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WHAT IS OUR MANUAL THERAPY AND
WHAT MAKES IT DIFFERENT?

PHYSIOKINETIX MANUAL THERAPY IS THE DIRECT COMPLEMENT TO THE CORE PHYSIOKINETIX
TRAINING SELF CARE PROGRAM. THIS INCLUDES A COMBINATION OF ADVANCED FUNCTIONAL
ASSESSMENTS, MUSCLE BALANCING, NEUROLOGIC FACILITATING, AND JOINT FLEXIBILITY
TECHNIQUES THAT BALANCE AND ALIGN THE BODY FOR OPTIMAL BODY PERFORMANCE.
COMBINING THIS WITH THE CORE PHYSIOKINETIX TRAINING TECHNIQUES, GIVES A THERAPIST
ALL OF THE TOOLS NECESSARY TO ELIMINATE CHRONIC PAIN AND IMPROVE MOBILITY FORA
CLIENT WITHOUT THE NEED FOR SURGERY. THERAPISTS LEARN HOW TO APPROACH PAIN FROM
A CAUSATION POINT OF VIEW AND DESIGN SPECIFIC TREATMENT PLANS FOR CLIENTS WITHOUT
CHASING PAIN.

PHYSIOKINETIX MANUAL THERAPY DIFFERS BY DEEP DIVING INTO ALL ASPECTS OF A PATIENT
BY BREAKING DOWN PROTOCOL USING THE 2 A.R.M.S APPROACH.

USING PROPER EVALUATION OF THE PATIENT'S HISTORY, COMPLETE OBSERVATION, AND THE
ADDITION OF THERAPY BANDS OF VARYING RESISTANCES, THERAPISTS CAN CREATE LONG
LASTING OUTCOMES AND INCREASED NEUROLOGIC RE-EDUCATION.



HISTORY, OBSERVATION, & OBJECTIVES

PATIENT HISTORY

*History taking can lead you to the problem*

Age and Sex: Growth disorders such as Legg-Perthes disease are seen in
adolescence and osteoporosis is more prevalent in older populations.

How: Mechanism of injury: How did this occur, chronic or acute onset?
Where: Were the Symptoms of their pain on onset?

Neurologic: Upper Motor Lesion or Lower Motor Lesion

Peripheralization: Do areas of Pain enlarge or become more Distal as they
worsen?

Centralization: Smaller and more localized as they improve

Joint: Articular cartilage degradation, Arthritis, hypo or hyper mobility

Soft Tissue: Ligamentous, Zygopopheseal capsules, Visceral

Referred Pain: Tends to be deep pain that can be indistinct, and will radiate
segmentally without crossing the mid line.

Red Flags = Refer to a Physician
Cancer: Persistent Pain, Unexplained weight loss 10-15 Ibs in 2 weeks, growths or
lumps, loss of appetite.
Cardiovascular: Shortness of breath, pain or heaviness in chest, severe pain in
lower leg or left arm, swelling(no history of injury)
Gastrointestinal/Genitourinary: Frequent or Severe abdominal pain, Heartburn,
Changes in bowel, Menstruation changes
Neurological: Changes in Hearing, Frequent Headaches w/o history, Changes in
speech, vision, balance, coordination, falling, sudden weakness
Miscellaneous: Fever, night sweats, recent severe emotional distress, swelling with
no history of injury

Yellow Flags = More Extensive Exam May be required
Unusual patterns of complaint or symptoms
Bilateral Symptoms
Symptom Peripheralizing
Neurological symptoms: Nerve root or peripheral nerve
Saddle anesthesia
Upper Motor Neuron symptoms (spinal cord)
Vertigo
Autonomic Nervous System symptoms, BP, Gl.
Psychosocial Stresses
Skin or Circulatory changes



OBSERVATION

We will follow a Standard Orthopedic Assessment after our history has been
completed and we have formed some kind of plan on what to look for in our
observation.

We will do in gravity and out of gravity assessment to rule out CNS; brain reflexive
relationships to gravity vs Somatic (body) dysfunction.

When Scanning the body in stance it is advised to start from the feet up to the head
on all 4 sides of the body.

We will follow The A.R.T. Approach to all assessments with our table work and then
show how the PHYSIOKINETIX neuromuscular re-education can work. First, looking
for Asymmetry, Range of Motion Tests (Passive and Active), Tissue texture with
Palpation, Joint Play, Special Tests, and Integration.

LEARNING OBJECTIVES

Types of pain and what current research says.

Basic principles of movement.

How to understand movement assessment and awareness to create a treatment
plain using the 2 A.R.M.s Approach.

Look at and learn the Arthokinematics of the body.

Distinguish between neurologic centralization or peripheral dysfunction and
understand functional patterns.

How to create a therapeutic alliance with your clients while creating a residual
income!



STANDING STATIC POSTURE

Goal: Foot / Ankle

Determine Weight distribution in Gravity, Presence

of Upper or Lower Cross (PMRF weaknesses),
Tonic and Phasic muscles, Cerebellar lateralization,
Compensatory postures, or Scoliosis.

Action:

Take into consideration Acute pain vs. Chronic pain,
other PsychoBio factors when scanning and layer
palpation to assess pathology.

Observe from Front (Anterior):

e Foot/Ankle:
e Position (Supinated/Pronated),
e Calcaneal inversion - eversion

» Palpate with index finger under
the two arches to test for mobility/spring
and see if medial and Lateral arches are

present. Patella / Knee

« Patella:
e Squinting, inward or Frog eyes
e Slightly bend knees to asses movement
or shift Outward (Tells Femur/Tibia

Relationship)

 Knee:
« Rotation internal/externally, Varus,(bowed)
Valgus, (knock knee)

Hips

e Hips: Fig. 3
e Greater Trochanter Height,
e Standing Hip: Anteversion or Retroversion
or Position, (Ant. or Post.)




STANDING STATIC POSTURE

Pelvis:
e lliac crest height

Pelvis

* ASIS, Anterior or Posterior Horizontal Rotation
» Lateral shift assess Sacral Base or Sulcus for deep/anterior
or Shallow/posterior

Ribcage:
e No protrusions
e Depressions Diagram tightness, Note: Due Breathing
dysfunction test to assess diaphragm tightness
e Sign of lateralization or Scoliosis

Shoulders: (shoulders at acromion are level from side to side)
« Standing hand and arm position anterior, in front of body,
behind body, (Scoliosis)
Note: dominant side is usually lower and internally rotated
causing the arm to be in front of the body and closer to the
midline.

Arms:
 Arms Equal height
e Hand positions: Supinated, over Pronated (Carry angle: 5 to

15 deg)
Head:
e Observe for Eye levels, Head tilted (ear lobes), Rotation
(SCM tone)

Note: of the Locomotor Dominances and Eye Dominance,
Think - CVJ, Vestibular, TMJ, trauma, glasses

Head
Shoulders Arms

Ribcage




STANDING STATIC POSTURE

Right and Left Side (Lateral):
* Plumb line:

* Drops through Auditory meatus to tip of
Acromion, Femoral trochanter, and medial
malleolus.

Head:
e Position on neck, Chin Jutting forward, Straight
neck

Shoulders:
e Position protracted

Arms:
e How are they hanging bent or in front or at sides

Spine:

e Look for excessive kyphosis< (Dowagers,or
hyper or hypo Lordosis). Sacrums relationship
to Lumbar spine

e Abdomen: >= Protruding, Indicates increased
FHP, (forward head posture)

e Pelvis: Position in Relationship to the Head,
Ant. Pos. Angle Normal (30 deg.) PSIS > ASIS

* Ribs:
e Approximation to lliac Crest

e Hyper-extension, or flexed , Normal =0 to 5
deg.( If differences R or L Indicative of Pelvic
rotations and leg length differences. Long legs
are usually Hyper-extended

 Ankle/Foot:
e Lateral arch of foot maintained, excessive
toe out of leg and foot is indicative of lack of
dorsiflexion and hip extension.




STANDING STATIC POSTURE

Posterior:
Look for Asymmetries and Function

e Head:

Occipital unleveling

Palpate Occipital base
Suboccipitals

Mastoid Process: with Thumbs,
Index finger test for Hyper/
Hypotonicity

Brugger Test Standing: palpate
sub-occipital muscles feeling for
hyper or hypo tonicity. Test for
lower motor/neural dysfunction
and upper motor/neural tensions
Brugger Test Seated: Test for
upper Neural or joint dysfunction

¢ Shoulder:

Asses Height of acromion
bilateral, anterior or posterior
position, (protracted elevated)
Reach Test. Assess shoulder
girdles active functional ROM.
Test for Pec, Rotator cuff, Lat,
tightness.

e Scapula:

Look for signs of neurologic
weakness or Restrictions

Test inferior angle of scapula’s
distance from midline of spine
Bilaterally to assess for scapular
winging or motor inhibition or
MDS.

Winging of scapula signs of
deformity or inhibition.

Posterior

Head

Shoulder

Scapula




STANDING STATIC POSTURE

Spine: Spine

e Assess for signs of muscular or spinal
asymmetries

» Lateral Curvatures and sides of Rotation
and Side-bending ex. Left Thoracic or Left
Lumbar scoliosis.

e Assess Symmetry of sides
» Check height of the first Rib bilaterally
e Approximation to lliac Crest

Arms:
* Posterior assessment looking for equal
distance by the side and location anterior, or RIbS
posterior
Pelvis:
e Check for asymmetries
e PSIS Level
e Sacral level at the ILA, (Inferior Lateral
Angle)

« lliac Crest height Pelvis

PSIS

Knee:
» Look for hyperextension or slight flex
bilaterally. Long or short leg

Foot/Ankle: )

» Asses for Inversion or eversion of ankle and (lltzgt
foot position internally or externally rotated, Height
(supinated)

e Calcaneal Angle: Varus or Valgus could
indicate Flat foot, (Pes Planus) FOOt/ AN k|e

+ Midfoot , Cuneiforms, metatarsals
e Big toe deviations, ( bunions)




Goal:

GAIT OBSERVATION

To Assess Locomotor and Neurological Movement
Dysfunction in gait (Many locomotor dysfunctions can
be observed in a person’s Gait.)

* Normal Gait Parameters:

Standing Base Step width =510 10 cm, 2to
4 inches

If wider suspect musculoskeletal problem or
cerebellar, inner ear

Width decreases with speed to almost Zero
If cross over Suspect Motor/Peripheral
Neuralgia etc.

» Step Length:

Distance between successive contact points,
ave. 72 cm (28inches)

Length varies with age, children have
smaller step than adults

Step length should be equal on both sides
Taller people naturally have a longer step
than Shorter

Length decreases with Age, Fatigue, Pain,
and Disease

If Pain in one Limb there will be uneven
rhythm or, LIMP

o Lateral Pelvic Shift:

Lateral shift is normally 2.5 to 5 cm. The
weight bearing limb laterally adducts to
allow the contralateral leg swing through. If
excessive lateral pelvic shift occurs suspect
Lumbar Pathology.

Trendelenburg’s sign. Note: how the hip
adducts on the side of lumbar pathology.
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- GAIT OBSERVATION

» Look for counter rotation of pelvis and thorax,

look for signs of CNS or Somatic dysfunction
e Action

e Observe client walking and look for a Total of 8
degrees, 4 deg. on forward on swing leg and 4
degrees posterior on stance leg.

e Note: When the pelvis rotates clockwise, the
thorax counter rotates and vice versa.

* Foot and Ankle:
» Look for signs of instability or Hypo/Hyper

Mobility in the Ankle/Foot
 Note: Foot and ankle work independently during
gait.

e Action:
* Observe for Plantar flexion on initial contact, foot
dragging, (tibial nerve pathology), increasing
dorsiflexion and increased knee flexion.

e Observe for: Single leg stance time decreases
and Quadriceps action increases due to instability
at the knee.

e Observe for proper push off

e Anterior view: Look for Stride length, lateral
shift, pelvic thoracic counter rotation, foot, knee
and ankle position. Arm swing or position if not
contralateral could be indicative of contralateral
Motor Cortex weakness and ipsilateral Cerebellar
and brainstem weakness.

« Lateral Side: Look for Stride length, lateral shift,
pelvic thoracic counter rotation, foot, knee, ankle
position, instability and Arm swing or position

» Posterior: Observe heel strike, toe off, tilting
of pelvis, gait length and consistency, and arm
swing.




Goal:

STANDING FLEXION TEST

To structurally and functionally assess the Spine
for lateral Spinal deviations and joint dysfunction at
the lliosacral, pubic symphysis, Rib Cage on a Side
to Side basis and look for functional or Structural
adaptations.

Action:

Fig. 1: Examiner asks the client to flex
forward with fingertips of both hands
together and feet together, knees
straight.

Fig. 2: Examiner monitor with thumbs just
under the inferior slopes of PSIS

Fig. 3: As the client bends forward focus
on the movement of the PSIS Cephalad
(toward head), or ventral. Positive test
for joints dysfunction is Elevation of the
PSIS.

Note: if both thumbs move cephalad
could be bilateral fixation of the lliosacral
joint.

Fig. 4: Examiner looks for signs of
functional or structural scoliosis by
monitoring change in height of the
ribcage in flexion. Flattening of rib cage
on convex sides is a sign of function
Scoliosis. Note: Not uncommon to

find both a structural and functional
component.

Fig. 5: Look for normal lumbar flexion

= 40 to 60 degrees (Straight to slightly
flexed during full flexion.)

Note: If Symptoms tightness or
numbness occur down legs. ( If bilateral
pain down both, stop and check for
Spondylolethesis.
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Goal:

PROPRIOCEPTION TESTING
(SHARPENED ROMBERG TEST) (SINGLE LEG STANCE - STORK)

To test for Inner Ear, Eye, and joint proprioception
dysfunction. To assess lumbar pathology and Sl

instability.

Action:

Fig. 1: Client stands and puts feet
together and is observed for 10
seconds. Note the initial direction of
sway, Right, Left, Forward, Backward.
Repeat with Eyes Closed (Fig. 2).
Note: Eyes closed emphasizes
dysfunction at the Vestibular-cerebellar
proprioceptive pathways.
Fig. 3: Client places one foot in front of
the other and tests the back leg for the
length of time held and notes instability
or Joint ROM conditions.
» Switch legs and retest: Determine
stance dominant right or left.
Single leg Stork Standing test: Fig. 4,
5: Test Single leg Joint Stability of ankle,
knee, hip and Sl joint and Lumbar spine.
Stork with FABER test: Fig. 6, 7: Test
for Hip dysfunction and clients ability to
Flex abduct and externally rotate each
leg placing it on the opposite knee.
Note: If unable to perform suspect
Lumbar or hip dysfunction
Trendelenburg test: Fig. 8, 9: Client
stands on 1 foot and does active toe
raises. Positive sign of L5, Sl lesion
if hip drops laterally on the same side
affecting Gluteus Minimus, Medius
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Goal:

Action:

STANDING SIDE BENDING TEST

To assess Cervical, Thoracic, lumbar, and Sacro-iliac
normal spinal function in side-bending.

Fig. 1: Examiner sits or kneels behind client and
places there thumbs on the PSIS

Fig. 2: Examiner asks the client to side bend to
the left observing for normal coupled movement
at Key Junctions of the Spine: C7/T1, T6-T12,
T11- L2, L5, S1.

Note: Sacral base should move anterior
ipsilaterally in side-bending with ( normal muscle
fullness on the Convex side.

Fig. 3: Examiner asks the client to side bend
right to observe fullness on Left side and smooth
rounding laterally. If fullness arises on the
concavity check for non-neutral mechanics or
restricted segments

If Sl pain is found or Peripheralization occurs
suspect joint instability or disc or facet pathology

Fig. 3
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SEATED SPINAL FLEXION & THORACIC ROTATION

Goal:
To rule out upper extremity dysfunction and check for Flg 1
Thoracic and lumbar spine Restrictions and spinal
curvatures

Action: Lumbo/Sacral

e Fig. 1: Get behind seated client and place
thumbs inferior to the PSIS bi-laterally

e Fig. 2: Ask client to forward bend with
arms between the legs if possible

e Operator’s hands and thumbs follow the
motion of the ilia on flexion

e If the thumb moves cephalad during F 2
flexion suspect lumbar or upper vertebral Ig )
restrictions on that side

Action: Thoracic Spine Rotation and Side bending

* Fig. 3: Asses Right spinal rotation with
pelvis in a fixed position

* Fig. 4: Asses Right and Left spinal side
bending to rule out neurologic or joint )
restriction. Flg 3

* Note: If there is pain at specific points that
are either centralized or peripheral think
disc pathology or spinal stenosis.

Fig. 4

15



SEATED C(ERVICAL SPINE TEST

Goal:
To assess active and passive ranges of motion in
the cervical spine and upper T-spine to rule out

neurologic or joint restrictions.

The Dizziness Test: to determine whether there is
vestibular dysfunction or vertebral artery kinks.

Action:
* Head/Neck flexion: Look of lateral
deviation of the spinous processes, may
indicate group vertebral restrictions.

e Asses right and left Head/Neck rotation.
Note differences side to side and central

or peripheral pain.

e Asses side bending Right or Left. Note
any Pain referral or lack of range of motion
bilaterally.

* Note: In cervical motion in side bending
spinous processes move away from the
side of motion.

Action: The Dizziness test:
Client is seated and operator turns
clients head to the right and then left as far

as possible. Hold each for 10 - 30 sec.
. Operator then turns clients shoulders
to the right and holds 10 - 30 sec. while

clients head remains straight foward.

. Operator then turns clients shoulders
to the left holding 10 - 30 sec.
. Note: If dizziness occurs on both

tests, it is vertebral artery issue. If it only
occurs in head rotation, it is a vestibular
semicircular canals issue.
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SEATED ARM LIFT TEST

Goal:
Test for Cervical, Thoracic, Glenohumeral, and
Scapular Instability

Action: Lumbo/Sacral

e Operator asks seated client to lift one arm
with it straight and thumb up. Then Client
lifts the opposite arm comparing heaviness
or symptoms between sides.

e Operator palpate ribs bilaterally by placing
one thumb and same index finger on the
spinous process and first rib of T1 to see if
there is any translation of movement in the

first 90 deg. of shoulder abduction. [ —

e Operator palpates articular pillars of
cervical spine to check for segmental
instability by monitoring any translation or
movement.

e Operator checks for normal Scapular
movement on arm abduction looking for
Dyskinesia, (loss of Control).

e Glenohumeral: Operator monitors head
of humerus to see if it drops inferior and
stays centralized as arms go into shoulder
flexion.

e Operator checks for proper glenohumeral

movement. Head of the humerus should
stay in the center of the glenoid fossa on
shoulder forward flexion.

* Note: when arms are lifted the thoracic
spine and ribs should be stabilized and
not move. Positive sign is weakness, pain,
or lateral translation of the same side or
contralateral.
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MODIFIED SLUMP TEST

Goal:

To Check for any Central Spinal Cord restrictions,
or disc herniations in the Canal and Peripheral
Neuro- Myofascial system.

Action: Lumbo/Sacral

e Operator has client seated on table with
head up in extension. Ask them to slump
forward so spine flexes and shoulder
sag. Note and point specific tenderness
in Cervical, Thoracic and Lumbar spine.
If symptoms refer, take note of the area.

e If no symptoms passively extend one

knee, if symptoms suspect lower dural [ —

tension in lumbars and or same side leg

* |f no symptom on leg flexion, add foot
dorsiflexion to test tibial/sciatic nerve.
Add neck flexion to test for any upper
dural restrictions.

* Fig. 10.4 (Butler), suggests arms
behind back and introduces head
flexion and thoracic rotation to test for
any intercostal nerve tensions or joint
restrictions.

e Note: Tension points exist in the

spinal areas that have minimal neural

movement. These areas are at C6,
Elbow, Shoulder, T6, L4, and Knee.
Neural tissue mobilization occurs where
the movements are initiated. Ex: While
seated when you flex your head the
dural tissue is pulled Cephalad toward
your head.




NOTES
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NOTES
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FOR CLINICIAN & CLIENT
INFORMATION, PURCHASES,

& ONLINE RESOURCE ACCESS

VISIT PHYSIOKINETIX.COM

JOIN THE MOVEMENT!
BRIDGING THE GAP BETWEEN TREATMENT & TRAINING

BE A COMPLETE PAIN MANAGEMENT THERAPIST BY
COMBINING PKT INTO YOUR PRACTICE TODAY!

THE CORE SYSTEM: MIOBILITY | STABILITY | POWER | PERFORMANCE

OUR BREADTH OF OFFERINGS:

BOARD APPROVED WORKSHOPS (8 LIVE HOUR CLASSES*)
BOARD APPROVED HOME STUDY PROGRAMS (6 CE COURSES*)
CLINICAL TRAINING IN KNOXVILLE (10N 16 GROUPS)

CORE AND ADVANCED CERTIFICATIONS
INSTRUCTOR AND RE-SELLER PROGRAMS
PRODUCTS AND ON-DEMAND EDUCATIONAL CONTENT

*DEPENDENT ON SPECIFIC BOARD AND SUBJECT TO CHANGE.

START YOUR JOURNEY TO
BECOME MASTER CERTIFIED!
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