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ABSTRACT:

Manual therapy has evidence to support its use in treating cervical spine issues such as headache, pain, and radiculopathy. The
techniques that appear most studied are mobilization, manipulation, traction, and stretching. This report looks at another form of
manual therapy called Myokinesthetic. This treatment was used to help a patient with multiple compalaints of headache, neck pain, and
radiculopathy, by addressing the C8 nerve root. The treatment appeared to help with the patient complaints and there were changes

in range of motion, strength, pain, headache, and two point discrimination. The issue that arose in the author's mind was this treatment
appears to cross over various types of manual therapy techniques and raised the question of what technique can a manual therapy
practitioner use to best suit their patient need and be quick and efficient. In other words, what specific manual therapy technique should
be used for the specific cause of the issue plaguing the patient?

The headache is a fairly common patient complaint. This headache can have neck pain, radiating pain, muscle spasm, muscle weakness,
numbness and tingling associated with it. Some headaches are spontaneous, and some have an injury history, and some from other
causes. The headaches may be “acute” or "“chronic”(example: more than 15 days a month for 6 months in year(1)(2)). The question arises,
in the Physical Therapy realm, what is the Physical Therapist supposed to treat the condition with? A possible treatment is the use of
some form of manual therapy. Some options are: traction, mobilization, manipulation, craniosacral, myofascial release, trigger point work,
massage (patient preferred), manual stretching, Myokinesthetic treatment (MYK), neural mobilization, strain counter strain, and Epply
maneuver. One tool to decide which treatment to employ is to investigate the literature for evidence.

Manual therapy, initially for literature review, was in reference to any technique where the hands of a therapist have physical contact
with patient’s tissues, but in examining manual therapy literature, most research deals with mobilization, manipulation, traction, nerve
mobilization, and stretching. In a majority of cases these treatments had additional associated treatments used with them such as
exercise and modalities. With so much literature available and trying to narrow down the search to components, of this case report
treatment, little success was met. The search turned to looking at systematic reviews of manual therapy and filtering out the associated
information. This was based on the “evidence pyramid” in which systematic reviews of high quality randomized control studies are
considered the pinnacle of evidence, but should be debated(3). It is assumed well- thought-out conclusions were made.

There is extensive information on manual therapy, found in the September 2008 Journal of Orthopedic & Sports Physical Therapy,
Number 9, Volume 38, pages A1-A30. The Clinical Guidelines for Neck Pain(4) were published. Table 4 of the article presented 3 of 4
recommendations that fit the patient of this report. The literature review then concentrated on information after this date. After this
publication it appears that minimal information was published to contradict what was seen in the JOSPT article.

In a systematic review done in 2010 by Jordan Miller, Anita Gross et al., the conclusion was evidence to support manual therapy
for treatment of chronic neck pain and manual therapy with exercise was better than just manual therapy.(5) Another review
supported the previous conclusion with additional improvement in benefit with exercise and adding behavior change.(6)
In a systematic review on manual therapy for cervicogenic headache, it was noted that physiotherapy and spinal
manipulation therapy can be an effective treatment.(7) Another review in 2011 on cervicogenic headache care
noted uncertainty and varied results for the effectiveness of manipulation on cervicogenic headache(8) Another
review done in 2012 on Chinese manipulation for mechanical neck pain showed some support for the care in
producing short-term results on neck pain.(9) It was hoped that more study and interpretation of the
information would glean more promising results for manual therapy. As a side note, a nice case report on
orthopedic manual therapy showed that multimodal Physical Therapy may be effective in the
management of cervicogenic headache.(10) These previous references have backed up the use MYOK|NESTHET|C
of manual therapy, although with not with a lot of vigor. In summary, the literature showed that SYSTEM
just about any kind of manual therapy MAY be helpful.
www.myksystem.com
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This case report is using the Myokinesthetic treatment which does not appear to be mentioned in the literature investigated. This

treatment appears to have no formal study, is not in the traditional line of manual therapy, has anecdotal success per patient experience,
and for the most part, employs a somewhat expanded thought process to understand what is occurring during treatment.(refer to
reference list 2 in appendix.)

The MYK treatment of note needs some description. The treatment addresses the nerve root deemed most involved as determined

by standard assessment with the added components, of posture, pain distribution, and specific weak muscle testing.(refer to appendix
for postures) Of note, the assessments mentioned in previous articles are also helpful in determining which root may be most involved,
but there are other postural notations that are considered when picking the root to treat. Once the nerve root to treat is found, then
stimuli, to that root, are provided by moving the muscles innervated by the root into a lengthening position. This movement is opposite
the muscles action and can use active range and or passive range of motion, and even a static hold can influence the lengthening.

Then external stimuli are provided to the muscle at points from origin to insertion. The stimuli can be a massage, broad pressures, long
stroking, point pressure etc. all based on muscle access and patient tolerance. The instructed most beneficial treatment is when a nice
range can lengthen the muscle and have the muscle move through its functional pattern of joint movement while stimuli are applied. All
ranges and stimuli are to patient comfort. In this report, the C8 root is addressed and of note the muscles innervated by C8 cover a lot of
distance from the cervical spine to hand. Both sides of the body are treated thus the therapist works both sides of the cervical spine and
both upper extremities. Once the treatment is completed, the patient is to stand and oppose gravity.

CASE REPORT:

The patient was a female in her late thirties, with main complaints of neck pain, shoulder pain, hip pain, and headache. A signed
informed consent form was obtained prior to evaluation and treatment. The discomfort history was associated with two motor vehicle
accidents- one a rollover and the other a rear end collision. Other trauma came from a previous all-terrain vehicle accident involving
flipping over, and numerous horseback riding falls. The falls from horseback, during her teen years, were when the neck issues began.
Other injury history included torn knee ligaments, finger injuries, foot and toes injuries, fracture of the coccyx, rib fractures and right
shoulder dislocation.The patient had previous surgeries which were non-contributory to the overall case. Contributory issues related
to the overall complaints were bruxism at night, sinusitis, dizziness when turning the head too fast, upper extremity radiculopathy with
numbness and tingles into both hands, and seasonal swelling of both lower extremities. The patient reported various imaging studies
were performed and stated that there were changes that could be possibly addressed by surgery as noted by her primary care physician.
There have been numerous treatments and techniques performed over the previous years to help relieve the noted headaches, neck
pain, upper extremity odd feelings etc, but with little success.

Chiropractic care with various techniques had been tried, injections to neck, physical therapy (“traditional”"-noted on history form),
massage, TENS unit, various doctors/specialists. The reported impact on her condition lasted little time and had not really changed

her long term outlook. The patient has tried to change her sleep environment/positions-to little avail. Work was disrupted often with
frequent position changes and thus not able to stay task-oriented for long periods. If headache was involved, then lying down was the
option used to help relieve headache. The upper extremity was placed in various positions, usually locked elbow, wrist extended and
then pushing into an object/surface when pain complaints were most noted in an upper extremity. Pain medication was used as a last
resort as well as muscle relaxers. Over the counter medications were used as needed. The patient reported activity modification was the
biggest challenge due to caring for active children. Weekend recreation activity was usually limited due to pain production or the noted
"after activity pain”. In short, normal life was disrupted. The patient also noted random dropping of objects such as a travel mug and
pencil.

ASSESSMENT:

Assessment used the standard clinic patient history questionnaire and then evaluation with the added Myokinesthetic assessment
components. Initial assessment complaints were of global/posterior headache, general neck pain, and bilateral upper extremity
complaints. Range of motion testing for cervical rotation and extension was assessed. Since these pure motions are not performed as
part of MYK treatment, it is presumed they would not significantly influence patient outcomes. Goniometric cervical rotation right was
10 degrees less than left and had a flexion component at the end of rotation. Cervical extension was 22 degrees and had a reported
"bump” in range. All motion testing was done actively and pain-free by the patient and with the patient’s eyes closed. Reliability of
measuring cervical active range of motion with a goniometer is supported when performed by the same clinician(11) and even quick
assessment of extension is supported.(12) Grip testing of each hand was performed using a Jamar hydraulic grip dynamometer over
3 reps per side with the average right hand grip at 78 pounds and the left was 79 pounds. Pinch test for all digits was measured using
a Jamar pinch grip tester, over 2 reps each digit, with results as follows. Right hand little finger at 2 pound, ring finger at 7.5 pounds,
middle finger at 10 pounds and index at 11.5 pounds. The left hand little finger at 5 pounds, the ring finger at 5 pounds and the middle
and index both at 9 pounds. Acceptable or better reliability of dynamometry, regardless of device, is supported for hand testing.
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(13) Reliability and validity is supported for grip and pinch testing even if using one repetition.(14) It is recommended using the same
devices when measuring strength as inter-instrument reliability may not be consistent.(15) Two point discrimination was measured with
a screw adjust engineering pin compass at midway of medial forearm. Two-point discrimination is a practical way to assess and monitor
symptoms of radiculopathy(16) and clinicians are reliably able to assess two-pint discrimination at the neck, back, hand, and foot using
mechanical calipers.(17) The area of greatest tenderness was the right cervical spine C3-4 laterally. Verbal complaints of “weird feelings'
were noted from right medial forearm to little finger. At the time of assessment, no odd sensations or feelings were noted in the left

U

upper extremity, but the patient reported a history of varied complaints. Pain report on the visual analog 0-10 scale was 9/10 for overall
pain, and 8/10 for headache. The visual analog scale shows reliability and validity to measure overall pain in clinical practice.(18) Biceps
reflex on right was noted to be less brisk as to left and noted to be more brisk in triceps on the left. Myokinesthitic cervical posture
assessment was performed with the patients eyes closed and patient standing. Assessing postures with the eyes closed may remove

the visual input that the body uses to level itself with the horizon. The most prominent postures noted during MYK assessment were

left scapula upward rotated, left shoulder adducted, bilateral shoulders lateral rotated, bilateral supination of forearms, fingers flexed
and adducted, and thumb abducted. The cervical posture was visually noted to be flexed, rotated right and side bent left from a visual
expected neutral . Treatment choice of C8 came from postures, areas of complaint, weakness, dermatome distribution, etc. thus, the root
associated with most symptoms. (Refer to Appendix for posture chart)

TREATMENT:

All measures noted were chosen before evaluation and treatment to try to limit any outcome effects to the “pure” influence of treatment.
For example, pure linear cervical extension and pure rotation is not performed during treatment of C8. The treatment of C8 was to occur
over 4 weeks with the first week consisting of 2 consecutive treatments, one day off, then 2 more sequential treatments. Treatment for
the following three weeks was scheduled 3 times a week. With weather issues and a few life issues, treatment was actually done 3 times

a week for 2 weeks and then 2 times week for 2 weeks. The McGill pain questionnaire(MPQ) was filled out prior to the first treatment

and was scheduled to be re-done after the last treatment. The MPQ showed reliability and validity in the measuring of complex pain of
cancer patients.(19) Unfortunately the final MPQ was not returned, so final assessment relied on the patient’s subjective report on the last
visit and a brief conversation six days after last treatment.

Myokinesthetic treatment of C8 consisted of putting the muscles of C8 nerve root on a form of lengthening and then actively or
passively- moving the muscle into/through the range that the muscle action performs. As this was done, an outside stimulus was applied
over the muscle as could best be applied from muscle origin to insertion. The treatment in this case was performed with the patient
seated. The C8 root muscles are treated bilaterally. In this case the muscles of C8 are from cervical spine to anterior/posterior trunk

and to both upper extremities to the hands.(refer to the appendix for C8 muscles) The treatment was performed in this patient with

6-8 AROM and PROM motions with the outside stimuli of rubs, or pressures, or squeezes applied during the motions and at tolerable
levels for the patient. As treatment progresses stimulus intensity varies as to various areas of tenderness at times vary. The treatment
was done per MYK treatment manual. The C8 treatment has 24 movements/muscles to be done bilaterally. As treatment moved on,
time of treatment went from roughly 14 minutes to 12 minutes as patient and therapist familiarity improved.(refer to Appendix for the C8
muslces/movements)

The most noted areas of tenderness in this patient tended to be the right C3-4 lateral area, the left pectoralis major, the thumb extensors
and adductors, then the various scalene musculature bilateral. The most lasting tender spot was the lateral right C3-4 spot. As noted
with all the hands-on care, cervical spine freedom of movement improved over treatments, and the gross feel of the musculature tended
to balance over both sides of the C-spine and upper extremities. From training and experience, it was natural to try and assess the feel
of specific segmental movement as treatment progressed. The noted C3-4 segment was felt to possibly be stiff- to side bend left, to
rotation and extension right throughout the treatment sessions.

RESULTS:

The final results of data gathering were noted. Force was measured using the same dynamometers as in the initial assessment. Cervical
range of motion into rotation was noted to be virtually equal without the previous end range flexion component. Cervical extension
increased to 77 degrees without complaint of “bump”. Grip on the right hand averaged 75 pounds and on the left 80 pounds. The

pinch test on right hand little finger was 5.5 pounds, ring finger 7 pounds, middle 11 pounds, and index at 10.5 pounds. The Left hand
little finger was 5.5pounds, the ring at 7 pounds, the middle at 10.5 pounds, and the index at 10 pounds. Pain complaint was 0/10 and
headache was 0/10. The two point discrimination on the right forearm was 2.3 cm and for the left was 2.0 cm. For overall discussion of the
McGill pain questionnaire, the most telling result was the quick response to treatment. As noted, the final questionnaire was not available
for comparison. The pain levels and headache frequency greatly dropped after the first week of care.(See Table 2) The most noted
changes by the patient were better tolerance to activity. Work disruption was greatly diminished and the patient was able to stay on task
more easily. Weekend activity vastly improved. Activities usually thought to aggravate the patient’s issues such as boating, riding horses,
and practicing sports with kids, were much better-tolerated. It was reported that the usual weekend at the lake did not seem to carry
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over to the following week with increased pain, headache etc. Reports of random dropping of objects decreased greatly. By the end of care, the patient
stated hardly noticing this complaint. The usual self-treatment postures of elbow extension, wrist extension and pushing on objects for relief of neck
pain and upper extremity issues had really diminished if not gone away over the last week of care. Neck, shoulder, and upper extremity pain complaints
dropped from 9/10 to 0/10 and headache complaint dropped from 8/10 to 0/10. The pinch test most noted changes occurred in the right little finger
pinch with an overall increase from an average of 2 pounds to 5.5 pounds. A noted change in two-point discrimination, on the left medial forearm, was
from 3.2 cm to 2.0 cm. The cervical spine extension change from 22 deg to 77 deg was quite significant and also the decrease in complaint of “bump”.

(See table 1) Also significant was a visual improvement of the noted postural MYK patterns from initial assessment. From the noted changes, MYK

may have contributed to improvements in range of motion, strength, two point discrimination and most notably subjective improvement in pain and
function. There was still residual soreness at the C3-4 right area with noted mobility deficit. From this information, it may be concluded that MYK helped
the patient. The question raised is how or what changed. Does this form of manual therapy now fit into and acceptable manual therapy treatment for
headache, neck pain, and radicular complaints? This is a safe form of care and there should be encouragement to have standardized research on MYK
as well as other techniques outside of the more traditional lines of manual therapy.

DISCUSSION:

MYK worked on this patient with neck pain, headache, and radicular complaints. Pain was virtually eliminated, headache became rare, and the carry-over
post care appears to be at least 2-4 days, as noted by less complaints between treatments, and most patient complaint of pain and headache dissipated
over the first week. The range into cervical extension improved, the gross grip strength had no appreciable change, but individual finger strength in

the right little finger improved. The two point discrimination finding needs caution when interpreting(17) and is noted for consideration. The gross
subjective report of function appears to have improved drastically. The patient was able to enjoy leisure life more, work was less painful, stereotypical
posturing of the wrist into extension was reduced in frequency, and there were fewer radicular complaints. So now with this rough untested information,
a conclusion can be made that MYK MAY help in the care of patients with headache, neck pain, and radicular complaints. The treatment has little
research support on the effectiveness as does the noted manual therapies. Further justification is presented on why MYK may have been effective as to
not be satisfied with the explanation "it works”.

Manual therapy has been shown to reduce pain, improve function, improve quality of life, etc, but not in every patient with complaints of headache,
neck pain, and radicular symptoms. If we look at a single manual therapy technique, which articles support the use on all the various complaints,

which manual therapy is best and at what is the therapy best at taking care of? For example, if the patient with various complaints (PVC) is treated with
massage and some get better, would manipulation have been better? What about mobilization? So now let’s ook at this a little differently, what if a
group of 10 patients(10 PVCs) were treated with manipulation and 7 of those improved to an acceptable level, then another group of 10 PVCs were
treated with mobilization and 7/10 improved, then the same was done with traction. It seems logical that maybe treating all 10 PVCs with all 3 treatments
would, thus, have very high odds of getting 10/10 improved. Of course, some articles mention that even no treatment is successful.(6)

In performing MYK, treatment may cross the boundaries of the aforementioned types of care. This treatment may have forms of joint mobilization as in
this case, the cervical spine is moved in various ranges, massage as the various tissues are massaged, pressured, squeezed, and pinpointed pressure
which may be a form of trigger point technique. The ranges that the muscles can be moved through could be considered a form of stretch and possibly
traction. Neural mobilization may occur as the cervical spine and upper extremities are moved through various ranges of motion and the nerves follow
along. A partial form of myofascial care could occur as all tissues move. With some MYK treatments, a “pop” can be elicited and, thus, MYK may

be considered a form of manipulation. It is noted that the patient in the case report manifested issues over a wide body area and the C8 root was
associated with most issues, so treat the areas associated. MYK was the choice by this author as it can address C8 more than the other manual therapies
at disposal.

If the PVC is assessed and an impairment category can be found, then a form of manual therapy is to be chosen, but how much of the impairment
classification is used to influence the manual therapy chosen? A case report by Heintz and Hegedus proposed a treatment-based classification system
for multimodal treatment of mechanical neck pain. Again, the patient was classified via a decision-making algorithm which led to the treatment of
traction and exercise being chosen for their patient.(20) They classified a patient but did not explain why they made their treatment decision. If therapy
fixes the cause of impairment, is not the impairment fixed? If this author goes through a similar thorough evaluation, as noted in JOSPT, and the case
report of (10), a pretty good idea of what is going on with the patient should be felt and what is causing the complaint. Here is some justification of why
MYK was used:

What cause of the patient condition did it address? This same question was echoed in a systematic review by Smith, Phty, and Bolton. The title asks:
"What Are the Clinical Criteria Justifying Spinal Manipulative Therapy for Neck Pain?” The authors note a lack of reliable and valid diagnostic protocols
to determine the use of spinal manipulation, on the patients referenced, with neck pain.(21) This treatment technique went through a thorough
evaluative process plus the postural and pain assess of MYK for the patient. At this point it was roughly noted: radicular complaints (nerve dysfunction),
mild weakness (muscle and/or neuromuscular origin), headache (stress, nerve irritation, muscle spasm, or other cause), neck pain virtually about the
cervical spine to upper thoracic spine (joint dysfunction, pain misperception, aberrant neuromuscular movement, “pinched nerve”, etc.) and chronic
(at least a year of complaints). So according to the traditional line of thinking apparently manual therapy is recommended-mobilization, manipulation,
traction, stretching, etc, but, MYK was used, in this case, and helped the patient. So, to try and find out what happened, the inventor of MYK treatment,

Dr. Michael Uriarte, D.C., was interviewed.
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The question of what made him or what thought crossed his mind to go in this direction of care was asked. The basic answer was that the manual
therapy disciplines did not work together. He was looking at ways to maximize the various disciplines line of care, and come up with a more complete
treatment that relates to the patient problem. Then the thought came about from a chiropractic view that if a segment is manipulated, then why not
address that segment neurologically, treat the nerve root as well, and even the soft tissues associated with the segment. The Myokinesthetic approach
arose out of thought and was initially planned to be in conjunction with manipulation. Through experience, MYK results were very successful without
the manipulation component.(22) Then it should be asked if any research is/was used to support the treatment of note or was this all experiential and
did any research help in the development of the technique. Dr. Uriarte reported that his education gave him the resources to think and that he then was
able to gather information to support various components of the treatment.(22) Dr. Uriarte provided this author with numerous articles and in review, it
was noted that he put a lot of effort, thought and research into MYK.

A review of his research articles was performed and Dr. Uriarte addressed a lot of the neuromuscular system. How and why the neuromuscular system
works the way it does, not to forget there are two sides to the story in the neuromuscular system-thus the bilateral care and that the mechanism of
pain is addressed. He also interpreted the results of the articles in a very practical way for support of the care. With Dr. Uriarte’s permission to use his
references, he provided his list for reader review.(see Appendix page for Dr. Uriate's references to help support his statements)

The traditional evaluative process plus the assessment used with MYK should shed more light on the best case scenario on how to treat patients.

As noted by Dr. Uriarte, the MYK evaluative process came in reverse after the technique was developed. The postural assessments etc. came from
much thought and on postural manifestations, then ended up at a muscle weakness component as well.(22) As MYK treatment progressed, as in this
case, various issues resolve within the patient such as muscular soreness in various areas, stiff moving joints in certain areas, more resistance to certain
movement, freer ranges of movement as treatment went on, noted responses to pain, noted responses to palpation, etc. With possible residual
impairments/causes still lingering, they may be better addressed by another treatment technique. To try and provide optimal care for patient and not
exclude other therapy techniques, the whole patient is assessed and maybe the whole patient should be treated?

There are 8 articles in the appendix references addressing the bilateral treatment and thus, moving toward more body system and Dr. Uriarte’s ideas of
what may be occurring during care. A lot of neuromuscular input is provided a nerve root (as well as associated nearby roots) during care if both sides
of the body are addressed. Could the body respond in a balanced fashion to both sides of a bilateral body system design that is being influenced by
treatment? Studies support the notion that the contralateral hemisphere is involved in the recovery of brain injury and may be better enhanced with
appropriate stimuli.(23) This may address the neuromuscular aspect of care and the body has less to comprehend if learning normal movements and
input, then can move the system more normal and have less overall stress; thus, less stress on joints, muscles, nerves, balance integration, etc. With so
much of the body considered and the system apparently improving, tissues and the neuromuscular system may be healing or responding to extensive
stimulus.(24)(23)

The healing of soft tissues appears to respond to appropriate stresses. Some healed tissues respond/remodel to stresses as well.(Note appendix
reference 20) The issues and process of tissue healing, as covered in the book: “Wound Healing: Alternatives in Management”(25) may be influenced by
MYK as well. For example, an increase in blood flow may occur with MYK as referenced in the 23rd reference in the appendix. This blood flow provides
a stress that may help blood vessels adapt and heal in the correct fashion to mechanical stress as well.(26) Neural regeneration, was noted in the wound
healing book, to possibly occur with healing of lymphatic vessels and the new vascular plexus. The two-point discrimination findings may need mention
again as a possible way to monitor neural healing/activity and motor control [note appendix reference (25)](27). If interpreting the book information
correctly, the body tissues need an optimal environment to heal. Fine motor control of neuromuscular control may be enhanced by MYK movement of
muscles into their normal functioning patterns.(Appendix reference 1-8). Normal joint movement toward a possible stiff segment over repeated motions
may increase the mobility of the segment(28). Also, if the body is sensing a normal pattern of movement, the body may control the joints in a normal
fashion and thus, control joint movement to have less dysfunction that can be misinterpreted by the body. The body is quite complex, responding to a
large amount of stimuli when going about movement function, and may make mistakes in movement that can be interpreted as injurious to the system
and cause the body to respond with pain and/or aberrant movement. This may influence body tissue breakdown or cause the body to function poorly.
Treating the body with normal neuromuscular patterns, normal joint pattern movements, and normal tissue stresses to encourage the body to heal,
interpret pain, and process at a somatosensory level may result in normalized function(28)(29)

This Myokinesthetic treatment is quick and efficient. This treatment takes little space, is quite portable, and is easy on the treating clinician. This
treatment has specific home exercises to apply for a weak muscle or group found. The treatment has an excellent headache home management
program. This treatment has the potential for fitting nicely in the ever-changing world of patients who want it quick and easy and on their time and
even combined with their MD visit. Myokinesthetic can be used during the acute, as well as chronic, phases of healing with the treatment moderated
to patient and tissue tolerance and still have an effect, it appears.(30) Study the appendix reference, and in the case of C8, and see the wide range of
tissues treated and how much the body is and can be moved and/or stimulated. Consider that one root is heavily stimulated consistently and bilaterally
may aid in nerve “regeneration” and point the body in the direction of easier motor learning.(31)(32)

At the time of this report, the concept of how the body perceives pain was raised. The concept or thoughts are brought up by Adrian Louw(33). MYK
may have many components that help the body perceive pain in a different way. As noted during treatment, the two point discrimination improved on
the left forearm. Does this mean the body is more aware of itself and has a better perception of pain and it was “ok” to move and this movement was
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perceived as good?(27)(24) With so much hands-on during MYK, (not in an intrusive way), the body may note that this motion and this stimuli is "OK”
to experience and perceive pain in a different fashion.(24) During MYK, the body is put through a lot of normal movements and from study, abnormal
movement or non- movement can be painful. Tissues heal and as noted by Louw,(33) they should not have pain. Something is amiss in the body’s
handling of pain. This style of pain thought was presented in a video, by Lorimer Moseley, on pain perception.(34) MYK may hit on a portion of how the
body perceives pain. Dr Uriarte notes that the movement and vibration receptors may influence the pain sensors information and may help the body’s
perception of pain.(appendix reference 24-27) Another component of MYK that may fit into this concept is how when the treatment session is finished,

the patient is asked to stand and move to orient to gravity. Dr. Uriarte notes that posture is the outward expression of the neurological system. He points

out that the body prior to treatment may have compensated to its dysfunction and after treatment, may adjust itself more normally as it opposes gravity.

(22) Also, what are the (other) unintentional benefits of manual therapy that we do not see or perceive as patients or as therapists?

CONCLUSION:

Myokinestheic care helped this patient improve in their complaints of headache, neck pain, and radicular issues. The question arises: Is MYK a viable
method of care for patients? Of note, MYK appears quick, safe, and effective. The treatment has promoted thought on the many potential “causes” of
a patient issue and what the best treatment course is for the patient. MYK needs more research and discussion to support that MYK works and to help
more validate MYK and other forms of manual therapy. MYK is not the only manual therapy of choice, as it may appear from the justification noted,
but application of research, experience, and common sense has justified MYK, as well as other forms of manual therapy, when assessing and treating

patients.

TABLE 1
TEST AND MEASURES

PRE-TREATMENT

AFTER 4 WEEKS OF TREATMENT

GRIP IN POUNDS

R HAND 78 POUNDS
L HAND 79 POUNDS

R HAND 75 POUNDS
L HAND 78 POUNDS

LITTLE FINGER PINCH

R HAND 2 POUNDS
L HAND 5 POUNDS

R HAND 5.5 POUNDS
L HAND 5.5 POUNDS

RING FINGER PINCH

R HAND 7.5 POUNDS
L HAND 5 POUNDS

R HAND 7 POUNDS
L HAND 7 POUNDS

MIDDLE FINGER PINCH

R HAND 10 POUNDS
L HAND 9 POUNDS

R HAND 11 POUNDS
L HAND 10.5 POUNDS

INDEX FINGER PINCH

R HAND 11.5 POUNDS
L HAND 9 POUNDS

R HAND 10.5 POUNDS
L HAND 10 POUNDS

CERVICAL ROTATION,
GONIOMETER MEASURE

R ROTATION 10 DEG LESS THAN LEFT

R ROTATION VIRTUALLY EQUAL TO LEFT

CERVICAL EXTENSION, 22 DEGREES PAIN FREE AND “BUMP” 77 DEGREES
GONIOMETER MEASURE

TWO POINT DISCRIMMINATION, R ARM 2.4 CM R ARM 2.3 CM
MEDIAL FOREARM MID POINT LARM 3.2CM LARM 2.0CM
0-10 PAIN SCALE, PAIN PAIN 9/10 PAIN 0-1/10
AND HEADACHE HEADACHE 8/10 HEADACHE 0/10
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TABLE 2

PAIN/HEADACHE TREND DRUING TREATMENT

0-10 SCALE, PRE-TREATMENT COMPLAINT

EVALUATION
TREATMENT 1

PAIN 9/10
HEADACHE 8/10

TREATMENT 2 PAIN 3/10
HEADACHE 1/10
TREATMENT 3 PAIN 1/10
HEADACHE 5/10
TREATMENT 4 PAIN 1/10
HEADACHE 4/10
TREATMENT 5 PAIN 1/10
HEADACHE 1/10
TREATMENT 6 PAIN 1/10
HEADACHE 0/10
TREATMENT 7 PAIN 0/10
HEADACHE 4/10
TREATMENT 8 PAIN 0/10
HEADACHE 1/10
TREATMENT 9 PAIN 0/10

HEADACHE 0/10
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Posture chart of Myokinesthetic, used with permission of Dr. Uriarte.

Posture Chart
Head GIRJGERIGIN c2 [ Cs [Cs &3]
C €2 IC3 jc4a |C5 [C6 |CT7 |C8 |TI
[CL_|C2 |C3 |ca [C5 |c6 [C7 [c8 [T
cL|c2 %6 | C7_1C8 | T
Scapula | N (T ) 1C7_[C8 |7
R | Scapula depressed |Cl_[C2 IC7 |C8 |T
| Scapula abducted [ ¢ Cc7_|c8 |T1
| Scapula sdducted [clc (o < i
| Scapula up rotate [cijc2 C7_|C8 |11
| Scapula down = Crics [T
Shoulder | Shoulder Flex [T C7_|c8 |11
Should extended ClLiC C €8 T1
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| Elbow Extended | T = €1 cs [T
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Muscles of C8 treated-24 muscles/movements for Myokinesthetic, used with permission of Dr. Uriarte.
Muscles of C8 treated: 24 movements/muscle groups.
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