
ANCILLARY ADJUSTMENTS 
WITH MUSCLE TESTING

Instructor: Dr James Glenn Drewry 
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The Elbow:
Hard vs. Soft End-Range of Motion: Grab the 

patient’s wrist (inside hand) and elbow. Move 
through supination and pronation feeling the end-
range.  

If there is no radial head subluxation the end-finish 
will be hard on both supination and pronation.  

90% pattern- Pronation end is soft 90% of the 
time. Your first impression is always right.  

Neutralize the fixations by performing cross-friction 
massage with the thumb tip at the tendons of the 
medial or lateral epicondyle based on the listing. 
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Adjust the radial head. Thumb tip to lat aspect of 
radial head. Bring to tension and thrust P-A 
without using wrist as a lever. 

Humeral-Ulnar Joint- Indicated by palpating and 
visualizing a difference from R to L. (Old way) 
More common on dominant side. The ulna 
subluxates posterior/medial. 

Take the thumb and index finger or a flat palm and 
contact the olecranon. Thrust (slightly) P-A and 
medial to lateral without using the wrist as a lever.  

For a valgus deformity (medial wedge), thrust is 
M-L and I-S. 

The Elbow: 
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Elbow: 
Relatively uncomplicated mechanics.  

May be difficult to adjust. 
Prone to inflammations/overuse injuries.  

Beware: 
Nerve entrapment syndromes. 

Ligament ruptures. 

Avulsion fractures.
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Tennis elbow vs radial 
tunnel syndrome
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Medial epicondylitis/golfers elbow  

Similar to lateral epicondylitis in etiology and histology, but generally caused by overuse 
of and repetitive microtrauma to the flexor and supinator musculature of the forarm.  

Pain is located on or close to the medial epicondyle of the elbow. 

Commonly seen in non golfers, very often seen in cyclists, cross fit athletes.  

Can often be mistaken for mild variants of throwers elbow/goalkeepers elbow
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08/16/2023 
Weak Extensors Lead To "Recreational" Tennis Elbow 

Sensors: 
"Recreational players exhibited significantly higher extensor activity during most of the follow through 

phase compared to the experienced players for both spin levels, potentially putting them at greater 
risk for developing lateral elbow tendinopathy." 

Improve wrist extensor strength with this video from ChiroUp. 
Rigozzi CJ, Vio GA, Poronnik P. Comparison of Grip Strength, Forearm Muscle Activity, and Shock 

Transmission between the Forehand Stroke Technique of Experienced and Recreational Tennis 
Players Using a Novel Wearable Device. Sensors. 2023 May 28;23(11):5146. Link
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https://app.chiroup.com/clinical-skills/exercises/174
https://www.mdpi.com/1424-8220/23/11/5146


Testing  

Patient flexes elbow and wrist against resistance.  

Pain on or close to medial epicondyle is a positive 
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Cubital Tunnel 
entrapment
Ulnar Nerve Compressed

Sensation felt here

Compression of Ulnar 
Nerve in Cubital Tunnel
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Fat pad signs   
Indication of fracture 

Anterior: sail sign 

Posterior fat pad – sure indication of fracture. 
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Common chronic disorders  
Lateral epicondylitis- tennis elbow.  

Medial epicondylitis - golfers elbow.  

Goalkeepers elbow - repeated hyperextension, with or without valgus stress/
supination. Numbness/radiation to little finger. Often leads to valgus deformity and 
instability.  

Triceps tendinopathy.  

Osteochondritis dissecans  

Mother’s arm
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Ulnar nerve neuritis cubital tunnel syndrome – most common entrapment 
syndrome next to cts.  

	 Median nerve entrapment in the elbow/pronator teres syndrome.  

Radial nerve entrapment a.K.A. Supinator syndrome. 

Student elbow – chronic olecranon bursitis.  

Stress fractures of the ulna often seen in e.G. Motocross, combat sports 
and increasingly in cross fit athletes.  

Rabdomyolysis  
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Lateral epicondylitis/tennis elbow  
Related to excessive wrist extension and/or pronation and is actually more common in non-tennis 

players. In general, microscopic evaluation of the tendons does not show signs of inflammation, but 
rather angiofibroblastic degeneration and collagen disarray. Light microscopy reveals both an 
excess of fibroblasts and blood vessels that are consistent with neovessels or angiogenesis.]  

The tendons are relatively hypovascular proximal to the tendon insertion. This hypovascularity 
may predispose the tendon to hypoxic tendon degeneration and has been implicated in the 
etiology of tendinopathies.  

The primary pathology seems to be tendinosis of the ext. Carpi radialis brevis tendon 1-2 cm distal 
to its attachment on the lateral epicondyle  

A shoulder problem, wrist problem or neck/upper back problem will often be involved in the 
etiology of a tennis elbow
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Elbow adjustments 
Do not hyperextend!!!

Radius  
Short thrust 
In direction of fixation....Test for extension in different 

degree of rotation 
Lateral wedge-lift from the neck of the radius

CP 
Just below the head of the radius 
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Hour 5
Shoulder
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Brittany 
Around 1880
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Shoulder
Glenohumeral Joint  

Acromioclavicular Joint  

Sternoclavicular Joint  

Costoscapular Articulation  

Shoulder Subluxation Pattern:  
Glenohumeral Joint- Humeral Head Anterior  

Acromioclavicular Joint- Distal Clavicle Superior  

Sternoclavicular- Proximal Clavicle Anterior and Medial  

Scapulothoracic- Fixation/Hypomobile  

First Rib- Anterior
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Bicipital Tendon
Medial 80% 

Lateral 20% 

Tendonitis 

Stretching/damage
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10/03/2023 
Biceps Tendon Pathology Persists After Symptoms Resolve 

Clinics in Shoulder and Elbow: 

"The finding that distal biceps MRI signal changes consistent with tendinopathy are common even in 
asymptomatic elbows reduces the probability that symptoms correlate with pathology on imaging. 

The accumulation of signal changes with age, also independent of symptoms, suggests that tendon 
pathology persists after symptoms resolve, that some degree of distal biceps tendinopathy is 

common in a human lifetime, and that tendinopathy may often be accommodated without seeking 
care." 

Kim E, Kortlever JT, Gonzalez AI, Ring D, Reichel LM. Prevalence of incidental distal biceps signal 
changes on magnetic resonance imaging. Clinics in Shoulder and Elbow. 2023 Aug 11. Link
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https://www.cisejournal.org/upload/pdf/cise-2023-00164.pdf


Bankart Lesion

Normal Bankart Lesion
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Bankart's Repair Best Choice For Chronic Shoulder Dislocates 

Knee Surgery, Sports Traumatology, Arthroscopy: 

"Despite clinical improvement in patients who completed conservative treatment without 
recurrence, functional outcome scores and sport/recreation activity levels were better in the 

patients who underwent arthroscopic Bankart repair. Therefore, for recurrent anterior 
shoulder instability, even without subjective apprehension, surgical treatment is warranted 

over conservative treatment." 

Improve your shoulder diagnostic skills with these protocols from ChiroUp.  

Do WS, Kim JH, Lim JR, Yoon TH, Shin SH, Chun YM. High failure rate after conservative 
treatment for recurrent shoulder dislocation without subjective apprehension on physical 

examination. Knee Surgery, Sports Traumatology, Arthroscopy. 2023 Jan;31(1):178-84. Link
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https://app.chiroup.com/clinical-skills/conditions/4206736
https://link.springer.com/article/10.1007/s00167-022-07028-w


Rotator cuff tears
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04/19/2023 
Rotator Cuff Responds Better To Eccentric Exercise 

Journal of the Korean Academy of Rehabilitation Medicine: 

"[In a study with forty patients with rheumatoid arthritis and rotator cuff tendinopathy] 
Eccentric exercises were more effective than concentric exercises in improving shoulder 

function and pain intensity. However, neither of the two types of exercises was superior in 
improving tendon characteristics or disease activity." 

Wahba MM, Selim M, Hegazy MM, Elgohary R, Abdelsalam MS. Eccentric Versus Concentric 
Exercises in Patients With Rheumatoid Arthritis and Rotator Cuff Tendinopathy: A 
Randomized Comparative Study. Journal of the Korean Academy of Rehabilitation 

Medicine. 2023 Feb 15. Link
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https://e-arm.org/journal/view.php?number=4295


Shoulder testing:  
Apleys scratch test. 

Dugaś test . 

Mazion test 

Apprehension test (ai luxation/subluxation).  

Adsonś test (tos). 

Yergasons test (biceps tendinitis).
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Tendinitis (biceps, teres, pec. Minor, supraspinatus and the lateral head 
of the triceps are the most common) 

Bursitis, especially of the subacromial and subcoracoid bursa.  

Impingment syndromes.  

Slap lesions  

Frozen shoulder (adhesive capsulitis) 
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General test with patient supine, seated, or standing.  Arm straight 
overhead. Thumb pointing up, elbow straight. Doctor pushes I to S. Full 
lock is a grade 5.  

Anything less than grade 5 is almost always either an ipsilatateral c5 or C6 
subluxation, anterior Glenohumeral, or slipped bicipital tendon. Less often 
an a/c, s/c.  

Failure to strengthen due to pain, or pain after strengthening, is often 
inflammation in one or more bursae. 
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Hour 6
Rotator Cuff Balancing/AK Tests
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Hour 7
TMJ and Rib adjusting
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Address Trigger Points in the following muscles: 
Subclavius  

Mid-scapula  

Teres attachments  

Levator scapula  

Lateral Deltoid  

Ant/med humeral head  

Post/med humeral head  

Subscapularis 
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TMJ and Rib Adjusting
Stabilize lower extremity and pelvis prior to treating the TMJ. Stretch:  

Posterior Cervical Muscles from Superior to Inferior Bilaterally  

SCM Muscles Bilaterally  

Platysma Muscles Bilaterally  

 
Neutralize Trigger-Points:  

Temporalis  

Masseter 

Buccinator

57



Stretch Occipito-mastoid Suture and TMJ Bilaterally. Stretch Lateral Pterygoid 
using a Finger Cot or glove.  

Roll Right and Left Lateral Pterygoid Counterclockwise 3 Times Set the Jaw:  

Apply Finger Cots to Both Thumbs  

Assistant Stabilizes Patient’s Head and Doctor Checks for Side of Laterality  

Pull Inferior – Anterior-and Opposite Side of Laterality, Then Perform Figure 8 
Motions. 

Patient Holds Bottom Teeth in Front of Top Teeth and Doctor Strokes TMJ 
Superior to Inferior- Then Patient Relaxes Jaw 
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Rehab Exercise 
Roll Right and Left Lateral Pterygoid 

Counterclockwise 3 Times Set the Jaw: 

Apply Finger Cots to Both Thumbs 

Assistant Stabilizes Patient's Head and Doctor 

Checks for Side of Laterality
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Pull Inferior - Anterior-and Opposite Side of Laterality, Then 
Perform Figure 8 Motions. 

Patient Holds Bottom Teeth in Front of Top Teeth and Doctor 
Strokes TMJ Superior to Inferior- Then 

Patient Relaxes Jaw 

Patient Translates Lower Jaw Anterior Against 

Resistance of Thumb. 
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Rehab Exercise:  
Patient Translates Lower Jaw Anterior Against Resistance of Thumb.  

The Ribs:  
Rib Head Subluxates Anterior From TVP  

Palpate For Anteriority.  

Tissue Pull: 
From Medial to Lateral so Thenar is Over TVP.  

Thrust:  
A-P Toward Thenar. 

Another Rib Subluxation: Subluxation is an Overlap of Rib/ Cartilage.  

Pull Rib/Cartilage Apart Several Times on Inhalation. 
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Hour 8
   Slipped Bicipital Tendon adjusting technique 

 Elevated Rib Cage Protocol and Adjusting Technique  
	 	 Diaphram Inhibition Protocol and Adjusting Technique  

Functional Spondylolisthesis protocol 
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Diaphragm inhibition: How to diagnose and adjust

Reflex point is the entire anterior 
sternum  

Neurolymphatic reflex  

Chapman’s reflex 
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11/20/2023 
Diaphragm Stretching May Aid In LBP Treatment 

Journal of Back and Musculoskeletal Rehabilitation: 

"The diaphragm stretching technique improved the diaphragm contraction rate and trunk 
muscle activity was lower due to the improved trunk stabilization function of the diaphragm." 
Inyoung K. The effect of the diaphragm stretching technique in the diaphragm contraction 
rate and trunk muscle activity in back pain patients. Journal of Back and Musculoskeletal 

Rehabilitation. 2023 Sep 9(Preprint):1-7. Link
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https://content.iospress.com/articles/journal-of-back-and-musculoskeletal-rehabilitation/bmr230141


Rotated or Elevated Rib Cage 
Diagnosis: 

Pain at the medial scapular border/80% 
contralateral/20% ipsilateral 

Pain around the heart from torqing of the 
pericardium 

Upper thorax pain anterior or posterior 

There will be a point of extreme tenderness 
normally located ipsilateral to the inhibition 
around T2-3 intercostal space
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Adjustment
The elevated side is the side adjusted 

Female patient places hand over breast 

Superior hand contacts just inferior to clavicle 

Inferior hand under the rib cage 

Thrust is a scissors motion with superior hand thrusting inferior and  the 
hand underneath thrusting headward.
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Functional Spondylolisthesis  
How to find and adjust
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Various ways to analyse a 
Spondylolisthesis

Test a strong hamstring group while lying prone. Then have the patient place both hands on 
the lumbar region. If  the muscle inhibits, that is a positive sign.  
Test a strong hamstring group while lying prone. Then press P to A on the spinous process of  
L5 or other segment. If  the muscle inhibits, that is a positive sign. 
Sometimes you find bilateral hamstring inhibition with a spondy.  In this case use the leg 
check method. 
Check leg lengths. Then have the patient place both hands on the lumbar region. If  one leg 
draws up in this position,  that is a positive sign.  
Check leg lengths. Then press P to A in the spinous process of  L5 or other lumbar segment. 
If  one leg draws up in this position,  that is a positive sign.  
Mimic a correction by distracting the lumbar fascia above and below L5. If  the leg lengthens 
back to it’s original position, or gets even longer than before, this is also a positive sign. 
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Targeted Rehab: Exercises for extremity joints 

 Crossover effct - there is approximately 20% of neurological crossover facilitation from one side of the cord to the other when the uninvolved 
side is exercised  

                      Moore, J.  Arch Phys & rehab 5 volume 56: 115-120 1975 

Crossover- Treat extremities bilaterally. 

Overflow- Type I & II motor fibers inhibit nociception 

Facilitation - Repeated impulses enhance neural activity and reinforce the response.  

Scar tissue and muscle atrophy begin almost immediately 

Mirror Image Corrective Exercises:  

Donald D Harrison 

Kim D. Christensen 

All exercises should be pain free exercises. (20 reps, twice daily for 2 months) 
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Meralgia Paresthetica
Tingling, numbness and burning pain in the outer part of the thigh 
Caused by compression of the lateral femoral cutaneous nerve  
LFCN supplies feeling to the superior/lateral thigh 
No motor function, therefore no weakness 
Weight gain, tight clothing or belt, prolonged standing, diabetes 
Can be injured with total hip replacement 
Hip extension aggravates the symptoms 



What conditions could meralgia paresthetica be mistaken for? 
Lumbar radiculopathy 
Trochanteric bursitis 
L2-L3 nerve root lesion or other neuropathies 
Chronic appendicitis 
Uterine fibroids



The lateral femoral cutaneous nerve is a branch of the lumbar 
plexus, exiting the spinal cord between the L2 and L3 
vertebrae 
It emerges at the lateral edge of the psoas muscle group 

 below the ilioinguinal nerve 
then passes beneath the iliac fascia and the inguinal ligament



Check the motion of the hip joint and the IT band and 
adjust as needed 

IT band syndrome can aggravate 

Evaluate L2-3



Locate the ASIS, then follow the inguinal ligament down slightly medial 
and inferior  

Check for a nodule with palpable tenderness  

Muscle-test as you traction the tissue over this area in different 
directions medial to lateral  and lateral to medial. Then Superior/Inferior  

The direction that strengthens the muscle is the direction to stretch and 
traction this tissue  

Usually inferior and medial traction relieves pressure on this tissue





The Wrist:  
Subluxates with wrist in extension making the carpal bones move posterior.  
Corrective exercises- Support carpals while spreading fingers apart against resistance. 
Wrist extension - resistive exercises.  

The Elbow:  
Corrective exercise- Pronation against resistance with radio-ulnar joint stabilized.  

The Shoulder:  
Corrective exercise- approximate medial aspects of scapula “scapular squeeze” against 

resistance. Patient may cramp.  

Cervical Spine:  
To correct forward head posture the neck should be moved into posterior translation by 

contracting the deep neck flexors. Do not extend the head, instead give a “double chin”. 
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Practice all adjustments with coaching 

Instructor Contact: 
chiropracticseminars@icloud.com

83

mailto:chiropracticseminars@icloud.com

