jobs. 
She now limits conversations with her 
mother to 15 minutes. She is feeling 
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more sure of herself in discussions 

with her husband. 
Assessment: Aggravation followed 

by ame lioration. 
Plan: Wait 

Follow-up: July 15, 1997 
Ulcer pain still present. Continues 
taking histamine H2 receptor antago­
nise. Pain in right leg worse with hu­
nudity past 5 days. Joint pains in fin­
gers of right hand. Hot flushes 
stopped about 3 weeks ago. Gums -
no further bleeding. Sensitivity to 
light is decreasing. She got a new job 
she wanted. She is getting along bet­
ter with her husband. 

She wakes up at 3 am about three 
times per week. No headaches. Her 
energy has increased from 3 to 8 ( 10 
being perfect). 
Assessment: Amelioration continuing 

Plan: Wait 

Follow-up: September 18, 1997 
Episode of acute sciatica sta1ted re­

centl y during a stress test. Worse 
when leaning forward even several 
degrees worse rising from sitting (2) 
worse lying on ri ght side, worse 
coughing (2) , sneezing (2), better 
when standing. Sharp stabbing pain 
from right buttock and right hip radi­
ating down to right knee. No numb­

ness. 
Her ulcer medicine was changed 

in August to Prevacid which caused 
diarrhea several weeks later. Diarrhea 
has continued although she stopped 
the Prevacid about 10 days ago. 
Assessment: Relapse with acute picture. 
Plan: Sepia 200. May take 2 doses 

and call me to rep01t. 

Fallow-up: September I 8, 1997 
Phone conversation. Having headache 
and nausea. Pain only slightly less. Is 
taking Flexeril and Vicodan prescribed 
by the doctor she works for. 
Assessment: Sepia was the incorrect 

remedy. 
Plan: Tellurium 200 C. Take 2 doses 

and call me to report. 
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Follow-up: Septeniber 23, 1997 
Phone report: Was unable to come 
pick up remedy, so she waited until 
she received it from me by mail on 
September 22. She took Tellurium 
200 C, one dose at 7 pm and repeated 
it at 9 pm. She can bend forward 
easier and has less pain with cough­
ing and sneezing. Is offVicodan and 
Flexeril. The remedy brought much 
greater relief than Vicodan. 
Assessment: Amelioration with 

correct remedy. 
Plan: May have 2 more doses if 

necessary. If need more call me 
back. Otherwise see me in one 
week. 

Follow-up: October 9, 1997 
Did not take any more doses. Diar­
rhea is less. Acute sciatica pain is 
gone, StiJ I pain in right sacroiliac area 
worse from standing, worse lying on 
right side while sleeping. Might wake 
her up about 3 times per week. The 
elbow pain has resolved. The ulcer 
pain of 20 years has gone. Eructations 
and rectal gas resolved. Hot flushes 
resolved . Her depression has im­
proved. Cephalgia 70-80 percent bet­
ter. Gingivitis resolved. Sternal dis­
comfort resolved. 
Assessment: Amelioration in 

progress. Sacroiliac pain causing 
insomnia remains. 

Plan: Wait. May repeat Tellurium 200 
C if acute pain returns. 

Follow-up: November 11, 1997 
Still mild cephalgia and mild right 
sacroiliac pain. Takes aspirin 1-2 
times per week for headache. She 
used to take it daily. Insomnia re­
solved. No longer waking at night and 
feels she is sleeping more deeply. Will 
call me back with headache symp­
toms after experiencing headache 
without immediately taking aspirin. 

Discussion 
I used the following repertory ru­

brics: 

EXTREMITIES, pain, lower limbs, 
sciatica sneezing agg.: sep, tell, kali-i. 

Coughing agg.: caps , caust, sep, tell, 
kali-i. 

Stooping agg.: agar, card-m, dros , 
nat-s, tell. 

Rising from a seat: has 13 remedies 
including Sepia but not Tellurium. 

Worse lying: coloc, ferr, gnaph, kali­
i, meny, nat-m, sep, tell , valer. 

I was impressed to see that Tellu­
rium has not only cured her acute sci ­
atica, but also cured the peptic ulcer 
disease and insomnia. She had sev­
eral other symptoms such as eructa­
tions, flatulence and sternal discom­
fort. Unfortunately, when I saw her 
on September 18 with the acute sci­
atica, I did not find out if they had 
already cleared. Under Tellurium 
Hering's Materia Medica mentions 
"Pain in sacrum passing into r. thigh; 
worse pressing at stool, coughing, and 
laughing. Sciatica of r. side; worse 
when lying on affected side. Sciatica 
accompanied by sensitiveness of ver­
tebral column, pains radiating from 
sacrum to r. sciatic nerve." 

Clarke's Dictionary says much the 
same. "The pain is worse coughing, 
sneezing or straining at stool: worse 
lying on painful side. Many of the pains 
and symptoms of Tellurium come and 
go suddenly." Does this explain why 
her pain resolved so rapidly after re­
ceiving two doses of Tellurium? 

On further study of the materia 
medica, l noticed that her peculiar sen­
sation that the area under her bra is too 
tight is found in both Hering and 
Clarke: ''Constrictive feeling, as if 
strapped together." Heartburn, eructa­
tion and flatulence are also mentioned. 

I have added Tellurium to the other 
remedies that follow well after Sepia 
on my computer and in the back of 
Kent's Repertory.□ 
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