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Note:

Knowledge and best practice in this field are constantly changing. As new research and experience broaden our knowledge, changes in
practice and treatment may become necessary or appropriate. Readers are advised to check the most current information concerning the
frequency, intensity, duration, precautions, indications, and contraindications concerning treatment of patients and their conditions. It is the
responsibility of the practitioner, relying on their own experience and knowledge of the patient, to make diagnoses, to determine frequency,
intensity and duration and the best treatment for each individual patient, and to take all appropriate safety precautions. To the fullest extent
of the law, the author does not assume any liability for any injury and or damage.
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Workshop Agenda:
Techniques for the Elbow, Wrist & Hand

9:00am-5pm

9:00am Registration, Introduction & Scientific Theory for L.A.S.T.
Relevant Anatomy, Cls, Indications, Precautions, Pathologies, Kinesiology

10:00am Forearm
Annular Ligament
Ulnar/Radial Collateral Ligaments
10:30am Student Exchange
11:30am Forearm
Pronator/ Supinator
Interosseous Membrane
12:00am Student Exchange
1:00pm Lunch
2:00pm Wrist
Distal Radioulnar Joint
General Carpals
Carpal Tunnel
2:30pm Student Exchange
3:30pm Wrist & Hand
Palmar Fascia
Individual Carpal
Phalanges MCP/PIP/DIP
4:00pm Student Exchange

5:00pm End of day Review
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Forward Thinking

The techniques outlined in this manual are not intended to be used in isolation, but as part of
an ongoing process of both local and systemic assessment and treatment. A forward-thinking
manual therapy clinician applies the foundational principles of Ligamentous Articular Strain
Technique (L.A.S.T.) with the understanding that neurophysiological, biopsychosocial,
cardiovascular, and somatovisceral systems all influence biotensegral function, both at the
site of symptoms and at distant, seemingly unrelated locations.

Your patient’s primary complaint may not originate from the location where the pain is
experienced. Instead, it may be the end result of a cascade of dysfunctions involving multiple
systems. As clinicians, we must train ourselves to “look locally but think systemically.”

Too often, care is compartmentalized. Clinicians treat the wrist for carpal tunnel syndrome
without investigating whether the problem is the final adaptation in a long chain of
compensation, perhaps stemming from an injury years or decades earlier in another region
altogether. The body is not a sum of parts, but a unified, responsive system.

We routinely see patients who have been "everywhere," often arriving at our door as their
last hope before surgery, or decades after surgical interventions. Their bodies offer us vital
information, but only if we take the time to observe, listen, and feel. Too often, this
information is overlooked.

Manual therapy, at its core, is the ancient practice of healing through the application of gentle
touch. In a world of advancing technologies and protocols, our role remains fundamentally
human: to help, to serve, to listen—not just with our hands, but with our eyes, ears, heart,
and intuition. Our purpose is to form a meaningful connection with another living being.

As we move forward, let modern evidence-informed science guide your understanding of
physiological processes. But also let your clinical intuition, practical wisdom, and—most
importantly—your patient’s physiology dictate the pace, direction, and approach of care.

Manual therapy is both an art and a science. Treat the person, not just the pathology. Shift
your perspective to working with tissue elasticities, densities, and temperature gradients.
Strive for a dynamic, ever-adapting balance within an asymmetrical, nonlinear feedback
system.

Keep forward-thinking.
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Origins of Ligamentous Articular Strain (LAS) Techniques

Ligamentous Articular Strain (LAS) and Balanced Ligamentous Tension (BLT) are manual
therapy approaches rooted in early osteopathic principles, historically referred to as “general
osteopathic techniques.” These techniques are primarily indirect, targeting the body’s
connective tissues—fascia, ligaments, and tendons—and indirectly influencing lymphatic and
vascular flow.

As early as 1915, Dr. Edythe Ashmore—a student of osteopathy’s founder, Dr. A.T. Still—
highlighted these methods in her book Osteopathic Mechanics. She described two common
approaches used by osteopaths: the older “traction method,” which corresponds to LAS, and
the newer “direct method or thrust,” now commonly recognized as High-Velocity Low-
Amplitude (HVLA).

While the foundational ideas likely originated with Dr. Still, LAS and BLT techniques were
significantly developed and refined through the contributions of several influential
osteopathic physicians, including W.G. Sutherland, H.A. Lippincott, R. Lippincott, R. Becker,
and A. Wales. Over time, regional preferences shaped terminology: practitioners in the central
United States (such as Texas) adopted “LAS,” while those in the Northeast (such as New Jersey
and New England) favored “BLT.”

BLT techniques are typically characterized by a light touch and often incorporate respiratory
cooperation. LAS techniques, in contrast, may use greater pressure—up to 40 pounds—and
do not always rely on respiratory engagement. In comparison, BLT usually involves only 1 to 3
pounds of applied force.

Dr. W.G. Sutherland played a pivotal role in teaching and popularizing these techniques. In
1947, he introduced LAS methods to his osteopathic study group, later publishing the material
in the 1949 Year Book of the Academy of Applied Osteopathy under the title “The Osteopathic
Technique of Wm. G. Sutherland.” In this work, he emphasized that osteopathic lesions
represent strains within body tissues—especially in ligaments when joints are involved—and
he preferred the term “Ligamentous Articular Strain” to describe these approaches. He
attributed the conceptual origins of LAS techniques to Dr. A.T. Still.

Building on this legacy, the Dallas Osteopathic Study Group began a detailed exploration of
both indirect and direct manipulative techniques in 1982. Notably, Dr. Rollin Becker, a
member of the group, had participated in Sutherland’s original 1947 instruction. Their work
culminated in published manuals on LAS techniques in 2001 and 2009, further codifying and
expanding the clinical application of these methods.

Today, LAS remains a foundational concept in osteopathic and manual therapy education,
bridging historical insights with modern clinical application.
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A New Perspective

While explanations change, new information is often simply a rephrasing and a refining of
descriptions of mechanisms. In the end, it may not change what we do clinically by a great
deal - or atall.”

— Leon Chaitow ND, DO

“It's not a perverted function but a wrong environment that results in the distorted
appearance of function. Function is always true to its environment. Function is dependent
upon its environment. Therefore, any change in any part of the environment that is not in tune
or balance will apparently distort the function of the matter so involved.”

- Thomas Schooley, DO

The information presented in this edition offers an opportunity to expand and modernize the
foundational principles first introduced by A.T. Still. Today’s clinical landscape demands
evidence-informed approaches that not only honour timeless concepts but also reflect
advancements in science and practice. This text reinterprets those original principles through
a contemporary lens, offering practical, principle-based, and evidence-supported techniques
aimed at improving patient outcomes and quality of life.

Some of the traditional concepts, narratives, and terminology may feel outdated when viewed
through the lens of modern science, while others have stood the test of time. This text
represents a reconceptualization—a revitalization—of Ligamentous Articular Strain (LAS)
techniques, integrating them with current understandings in anatomy, physiology, neurology,
pain science, psychosocial influences, and regenerative therapies.

As our understanding of the human experience has evolved, so too must our clinical language
and approach. Historically, practitioners operated under a reductionist, biomechanical model,
often seeing the human body as a machine, where joints act as pulleys and ligaments served
as straps. While useful at the time, this metaphor no longer holds. Machines are designed
with clear, defined parts. Humans, however, are complex, self-organizing systems shaped by
natural selection, with interconnected structures and processes that defy simplistic
explanation.

Modern manual therapy requires a shift from seeing oneself as an “operator” who fixes
broken parts, to becoming an “interactor” who collaborates with the patient. The interactor
model recognizes that successful treatment outcomes are not only influenced by the
clinician’s hands-on technique but also by the therapeutic alliance, patient engagement, and
psychosocial context. The interactor sees the body not as a disconnected set of parts, but as
an integrated organism.

This perspective also acknowledges that no single tissue or pathoanatomical issue is solely
responsible for a patient’s symptoms. Joint injuries affect more than just local anatomy.
Ligaments and joint capsules are not isolated structures—they are densified elements of the
fascial system, embedded in a body-wide collagenous matrix driven by tension. When injured,
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these tissues can disrupt communication between joints, muscles, nerves, and blood vessels.
They trigger protective nociceptive guarding, alter motor control, and influence both
peripheral and central nervous system function.

Ligaments are dynamic, proprioceptive organs arranged in functional series with muscles.
Their communication with the CNS via afferent nociceptors and mechanoreceptors,
particularly at ligamentoperiosteal and tenoperiosteal entheses, play a vital role in joint
stability, motor coordination, and proprioception. The ligamentomuscular reflex system helps
modulate muscular co-activation and inhibit destabilizing movements.

However, injuries to these tissues are not merely mechanical. They influence systemic
biotensegrity and contribute to physiological and psychological adaptations. Neuroplastic
changes at both the cortical and spinal levels have been observed following joint trauma,
suggesting that injury alters how the brain processes sensory information. This can result in
persistent pain perception, reduced interoception, impaired motor control, and chronic
dysfunction.

These changes are further complicated by psychosocial factors, such as anxiety, depression,
and social withdrawal, which can exacerbate symptoms through the release of pro-
inflammatory mediators. The clinician must therefore approach rehabilitation as a holistic
process, one that considers both top-down and bottom-up influences.

Manual Therapy clinicians are uniquely positioned to assess and treat these complex
presentations. Effective care requires more than technique—it requires clinical reasoning that
incorporates modern pain science, movement assessments, neurological testing, and
biopsychosocial awareness. The goal is not just to treat a lesion but to restore function,
modulate nociceptive input, reduce protective responses, and support the patient’s journey
toward recovery.

Importantly, education plays a central role in this process. Patients benefit from
understanding their condition and from being active participants in their care. Teaching them
the latest insights into pain science and helping them reframe their experience with practical,
personalized strategies can dramatically improve engagement and outcomes.

As clinicians, our task is to remain both scientifically grounded and intuitively responsive—to
integrate research, experience, and patient insight into a dynamic, evolving practice. We must
treat the person, not just the pathology. We must aim for balance, not perfection. And above
all, we must keep forward-thinking.
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Changing Perspectives on Treatment

One of the most powerful contributions manual therapists can make is to help restore a
patient’s hope—hope to return to work, to move with less pain, to play with their children,
and to reclaim a better quality of life.

Manual therapy clinicians are uniquely positioned to serve as a "rehabilitative tipping point,"
offering a turning point in the patient’s journey toward recovery. Practicing from an evidence-
informed perspective, they integrate current research with clinical expertise to guide effective
treatment and meaningful outcomes.

Understanding the physiological impact of ligamentous and joint tissue injuries is essential.
These injuries often involve not just local mechanical dysfunction but also nociceptive
protective responses that alter proprioception, sensory sensitivity, and motor control. Manual
therapy clinicians must be able to recognize and manage these systemic effects to support
recovery.

Treatment also requires acknowledging the psychosocial components of injury—emotional,
behavioural, and cognitive factors that can compound physical symptoms. The two main
manual therapy treatment influences include limiting the degree of non-noxious stimulus that
evokes it, which translates into physically protecting the part; that is, not “pushing” outside
the limits of tolerance (targeting “bottom-up” mechanisms) & to decrease CSN through
cognitive approaches, which speaks to managing other stressors (targeting “top-down”
mechanisms).

Effective care may involve collaborating with other professionals, such as counsellors,
regenerative medicine practitioners (e.g., prolotherapy), or active rehabilitation specialists to
address the full scope of a patient’s needs.

Manual therapy has been shown to influence connective tissue remodelling, including
changes to fascia, fibrosis, and densification. Manual techniques, especially at
ligamentoperiosteal and tenoperiosteal entheses—areas rich in mechanoreceptors—can
improve mobility, reduce nociceptive protection, and restore normal tissue sliding and
tension.

Manual techniques, particularly those applied to joint soft tissues, have demonstrated
positive effects on autonomic nervous system regulation.

These outcomes include:

Reduced sympathetic nervous system activity

Decreased deep tissue pressure sensitivity

Increased pressure pain thresholds

Reduced resting pain perception

Improved proprioceptive and kinesthetic awareness

Decreased muscle tone

Enhanced local blood flow and tissue viscosity
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Ligamentous Articular Strain Technique (LAS) is a principle-based, patient-centred, and
context-sensitive approach to manual therapy. Designed to address dysfunction in joint
tissues and restore functional biotensegrity, LAS helps clinicians engage with both peripheral
and central neurological mechanisms that influence the pain experience and movement.

By applying these techniques with a clear understanding of neurophysiology and fascial
dynamics, manual therapists can improve both short- and long-term outcomes, helping
patients not just feel better, but move forward with renewed confidence and purpose.

Clinical Principles:

Clinical Judgment and Boundaries

The application of L.A.S.T. depends heavily on the clinician's skill, attentiveness, and ability to
assess context. Boundaries between indications, precautions, and contraindications may blur
based on clinical experience. For example, some practitioners may feel confident treating
acute injuries, while others may wait until chronification has occurred. Each clinician must
assess both their own and the patient’s readiness for treatment on a given day. A mutual
understanding of competencies and limitations helps ensure patient safety and minimizes the
risk of harm.

Regional Interdependence:

Look Locally, See Systemically

L.A.S.T. is not a localized treatment technique—it is a method of continuous, integrative
assessment and care that considers the whole system. Clinicians must recognize that joint
tissue dysfunctions are rarely isolated. Neuropsychophysiological and somatovisceral systems
can all influence both local and distant structures. For instance, symptoms resembling carpal
tunnel syndrome may be the final expression of a chain of dysfunctions that began far from
the wrist. L.A.S.T. encourages practitioners to explore not only where symptoms appear but
why and from where they possibly originate.

From Palpation to Perceptive Touch

Moving Beyond Traditional Palpation

Conventional palpation often relies on pattern recognition and familiar expectations.
Perceptive touch moves beyond this. It involves resting the hands still on the body, not to
search or probe, but to listen. It is an alert, observational awareness of the functions and
dysfunctions within the patient. This quiet, receptive form of touch engages multiple senses
and encourages awareness, rather than action. Information is not extracted but allowed to
arise.

Perceptive touch is a cultivated awareness—an observational sensitivity that detects subtle
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variations in tissue tone, movement, and function. It is an alert, observational awareness of
the functions and dysfunctions within the patient. It is through this form of touch that
clinicians gather the most nuanced insights, unavailable through any other method.

Reciprocal Tension

As manual therapy practitioners, we primarily seek to modulate the nervous system,
especially by reducing autonomic protective responses. Reciprocal tension refers to the
normal tensional integrity maintained by neurological reflexes. When disrupted, the tissues
resist movement, creating dysfunctional adaptations. In treatment, applying an equal and
opposite force (reciprocal tension) helps restore function.

The amount of force needed varies. An athletic individual with healthy tissues might require
up to 40 Ibs of matched resistance to engage the reflex mechanism. In contrast, a patient with
a connective tissue disorder such as osteogenesis imperfecta might only tolerate gentle
ounces. Using too little force may be ineffective; too much may trigger protective responses
or cause harm. Skill lies in calibrating the input to match the patient’s physiological state.

The Fulcrum Principle

Applying a fulcrum—an intentional focal point of pressure—facilitates change within the
body’s tissues. A subtle increase in pressure at this point creates a kinetic pivot that
encourages the tissue to reveal its underlying patterns of adaptive strain or restriction.
Through the fulcrum, the practitioner can sense the dynamic interplay of mobility and motility
and detect stress patterns.

Each clinical presentation requires a unique fulcrum. The practitioner must cultivate the
ability to sense and interpret the subtle cues offered by the body. This listening-touch enables
access to insights that may remain invisible to conventional testing, offering a pathway to
understanding a patient’s symptoms when lab work or imaging falls short.

By integrating perceptive touch, fulcrum awareness, and the principles of regional
interdependence, L.A.S.T. transforms manual therapy into a system of meaningful dialogue
between clinician and patient neuropsychophysiology. It is not just about technique—it is
about connection, responsiveness, and facilitating the body's innate potential for adaptation
and healing.

Disengagement

Disengagement involves gently separating (compressing or decompressing) the opposing
articular surfaces of a joint by following the path of least resistance—the direction of ease.
This process is not confined to a single axis but unfolds across all planes of motion. By
continuously refining and adjusting along this path, the practitioner gradually reaches a point
of balance, rather than working against restrictions or forcing through barriers.

Neutral
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Through this guided journey of ease, the tissues eventually reach a point of suspension—a
quiet, almost weightless state where reciprocal tension is minimal or no longer perceptible.
This is the neutral point. Borrowed from automotive terminology, “neutral” refers to a state
in which the engine is running but not engaged, ready, yet at rest. In manual therapy, neutral
is not an absence of engagement but a state of potential, a quiet readiness.

This stage requires skillful patience. The clinician must quiet the mind, be fully present, and
allow the therapeutic information to emerge organically. Rather than striving to impose
change, the practitioner must wait for the body’s innate corrective forces to do the work. The
true therapeutic end point is not merely the release of tension, but a deep, whole-person
shift toward equilibrium.

Treating in this receptive, meditative way can be transformative but also challenging. In a
world that values speed, certainty, and outcomes, it can feel counterintuitive to wait. The
psychological rhythm of modern practice often pushes clinicians toward efficiency: solve the
problem, check the box, and move to the next case. But receptive treatment invites a
different tempo—one that values presence over pace, and depth over immediacy.

Transitioning to this approach may be uncomfortable, especially for those used to directive
or mechanical methods. But within the stillness lies the potential for discovery. To treat
receptively is to connect deeply with another human being—to listen, to observe, and to hold
space for healing in its fullest, most integrative form.

Breathing in Manual Therapy
The Role of Breathing

Breathing is a fundamental physiological process essential for life, but its therapeutic potential
is often underutilized in manual therapy. Beyond oxygenating tissues and eliminating carbon
dioxide, breathing also plays a crucial role in postural stability, motor control, and the
regulation of physiological and psychological processes. It directly affects the autonomic
nervous system, circulatory system, metabolism, and chemical regulation.

Research has consistently shown a relationship between altered breathing patterns and
musculoskeletal pain, particularly in the back and neck. This is especially important because
the muscles involved in posture and breathing often overlap. Dysfunction in one domain can
influence the other, creating a cycle of impairment that affects overall function and recovery.

Patients with persistent pain who fail to respond fully to traditional approaches—manual
therapy, education, and exercise—may benefit from clinical strategies that target breathing.
Changes in respiratory mechanics can lead to altered respiratory chemistry, resulting in
smooth muscle constriction, decreased tissue oxygenation, and increased nervous system
excitability. These changes can impact every physiological system and may contribute to
unexplained symptoms.

Dysfunctional breathing occurs when breathing becomes inefficient or inappropriate for
the individual’s needs or environment. This dysfunction may result from musculoskeletal
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restriction, chronic stress, disease, or neurological imbalance. It disrupts homeostasis and may
delay healing by maintaining the body in a heightened sympathetic (fight-or-flight) state. As
this state becomes chronic, the body’s internal environment becomes more acidic and
immune recovery is compromised.

Because breathing can be consciously regulated, it presents a unique entry point for
modulating physiological function and restoring balance. Breathing therapies aim either to
correct dysfunctions or to enhance respiratory function, improving systemic health and
resilience. (International Journal of Osteopathic Medicine, 2009)

In short, diminished breathing efficiency undermines physiological potential. Clinicians who
incorporate breathing into their assessment and treatment strategies can more effectively
support the body’s healing mechanisms.

Breathing in Manual Therapy

Ligamentous Articular Strain Technique (L.A.S.T.) aims to change the environment within
which dysfunctional tissues are attempting to operate. Breathing is used as a
neuromechanical tool to support this shift. Two main approaches involve breath holding after
inhalation or exhalation to promote tissue release.

Inhalation-Focused Technique

After disengaging and exaggerating the injured or dysfunctional tissues in their direction of
ease:

° Instruct the patient to take a deep, full inhalation, using both the diaphragm and lungs.
. At the peak of inhalation, have the patient hold their breath as long as is comfortably
possible.

° Allow natural exhalation to follow.
° Repeat this process as needed until a tissue release or therapeutic change is observed.

Exhalation-Focused Technique

After disengaging and exaggerating the dysfunctional tissues:

° Instruct the patient to exhale completely, expelling as much air as possible.

° At the end of the exhalation, ask the patient to hold the breath out for as long as is
comfortably possible before inhaling.

° Repeat as needed to encourage the desired tissue response.

These simple yet powerful breathing strategies can enhance the effect of manual techniques
by modulating autonomic tone, increasing proprioceptive awareness, and supporting the
body’s natural healing responses.
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Common Mistakes / Dos and Don’ts
Do

Remember your principles:

Acute, Sub-acute, Chronic

Listen and follow the tissues/body

Listen and feel for the RECIPROCAL TENSION in the tissues.

Slow down!
“The quieter the mind
The stiller the hands
The less movement we make
The more we can perceive involuntary movement.”
- James Jealous, DO

Don’t

Over-treat your patients with this technique tomorrow.

Risk of harm

Can be too much change for the patient in one session

Work quickly

Rush through the barrier.

Treat on hardware you have never seen before

Get X-rays, CT/MRI reports

Think you will be proficient in this technique immediately!

It takes time and patience and patients! LOTS of patients — 500-1000!

Do you feel overwhelmed?

1st Thing to do!

Incorporate 1-2 techniques/patient/treatment to start.

Don’t over-treat — It can be too much for the patient to handle!
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Annular Ligament & Supinator

Patient position: Therapist position:
Supine on a table Standing/seated beside table

Radial Nerve

Superficial
branch of

'\
radial nerve
Posterior
interosseous

nerve

Technique:
Position your patient close to the side of the table to treat the affected limb.

Assessment of the Annular Ligament:

Assess the functionality and ability of the radius to pronate and supinate around the ulna and also for the proximal
head of the radius to function with the capitulum of the humerus.

Using your thumb and index finger, grasp the distal head of the radius. Allow your fingers to curl into your patients’
palm. With your other hand, use your thumb and index finger to grasp the proximal radial head. Slowly
pronate/supinate the radius with your distal hand monitoring the movement of the proximal radial head. Look and feel
for any cogwheel motions, any areas of resistance, increases in speed of movement that are different than the regular
speed overall, feel for changes in temperature, texture, tenderness, tension of the extremity.
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Treatment:

Once you have determined the area(s) of dysfunction, compress both hands towards each other through the radius.
Adjust the direction of forces into annular ligament as you take the radius from a neutral position into pronation. As
you come into contact with resistance of movement, feel the maximum reciprocal tension in the tissues between your
two hands. Use balanced pressure until you feel an unprotecting/softening of the tension. Re-assess by moving through

that range once again and locating another area of densification/protection, tissue resistance. Repeat until the area
functions smoothly.

Supinator Muscle:

Remember that the radial nerve bifurcates at the supinator to create the deep interosseous nerve. Excessive treatment
can sensitize this nerve and create dysfunction and compensatory issues.

Treatment of the supinator muscle is a myofascial technique. The supinator functions in series with the annular
ligament along with the radial collateral ligament. Locate the supinator with your thumbs. Place both of your thumbs
together locating the point of most tension in the tissues. Feel the maximum reciprocal tension in the fascial tissues.
Maintain steady, balanced pressure until you feel a softening of the tension.
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Pronator Muscle

Patient position: Therapist position:
Supine on a table Standing/seated beside table

Pronator Teres,
Humeral Head

Median Nerve
Radial Artery

Pronator Teres
Ulnar Head

FDS Arch,
reflected

Anterior Interosseous
Nerve

Technique:

Treatment of the pronator muscle is a myofascial technique.

Both pronator and supinator work as synergists and agonists to help create both function and dysfunction. Treating
both to create balance is important for the health of all tissues of the extremity.

Muscle test to accurately locate the pronator muscle. With the fingers of one hand, find the ulnar attachment of the
pronator muscle and with the fingers of your other hand, find the radial attachment. Slowly spread your fingers apart
taking the radius into more supination, increasing the available space for the pronator muscle to function within.
Alternatively, you can load into the reciprocal tension of the tissue while in a neutral position. Maintain steady,
balanced pressure until you feel a release of the tension. Be aware of any compression of the medial nerve while
holding your pressure. Reassess for suppleness in the pronator muscle.
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Ulnar Collateral Ligament

Patient position: Therapist position:

Supine on a table Standing/seated beside table

i

| —-—

Technique:

Position your patient close to the side of the table to treat the affected limb.

When assessing and treating this tissue it is important to not flex the elbow as this will result in humeral rotation,
causing you to lose connection with the tissue of focus.

This ligament acts as the major stabilizer against valgus stress

There are anterior, posterior and transverse sections to this ligament. Place your patients elbow into your palm.
Position your index finger at the medial condyle of the humerus proximal attachment for the ligament. Position your
4™ finger onto the distal attachment on the medial olecranon. Your 3™ finger can now be placed into the middle joint
space to monitor the tension within the ligament. With your other hand, grasp the distal radius and ulna. Assess the
permitted tension and joint range by slowly placing a gentle valgus load into the ligament being sure to not overload
the joint tissue.

Once an area of sensitivity, densification, resistance has been located, maintain steady, balanced pressure unto the
tissue until you feel a softening of the tension. Once a change has occurred, the elbow will feel more relaxed and have
more functionality.
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Radial Collateral Ligament

Patient position: Therapist position:
Supine on a table Standing/seated beside table

Technique:

Position your patient close to the side of the table to treat the affected limb.

When assessing and treating this tissue it is important to not flex the elbow as this will result in humeral rotation,
causing you to lose connection with the tissue of focus.

This ligament acts as the major stabilizer against varus stresses.

Place your patients elbow into your palm. Position your index finger at the lateral condyle of the humerus proximal
attachment for the ligament. Position your 4™ finger onto the distal attachment on the lateral olecranon. Your 3™
finger can now be placed into the middle joint space to monitor the tension within the ligament. With your other hand,
grasp the distal radius and ulna and place a gentle varus load into the ligament. Assess the permitted tension and joint
range by slowly placing a gentle valgus load into the ligament being sure to not overload the joint tissue.

Once an area of sensitivity, densification, resistance has been located, maintain steady, balanced pressure unto the
tissue until you feel a softening of the tension. Once a change has occurred, the elbow will feel more relaxed and have
more functionality.
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Interosseous Membrane

Patient position: Therapist position:

Supine on a table Standing/seated beside table

Technique:
Strains in the interosseous membrane between the radius and ulna affect both the wrist and elbow and indirectly the

shoulder and upper body.

Position your patients forearm so that their radius is directly overtop of their ulna, the hand should be in neutral
position. Assess for areas of increased densification within the membrane by gently compress your hands down into
the table through the radius, into the interosseous membrane. Once an area has been identified, gently compress
through your hands into the interosseous membrane, compressing the radius closer to the ulna. Not a lot of pressure is
required to disengage the tissue. Maintain steady, balanced pressure until you feel a release of the tension. Reassess
and repeat until the membrane is supple.
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Distal Radioulnar Joint

Patient position: Therapist position:
Supine on a table Standing/seated beside table

Technique:
This technique treats the dorsal and palmar radioulnar ligaments. These ligaments reinforce the peripheral margins of

the triangular fibrocartilage articular disc. With one hand gently grasp the distal ulna with your thumb and index finger.
With your other hand grasp the distal radius with that thumb and index finger. Gently place a medial and lateral
translation force on the tissues by moving the radius upon the ulna. Feel for areas of maximum reciprocal tension in
the ligaments. Once an area of tension has been identified, maintain steady, balanced pressure until you feel a
softening of the tension. Once a release has occurred, the tissues will feel more relaxed and move more freely.
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Hand/Carpals Anatomy

Ligaments of Wrist
Flexor Retinaculum Removed - Palmar View

Ulna

Radius —‘—_
Interosseous membr. !

Pinllm

Palmar radioulnar ligament

Superficial capsular tissue (cut away)
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palmar radiocarpal ligament,

Area of articular disc
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ulnocarpal ligament

e it
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The Distal
Carpal Row

The Proximal
Carpal Row

Trapezium

Pisiform
Trapezoid
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Capitate

Hook of Hamate Lunate
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Scaphoid
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Lunate
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Radial artery and palmar carpal branch

Pronator quadratus muscle

Radius Ulnar nerve

Superficial palmar branch of radial artery

Ulnar artery and palmar carpal branch

Flexor retinaculum (transverse

Flexor carpi ulnaris tendon
carpal ligament) (reflected)

Palmar carpal arterial arch

Opponens pollicis muscle Pisiform

Branches of median nerve
to thenar muscles and to 1st
and 2nd lumbrical muscles /A

Median nerve

Abductor digiti minimi muscle (cut)

Abductor pollicis

Deep palmar branch of ulnar artery
brevis muscle (cut)

and deep branch of ulnar nerve
Flexor digiti minimi brevis muscle (cut)

Flexor pollicis

brevis muscle

Opponens digiti minimi muscle

Adductor pollicis

Deep palmar (arterial) arch
muscle

Palmar metacarpal arteries
1st dorsal

Common palmar digital arteries
interosseous muscle

Deep transverse metacarpal ligaments
Branches from deep
branch of ulnar nerve
to 3rd and 4th lumbrical
muscles and to all
interosseous muscles

Anterior (palmar) view
Lumbrical muscles (reflected)
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Carpal Tunnel Compartment

The carpal tunnel is formed by two layers:
a deep carpal arch and a superficial flexor retinaculum.

The deep carpal arch forms a concave surface, which is converted into a tunnel by the
overlying flexor retinaculum.

Carpal Arch

Concave on the palmar side

Formed laterally by the scaphoid and trapezium tubercles
Formed medially by the hook of the hamate and the pisiform

Flexor
retinaculum

Median
nerve

Flexor pollicis

Flexor digitorum
longus

superficialis

Flexor digitorum
profundus
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Flexor Retinaculum

Transcarpal Ligament

Thick connective tissue

Turns the carpal arch into the carpal tunnel by bridging the space between the medial
and lateral parts of the arch.

Originates on the lateral side and inserts on the medial side of the carpal arch.

Once it passes through the carpal tunnel, the median nerve divides into 2 branches: the
recurrent branch and palmar digital nerves.

The palmar digital nerves give sensory innervation to the palmar skin and dorsal nail
beds of the lateral three and a half digits.

They also provide motor innervation to the lateral two lumbricals.
The recurrent branch supplies the thenar muscle group

Flexor
retinaculum

Flexor pollicis

Flexor digitorum
longus

superficialis

Flexor digitorum
profundus
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The carpal tunnel contains a total of 9 tendons, surrounded by synovial sheaths, and the
median nerve.

Tendons

The tendon of flexor pollicis longus

Four tendons of flexor digitorum profundus
Four tendons of flexor digitorum superficialis

Synovial sheath .\

of the FPL Synovial sheath of the

FDS and FDP

Flexor
Retinaculum

© teachmeanatomy
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Anatomical Snuffbox Compartment

Extensor pollicis longus

Extensor pollicis brevis

Abductor pollicis longus

teachmeanatomy

3 Aowat Humes Arstony
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General Carpals
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Palmar aponeurosis

Volar Superfical
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Hand/Carpals Techniques
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General Carpals

Patient position: Therapist position:

Supine on a table Standing beside table

Technique:

With one hand, grasp your patient’s distal radius and ulna. With your other hand, grasp around the metacarpal joints.
The permitted motions of the tissues in this area are numerous. Available movements can be in any combination of
medial/lateral translation, dorsal/palmar glide and rotation. Feel for areas of maximum reciprocal tension in the
ligaments of the carpal complex and apponeurosis. Once an area of tension has been identified, maintain steady,
balanced pressure until you feel a softening of the tension. Once a release has occurred, the tissues will feel more
relaxed and move more freely.
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Carpal Tunnel Ligaments

Patient position: Therapist position:
Supine on a table Standing beside table

Technique:
NOTE: Carpal tunnel signs and symptoms can arise due to dysfunctions in the interosseous membranes, therefore,

before attempting treatments of the carpal tunnel, release strains in the annular ligament, supinator muscle,
interosseous membrane and carpal ligaments first.

With one hand, grasp the hypothenar side of your patients’ palm with your fingertips in the patient's palm. With your
other hand grasp the patient's thumb, wrapping your fingers around it. Position the wrist into full flexion and radial
deviation. With both hands working as a single unit maintaining full flexion and full radial deviation, begin rotating
the patient's hand towards pronation and ulnar deviation. Feel for areas of maximum reciprocal tension in the
tissues. Once an area of tension has been identified, maintain steady, balanced pressure until you feel a softening of
the tension. Repeat this process at each area of densification. When the treatment is completed, the wrist will feel
more relaxed and move more freely.
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Palmar Tissues

Patient position: Therapist position:
Supine on a table Standing beside table

Radial artery and palmar carpal branch ;
Pronator quadratus muscle

Radius. Ulnar nerve

Superficial palmar branch of radial artery Ulnar artery and palma

Flexor retinaculum (transverse = JUllY iflFlexor carpi ulnaris tendon

carpal ligament) (reflected) E Palmar carpal arterial arch
almar carpal arterial arc

Opponens pollicis muscle Pisiform

Branches of median nerve 4 ! \ Median nerve

to thenar muscles and to 1st ¢ 3 b 1

and 2nd lumbrical muscles > A Abductor digiti minimi muscle (cut)

/ s Deep palmar branch of ulnar artery
; ; R ar bra ar
Abductor pollicis ) and deep branch of ulnar nerve
brevis muscle (cut) »
Flexor digiti minimi brevis muscle (cut)
Flexor pollicis
brevis muscle Opponens digiti minimi muscle
Adductor pollicis = _ A Deep palmar (arterial) arch
muscle /

Palmar metacarpal arteries
Ist dorsal

Common palmar digital arteries
interosseous muscle

Deep transverse metacarpal ligaments
Branches from deep

branch of ulnar nerve
to 3rd and 4th lumbrical

muscles and to all 2 I /
interosseous muscles £ -
Anterior (palmar) view
Lumbrical muscles (reflected) Radius

‘ l?/); A

Ulna

Technique:

Treating the Palmar tissues including the fascial and musculature influences the carpal bones/ligaments/capsules
along with the nervous and vasculature systems. It’s important to thoroughly treat any hyperprotective muscle
tension in these tissues.

With your patients palm pronated, wrap the fingers of both of your hands into their palms and assess for any areas of
hyperprotective tension. Once an area of tension has been identified, maintain steady, balanced pressure until you
feel a softening of the tension. Repeat this process at each area of densification. When the treatment is completed,
the wrist will feel more relaxed and move more freely. There may be some improved movement of the carpal tissues

as the tensional forces are diminished during treatment. Re-asses the carpals again, once treatment of the palmar
tissues has completed.
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Scaphoid Ligaments

Patient position: Therapist position:
Supine on a table Standing beside table

3

Technique:

With one hand, grasp the distal radial head between your index and thumb.

With your other hand grasp the thumb within your palm and locate the scaphoid bone with your thumb and index
finger. Assess the ligamentous and capsular tissues by passively taking the scaphoid through a pronation/supination

movement. Include compression/distraction with the assessment. You can also incorporate medial/lateral deviation
of the wrist to be more specific.

Feel for areas of maximum reciprocal tension in the tissues. Once an area of tension has been identified, maintain
steady, balanced pressure until you feel a softening of the tension and in improvement in pliability and movement.
When the treatment is completed, the wrist will feel more relaxed and move more freely.
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Lunate Ligaments

Patient position: Therapist position:
Supine on a table Standing beside table

Technique:

With one hand, grasp the distal radial head between your index and thumb.

With your other thumb and index finger, locate the lunate bone next to the scaphoid bone you just assessed. Assess
the ligamentous and capsular tissues by passively taking the lunate through a pronation/supination movement.
Include compression/distraction with the assessment. You can also incorporate medial/lateral deviation of the wrist
to be more specific.

Alternatively, you can utilize the same hand placement to treat the capatate, but here you will locate the lunate
instead.

Feel for areas of maximum reciprocal tension in the tissues. Once an area of tension has been identified, maintain
steady, balanced pressure until you feel a softening of the tension and in improvement in pliability and movement.
When the treatment is completed, the wrist will feel more relaxed and move more freely.
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Ulnomeniscotriquetrial Joint

Patient position: Therapist position:
Supine on a table Standing beside table

3

Technique:
With one hand, grasp the distal ulnar head between your index and thumb.

With your other hand grasp the 4rth and 5 digits within your palm and locate the triquetrial bone with your thumb
and index finger. Assess the ligamentous and capsular tissues by passively taking the triquetrial bone and meniscus
through a pronation/supination movement. Include compression/distraction with the assessment. You can also
incorporate medial/lateral deviation of the wrist to be more specific.

Feel for areas of maximum reciprocal tension in the tissues. Once an area of tension has been identified, maintain
steady, balanced pressure until you feel a softening of the tension and in improvement in pliability and movement.
When the treatment is completed, the wrist will feel more relaxed and move more freely.
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Trapezium Ligaments

Patient position: Therapist position:
Supine on a table Standing beside table

Technique:
With one hand, grasp the distal radial head between your index and thumb. Slide distally onto the scaphoid.

With your other hand grasp the thumb within your palm and locate the trapezium bone with your thumb and index
finger. Assess the ligamentous and capsular tissues by passively taking the trapezium through a pronation/supination
movement. Include compression/distraction with the assessment. You can also incorporate medial/lateral deviation
of the wrist to be more specific.

Feel for areas of maximum reciprocal tension in the tissues. Once an area of tension has been identified, maintain
steady, balanced pressure until you feel a softening of the tension and in improvement in pliability and movement.
When the treatment is completed, the wrist will feel more relaxed and move more freely.
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Trapazoid Ligaments

Patient position: Therapist position:
Supine on a table Standing beside table

Technique:
With one hand, grasp the distal radial head between your index and thumb. Slide distally onto the scaphoid.

With your other hand grasp the index finger at the proximal end and locate the trapezoid bone with your thumb and
index finger. Assess the ligamentous and capsular tissues by passively taking the trapezoid through a
pronation/supination movement. Include compression/distraction with the assessment. You can also incorporate
medial/lateral deviation of the wrist to be more specific.

Feel for areas of maximum reciprocal tension in the tissues. Once an area of tension has been identified, maintain
steady, balanced pressure until you feel a softening of the tension and in improvement in pliability and movement.
When the treatment is completed, the wrist will feel more relaxed and move more freely.
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Capatate Ligaments

Patient position: Therapist position:
Supine on a table Standing beside table

Technique:
With one hand, grasp the distal radial head between your index and thumb. Slide distally onto the lunate.

With your other hand grasp the third finger at the proximal end and locate the capatate bone with your thumb and
index finger. Assess the ligamentous and capsular tissues by passively taking the capatate through a
pronation/supination movement. Include compression/distraction with the assessment. You can also incorporate
medial/lateral deviation of the wrist to be more specific.

Feel for areas of maximum reciprocal tension in the tissues. Once an area of tension has been identified, maintain
steady, balanced pressure until you feel a softening of the tension and in improvement in pliability and movement.
When the treatment is completed, the wrist will feel more relaxed and move more freely.
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Hamate Ligaments

Patient position: Therapist position:
Supine on a table Standing beside table

Technique:
With one hand, grasp the distal ulnar head locate the hamate bone with your thumb and index finger.

With your other hand grasp the 4th & 5th fingers and Assess the ligamentous and capsular tissues by passively taking
the hamate through a pronation/supination movement. Include compression/distraction with the assessment. You
can also incorporate medial/lateral deviation of the wrist to be more specific.

Feel for areas of maximum reciprocal tension in the tissues. Once an area of tension has been identified, maintain
steady, balanced pressure until you feel a softening of the tension and in improvement in pliability and movement.
When the treatment is completed, the wrist will feel more relaxed and move more freely.
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MCP/PIP/DIP

Patient position: Therapist position:

Supine on a table Standing beside table

Technique:

This technique can also be performed on the toes.

With one hand grasp the distal end of the MCP/PIP/DIP joint with your thumb and index finger. With the other hand
grasp the finger just proximally to the same joint using your thumb and index finger. The permitted motions of the
tissues in this area are numerous. Available movements can be in any combination of flexion/extension,
medial/lateral deviation and rotation. Feel for areas of maximum reciprocal tension in the ligaments and joint
capsule. Once an area of tension has been identified, maintain steady, balanced pressure until you feel a softening of
the tension. Once a release has occurred, the tissues will feel more relaxed and move more freely.
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Ligamentous Articular Strain Technique Courses

Multi Day Courses
Upper Body & Extremities
Lower Body & Extremities
Thorax, Abdomen & Pelvis
Bowstring & Diaphragms

1 Day Courses

Postural Correction Techniques
Techniques for Thorax
Techniques for Shoulder
Techniques for Elbow & Wrist
Techniques for Hip & Pelvis
Techniques for Foot, Leg & Knee
Techniques for Sternum

Online Courses

Techniques for Shoulder
Techniques for Thorax

Techniques for Sternum
Techniques for Elbow & Wrist
Techniques for Leg & Foot
Techniques for Knee

Techniques for Hip & Pelvis
Techniques for Postural Correction

For course schedules, visit www.lastsite.ca
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About Robert

Robert has been a (Canadian 3000hr) Registered Massage Therapist (RMT) for over 30yrs and an
educator for over 25yrs.

Robert has spent his career researching, learning,
developing and updating Ligamentous Articular Strain
Technique. Initially studying the works of A. T. Still, DO,
Robert continued to study and be influenced by W. G.
Sutherland, DO; H. A. Lippincott, DO; R. Lippincott, DO; R.
Becker, DO; A. Wales, DO and the Dallas Osteopathic Study
Group.

As science and medicine advanced, Robert recognized that
some of the original perceptions, narrative and principles
may seem out of touch with today’s knowledge, while
others maintain the test of time. Robert has sought to
update the narrative of the technique and its outcomes by
incorporating the most current research and
understanding of neuropsychophysiological, social factors,
pain science, fascial research and ligamentous pain referral
patterns.

This text represents a reconceptualization, a revitalization
of a classical Osteopathic Manual Technique.

Robert believes therapists and clinicians have a great opportunity to improve the quality of life of
their patients. He has always felt that our understanding of the ligamentous articular system has been
insufficient.

Robert’s desire is to bring greater awareness of this system’s role in neuromusculoskeletal injuries
and disorders, and to provide information that will enhance the therapists and clinicians’ capacity to
help their patients.

Robert maintains a full-time practice while he continues researching, developing, training and
educating.

Robert can be contacted at:
lastechnique@gmail.com
or

www.lastsite.ca
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Ligament Pain Referral Patterns 2" Ed.

Learn Vital Information That May Have Been Excluded from Your Education!

What You'll Discover in This Book:
This text will help expand your perspective, enhance your practice and educate your
patients.

In this informative text, you will discover knowledge and research documenting:

o Detailed chart documenting all 461 joints in the Adult Skeleton

o Understanding the Nociceptive Apparatus

« The different types of Nociception

o Mechanisms of Referred Pain

o The Seven Key Features of the
Neurophysiological Model of
Referred Pain

o The journey of the pain experience

o Conceptual Frameworks for
Understanding Pain

« Classifications of Pain perception

o The 4 Pain Profiles

o Wong-Baker FACES® Pain Rating Scale

o What are ligaments made of?

o How the Ligamentomuscular Reflex
contributes to joint stability

o Mechanoreceptors and their locations

« How can ligaments get injured?

o How Aging affects Ligament ; : _

« What are the consequences of ligament S R
laxity? \ /

« Pathology of pain perception following ligament laxity

« Sclerotomes Fact or Fiction?

o 18 NEW detailed Joint Neurological Innervation images

o Over 110 Ligament Pain Referral Pattern images and NEW descriptions for the Spine
and Extremities

Order yours at:
https://www.ligamentpain.com/
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Ligament Pain Referral Pattern Posters

These visually stunning, full-colour posters are an invaluable diagnostic and educational tool for you
and your patients.

Over the last 25yrs I've recognized a distinct, immediate and ongoing problem. My patients were
complaining of pain referral patterns that didn’t seem to match up with the standard trigger points,
dermatome or sclerotome patterns.

For years | researched scientific journals and
resources all the while continually charting
the referral patterns described to me by my
patients.
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This extensive work has culminated in my \timeix3 1swol B sniqe :2ms11sq Isnistafl nisd 1namepil

creation of this set of LIGAMENT PAIN
REFERRAL PATTERN posters!
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This stunning artwork is original and doesn’t |
exist anywhere else!

These 2 posters graphically demonstrate over
40 ligament pain referral patterns

for: Spine & Upper Extremity, Spine & Lower
Extremity

e

Multiple referral patterns are displayed for
each

region of the body; Spine, Shoulder, Forearm ' 5 W G oA T
& Hand, Hip & Pelvis, Knee, Leg & Foot. ' 2 | b i
. ?’ a '

If you have patients complaining of referred pain that you
just can’t figure out, if you treat joint dysfunction and want
to explain more in depth the discomfort your patients are feeling, if you want to a add more value to
your practice and your patients... these posters will be an asset!

These visually stunning, full-color, high glossy charts are an invaluable diagnostic and educational tool
for you and your patients.

Help your patients visually see the cause of their complaints!

To order now simply go to www.lastsite.ca.
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LAST Online Educational Training Courses

Stop chasing the lateral shoulder pain.
Learn how dysfunctions medially can
contribute to and cause issues in the
tissues elsewhere.

L.ASIE
Techniques for
the Shoulder

Knee injuries can feel daunting to know
how to treat them all.

These specific techniques will help you be
LASHE more effectively with your treatment.

Techniques for
the Knee

Let’s create some “Happy Feet!”

Achieve a sense of lightness and let’s put
some spring back into your patients’ feet

LAST. bring youre

R and lower legs
Techniques for

the Leg & Foot

New strategies for treating a common
area of complaints!
L ASH Let’s put some wiggle in that walk!

Techniques for
the Hip & Pelvis

This is a Compilation of my 10 most

LAST LAST. effective, simple and easy to implement,
Techilies Techniquesforth ) )
t,:;,‘,'g:,',::,°’ lbon, Wsce Tk techniques for each major body area.

You're going to love this course!
LAST. LAST. LAST

Techniques for Techniques for Techniques for
the Hip & Pelvis the Knee the Leg & Foot
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