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The Pronated Foot Protocol and
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The Pronated Foot Protocol and Acljusti ng,
Technique ‘

. The most common subluxation Pat‘cem of the foot is EXCESSIVE
PRONATION. Pronation (with resl:)ect to the ankle/ foot) is a combination of
thrce motions that OCCUrs most|9 at the subtalarjoint.

I. Eversion (sole out)
2. Dorsiflexion (toe uP>

3 Abduction (toe out)




The Pronated Foot Protocol and Acljusti ng
Technic]ue

‘Nearlg all excessive Pronation is BILATERAL but ASYMMETRICAL. -Robert
Kuhn DCSDADUR. ~logan (L

1. Most foot subluxations do not create foot SYMPTOMS.

11]. Whatever one arch in the foot does, so do the other two.




4 Global Postural Distortions Commonlg Found Together:

1. Bilateral/ asgmmetrical foot Pronation
2. Pelvic tilt
3. Anterior translation of Pelvis

4. Anterior translation of cervical spine / Anterior head carriage




| ow Back Pain & Pelvic Tilt:

{

nz2o hospital Patients it was found that “Pronation was greatest on the side of the

f

longer leg inclicating that the Pronation was a functional aclaptation to reduce

Pelvic unle\/eling.” ~Langer 5
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Pelvis Tilt = Pronation

Unilateral Pronation or asgmmetrical bilateral Pronation has the etfect of

Proclucing Pelvic til’t, OR the unleveled Pelvis may cause the Pronation.




_ ECS






Arches of the Foot:

Sole
, , [
Low intensity forces for
Drolonged Periocls of time create
Trang,, rse A
PERMANENT Plastic changes. .\ . esei“’,
Z\ Ih
’Anterior Transverse Arch I
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’Lateral Longituclinal Arch 5\ ,'5
| =S
’Meclial Longjtudinal Arch &
@

Foot

Transverse Arch
(bottom view) (cross section)
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Stance phase of gait -- contact, midstance, and propulsion




Indicators Excessive Pronation:

"Foot Flare / Toe Out

’Posterior/ | ateral Heel Wear
’Pate”ar APProximation = Knock-Kneed )
’Achi”es Tendon Bowing

’Droppecl Navicular / Flat Arch/ Pes Planus
’Ca”ouses on 2-5-4 Metatarsal Heads
‘Positive Navicular DroP Test (PS))
’NomGrade 5 Psoas, Gluteus Medius, Quaclriceps

12



“Nearly all excessive Pronation is BILATERAL but ASYMMETRICAL.’
- Robert Kuhn DC, DABCR from Logan L C submitted 3 papers to the ACC on

the effects Foot Levelers on balancing the Pelvis.




I e ' » »
2 N K 3oy ¢ o
» > : & !
A EN 2 A ¥ \
R 4 :
| | e 5
v . g A g . |
N A . | |
| | & Ay N ¥
| | .. FXSREIFA LN AP W AR\ )
Y e LA PP
N ’
‘¢ 5 2
X , \
; . » 3
: e J . x
< e . ..
« . . .
/5 |
. A .
Y + B _
:
< &% .
. | y .




-
-
-
4
-
-
- -
QL
QL
o
~
4
—
-
L
et
—

B

1034400










S
N g




s kit
ks

A it




- 2 b \ . » wv
RN S

F N T S Y g i i St o ARG o s S i s S i gl

94 o
> L .~ .
- > r
i % ¢ h
{ : y
.
.
b
\
i
a4
:
'

4
s
3
3 s M
3 B 3
i~ N

L .
: f
r
o ),
3
> i
4
by a
N g >
s 7]
v :
ERCR A
Pk
3 - /)
B -
7
» 2
LN . g
13 .
Bk
S 14
‘
3 h
LEFEAY oK
/ o
3j 2
» p -
v )
O
% -
> b -
‘K
N
b N
¥ X
: &

tion

INd

Oversup

¢
P ;
3 g
fri
e
G
'
.
.
»
LR
X
‘ <A
. (N g
AN S )
L




Medial Heel Wear
Abcluctory twist (aka Medial heel whip) 's when the heel rises at
the end of the stance Phase and the foot g0oes into a raplcl

abcluctlon It occurs when there IS excessive Pronatlon

accompamecl ]33 Femoral mtc—:mal rotation ancl tlblal extemal
rotation. This can also happen due to not enough range of motion

at the ankle or big toe

2]

T ——



Excessive Pronation Subluxation Pattern:

’Naviculasﬂ- Inferior & Medial

Interosseous Membrane

’CuboicL Superior & | ateral (or Fibula
| \%\ l/leia

Inferior & Lateral) Cuneiforms- Inferior Anterior Talofibular Arterior Tibiotibila:

Ligament
_ | Ligament
’Metatarsal Heads 2-3-4- Inferior Ca'Ca”Lelggr:U;i; \/ d{//Talus
P \ Navicular
’Metatarsal Heads 1 & 5- Superior and Gl —i "} R Cuneiforms
Lateral/ Medial Talus- Mostlg Anterior > W

& SIiglﬁtlg | ateral Cu:ﬂo;?atarsalsx\\

’Calcaneu&- Everted & Plantar Flexed

’*‘lbu!ar Head- Posterior & L ateral
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RISK FOR DEVELOPING PLANTAR FASCIITIS PLANTAR FASCI ITI S

INFLAMMATION AND TEARING

DAMAGE OR TEAR THE OF THE PLANTAR FASCIA

OBESITY INCREASED PRESSURE ON EXERCISE ACTIVITIES THAT STRUCTURAL FOOT
PLANTAR FASCIA LIGAMENTS PLACE A LOT OF STRESS ON HEEL PROBLEMS PLANTAR FASCIA LIGAMENTS
CAUSES INFLAMMATION AND

PAIN IN THE BOTTOM
PLANTAR
OF THE HEEL OF THE FASCIA

INFLAMMATION

AND TEARING OF
IMPROPER FOOTWEAR HAVE T.Il-g::;:ﬁl'lll.l.Es PROLONGED STANDING I;ISECT;ANTAR LATERAL VI Ew H EALTHY FOOT PLANTAR FASCI ITIS
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11/20/2023

Steroid lnjection Does Not lml:)rove Plantar Fasciitis Outcomes
Medicine:

"[After 12 weeks of care for Plaﬂtar fasciitis] ... The results indicate that Combining a

corticosteroid irjec:tion with exercise is not suPerior to exercise or no exercise."

Riel H, Vicenzino B, Olesen JL_, Jensen MB, Ehlers | H, RathleH MS. Does a corticosteroid
injection Plus exercise or exercise alone add to the effect of Patient advice and a heel cup for
Pa‘cients with Plantar Fasciopathg? A randomised clinical trial. British Journal of SPorts

Medicine. 2023 Sep 1;57(18)1180-6.

fie


https://pubmed.ncbi.nlm.nih.gov/37414460/
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04/12/2023
Plantar Fasciitis Responds to Home Stretching

Phgsical Therapg In Sport:

“Lin Patients with Plantar Fasciitis] A home-based stretching exercise was effective in reclucing Pain

and some GRF [grouncl reaction force 1-time variables .-

Boonchum H, Sinsurin K, Kunanusornchai W, Richards J, Bovonsunthonchai S. The effect of a

home-based stretchiﬂg exercise on the grouncl reaction force generation and absorption cluring

wa”dng in individuals with Plantar fasciitis. Phgsical Therapg N SPort. 2022 Nowv 1:58:58-67.



https://www.sciencedirect.com/science/article/pii/S1466853X22001316

Hour 2

The Pronated Foot Protocol and Acﬁusting Technique




Associated Acljustments

Halux Abclucto Valgus -6 months tol year becomes ﬁbrotic. Can onlg OCCuUr on

o Pronatecl foot. Causes Bunions.

Do not Push the toe in the opposite direction of the subluxation. ! nstead, PU”

toe in the line of the metatarsal shatt.
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Plastic Deformation:

| ow intensitg forces for Prolongecl Perio&s of time create

EERMANENT Plastic changes

Demonstrate to Patients with Plastic wrap (Foi l)
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Problem

Wearing high heels causes
the forefoot to collapse

ECS



Associated Pronation Protocol Adjustments

Hallux Valgus

This condition is described as a deviation of the first toe away from the midline. It is most common on
the excessively pronated foot with many contending that it is always associated with excessive pronation.
I strongly recommend that this adjustment be used only when the patient has a symptomatic joint.

ADJUSTMENT:
The doctor stabilizes the lateral border of the foot with

the “outside” hand while “inside” hand index finger contacts
medial border of foot and thumb is over the shaft of the big
toe. The thrust is a "pull” directly toward the doctor in alignment |
with the shaft of the ist metatarsal. At the end of the pull-type |
thrust, the doctor releases the contact. This should be
repeated 2-3 times.

Great care should be exercised by the doctor so as not to pull
in a medial/varus direction as there is a possibility of a sprain
| of the metatarsal-interphalangeal capsule.
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BUNION TYPES

HALLUX VALGUS

o~ S

TAILOT'S BUNION
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Bunion - a soft tissue growth on the apex
of a hallux valgus
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Morton's neuroma - a thickening of the tissue around one of the nerves leading to
the toes
~ sharpJ buming Pain in the ball of the foot

- stinging, burning or numbness in the atfected toes
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Subluxation Direction

Cuboid Sul:)ernor & | ateral
Cuneiforms Superior

Navicular Superior & | ateral
Metatarsal Heads 2-H-4 Superior

Metatarsal Heads. 1&5 Inferior and Lateral/Medial

Slig,htlg Anterior & Mostlg | ateral

Calcaneous Inverted & Dorsiflexed
Fibular Head Posterior & L ateral




At the height of the medial longitudinal arch, on the plantar surface
Pl of the foot, approximately 1/2 inch lateral to the medial border
of the foot is the CONTACT POINT. This point is frequently

tender prior to an adjustment.

Doctor contacts the CONTACT POINT with the thenar of the “inside” hand. Stabilization is via the
flat palm of the "outside” hand contacting the lateral aspect of the foot and ankle.

With both hands contacting the foot, the doctor brings the foot and ankle to its inversion TENSION
point and (without "winding-up”) the doctor thrusts with the thenar of the “inside” hand towards the

lateral malleolus which is in a superior and lateral direction.

It should be noted that this is a dynamic thrust and

audible release with this adjustment is not typical. Caution

should be exercised by the chiropractor when an inversion |{ e e

sprain has occurred since this adjustment can aggravate

the effects of excessive ankle/foot inversion.




D B L RGP L R

G ol 4 S ool A i, Mg gl N LA gy et Al i Wl Sl L e

PRARRY - TIPS S




e

SR N SR g e W

B a2 e

a4

NN T

Y

Sl

PO gy O TN T

LN~ -

IV W P e AT o M e T

o

-

e e T

T P s o

e —a

e

e ——— e

W T

Gl s YA S A

15



CUBOID - Superior and Lateral Subluxation

I often refer to this adjustment as “The Money Adjustment” because it is one of the most powerful
adjustments a chiropractor can render to q patient. The manual adjustment of the superior and lateral
cuboid subluxation is an essential component to proper foot function. This pattern apparently occurs

due to the repeated forced excessive inversion of the ankle/foot as in the inversion sprain.

The ligaments on the lateral aspect of the ankle (anterior tibiofibular, posterior tibiofibular, anterior

talofibular, calcaneofibular, and posterior talofibular) will become plastically deformed to some degree

and contribute to the persistence of this subluxation.

The CONTACT POINT on the patient is located on the superior and
lateral aspect of the foot directly over the cuboid. The chiropractor
will usually notice some degree of plastically deformed tissue in and

around the area of the extensor digitorum brevis.

The doctor puts the distal interphalangeal joint of the thumb of the
“inside” hand on the superior aspect of the contact point while the
palm of the “outside” hand contacts directly over the inside hand.
With both hands on the patient's foot, it is moved laterally off the

table and placed between the doctor's slightly bent knees. For doctor

comfort, make sure that the dorsums of the doctor's hands are

contacting the posteriomedial aspect of the knees.

The thrust is a combination of 1) squeezing the hands and knees

together and 2) extending the knees.
The thrust or “pull” is fast but not

extremely forceful.

Caution should be exercised as this adjustment may be contraindicated

in the patient with hip/knee prostheses.
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Calcaneus - Plantarflexed and Everted Subluxation/Fixation

In order to avoid having the patient change to a prone position for this adjustment, I adjust the calcaneus
with the patient in the supine position.

]| ADJUSTMENT:

}' || Doctor contacts patient’s calcaneus with palmar surface of

|| "outside” hand and the thenar contacting the lateral aspect

|| of the calcaneus.

The "inside” hand "shakes hands” with patient's midfoot.

|l The thenar of the “outside” hand applies constant lateral to
medial pressure as the “inside" hand performs several clockwise

and counterclockwise rotations.

It is typical for the doctor to hear a crepitus-type sound that decreases with subsequent rotations of
the foot.




The Cuneiforms - Inferior Subluxation

The first, second and third cuneiforms will subluxate in an inferior direction as a unit. This procedure

is designed to create a sheer force and adjust the cuneiforms in a superior direction.

With patient supine, the doctor stands on the involved foot side
facing the opposite leg. Doctor's “headward” hand makes a "U"
shape and stabilizes the hindfoot with the fingerpads contacting

the medial aspect of the calcaneus.

The anteromedial aspect of the doctor's “footward”
hand contacts the plantar surface of the foot under
the cuneiforms. Make sure that the doctor's forearms

are as parallel as possible to the patient’s tibia.

The “headward” hand applies inferior traction as the “footward” hand thrusts superior. It is not common
to0 hear an audible release but instead a "sliding” type of motion. Be aware that the cuneiforms are some

of the most mobile bones in the foot.
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The Talus - Anterior and Lateral Subluxation/Fixation

LA 7 S 4

LITTLE FINGER CONTACT ADJUSTMENT:
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Thumbpads of doctor's hands contact the 2nd, 3rd, and 4th metatarsal heads while both little fingers

contact the contact point on patient. TENSION is achieved by adding inferior traction and slight

dorsiflexion to the joint. Thrust is a “scooping” type action in an anterior to posterior and lateral to

medial direction. Again, the doctor is reminded that this is a quick thrust NOT a forceful thrust.
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A relatively loud audible release is typically heard when this adjustment is performed on an anterolateral

subluxated/fixated talus. E |
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The Metatarsal Heads

Upon forefoot loading in the midstance phase of the gait, the 2nd, 3rd, and 4th metatarsal heads will
subluxate/fixate in an inferior direction. The 1st metatarsal head will subluxate/fixate in a superior

and medial direction while the 5th metatarsal head subluxates/fixates in a superior and lateral direction.

The CONTACT POINTS are located on the plantar surface of the foot under the 2nd, 3rd, and 4th

metatarsal heads. Doctor places his or her thumb pads on the contact point while the palmar surfaces
of the fingers contact the dorsum of the foot.

This procedure is a 4 to 5 repetition "squeeze” as opposed o a dynamic thrust. The thumbpads push

superior as the fingers pull lateral/medial in a smooth and slow motion.

Any degree of discomfort around the metatarsal heads while adjustment is being performed indicates

some degree of metatarsalgia.
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Fibular Head - Posterior and Lateral Subluxation/Fixation
Though the fibular head is part of the knee complex, I adjust it as part of the pronation protocol.

It is typical for the doctor to find point tenderness on the posterior and/or lateral aspect(s) of the
fibular head with this subluxation/fixation.

ADJUSTMENT:

With the doctor standing on the lateral aspect of the patient's leg, doctor's “inside” hand grasps patient’s
lower leg slightly above the ankle while the index finger of the “outside” hand locates the fibular head.
This same index finger will take a tissue pull on the fibular head in an anterior to posterior direction
followed by a tissue pull in a lateral to medial direction. The 1st metacarpal-interphalangeal joint should
be contacting the posterior aspect of the fibular head and the doctor should not be able to see his/her
1st metacarpal-interphalangeal joint. This knuckle is acting as a fulcrum and does not move after this

placement.

With the “inside” hand of the doctor grasping the patient’s ankle, the doctor flexes the patient's knee
and approximates the heel to the buttocks. When TENSION is achieved, doctor thrusts with the “inside"

hand approximating the heel o the buttocks in
a quick short arc. This will provide a posterior to
anterior force on the fibular head. A “crisp” audible

release is common.

Great care should be exercised in order to keep
the foot, knee and hip in alignment to avoid inducing

tibial rotation.




Summary - Pronation Protocol

1. Navicular — Inferior and Medial Subluxation

T TR I
270

2. Cuboid — Superior and Lateral

Subluxation

3. Cuneiforms — Inferior Subluxation

4. Metatarsal Heads
2nd-3rd-4th — Inferior Subluxation

1st — Superior Medial Subluxation

5th— Superior Lateral Subluxation

5. Talus — Anterior and Lateral Subluxation

6. Calcaneus — Plantarflexed and Everted Subluxation

7. Fibular Head — Posterior and Lateral

- Subluxation




INDICATORS OF EXCESSIVE SUPINATION

SUPINATION PROTOCOL

Navicular and Cuneiforms

Navicular — Superior and Lateral Subluxation/Fixation
Cuneiforms — Superior Subluxation/Fixation

ADJUSTMENT:

The doctor stands on the lateral aspect of the patient’s foot with the fingers of the “headward” and

“footward" hands interlaced along the medial border of the patient's foot.

TENSION is achieved by squeezing the hands together gently. The thrust is via the “headward” hand

in a superior to inferior direction.




CUBOID — Superior and Lateral Subluxation

I often refer to this adjustment as "The Money Adjustment” because it is one of the most powerful
adjustments a chiropractor can render to a patient. The manual adjustment of the superior and lateral
cuboid subluxation is an essential component to proper foot function. This pattern apparently occurs

due to the repeated forced excessive inversion of the ankle/foot as in the inversion sprain.

The ligaments on the lateral aspect of the ankle (anterior tibiofibular,
|| posterior tibiofibular, anterior talofibular, calcaneofibular, and
posterior talofibular) will become plastically deformed fo some

degree and contribute to the persistence of this subluxation.

The CONTACT POINT on the patient is located on the superior
and lateral aspect of the foot directly over the cuboid. The ;
chiropractor will usually notice some degree of plastically deformed |¥

tissue in and around the area of the extensor digitorum brevis.

The doctor puts the distal interphalangeal joint of the thumb of
the "inside” hand on the superior aspect of the contact point while
the palm of the “outside” hand contacts directly over the inside
hand. With both hands on the patient's foot, it is moved laterally
off the table and placed between the doctor's slightly bent knees.

For doctor comfort, make sure that the dorsums of the doctor's

hands are contacting the posteriomedial aspect of the knees.

The thrust is a combination of 1) squeezing the hands and knees together
and 2) extending the knees. The thrust or "pull” is fast but not extremely

forceful.

Caution should be exercised as this adjustment may be contraindicated

in the patient with hip/knee prostheses.
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Metatarsal Heads
2nd-3rd-4th -Superior Subluxation/Fixation
1st and 5th - Inferior Subluxation/Fixation

ADJUSTMENT:

The doctor places the thumb pads of his/her hands on the dorsal surface of the 2nd, 3rd, and 4th

metatarsal heads and finger pads on the plantar surface of the forefoot. Adjustment is achieved via
a 4 to 5 repetition "squeeze". With the thumb pads, the doctor presses in a superior to inferior

direction while the finger pads “pull” in medial and lateral directions.
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Talus - Lateral and Anterior Subluxation/Fixation

In both the pronation and supination subluxation patterns the talus subluxates/fixates in an anterior and
lateral direction. However, in the pronation pattern the talus subluxates/fixates in a mostly anterior

direction and in the supination pattern the talus subluxates/fixates in a mostly lateral direction. Therefore,
the direction of correction of the talus in the pronation pattern is in a primarily anterior to posterior

direction while the direction of correction of the talus in the supinated pattern is in a primarily lateral
To medial direction.

ADJUSTMENT:

With both little fingers of the doctor's hands overlapped on the junction of the talus and cuboid and
doctor's thumb pads on the plantar surface of the 2nd, 3rd, and 4th metatarsal heads, the doctor tractions

the foot inferiorly and adds slight dorsiflexsion to bring the foot to TENSION.

The thrust is very quick in a mostly lateral to medial direction with a slight anterior to posterior

component. It very common to get a loud audible release using this adjustment.

We find dysfunctional joints, term them subluxations,
and we treat those joints to restore
a proper physiological relationship with their
neighboring articulations.

— Dr. Gideon Orbach

4

" hae
e Rt ¥ e o L ’

_")../ -
% -

b as bR

G T gy TN Py R s+ T T

B e o T e i
o 3 A ;
5 4 ’ F
3 N,
¥y oA X ¥ _' .

SRt T "W;”‘% ——

.

T




ot "-‘_w\*'u"‘.-'w*‘v Wty <

Calcaneus — Inverted and Dorsiflexed Subluxation/Fixation

ADJUSTMENT:

The palmar surface of the doctor’s “inside” hand contacts the patient’s calcaneus with the doctor's
thenar contacting the medial aspect of the calcaneus. The doctor’s "outside” hand "shakes hands” witl

the patient’s midfoot.

The thenar of the doctor's “inside” hand puts medial to lateral pressure on the calcaneus as doctor's

*outside” hand performs several clockwise then counterclockwise rotations of the foot.
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Fibular Head — Posterior and Lateral Subluxation/Fixation

Though the fibular head is part of the knee complex, I adjust it as part of the supination protocol.

It . ; :
1 is typical for the doctor to find point tenderness on the posterior and/or lateral aspect(s) of the
fibular head with this subluxation/fixation,

ADJUSTMENT:

With the doctor standing on the lateral aspect of the patient's leg, doctor's “inside” hand grasps patient’s
lower leg slightly above the ankle while the index finger of the “outside” hand locates the fibular head.
This same index finger will take a tissue pull on the fibular head in an anterior to posterior direction
followed by a tissue pull in a lateral to medial direction. The 1st metacarpal-interphalangeal joint should
be contacting the posterior aspect of the fibular head and the doctor should not be able to see his/her
Ist metacarpal-interphalangeal joint. This knuckle is acting as a fulcrum and does not move after this

placement.

With the “inside" hand of the doctor grasping the
patient’s ankle, the doctor flexes the patient's knee
and approximates the heel to the buttocks. When
TENSION is achieved, doctor thrusts with the
“inside” hand approximating the heel to the buttocks
in a quick short arc. This will provide a posterior to

anterior force on the fibular head. A “crisp” audible

release is common.

Great care should be exercised in order to keep

the foot, knee and hip in alignment to avoid inducing tibial rotation.



1. Navicular — Superior and Lateral
Subluxation/Fixation
2. Cuneiforms — Superior

Subluxation/Fixation

3. Cuboid — Superior and Lateral

Subluxation/Fixation

4. Metatarsal Heads 2-3-4 — Superior
Subluxation/Fixation

Metatarsal Heads 1 & 5 — Inferior

Subluxation/Fixation

5. Talus — Lateral and Anterior

Subluxation/Fixation

6. Calcaneus — Inverted and Dorsiflexed

Subluxation/Fixation

7. Fibular Head — Posterior and Lateral Subluxation/Fixation




Summary - Pronation Protocol

1. Navicular — Inferior and Medial Subluxation

2. Cuboid — Superior and Lateral

Subluxation

4. Metatarsal Heads
2nd-3rd-4th — Inferior Subluxation
1st — Superior Medial Subluxation

5th— Superior Lateral Subluxation

7. Fibular Head — Posterior and Lateral

Subluxation

1. Navicular — Superior and Lateral
Subluxation/Fixation
2. Cuneiforms — Superior

Subluxation/Fixation

3. Cuboid — Superior and Lateral

Subluxation/Fixation

4. Metatarsal Heads 2-3-4 — Superior
Subluxation/Fixation
Metatarsal Heads 1 & 5 — Inferior

Subluxation/Fixation

5. Talus — Lateral and Anterior

Subluxation/Fixation

. Calcaneus — Inverted and Dorsiflexed

Subluxation/Fixation

7. Fibular Head — Posterior and Lateral Subluxation/Fixation
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Associated Pronation Protocol Adjustments

Heel Spur Adjustment

In excessive pronation the height of the medial longitudinal arch decreases. The heel to toe measurement

Increases slightly and can put an additional strain on the plantar fascial attachment into the calcaneus.

This is why the vast majority of heel spurs occur on the excessively pronated foot.

ADJUSTMENT:

This is a very basic procedure that attempts to approximate the heel to the toes and relieve some

degree of pressure on the plantar fascia.

The patient is in the prone position with the knee flexed at
90 degrees. The doctor stands on the lateral aspect of the
flexed knee facing the opposite leg. The doctor’s "headward”
hand cups the calcaneus while the "footward” hand grasps the
forefoot. Keeping the elbows "out” the doctor pushes hands

toward each other simultaneously. This thrust is quick with

audible release common in the symptomatic patient.
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Chapter 8

Tibialis Anterior

Origin: lateral condyle of tibia, proximal two-thirds of
lateral surface of tibia, interosseous membrane, deep
fascia and lateral intermuscular septum
Insertion: medial and plantar surface of medial cunei-
form, and base of 1st metatarsal
Action: dorsiflexes foot and inverts it
Test: The supine patient inverts and dorsiflexes the foot,
with the toes kept in flexion. The examiner applies pres-
sure against the medial dorsal surface of the foot in the
direction of plantar flexion and eversion. The examiner
should see effective contraction of tibialis anterior as in-
dicated by the tendon elevation during the test
Nerve supply: peroneal, L4, 5, S1
Neurolymphatic:

Anterior: 3/4" above symphuysis pubis bilaterally.

Posterior: .2 transverse process
Neurovascular: bilateral frontal bone eminences.
Nutrition: vitamin A.
Meridian association: bladder.
Organ association: urinary bladder.

8—66. Observe for the tendon raising during the test,
330
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Tibialis Posterior

Origin: lateral part of posterior surface of tibia, medial
two-thirds of fibula, interosseous membrane. intermus-
cular septa, and deep fascia.
Insertion: tuberosity of navicular bone, plantar surface
of all cuneiforms, plantar surface of base of 2nd, 3rd,
and 4th metatarsal bones, cuboid bone, and sustentacu-
lum tali
Action: inverts and plantar flexes foot: medial ankle sta-
bilizer.
Test: The supine patient maximally plantar flexes the
foot and then inverts it, keeping the toes in a flexed
position. The examiner places his hand on the medial
side and over the foot. Pressure is directed against the
medial side of the foot in the direction of eversion. The
examiner should observe for the rising tendon of the
tibialis posterior when the muscle contracts. Care should
be taken that the patient does not dorsiflex the foot to
change the parameters of the test.
Nerve supply: tibial, L5, S1.
Neurolymphatic:

Anterior: 2" above the umbilicus and 1" from the
midline bilaterally.

Posterior: between T11, 12 bilaterally by laminae.
Neurovascular: lambda.
Nutrition: adrenal concentrate or nucleoprotein extract.
Meridian association: circulation sex.

Organ/gland association: adrenal; possibly urinary
bladder.

Posterior Anterior

NEUROLYMPHATIC
BILATERAL

Muscles — Testing and Function

=

=

(N2 e

8—69. If patient dorsiflexes the foot, start the test over.
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Chapter 8

Peroneus Tertius

Origin: lower one-third of the anterior surface of the
fibula and adjacent intermuscular septum.
Insertion: dorsal surface of the base of the 5th meta-
tarsal
Action: dorsiflexes and everts the foot.
Test: The supine patient dorsiflexes and everts the foot
with the toes kept in neutral position, or toward flexion.
Examining pressure is directed against the dorsal lateral
surface of the 5th metatarsal in the direction of plantar
flexion and inversion. The examiner should evaluate the
tendon of the peroneus tertius and the tendons of the
extensor digitorum longus for best direction to maximize
the effect of the peroneus tertius and minimize that of
the toe extensors.
Nerve supply: peroneal, L4, 5, S1.
Neurolymphatic:
Anterior: inferior ramus of pubic bones.
Posterior: between L5 transverse and sacrum.
Neurovascular: bilateral frontal bone eminences.
Nutrition: calcium, B complex. Avoid oxalic acid foods,
e.g., caffeine, cranberries, plums, and others.
Meridian association: bladder.
Organ association: urinary bladder.

”laﬂﬁ"'ﬂ'llélﬁ,‘,‘,_,

Anterior

STRESS RECEPTOR

8—71. The patient should not be allowed to extend the toes.
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Peroneus Longus and Brevis

Peroneus Brevis
Origin: lower two-thirds of fibula on lateral side and
adjacent intermuscular septa.
Insertion: lateral side of proximal end of 5th metatar-
sal
Action: plantar flexes foot and everts it; gives lateral
stability to the ankle.

Peroneus Longus
Origin: lateral condyle of tibia, head and upper two-
thirds of lateral surface of fibula, intermuscular septa and
adjacent fascia.
Insertion: proximal end of the 1st metatarsal and me-
dial cuneiform on their lateral portions.
Action: plantar flexes foot and everts it; gives lateral
stability to the ankle.

Peroneus Longus and Brevis

Test: The supine patient maximally plantar flexes the
foot and everts it, with the toes kept in flexion or neutral
position. Testing pressure is directed to the side of the
foot in the direction of inversion. The test must start from
the maximum eversion allowed when the foot is in com-
plete plantar flexion. The range of motion in this test is
limited. No dorsiflexion of the foot should be allowed,
nor should there be any extension of the toes. The ex-
aminer should observe the tendon that courses behind
the external malleolus as evidence of maximum isola-
tion of the muscles.
Nerve supply: peroneal, L4, 5, S1.
Neurolymphatic:

Anterior: inferior symphysis pubis, bilaterally.

Posterior: bilaterally between posterior superior

iliac spine and L5 spinous process.
Neurovascular: bilateral frontal bone eminences.
Nutrition: calcium, vitamin B complex. Avoid oxalic
acid foods.
Meridian association: bladder.

Organ association: urinary bladder.

8—74. Do not allow foot dorsiflexion during the test.
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Muscles — Testing and Function

Posterior

Anterior

NEUROLYMPHATIC
BILATERAL

STRESS RECEP-
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8—73. Peroneus brevis.

8—75. Insertion of the pero-
neus longus tendon.
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Chapter 8

Flexor Hallucis Longus

Origin: lower two-thirds of posterior fibula, interosseous
membrane and adjacent intermuscular septa and fas-
cia
Insertion: plantar surface of distal phalanx of great toe
Action: flexes great toe; continued action aids in plan-
tar flexing the foot; helps give medial ankle stabilization.
Testing position and stabilization: With the patient
supine, the examiner stabilizes the metatarsophalangeal
articulation in slight extension and holds the foot half-
way between dorsal and plantar flexion. The patient
flexes the distal phalanx of the great toe. From this test-
ing position of flexion between the proximal and distal
phalanx, the examiner directs pressure against the dis-
tal phalanx of the great toe in the direction of extension.
Nerve supply: tibial, L5, S1, 2.
Neurolymphatic:
Anterior: inferior to the symphysis pubis at the
height of the obturator bilaterally (same as peroneus
longus and brevis).
Posterior: bilaterally between PSIS and L5
SpINous.
Neurovascular: bilateral frontal bone eminences.
Nutrition: raw bone concentrate correlating with tar-
sal tunnel syndrome or other subluxations of the foot.
Meridian association: circulation sex.

8—76. Stabilize the proximal phalanx while applying testing pressure
to the distal one.
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8—77. Insertion of flexor 8—78. '
hallucis longus tendon. j
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Flexor Hallucis Brevis

Origin: medial portion of the plantar surface of the
cuboid bone, adjacent portion of the lateral cuneiform
bone, and from prolongation of the tendon of the tibi-
alis posterior.

Insertion: medial and lateral sides of proximal phalanx
of the great toe.

Action: flexes metatarsophalangeal articulation of great toe.
Test: The examiner stabilizes the interphalangeal articu-
lation of the great toe and places the metatarsophalangeal
articulation in flexion for the starting test position. While
maintaining hyperextension of the interphalangeal articu-
lation, the examiner directs pressure against the plantar
surface of the proximal phalanx toward extension.
Nerve supply: tibial, L4, 5, S1. 2.
Neurolymphatic:

Anterior: inferior to the symphysis pubis at the

height of the obturator (same as peroneus longus

and brevis).

Posterior: between PSIS and L5 spinous.
Neurovascular: bilateral frontal bone eminences.
Nutrition: raw bone concentrate correlating to tarsal
tunnel syndrome or other subluxations of the foot.
Meridian association: circulation sex.

Anterior Posterior

NEUROLYMPHATIC

Muscles — Testing and Function

' 8—81. Second step — extend great 8—82. Third step — starting position
850, Frst step — flex 2nc ot g toe and hold extension of interpha- is with flexion at the metatarsopha-

langeal articulation.

L S SRS S

langeal articulation.
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