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Lumbar/Pelvis/Sacrum Area of 
Greatest Restriction

1. Bilateral horizontal band of tension

2. Vertical bands of tension in the 
lower half of the body along the 
lumbar spine bilaterally

3. Restriction along the sacral base

Pelvis/Sacrum Order of 
Operations(U.P.S.I.)

1) Up shear/downshear (U)  (+) 
standing flexion test

2) Pubic shears (P)

3) Sacrum (S) (+) seated flexion 
test

4) Innominate rotations/inflare
outflare (I)
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Pelvis/Sacrum Order of 
Operations(U.P.S.I.)

1) Up shear/downshear (U)  (+) 
standing flexion test

2) Pubic shears (P)

3) Sacrum (S) (+) seated flexion 
test

4) Innominate rotations/inflare
outflare (I)
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Pelvis/Sacrum Order of 
Operations(U.P.S.I.)

1) Up shear/downshear (U)  (+) 
standing flexion test

2) Pubic shears (P)

3) Sacrum (S)(+) seated flexion 
test

4) Innominate rotations/inflare
outflare (I)
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Pelvis/Sacrum Order of 
Operations(U.P.S.I.)

1) Up shear/downshear (U)  (+) 
standing flexion test

2) Pubic shears (P)

3) Sacrum (S) (+) seated flexion 
test

4) Innominate rotations/inflare
outflare (I)
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Lumbar
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Lumbar Muscle Energy
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Lumbar HVLA

HVLA: Lumbar, Lateral Recumbent

1. Sagittal Barrier: Position into the sagittal (N, F, E) restrictive barrier by moving hips anterior/posterior until the 
dysfunctional segment is engaged

2. Isolate Dysfunctional Segment for rotation and side bending barriers

• “Up To, Down Through” Rule: used to determine how far to rotate patient depending on which side they are lying on. 

3. Rotation Barrier: Always rotate the pelvis toward you (anterior direction) and rotate torso away from you (posterior 
direction)

4. Side bending Barrier: Determine directions arms will need to go to create side bending into the RB: arms going away 
from dysfunctional segment  vs arms going toward the segment 

5. Corrective Thrust by dropping weight and transmitting force through arms.

Neutral 

Extension SD: Engaging Flexion Barrier Flexion SD: Engaging Extension Barrier 

Lumbar: 
Sagittal 
plane 

restrictive 
barrier

“Up to, Down through”

Example: L3 N RRSL
The posterior transverse process is up from the table. 

Monitor at L2-3 interspace
Rotate the torso to the right just UP TO L3. Stopping at L2 - L3 
interspace positions L3  into left rotation into the restrictive barrier.  

L

R
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“Up to, Down through”

Example: L3 N RRSL
The posterior transverse process is down, close to the table. 

Monitor at L3-4 interspace
Rotate the torso to the left DOWN THROUGH L3. Stopping at L3-4 
interspace makes L3 rotate left into the restrictive barrier.  

L
R

4 3 2

L

R

“Turn & Thread”

Neutral 
Lumbar SD

Example: L4 N SRRL
D.O. Position: Stand opposite of side of rotation. Table height: low enough to have epigastric area over patient’s lumbar 
spine.  
Patient Position: Left Lateral Recumbent (Posterior Transverse Process Down)

Monitor L4-5 interspace with cephalad hand

With caudad hand, flex patient’s hips and trunk until motion is felt with monitoring hand. Instruct patient to straighten 
the leg contacting the table. Hook the other foot behind the popliteal fossa of the straight leg.

Switch monitoring hands at L4-5 interspace.

Rotate L4 to the right by grabbing the patient’s left upper arm and instructing them to hold your arm as well, allowing 
you to pull their torso anteriorly until motion is felt at your monitoring hand. (Rotating the torso down through L4, 
rotating L4 to the right)

Place the patient’s hand on their waste then thread your cephalad arm between the patient’s arm and torso, so that 
your forearm contacts the upper lateral chest and your hand is able to touch their back. 

Place the caudal forearm on the lateral buttock of the leg off the table, between the PSIS and the greater trochanter. 

In this position, your epigastric area should be over the dysfunctional segment.

Bringing the patient to a rotational restrictive barrier by using your forearms to rotate the pelvis toward you and the 
torso away. 

Instruct patient to inhale and exhale 1-3 times, advancing to new restrictive barriers as the patient relaxes on 
exhalation. The corrective thrust should be performed on exhalation when the patient is relaxed and not guarding.

The corrective force is directed from your epigastric area down to the arms via gently dropping your weight onto the 
patient, creating a side bending corrective force.  The cephalad arm should exert a gentle force in a superior and 
posterior direction, while the caudal arm exerts an inferior and anterior force. The directions of the forearm forces 
create side bending to the left,  side bending into the restrictive barrier. 

Reassess the somatic dysfunction for effectiveness of the technique. 

Neutral 
Lumbar SD

Example: L4 N SRRL
D.O. Position: Stand opposite of side of rotation. Table height: low enough to have epigastric area over patient’s lumbar 
spine.  
Patient Position: Right Lateral Recumbent (Posterior Transverse Process Up)

Monitor L3-4 interspace with cephalad hand

With caudad hand, flex patient’s hips and trunk until motion is felt with monitoring hand. Instruct patient to straighten 
the leg contacting the table. Hook the other foot behind the popliteal fossa of the straight leg.

Switch monitoring hands at L3-4 interspace.

Rotate L4 to the right by grabbing the patient’s right upper arm and instructing them to hold your arm as well, allowing 
you to pull their torso anteriorly until motion is felt at your monitoring hand. (Rotating the torso to the left up to L3-L4 
interspace, causing L4 to rotate right)

Place the patient’s hand on their waste then thread your cephalad arm between the patient’s arm and torso, so that 
your forearm contacts the upper lateral chest and your hand is able to touch their back. 

Place the caudal forearm on the lateral buttock of the leg off the table, between the PSIS and the greater trochanter. 

In this position, your epigastric area should be over the dysfunctional segment.

Bringing the patient to a rotational restrictive barrier by using your forearms to rotate the pelvis toward you and the 
torso away. 

Instruct patient to inhale and exhale 1-3 times, advancing to new restrictive barriers as the patient relaxes on 
exhalation. The corrective thrust should be performed on exhalation when the patient is relaxed and not guarding.

The corrective force is directed from your epigastric area down to the arms via gently dropping your weight onto the 
patient, creating a side bending corrective force.  The cephalad arm should exert a gentle force in an inferior and 
posterior direction, while the caudal arm exerts an superior and anterior force. The directions of the forearm forces 
create side bending to the left, side bending the patient into the restrictive barrier. 

Reassess the somatic dysfunction for effectiveness of the technique. 

Flexed 
Lumbar  
SD

• Set up, directions, and forces are the same as 
neutral dysfunctions

• Only difference is engaging the sagittal plane 
restrictive barrier

• This is done by pushing the knees and hips 
posteriorly creating lumbar extension until 
motion is felt in the monitoring hand of the 
dysfunctional segment. The leg contacting the 
table is still straightened, the other leg is hooked 
into the popliteal fossa of the straight leg. 

• i.e. Flexed 2, monitor L1-2 interspace.

• Rotation into restrictive barriers, and side bending 
corrective forces remain the same as in neutral 
dysfunctions. 
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Extended 
Lumbar SD

• Set up, directions, and forces are the same as 
neutral dysfunctions

• Only difference is engaging the sagittal plane 
restrictive barrier

• This is done by monitoring the interspace above 
the dysfunction and pulling the knees and hips 
into flexion until motion is felt, thus the 
dysfunction segment has been positioned into 
flexion. The leg contacting the table is still 
straightened, the other leg is hooked into the 
popliteal fossa of the straight leg. 

• i.e. Extended L2,  monitor at L1-2 interspace.  

• Rotation into restrictive barriers, and side bending 
corrective forces remain the same as in neutral 
dysfunctions. 
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