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Objectives

• With this workshop, there will be some assumptions regarding 
the osteopathic evaluation and treatment:

1. Usual Orthopedic Tests as to motion will have been 
done. Some may be shown for demonstration, the focus 
is on OMT.

2. Diagnostic Imaging and laboratory testing if indicated 
has been done prior to OMT.

3.  Examples given of Usual cases have been referred to you 
or have come to you as a DO,  with a presumptive diagnoses 
done- case examples will be provided.

• A  goal of this workshop is to give you new useful  concepts 
and insights in the Diagnosis and Treatment of common 
extremity problems. 

• Part of the holistic  “Osteopathic Approach” such as diet, 
exercise prescription, metabolic problems and behavior 
modification, etc. will be briefly mentioned .

• Most importantly –to give you concepts and  Osteopathic 
techniques that you can use for evaluation and treatment.



• Whether Injury, Arthritis, Fx, Repetitive Use, Referred or Local 
Pain???
• For the Diagnosis- history and physical exam are  important
• Before making decision as to selection the type of OMT . 

History of Chief Complaint

Is Important to determine 
a working  diagnosis and 
selection of OMT, but also 
a treatment plan later.



Part of the 
evaluation and 
treatment-

The “Five Osteopathic Health Care 
MODELS” Should be considered 
always.

The 5 models are the basis for 
Osteopathic Care.....



5 Models of patient assessment and treatment are necessary for 
upper extremity diagnosis and successful treatment:

According to Still, “Life Essentials” include:
food, air, water, light, heat, exercise, protection and rest- We need these in addition to 
environmental and psychological harmony.

What do these translate to today?

These are the foundations of the osteopathic approach to patient health and these create our models for patient 
assessment and treatment.   

NeurologicalBehavioral Metabolic - EnergyBiomechanical Respiratory -
Circulatory 

Presenter-Notizen
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How do we translate these life essentials into todays culture and health care system?

These essentials create the models, the idea that there are many important aspects of health and all must be maintained in order to be healthy




“FIVE MODELS OF 
OSTEOPATHY”



“Osteopathic” 
Considerations:

Encompassing Approach- “5 Models of Osteopathy” and Tenants
• Body Unit

• Conditioning and range of motion 
• Stretching, then strengthening
• Preventative mechanisms

• Structure and Function
• Diet and nutrition
• Ergonomics: ie workstation
• Restoration towards “normal” – nudge the body hemostasis

• resting tone, balance, circulation

• Healing
• Patient specific treatment 
• Realistic goals



“Orthopedic” Considerations

Diagnosis

• History and Physical
• Ortho Exams and Tests will not be 

covered  in lab
• Use a textbook such as 

Hoppenfield as reference
• Active then Passive with 

Provocative testing
• X-ray
• MRI 
• Ultrasound, real time

Medical Management: 

• Steroid injections and Anti-
inflammatory Rx= Topical and/or 
Oral
• Decrease inflammatory damage
• Inhibits body’s healing response

Presenter-Notizen
Präsentationsnotizen
Must have a detailed account of the trauma or possible cause of pain.  This will increase your chance at coming up with the correct dx.  Xrays to look for bony pathology as well as for dislocations.  MRI looking for soft tissue injury.
Steroid injections are usually not the 1st line treatment for those with shoulder pain.  If conservative tx is not effective than this may be considered.  Also if the pt is not a candidate or does not want surgery one may consider steroid injections. 



History of Chief Complaint is 
important for Dx and Tx of 
Extremities

• Consider the onset of symptoms.
• Repetitive use injury or acute?
• Ask the patient what he/she thinks 

caused the problem.
• What makes it worse?
• What makes it better?
• Look at the cervical thoracic and 

shoulder for referral or restriction.
• Imaging tests done? More needed?
• Laboratory tests done? Systemic 

Disease?



We will start with Knee Problems   then
Ankle and Foot Problems:

All are Related by 
Compensatory 
mechanisms that 
involve functional 
anatomy and 
functional physiology



Your Osteopathic Palpation Skills May  
Outperform Imaging 
Real Time Ultrasound and Xray may help, but 
just biomechanical ROM and palpation of the 
joints give immediate information and hint as 
to diagnosis and treatment.

MRI is a Gold Standard, but expensive and is 
a static picture of bone, joint and capsule 
status, but your own palpatory skills can 
rapidly give very acute information. 

14 % failure to diagnose by MRI in some 
studies as compared to real time ultrasound.



Myofascial Pain Patterns, 
Myofascial Trigger Points and 
Counterstrain Tenderpoints 
have referred patterns.
• We plan to give you some extra tools 

today for diagnosis and treatment.
• Standard orthopedic examinations will 

not be fully covered.

• But concepts as to learning myofascial 
pain patterns as part of your 
examination as well as areas of greatest 
restriction will be useful.



Keep in mind that 
“Pain is a Liar”…

• May be from 
Adaptation

• Referred pain from 
the spine or 
viscera.



“Pain is Often a Liar”

• The location of pain 
complaint may be just an 
Adaptation or Referred pan-
but it must be considered 
before action is taken to treat.

• The pain pattern may be a 
clue as to origin, and other 
findings including palpation.



Examples of Myofascial “Liars”:
Besides cervical radicular pain and viscerosomatic pains such as from  the abdominal 
viscera to the lower extremity, are often missed referred Myofascial Pain from the pelvis 
and lumbar region pathology. The Ankle can cause lateral knee pain.

History of Chief Complaint, and palpatory findings, ROM testing  will help identify the 
joint pains, weakness  or paresthesia..

Patients can have Both Referred and Local symptoms. Multiple problems are 
common.



Problems  of the 
Knee, Ankle and 
Foot
All are often Related by 
History of injury, 
connective tissue 
disease and  
Compensatory 
mechanisms



Regardless- Injury or Repetitive Use  vs Referred or Local Pain. 
The Diagnosis, history and physical exam are  important for 
Osteopathic treatment and eventual healing



Observe the Patient When IS 
Describing PAIN... Pay 
attention to the Clues
• You will lose the trust of the patent
• You will often miss the diagnosis by failing to observe 

the location and type of pain

• The selection of OMT that you use may depend on 
this brief observation 

• The confidence of the patient is important for 
obtaining history and eventually supportive care

• Have the patient show with the hands where the pain 
is located... Sweeping motion or local point

• Good notes are important, but the diagnosis is more



•Break? 15 Minutes?
.....OMT Lab is next



Now “Hands 
On” the 
Lower 
Extremities
-The OMT Lab





We will start with Knee then Ankle and Foot 
problems:



Knee Pain 
Problems:



Lower 
Extremities 
and Knee 
Pain



KNEE PAIN - ANTERIOR
RECTUS FEMORIS AND VASTUS MEDIALIS PAIN PATTERNS – ANTERIOR AND MEDIAL




[image: image1.png]ANTERIOR AND ANTERIOR-MEDIAL KNEE PAIN

RECTUS FEMORIS

Locatlon of Tender Polnt: Anteror to the praximal
femur where I jins the acetabulum (onign ofrectus
femorts), or I body of ectus femors.

Anatomical Correlation: A stted.

Direction to
to posteror.
Troatment Position(s): With patientsupine, stand
bestda the table with your foot on the fable o st on the
side of the tabl facing the patient’s head on the same.
side as the Tender Paint.

35 on Tender Polnt: Press anteror

Rest the patient’ leg on your thigh, I standing, or
shoulder, I sting. Exertpressure on the patient’s anteior
thigh, hyper-extending the knee whis flsing the hip. n
ths muscle, as opposed to others where knea extension
Is paramount, hp flexlon 1 aso Important — because of
the four quadriceps muscles — only the ectus femrs
crosses the hipfint.

Frequency of Occurrenc
Clinlcal Correlation(s): Pain n the aterior medial
knee espectlly when tying to make the muscl work, a5
when gettng out of a char.

Assoclated Pain Referral Pattem: The same, and
Pain may als0 be n the anterorlower thigh.

Alternate Names/Nomenclatures: None.
Explanatory Notes: Thisknee pai pattern s most
often seen n cde patients who complain of pain and
weaknes n the knee when trying 10 get Ut of  chal.
Ther problem I usualyafrbute o osteoartrts, Most
of these patients will respond to reatment of this muscle
when the Tender Point s presant.

Commen.

Rectus femoris muscle with myofascal
paln pattern

Treatment position.
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VASTUS LATERALIS

Location of Tender Polnt: On the fateral thigh directy
overthe vastus lateralls muscle —anywhere from the
Inferor aspect ofthe trochanter to just above the ateral
aspact ofthe knee. Because th llotbial band I located Just:
posterir o the vastus aterals, avold confusing the two.
Anatomical Correlation: As stated.

Direction to Prss on Tender Point: Press ateral

t medal. However, for the Tender Points lower In the
muscl, the dirction could be more antaror ateral to
posterior medil.

‘Treatment Position(s): Wit patient supine, sand
besida the table on the sice ofthe Tender Point. Place your
foot on the tabe and rest the patient’s lag on your thigh.

O, place a pilow orrolle towel nder the patient’s lower
leg to allow knee extension. Exert pressura o the patient’s

anterior thigh, hyper-extanding the knee. Holding this
positon, grasp the muscle massat the evel ofthe Tendar
Paint and rotate Into the Tender Point to achieve:a moblle
point and to rellve the Tender Pont.

Frequency of Occurrence: Common to uncommon.

Cllnlcal Corretation(s): Pain i the lateral hip, atera
thigh, and tera knee, often quitesevere.

Assoclated Pain Referral Pattemn: Same.
A
Explanatory Notes: Nore.

rnate Names/ Nomenclatures: None.

Myofasclal pain patterns for vastus
lateralls

Treatment position









[image: image1.png]ANTERIOR AND ANTERIOR-MEDIAL KNEE PAIN

VASTUS MEDIALIS

Locatlon of Tender Point: On the antrir-
medial aspect o the lower halfof the thigh
over the vastus medials muscle.

Anatomical Correlation: A stated.
Diraction to Press on Tender Point: Press
o an anterior-medal to medl direction,
toward aposterior-lataal tolteraldrecton.

Treatment Position(s): With patient
supine, stand beside he fable with your
oot on the table Restthe patint’s lag on
yourthigh, or on a pillow orroled towel
Placed under the patient eg, t alow knee

extension. Exert pressure on the patient’s
anterior thigh, hyper-extending the knee.
Holding this position, grasp the muscls mass
atthe level ofthe Tender Point and rotate Into
the Tender Point to achieve a moble point and
0 relev the Tender Point.

Frequency of Occ
Clinical Correlation(s): The most common
Pains over the anteror medial knea but also
€an occur In the antafor medial thigh. The.
knee tends to buckle according to Trave.
Assoclated Pain Referral Pattem: Same.

Commen.

Alternate Names/Nomenclatures: None.
Explanatory Notes: Th pain over the
anterior media knee s often mistaken for
medial meniscus or medial collateral igament
Pain or pain due to osecartfrts.

Vastus medials muscle with myofasdal
pan pattern

Treatment position








KNEE PAIN –
ANTERIOR 
MEDIAL
ADDUCTOR BREVIS AND LONGUS 
ARE LESS FREQUENTLY THE 
CAUSE OF MEDIAL KNEE PAIN
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VASTUS MEDIALIS

Locatlon of Tender Point: On the antrir-
medial aspect o the lower halfof the thigh
over the vastus medials muscle.

Anatomical Correlation: A stated.
Diraction to Press on Tender Point: Press
o an anterior-medal to medl direction,
toward aposterior-lataal tolteraldrecton.

Treatment Position(s): With patient
supine, stand beside he fable with your
oot on the table Restthe patint’s lag on
yourthigh, or on a pillow orroled towel
Placed under the patient eg, t alow knee

extension. Exert pressure on the patient’s
anterior thigh, hyper-extending the knee.
Holding this position, grasp the muscls mass
atthe level ofthe Tender Point and rotate Into
the Tender Point to achieve a moble point and
0 relev the Tender Point.

Frequency of Occ
Clinical Correlation(s): The most common
Pains over the anteror medial knea but also
€an occur In the antafor medial thigh. The.
knee tends to buckle according to Trave.
Assoclated Pain Referral Pattem: Same.

Commen.

Alternate Names/Nomenclatures: None.
Explanatory Notes: Th pain over the
anterior media knee s often mistaken for
medial meniscus or medial collateral igament
Pain or pain due to osecartfrts.

Vastus medials muscle with myofasdal
pan pattern

Treatment position








LATERAL KNEE PAIN

• VASTUS LATERALIS PAIN PATTERN CAN CAUSE NOT ONLY KNEE 
PAIN BUT LATERAL THIGH ALSO



Left Posterior Fibular Head –Lateral knee pain



Talofibular Ligament SCS Tenderpoint (and TX)




[image: image1.png]LATERAL KNEE PAIN
VASTUS LATERALIS

Location of Tender Polnt: On the fateral thigh directy
overthe vastus lateralls muscle —anywhere from the
Inferor aspect ofthe trochanter to just above the ateral
aspact ofthe knee. Because th llotbial band I located Just:
posterir o the vastus aterals, avold confusing the two.
Anatomical Correlation: As stated.

Direction to Prss on Tender Point: Press ateral

t medal. However, for the Tender Points lower In the
muscl, the dirction could be more antaror ateral to
posterior medil.

‘Treatment Position(s): Wit patient supine, sand
besida the table on the sice ofthe Tender Point. Place your
foot on the tabe and rest the patient’s lag on your thigh.

O, place a pilow orrolle towel nder the patient’s lower
leg to allow knee extension. Exert pressura o the patient’s

anterior thigh, hyper-extanding the knee. Holding this
positon, grasp the muscle massat the evel ofthe Tendar
Paint and rotate Into the Tender Point to achieve:a moblle
point and to rellve the Tender Pont.

Frequency of Occurrence: Common to uncommon.

Cllnlcal Corretation(s): Pain i the lateral hip, atera
thigh, and tera knee, often quitesevere.

Assoclated Pain Referral Pattemn: Same.
A
Explanatory Notes: Nore.

rnate Names/ Nomenclatures: None.

Myofasclal pain patterns for vastus
lateralls

Treatment position








Posterior Knee Pain 
and Sprains

• Can be from meniscus or 
cruciate ligament injury 

• Can be Osteoarthritis
• Gastrocnemius sprain or 

strain
• Hip or foot and ankle injury
• OR ALL of above....




[image: image1.png]POSTERIOR KNEE PAIN
GASTROCNEMIUS MUSCLE

Location of Tender Point: The most
common Tender Points are on th medial
and ateralheads of the gastrocnemius
muscle near the lower border o the
popliealspace. Tender Points also can be
found anywhere in the blly of the muscle
and along the sdes of the Achiles tandon
near tsinsartion.

Anatomical Correlation: As sated.

Direction to Press on Tender Pol
Press from postarior to anteror.

‘Treatment Position(s): With patient
prone, stand at the same side o the table
asthe Tender Point, with your foot on the
table and your knee flexed. The patint's
knee s flexed with the dorsalarch of

the foot resting on your thigh. Push the
palmar surface of the heel toward the calf
t0 achieve marked extansion of the ankle.
Rotats Internally or extarnaly to fne-tune.
Move the heel toward the side of the
Tender Point.

Frequency of Occurrence: Common.
Clinical Correlation(s): The most
common presentatio of posteror knse
pain I when walking, when the ankl is
flexed and the knes s extended.
Assodiated Pain Referral Pattern: Caif
pain may be present and, more rarel,
posteror ankle pain.

Alternate Names/Nomenclatures:
Jones called this point “Extension Ankle.”
Explanatory Notes: None.

Myofasclal pain patterm

Treatment position









[image: image1.png]MEDIAL COLLATERAL
LIGAMENT

Locatlon of Tender Point: Postarior and
medil to patelacver the meniscus.
Anatomical Correlation: Tibial (medil)
colateral gament.

Direction to Press on Tender Polnt:

Pres fom medial to fateral.

Treatment Position(s): With patient

suping, abduct ower Imbat the hip so the
lowerleg hangs off the table with knee flexed

0 about 40°, The back ofthe thigh remains

on the tabletop. Exet sight acduction and
sight nternal rtation on the lower g to
fine-tuna the mobi pont. *———————

Frequency of Occurrence: Common to
Clinical Correlation(s): Pai inthe area of
the media knee, often Itermitent (twitchy)
n nature.

Assoclated Pain Referr

I Pattern: Same.

Altemate Names/Nomenclatur
called this "Ml Meniscus.”

Jones

‘Explanatory Notes: None.

Anterlor Knea Tender Points

Treatment position









[image: image1.png]POSTERIOR KNEE TENDER POINTS

MEDIAL HAMSTRING
TENDON

Location of Tender Polnt: O the tendon
of the medial hamsting at,or Just supario to,
s attachment to the posteror medal surface
of the tibia.

Anatomical Corralation: The tendon of
the medial hamsting muscle at s attachment
tothe thla.

Direction to Press on Tender Polnt: Press
from posteror to anterior.

terior cruciate

Medsal {7
Hanstring—7% Posterior crucia

Lateral hamstring
Popliceus.

Treatment Position(s):

With patient

supine, stand on the same sde as the Tender
Point with one foot o the table. Place.
patient’s foot I the old of your flexd kne.
The patient’s hip i flexed about 90° and

the knee I flexed more acutely. Grasp the
underside of the patient's caft and exterally
otate the tiba on the femur.

Frequency of Occurrence: Uncommen.
Clinical Correlation(s): Pain Inthe
posterior medal knee area espacially when
waking of unning.

Assoclated Pain Referr

Explanatory Notes: None.

Posterior knee Tender Polnts.

Treatment position









[image: image1.png]POSTERIOR KNEE TENDER POINTS

LATERAL HAMSTRING
TENDON

Locatlon of Tender Polnt: On the hteral
hamsting tendon at or near s attachment
to1the postaior lateral surface of the.
proxmal fibu,

Anatomical Correlation: A sated.

Diraction to Press on Tender Polnt: Press
posteric to antarior.

Traatment Position(s): With patient
supine, abduct ower imb at the hip to allow.

the knee to be flexed. Flex knee sightly while

Medsal 2
Hanstring—7%

Popliceus.

rerior cruciate

Posterior cruciatel

Jitaceral nansering

the back of the thigh remains on the abietop.
Then exert slght abduction and slght external
fofaion on the knee to fne-tune the

mobl point.

Frequency of Occurrence: Uncomman
tonre.

Clinlcal Corretation(s): Pan i the
posterir lateal kne.

Assoclated Pain Referral Pattem: Same.

Alternate Names/Nomenclatures: None
Explanatory Notes: None

Postertor knea Tender Points

Treatment position
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ANTERIOR CRUCIATE
LIGAMENT

Locatlon of Tender Point: Adjacent to
the distal hamsting musce atthe leve o the
upper popliteal space. t can be ether medal
or ateral. If medial 15 found cn the lateral
aspect of this tendoy I ateal, I found on
the media aspect of hat tendon.
Anatomical Correlation: Antericr crucate
Igament.

Diraction to Press on Tender Pol
from posteror to anterior.

Medsal f
Hanstring—7%

Popliceus.

Treatment Position(s): With patient
supine, place a rolled towel nder the ower
femur. Exart pressure on the upper thia from
antarior to posteior,creating  shearing
force toward the table The force needed
may be as much as 50 pounds. Fi-tune
wih internal otaton of the tbla using
pressure on the foot.

Frequency of Occurrance: Uncommon.
Cllnical Correlation(s): Deep knee pain
posterory.

Assoclated Pain Ref
Alternate Names/Nomenclatur

I Pattern: Same.
None.

Explanatory Notes: None.

rerior cruciate

Posterior cruciatel

“—taceral nanscring

Posterlor kne Tender Points

Treatment position
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POSTERIOR CRUCIATE
LIGAMENT

Locatlon of Tender Polnt: In the center of
the poplleal space.

Anatomical Correlation: Posterir crucate
igament.

Direction to Press on Tender Polnt: Press
rom postaror o anteror.

Treatment Position(s): With patient
supine, place a rolled towel under the upper
cal. Exert presure on the ower femur from
anteriorto postair, creating  shearing

Medsal f
Hanstring—7%

Popliceus.

Posterior cruciatel

“—taceral nanscring

force toward the fable. The force needed
may be as much as S0 pounds. Fine-une:
wih inernalrotaton of the tbia using
pressure on the foot.

Frequency of Occurrence: Uncommon.
Clinleal Correlation(s): Decp posteror
knee pain.

Assoclated Pain Refertal Patter
Alternate Names/Nomenclatures: None.

Explanatory Notes: None.

Postertor knea Tender Points

Treatment position









•Break? 15 Minutes?



Foot and Ankle 
Considerations





Posterior Tibia SCS and Inversion 
Sprain of Ankle

Not in Myers text.

Very common cause 
of Knee pain after 

ankle inversion 
sprain or foot injury



“LATERAL ANKLE” INCLDES TALOFIBULAR LIGAMENT AND 
OTHERS…





Left Posterior Fibular Head –Lateral knee pain



Talofibular Ligament SCS Tenderpoint (and TX)



POSTERIOR KNEE PAIN

GASTROCNEMIUS – A COMMON SOURCE OF 
POSTERIOR KNEE PAIN
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GASTROCNEMIUS MUSCLE

Location of Tender Point: The most
common Tender Points are on th medial
and ateralheads of the gastrocnemius
muscle near the lower border o the
popliealspace. Tender Points also can be
found anywhere in the blly of the muscle
and along the sdes of the Achiles tandon
near tsinsartion.

Anatomical Correlation: As sated.

Direction to Press on Tender Pol
Press from postarior to anteror.

‘Treatment Position(s): With patient
prone, stand at the same side o the table
asthe Tender Point, with your foot on the
table and your knee flexed. The patint's
knee s flexed with the dorsalarch of

the foot resting on your thigh. Push the
palmar surface of the heel toward the calf
t0 achieve marked extansion of the ankle.
Rotats Internally or extarnaly to fne-tune.
Move the heel toward the side of the
Tender Point.

Frequency of Occurrence: Common.
Clinical Correlation(s): The most
common presentatio of posteror knse
pain I when walking, when the ankl is
flexed and the knes s extended.
Assodiated Pain Referral Pattern: Caif
pain may be present and, more rarel,
posteror ankle pain.

Alternate Names/Nomenclatures:
Jones called this point “Extension Ankle.”
Explanatory Notes: None.

Myofasclal pain patterm

Treatment position









[image: image1.png]POSTERIOR KNEE PAIN
SOLEUS

Location of Tender Polnt: Posteror to tiba
medally on the ibers of the muscle. Also can be
palpated though the gastrocnemius musce,as
the solus lays irecty beneath the main partof
s musde.

Anatomical Cor

ltion: Soleus musce.
Direction to Press on Tender Polnt: Press
medlal to lateralon the ibers ofthe soeus posterior
t0 the mid-portcn of the tbla, Otherwise palpated
posteror to anerir though the gastrachemius.
‘Treatment Position(s): With the patent prone,
stand on the same side of the table s the Tender
Point with your oot on the tabe, knee flexd. Flex
the patient knae by restng the dorsal arch o the
foot on your thigh. Push the plantar urface of the
heel toward th caf to achieve marked extension
ofthe ankle. Rotate Internally or extemally to fine-
tune. Move the heel toward the side of the

Tender Pont.

Fraquency of Occurrence: Common to
Clinieal Corrlation(s): Calfpain, posterior knee
dscomfort, and posterior el pain extending nto
the bottom of the heel.

Assoclated Pain Referral Pattern: May rfer
painto the sacollac oint area of the ame sice.
‘Altermate Names/Nomenclatures: In s fst
ook, fones referred o this Point as “Flexion Medal
Calcaneus.”

‘Explanatory Notes: Th sleus s consdered
separatsly from the gastrocnemius muscle because
the pain pattem may present quite dferenty.

Treatment position








POSTERIOR KNEE PAIN
THE BICEPS FEMORIS PORTION OF THE HAMSTRING CAN CAUSE POSTERIOR KNEE PAIN
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GASTROCNEMIUS MUSCLE

Location of Tender Point: The most
common Tender Points are on th medial
and ateralheads of the gastrocnemius
muscle near the lower border o the
popliealspace. Tender Points also can be
found anywhere in the blly of the muscle
and along the sdes of the Achiles tandon
near tsinsartion.

Anatomical Correlation: As sated.

Direction to Press on Tender Pol
Press from postarior to anteror.

‘Treatment Position(s): With patient
prone, stand at the same side o the table
asthe Tender Point, with your foot on the
table and your knee flexed. The patint's
knee s flexed with the dorsalarch of

the foot resting on your thigh. Push the
palmar surface of the heel toward the calf
t0 achieve marked extansion of the ankle.
Rotats Internally or extarnaly to fne-tune.
Move the heel toward the side of the
Tender Point.

Frequency of Occurrence: Common.
Clinical Correlation(s): The most
common presentatio of posteror knse
pain I when walking, when the ankl is
flexed and the knes s extended.
Assodiated Pain Referral Pattern: Caif
pain may be present and, more rarel,
posteror ankle pain.

Alternate Names/Nomenclatures:
Jones called this point “Extension Ankle.”
Explanatory Notes: None.

Myofasclal pain patterm

Treatment position









[image: image1.png]POSTERIOR KNEE TENDER POINTS

MEDIAL HAMSTRING
TENDON

Location of Tender Polnt: O the tendon
of the medial hamsting at,or Just supario to,
s attachment to the posteror medal surface
of the tibia.

Anatomical Corralation: The tendon of
the medial hamsting muscle at s attachment
tothe thla.

Direction to Press on Tender Polnt: Press
from posteror to anterior.

terior cruciate

Medsal {7
Hanstring—7% Posterior crucia

Lateral hamstring
Popliceus.

Treatment Position(s):

With patient

supine, stand on the same sde as the Tender
Point with one foot o the table. Place.
patient’s foot I the old of your flexd kne.
The patient’s hip i flexed about 90° and

the knee I flexed more acutely. Grasp the
underside of the patient's caft and exterally
otate the tiba on the femur.

Frequency of Occurrence: Uncommen.
Clinical Correlation(s): Pain Inthe
posterior medal knee area espacially when
waking of unning.

Assoclated Pain Referr

Explanatory Notes: None.

Posterior knee Tender Polnts.

Treatment position
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PATELLAR

Locatlon of Tender Polnt: Around the
medial orlateral margins of the ptala.
Anatomical Correlation: Madial and ateral
patalla retinacul.

Diraction to
diectly against the patelatoward the sds that
Is panful.

Treatment Position(s): With patient supine,
exert pressue on the sice opposits the Tendar

Point, across the midine of the patella toward
the Tender Point.

Frequency of Occurrenc
Clinlcal Corretation(s): Intemnitent pain in

the area of the patalla espectll with fleion of
the knee.

Rare.

Assoclated Pain Referral Pattem: Same.
Alternate Names/Nomenclatures: None.
Explanatory Notes:

Treatment position

Anterior knea Tender Points








Articulatory 
OMT Knee-
Anterior –
Posterior 
Glide • Grasp below the knee joint firmly and articulate 

anterior and posterior slowly under load. ( Ortho 
Drawer Test)



Knee Articulatory OMT -
Lateral and Internal Rotation 
of Knee with Extension

• Using the modified 
McMurray’s Ortho 
test as a treatment 
when no internal 
derangement but 
stiffness is present. 
Only if No Medial 
Meniscus tear 
present.



FOOT AND 
ANKLE OMT
• Lateral Ankle Tender 

Points
• FOOT TENDERPOINTS



Medial Ankle Tender Points



“Bear Foot”…





Anterior Lateral Ankle Tenderpoint (Talofibular Ligament) SCS Treatment



Talofibular Ligament SCS Tenderpoint (and TX)





SOLEUS MUSCLE PAIN PATTERNS

“THE RUNNER’S MUSCLE”





70

Flexion Calcaneus (Quadratus Plantae)





Plantar Fascia 
Inflammation 



Plantar Heel Pain




[image: image1.png]FLEXION CALCANEUS
Quadratus Plantae

Locatlon of Tender Polnt: O the plantar
surface ofthe oot at the anteror border of the
calcanus, n the plantar fasca.

Anatomical Correlation: Quadratus plantac
muscle

Direction to Press on Tender Polnt: Press
from the planar surface ofthe foot toward the
dorsal surface.

With patint prone,
stand on the same side as the patint’ Involved
foot with your oot on the tabe. Paient’ knee

on the affctad side I flexed with the dorsum of
theit oot on your thigh. Grasp the calcaneus and
exert an antertor.caudad force. Push the dorsum
of the foot down against your thigh or your other
hand to nduce plantarflexion and shorten the
quacatus plantas muscle and plantar fasca.
Fraquency of Occurrence: Common to
Cllnical Corralation(s): Hesl pain on the
bottom of the heal. Often mistakenly atributed to
aheel spur.

Assoclated Pain Referr

None.

‘Altemate Names/Nomencaturas: Jones cll
ths *Flexion Cakcaneus” In is 15t Editon, and
“Flexed Calcaneus” In his 2nd Editon.

‘Explanatory Notes: None.

Flexion calcaneus pain patter

Treatment position.








Articulatory and Muscle Energy OMT for 
Extremities:

• For the Knee- Anterior –
Posterior Glide testing 
and McMurray Test can 
be used slowly and 
gently to restore 
“tracking” of the knee 
and stiffness from 
internal derangement.



Articulatory 
and Muscle 
Energy OMT 
for 
Extremities:
Ankle Joint

• For the Ankle Joint:  Again, Anterior –Posterior 
Glide with negative load  (distraction) of the ankle 
joint is very useful and diagnostic. Restoration of 
extension and flexion at the chronic somatic 
dysfunction of the ankle joint (mortis).

• Works by unloading the joint 
mechanoreceptors  -both proprioceptor and 
nociceptors allowing for release of the joint 
protective reflexes and reduction in 
inflammation with increased motion without 
pain and stiffness. 

• Muscle Energy OMT is  very effective on ankle 
and foot somatic dysfunction and pain- but 
more for Chronic somatic dysfunction. 
Concentric and Isokinetic MET.



Workshop Demonstration of Ortho Tests used 
as modified Articulatory OMT 
• KNEE:

• Drawer Test as articulatory for anterior posterior glide restriction
• McMurray’s Test for poor tracing of knee joint
• Palpation Exam –Use Indirect and Direct Myofascial Release

ANKLE:
• Anterior-Posterior Glide test of Mortise-use as articulaltes with distraction of 

joint 



Acute Ankle Trauma

• Most common injury of all sports
• Represents up to 30% of all sports injuries seen 
• 12% of all injuries seen in ER



Types of Ankle Injuries
• Soft Tissue:     tendons, 

ligaments,
muscle

• Bony:  
talus, malleolar
metatarsal



Talofibular Ligament SCS Tenderpoint (and TX)



Ankle 
Articulatory 
OMT

• Grasp forefoot with one hand 
and the calcaneus with other

• Initiate a steady traction pull 
on the calcaneus while 
creating anterior posterior 
glide with extension and 
flexion under load.

• (See Demonstration)

• For chronic ankle stiffness 
from old injury and/or arthritis



Left Posterior Fibular Head –Lateral knee pain



Acute Ankle 
or Knee 

treatment 
guidelines



Treatment Goals of 
Osteopathic Management:
• Break the pain cycle
• Restore range of motion
• Return strength to the ankle in both open 

and closed chain kinetics
• Decreasing swelling
• Increasing range of motion
• Breaking pain/spasm cycle
• Promote Healing and return of Function



EXERCISE AND 
HOME THERAPY

• **Necessary Adjunct to OMT –is part of Osteopathy

• Exercise and Supportive Therapy
• Be specific in your treatment goals

• Stretch, Retrain and Strengthen
• Simple at home treatments
• Retraining is key to avoid reinforcing inhibitory reflexes

• Refer to who will individualize therapy based on kinesiology and 
muscle –tissue physiology.



In Summary:
• Strain Counterstrain is effective for common foot and 

ankle injury pain.
• Foot problems can lead to symptoms from the knees to 

the head.
• We always examine the feet and ankles with any chronic 

knee or low back problem.
• Myofascial ankle symptoms often come from the 

peroneus muscles for lateral ankle and foot pain and the 
tibialis anterior for medial ankle pain.

• Calf, posterior heel pain and plantar heel pain from the 
soleus, posterior tibialis, and gastrocnemius.



Keep in mind for 
Extremities….
• Imaging of extremities is helpful but not often 

diagnostic without your skills in examination.
• Palpatory skills and functional testing such as 

standard Orthopedic testing maneuvers and use of 
Counterstrain positions can give a very accurate 
evaluation rapidly.

• SCS and MET are very good choices for OMT as well as 
MFR

• HVLA may be contraindicated where articulatory OMT 
may mobilize without as much contraindication

• Treat centrally first, then go to extremity



Keep in mind for 
Extremities….
• Use Palpatory skills and functional testing such as 

standard Orthopedic testing maneuvers and use 
of Myofascial pain patterning for DX and TX.

• Counterstrain position Response can help give a 
very accurate evaluation rapidly.

• Careful history and examination is important

• Pain is often a Liar- can be referred or 
compensatory

• Clinical Counterstrain  and MET are very good 
choices  and careful articulatory OMT



Topical or Oral 
Analgesic Meds Too?
Certainly, very save topicals can be 
suggested since they are OTC with the 
cautions on the package. 
• Topical Ibuprofen or Diclofenac are 

available OTC as directed.
• Oral Ibuprofen in combination with 

acetaminophen for acute pain and 
inflammation.

• OMT treats Inflammation WHICH 
CAUSES PAIN by releasing the 
“inflammatory soup” from the joints. 
Small amounts of endorphin is released, 
cytokines, bradykinins , etc.



Any 
Questions?

• Thank you for letting 
me share some useful 
concepts, OMT  and I 
hope –Ideas!



“Thank You, thank you very much…..”



Major 
Reference for 
presentation:



• Janet Travell, MD and 
• David Simons, MD
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