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FILM TTAPS PART 3 NOTES 

COURSE TITLE, SUBJECT AND DESCRIPTION 

COURSE TITLE/DESCRIPTION:  ADJUSTING, MANIPULATION AND MOBILIZATION TECHNIQUES 
[ADMAMOTTM] of VERTEBRAE, EXTREMITIES AND CRANIALS 

COURSE SUBJECT: SEMINAR REGARDING: Resolving scar tissue deposits within joint structures 
to affect range of motion and neuromuscular consequences 

COURSE DESCRIPTION: 16 HOURS  

TECHNIQUES THROUGHOUT THE HUMAN BODYTO RESOLVE CERTAIN CHRONIC NEURO-
MUSCULAR DIAGNOSIS ENTITIES, 

COURSE COORDINATOR: 

ALAN R. BONEBRAKE, DC 
630C N CENTRAL EXPY 
PLANO, TX  75074 
drbbrk@hotmail.com 

Four Seminars: 

1. Reflexes [minimal scar tissue causing nervous system abnormalities] 

2. Scar Tissue and Rehabilitation [denser scar tissue causing nervous system abnormalities] 

3. Adjustments, Manipulation and Mobilization Techniques for scar tissue in and around joints 

4. Body Chemistry Correction Methods for non-neurological causes 

 

 

 

 

MAJOR-MINOR MAJOR SEGMENT, BY STAN BRODY, DC: ADJUSTING ONE SUBLUXED 
SEGMENT CAUSES ALL OTHERS TO SELF-CORRECT/ADJUST [THIS WORKS WELL FOR 
THOSE THAT AREN’T FIBROTICALLY SUBLUXED], A SORT OF HOLE-IN-ONE 
ADJUSTMENT, BUT NOT ALWAYS UPPER CERVICAL: THE SMALLEST, MOST 
INSIGNIFICANT SUBLUXED JOINT 

*Depressor Reflex: A reflex to stimulation resulting in DECREASED ACTIVITY OF THE MOTOR 
CENTER.* [eg, AK muscle testing, Brody-ARMS, Van Rumpt-FEET, Truscott-KNEES] 
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POSITIONS OF RESTRICTIONS:  

1. COMPRESSED 
2. DISTRACTED 
3. ROTATED RIGHT AND LEFT 
4. FLEXED RIGHT AND LEFT 
5. ANTERIOR AND POSTERIOR GLIDE 
6. RIGHT AND LEFT GLIDE 
7. PROXIMAL/DISTAL GLIDE 
8. VECTORS OF GLIDE 

POSITIONS OF TREATMENT: 

1. STANDING 
2. SITTING 
3. PRONE 
4. SUPINE 
5. SIDE POSTURE 
6. PRONE ON A STOOL [UPPER THORACICS] 

MAIN CAUSES OF SCAR TISSUE: immobilization, inflammation, NSAIDS, prescription pain killers 

SCAR TISSUE IS NORMAL REPARATIVE TISSUE 

NORMAL scar tissue forms with PSEUDO-ELASTICITY [folds], such as tendons and ligaments have 

TRUE ELASTICITY defines muscular filament action 

ABNORMAL scar tissue forms in a MATTED fashion, which restricts and inhibits motion 

AS SCAR TISSUE AGES IT DEHYDRATES AND SHRINKS [contracts], causing MATTED scar 
tissue to further inhibit motion and causing muscle tissue to stay contracted and trapping nerves [causing 
them to either be irritated and over function, or to under function], while NORMAL scar tissue continues 
to stay normal 

Fibrous ankylosis is a fibrous connective tissue process which results in decreased range of 

motion. Symptoms present as bony ankylosis, in which osseous tissue fuses two bones together reducing 

mobility, which is why fibrous ankylosis is also known as false ankylosis. 

Pathology may be the result of trauma, disease, chronic inflammation, or surgery. 

Some research suggests fibrous ankylosis may precede the development of bony ankylosis  

It is the main reason necessitating performance of an impulse cavitation adjustment. 
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POSITIONAL TREATMENT: provocation identifies the precise vector point to treat. 

Structures MUST glide over and through each other: skin over muscles, ligaments and bone; muscles 
over muscles and bone; nerve trunks and blood vessels through or between muscles and bone; bone over 
bone; organs over muscles, other organs, peritoneum, and pleura 

Scar tissue inhibits or prohibits this gliding motion, causing relative or complete immobilization, with 
resulting deconditioning or atrophy, and may compress blood vessels, lymphatic vessels, nerves and other 
organs, possibly causing obstruction, irritation or inflammation of organ, vessel or nerve function. 

Atrophy vs. Deconditioning: atrophy is an extreme form of deconditioning wherein striations are lost 
from muscle, bone demineralizes, nerves shrink and tendons and ligaments lose tensile strength. 

 

HIP SOCKET: 

Kapandji, Vol. 2 Lower Limb 

 

p. 64-5 3 Medial Rotators of hip: Tensor Fascia Latae, Gluteus Minimus, Gluteus Medius, power is 

1/3 of the lateral rotators 

 

p. 54-5 ‘deltoid of the hip’: TFL, Gluteus Maximus, with the Iliotibial Tract being the insertion into 

the tibial condyle. When contracted in concert produce abduction. 
 

KNEE: 

Kapandji, Vol. 2 Lower Limb 

p. 88-9 Femoral condyles on Tibial condyles 
PATELLOFEMORAL 

TIBIOFEMORAL 

PROXIMAL TIBIOFIBULAR [Pes Planus and Cavus] 

 

ANKLE: 

DISTAL: 1-3 CUNEIFORMS [FIRST TO THIRD METATARSAL], CUBOID [FOURTH AND FIFTH 
METATARSAL] 

PROXIMAL: TALUS [TIBIA AND FIBULA] 

INTERTARSALS: NAVICULAR WITH CALCANEOUS, CUBOID AND ALL CUNEIFORMS, 
TALUS WITH CALCANEOUS, NAVIC ULAR AND CUBOID, CALCANEOUS WITH CUBOID 
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FOOT: 

Kapandji, Vol. 2 Lower Limb 

 

p. 200-207 3 arches of foot 

 
PROXIMAL INTERMETARSAL 

DISTAL INTERMETATARSAL 

METATARSOPHALANGEAL 

 

EMBOSSING STYLUS SET-PROD 

Small ball tip of prod to phalanx joints and suture scars  

 

LOWER DIGITS: 

PROXIMAL INTERPHALANGEAL 

DISTAL INTERPHALANGEAL 

HALLUX RIGIDIS 

HALLUX SESAMOIDS 

INGROWN TOENAIL: DISTAL HALLUX INTERPHALANGEAL M [FROM MIDLINE OF FOOT] 
TO L DISTRACT MEDIAL JOINT STRAIGHT L THRUST AT DISTAL END STABILIZING 
PROXIMAL PHALANX AT DISTAL END ON LATERAL SIDE 

Kapandji, Vol. 2 Lower Limb: p. 219 Bunion sesamoids in tendons 
 

UPPER DIGITS: 

METACARPOPHALANGEAL 

PROXIMAL INTERPHALANGEAL 

DISTAL INTERPHALANGEAL 

SADDLE JOINT OF THUMB FOR FIBROMYALGIA 
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HAND: PROXIMAL AND DISTAL METACARPALS 

 

WRIST: 

DISTAL CARPALS: 1: TRAPEZIUM [THUMB], 2: TRAPEZOID, 3: CAPITATE, 4: HAMATE 

PROXIMAL CARPALS: 1: SCAPHOID [RADIUS], 2: LUNATE [RADIUS AND ULNA], 3: 
TRISQUETRUM, 4: PISIFORM 

DISTAL TO PROXIMAL INTERCARPALS: SCAPHOID TO TRAPEZIUM, TRAPEZOID AND 
CAPITATE, LUNATE TO HAMATE, PISIFORM TO HAMATE 

DISTAL RADIOULNAR 

TRACTION FINGERS/WRIST AND ROTATE FOR CTS/UTS/RTS 

 

ELBOW: 

RADIOULNAR IN PRONATION AND SUPINATION 

ULNOHUMERAL IN PRONATION AND SUPINATION 

ELBOW FOR NECK RESTRICTION 

  

SHOULDER: 

GLENOHUMERAL 

ACROMIOCLAVICULAR 

SCAPULOCOSTAL 

  

STERNUM: 

STERNOCLAVICULAR 

MANUBRIOGLADIOLAR 

XYPHOGLADIOLAR 

COSTOSTERNAL 

COSTOCLAVICULAR 
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RIBS: 

Kapandji, Vol. 3 The Trunk and Vertebral Column p. 134-5 Rotation of thoracic vertebra subjects 

Sternum to shearing forces. 

 

p. 136-7 Costovertebral and Costotransverse joints 

 

P. 140-1 Sternocostal and Costochondral joints 
 

COSTOTRANSVERSE 

COSTOVERTEBRAL 

COSTOCHONDRAL 

CHONDOCHONDRAL 

 

CRANIALS: 

INTERPARIETALS 

PARIETOTEMPORAL 

FRONTOPARIETAL 

FRONTOTEMPORAL 

FRONTONASAL 

XYGOMATONASAL 

XYGOMATOMAXILLARY 

TEMPOROOCCIPITAL 

TEMPOROMANDIBULAR 

TMJ FOR MENINGES 

SPHENOTEMPORAL 

SPHENOFRONTAL 

SPHENOPARIETAL 

SPHENOXYPHOID 



Page 7 of 11 
 

ETHMOID 

PALATINE PROCESS 

PALATINE BONE 

VOMER 

MAXILLA 

STYLOID PROCESS 

  

SUTURES: CORONAL, SAGGITAL, SQUAMOUS, LAMBDOID [TREAT WITH SMALL-TIPPED 
PROD], FRONTONASAL 

FONTANELLES: ANTERIOR/GLABELLAR, POSTERIOR/OCCIPITAL, 
ANTEROLATERAL/SPHENOID, POSTEROLATERAL/MASTOID 

TEETH [HIT SOMETHING, STRUCK BY SOMETHING, CHEWED ON ICE, SOMETHING STUCK 
BETWEEN TEETH] 

OSSICLES 

Meninges attach to:  

1. 2nd and 3rd Cervical Vertebrae 
2. Coccyx 

 
IMBIBITION: stress on disc pushes out, and rest brings in moisture into discs 

CHONDROCYTES: the only living part of a disc is stimulated to produce disc material by motion 

 

Dr. Alf Breig, a Swedish neurosurgeon and Nobel Prize recipient coined the termed ‘adverse neural 

tension’ to describe the mechanism by which loss of normal cervical lordotic curve creates 

dysfunction and disease.1 

Through cadaver studies, Dr. Breig demonstrated that neck flexion could stretch the spinal cord 5-7 

cm causing tensioning of the meninges (covering of the brain and spinal cord) and elicit 

measurable pressure on brain-stem nuclei (nerve control centers) which control all basic life 

functions. The increased compression led to dysregulation of basic metabolic control functions. 

Recall that the spinal cord is actually only “tethered” to the bony skeleton in the upper cervical and 

lowest sacral areas (top and bottom ends of the spine). In between these polar attachments, the 

spinal cord is relatively free to move up and down. Free-floating mobility of the cord is essential in 
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allowing bending and twisting of our bodies. Anything that reduces that freedom, i.e., exaggerated or 

flattened spinal curves, dural impingement, etc. increases cord and brain stem tension. Increased 

tensile stress on the cord and brain stem not only interferes with the control of basic body processes 

such as breathing and motor control but in cases of dural impingement, may encourage painful 

cervical radiculopathies. 

 

1. Breig, Alf. Adverse Mechanical Tension in the Central Nervous System: An Analysis of Cause 

and Effect. 1978. Almqvuist & Wiksell International, Stockholm, Sweden. Pg. 177. 

 

The Physiology of the Joints, I.A. Kapandji 

Vol. 3 The Trunk and Vertebral Column 

p. 20 “The curvatures of the vertebral column increase its resistance to axial compression 

forces… ten times that of a straight column” 

 

p. 26 The anterior and posterior longitudinal ligaments “are interlinked at each vertebral level by 

the intervertebral disc”. 

 

p. 28 The annulus fibrosus is made up of 7 concentric layers that are vertical on the outside, 

then cross each other and progressively become more oblique going internally. The central 

fibers in contact with the nucleus pulposus are nearly horizontal. 

 

p. 30 The nucleus pulposus is a swivel, a ball between 2 planes, allowing tilting [flexion, extension 

and lateral flexion, rotation, gliding and shearing of one plateau over the other. 

 

p. 32 Axial compressive forces are 75% on the nucleus, 25% on the annulus. 

 

p. 34 Imbibition: “The nucleus rests on the center of the vertebral plateau, an area lined by cartilage 

which is transverse by numerous microscopic pores linking the casing of the nucleus and the spongy 

bone underlying the vertebral plateau.” Standing causes the water contained within the gelatinous 

matrix of the nucleus to escape into the vertebral body through pores, causing about 2 cm loss of 

height, regained at night. 

 

p. 42 Lateral Flexion causes contralateral rotation of vertebral bodies [spinouses rotate toward the 

side of flexion] 
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p. 48 “Axial rotation of the cervical vertebral column is quite extensive, attaining 45-50o.” 

 

p. 214-215 Atlanto-Occipital and Atlanto-Axial rotation 12o each 
 

  

VERTEBRAL COLUMN: 

ATLANTO-OCCIPITAL 

ATLANTOAXIAL 

C3 

C4 

C5 

C6 

C7 

ANTERIOR CERVICALS 

 

ANTERIOR THORACICS 

ALL THORACICS IN SITTING POSITION 

T1 

T2 

T3 

T4 

T5 

T6 

T7 

T8 

T9 

T10 
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T11 

T12 

T13 

 

L1 

L2 

L3 

L4 

L5 

L6 

Vol. 3 The Trunk and Vertebral Column 

p. 58-9 The middle and superior portions of the crescent-shaped sacral articular facet bears a 

central furrow; the inferior portion is convex centrally. 

 

p. 64-5 Theories of Sacral movement: 

 

1. Nutation: Base moves antro-inferior, coccyx postero-superior; Counter-Nutation: Base 

moves posterior-superior. 

2. Theory of Farabeuf: Tilting of the sacrum about an axis constituted by the axial ligament 

3. Theory of Bonnaire: Tilting of the sacrum occurs about an axis O’, which passes through 

Bonnaire’s tubercle. 

4. Weisel’s theory of pure linear displacement: The sacrum slides along the axis of the 

caudal portion of the articular facet. 

5. Weisel’s theory based on rotational movement: The axis O” lies anterior to the articular 

facet and inferior and anterior to the sacrum, varying from person to person. 
 

ASSYMETRIC FACETS 

SPONDYLOLISTHESIS-TTAPS PART 2 

S1 

S5 
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COCCYX 

SACROILIAC, UPPER 

SACROILIAC, LOWER 

ISCHIUM 

PUBIC SYMPHYSIS 

 

 

 


